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FOREWORD

(2014-15 TSPA). The survey was undertaken by the National Bureau of Statistics (NBS) and the Office

of the Chief Government Statistician (OCGS) in collaboration with the Ministry of Health and Socia
Welfare (MoHSW)—Mainland, and the Ministry of Health (MoH)—Zanzibar. The 2014-15 TSPA isthe second
facility-based survey to be conducted in Tanzania as it follows the first TSPA which was conducted in 2006.
The surveys cover both Tanzania Mainland and Zanzibar.

This report presents the major findings of the 2014-15 Tanzania Service Provision Assessment Survey

The general objectives of the 2014-15 TSPA were to provide up-to-date information on the delivery of
health care services in Tanzania and to examine the preparedness of facilities for provision of quality health
services in Tanzania. These services were in the areas of child health, maternal and newborn care, family
planning, sexually transmitted infections, HIV and AIDS, tuberculosis, malaria, and chronic diseases.

The 2014-15 TSPA was designed to provide national-level representative results by facility type, that
is, hospitals, health centres, clinics, and dispensaries. National-level representative results were also expected by
management authorities, that is, public, private, faith based, and parastatals. The survey was aso designed to
provide representative results for each of the 25 regions in Tanzania Mainland and the 5 regions in Tanzania
Zanzibar, for atotal number of 30 survey regions.

The survey collected several types of data, using checklists of service availability, general infrastructure
and supplies, interviews with health care providers and clients, and direct observation of client-provider
interactions. These approaches provide a comprehensive overview of the health care system in Tanzania.

The 2014-15 TSPA has therefore collected important information for planners, policy makers, and
programme managers to assess the capacity of health facilities to provide quality services to the generd
population of Tanzania. The information is also very useful in determining the strengths and weaknesses of
health facilities in an endeavour to provide intervention measures for improving health care delivery.

In this regard, the National Bureau of Statistics (NBS) and the Office of the Chief Government
Statistician (OCGS) together with the Ministry of Health and Social Welfare (MoHSW)—Mainland, and the
Ministry of Health (MoH)—Zanzibar take pleasure in presenting the findings of this survey.

I, therefore, urge all stakeholders and beneficiaries of this report to make use of it effectively and
ultimately contribute to the improvement of health servicesin Tanzania.

Dr. Donan W. M mbando

Permanent Secretary

Ministry of Health and Social Welfare
December 2015
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OVERVIEW OF THE HEALTH AND 1
SOCIAL SYSTEM IN TANZANIA

Josibert Rubona and Ali Omar

11 DEMOGRAPHY AND STRUCTURES OF HEALTH AND SOCIAL WELFARE SERVICES

44,928,923 (NBS, 2014). Ninety-seven percent of the population livesin Tanzania Mainland and the rest

in Zanzibar. Less than one third (29 percent) of the population resides in urban areas, whereas the
majority (71 percent) livein rural areas. Tanzania is divided into 30 regions: 25 are on the Mainland and 5 are
in Zanzibar. These regions are divided into districts, which are divided into councils. The councils (or local
government units) administer and provide public services.

The United Republic of Tanzania covers 947,300 square kilometres. The total population in 2012 was

1.2 HEALTH STATUS IN TANZANIA

A recent review of Tanzanians health shows improvement. Infant mortality decreased from 99 deaths
per 1,000 live births in 1999 to 46 deaths per 1,000 live births in 2012, and under-5 mortality decreased from
147 deaths per 1,000 live births in 1999 to 67 deaths per 1,000 live births in 2012. These trends indicate that
Tanzania has met its Millennium Development Goal (MDG) targets on these indicators. The trend in neonatal
mortality declined from 40in 1999 to 26 per 1,000 live birthsin 2012, and maternal mortality declined from 529
per 100,000 live birthsin 1996 to 432 per 100,000 live birthsin 2012, but did not meet MDG targets. Children’s
nutritional status also has improved. The proportion of underweight children under age 5 has dropped, but, at
42 percent in 2010, stunting remains high (NBS and ICF Macro, 2011) and off target as per Strategic Plan 1|
(July 2009 to June 2015). Between 1996 and 2010, the prevalence of stunting decreased from 43 to 35 percent;
wasting decreased from 7 to 4 percent; and underweight decreased from 31 to 21 percent (NBS and ORC Macro,
2010). However, thereis still room for improvement with increased interventions. Life expectancy at birth rose
to 61 years as reported in the 2012 Population and Housing Census (PHC) compared with 51 years in the 2002
PHC. Thisrecent substantial improvement mainly resulted from progress made against the HIV/AIDS pandemic
through the provision of life-prolonging medicine and other preventive measures. Additionally, the decline of
childhood mortality over the last two decades is due to the effectiveness of vaccination programmes and other
child health-related interventions.

Despite having some gains in the health sector, the population still faces a high burden of disease,
especialy due to malaria, TB, and HIV/AIDS. Maaria is the leading cause of morbidity (accounting for 27
percent of all registered outpatient cases involving children under age5 and 22 percent of cases among children
age 5 and above in 2014). Also, malaria is the leading cause of admission (36.6 percent for under-5 and 27
percent for age 5 and above in 2014). Nevertheless, prevention is improving, as, according to the 2011-12
THMIS, 74 percent of household population slept under a bed net the night before the survey visit (TACAIDS,
2013). The second largest cluster of diseases consists of upper respiratory tract infections and pneumonia,
followed by diarrhoea and skin diseases.

1.3 ENABLING POLICIES AND STRATEGIES TO IMPROVE HEALTH STATUS

Since independence in 1961, the Tanzania government has consistently focused its development
strategies on combating ignorance, disease, and poverty. Investing in health isrecognised as central toimproving
quality of life; however, the government still faces socioeconomic challenges in strengthening the country’s
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health services. In response, the government has adopted the following policies and strategies, which include
commitments at both the national and international levels.

1.3.1 Tanzania Development Vision 2025

The Tanzania Development Vision 2025 guides the direction for long-term economic and social
development. The main objective of this vision is to achieve a high qudity of life for all Tanzanians, and it
identifies health as a priority sector contributing to achieving this goal. High quality of life will be attained
through strategies that will ensure the realisation of the following health service goals:

e Accessto quality primary health carefor all;

o Accessto qudity reproductive health services for all individuals of appropriate ages,

o  Seventy-five percent reduction ininfant and maternal mortality rates, ascompared with 1998 levels;
e Universal access to clean, safe water;

o Life expectancy comparable to the level attained by typical middle-income countries;

o Food self-sufficiency and food security; and

o Gender equality and empowerment of women in al health parameters.
1.3.2 MKUKUTA and Five Year Development Plan 2011/12-2015/16

The National Strategy for Growth and Reduction of Poverty, known in Kiswahili as MKUKUTA,
represents Tanzania's commitment to achieving the MDGs. It focuses on growth, social wellbeing, and
governance, and is a framework for al government development efforts and for mobilising resources.
MKUKUTA aims to foster greater collaboration between all sectors and stakeholders, and has mainstreamed
Cross-cutting issues (e.g., gender, environment, HIV/AIDS, disability, children, youth, elderly, employment, and
settlements). All sectors are involved in a collaborative effort rather than segmented activities. Therefore,
MKUKUTA is crucial for the success of the Ministry of Health and Social Welfare (MoHSW) strategies.

MKUKUTA seeks to deepen ownership and inclusion in policymaking and pay attention to laws and
customs that slow development and negatively affect vulnerable groups.

The strategy identifies three clusters of broad outcomes:

1. Growth for reduction of income poverty;
2. Improvement of quality of life and socia well-being; and

3. Governance and accountability.

The Five Y ear Development Plans 2011/12—-2015/16 and 2016/17—2020/21 aim to mobilise Tanzania' s
resource potentia to fast track the provision of basic conditions for broad-based and pro-poor growth. The Five
Y ear Development Plan 2011/12—2015/16 outlines the following goals:

e Increase accessibility to health services, based on quality and gender-bal anced needs;
e Improve quality of health services;
e  Strengthen management of the health system; and

e Enhance human resource development for health and social welfare.
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1.3.3 Big Results Now

In 2013, the government of Tanzania adopted the Big Results Now (BRN) approach to enhance the
implementation of MKUKUTA through improved prioritisation, focused planning, and efficient resource
management. BRN is a methodology that aims to instil accountability and discipline of implementation.
Leadership by government officialsis essential; therefore, a Presidential Delivery Bureau isfacilitating planning
and monitoring of the sectoral plans.

BRN in the Health Sector

In 2014, four key result areas (KRASs) were formulated for the health sector, with targetsto be achieved
by June 2018.

1. Human resources for health (HRH), with prioritised utilisation of employment permits, provision of
skilled HRH through public—private partnership and private sector engagement, and redistribution of
health workers within regions (6 distinctive initiatives);

2. Health commaodities, with improved supply chain, strengthening management of the Medical Stores
Department’s (MSD) working capital and complementing MSD in procurement and distribution of
medicines by engaging the private sector (6 distinctive initiatives);

3. Health facilities performance improvement, with the introduction of the star rating system of
registration, and fiscal decentralisation to health facilities (4 distinctive initiatives); and

4. Reproductive maternal neonatal and child health, with improved comprehensive emergency
obstetric and newborn care (CEmMONC) and basic emergency obstetric and newborn care (BEmMONC),
with support of community health workers and information and communication technology (ICT)
modalities, and with creation of satellite blood bank facilities and public information campaigns (6
distinctive initiatives).

Across the four KRAs will be optimisation and synchronisation of recruitment processes, empowering
local government authorities (LGAS) in human resources management, social accountability, performance
targets and contracts, use of ICT and mobile technology, and the expansion of quality management systems.

14 ORGANISATION OF THE HEALTH CARE SYSTEM

1.4.1 Health and Social Welfare Service Structure (Tanzania Mainland)

Primary health care services constitute the base of the pyramidal structure of health care services in
Tanzania (Figure 1.1). Community-based health activities, often in the form of disease control programmes,
which promote good health practices and preventive measures, reach families in villages and neighbourhoods.
Public and private providers are working in dispensaries and health centres. Dispensaries provide preventive and
curative outpatient services, while health centres can also admit pati ents and sometimes provide surgical services.
Table 1.1 shows the distribution of health facilities (public and private) and the total number of bedsin Tanzania
Mainland.

Council hospitals provide health care and medical and basic surgical services to referred patients.
Regional referral hospitals (RRHSs) function as referral hospitals to provide specialist medical care. Zona and
national hospitals offer advanced medical care and train hospitals in medical, paramedical, and nursing care.
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Figure 1.1 Health care pyramid (public and private) in Tanzania Mainland

Private Public
CSSC and APHFTA Treatment ”i::’gf" National Hospitals (e.g., Muhimbali, MOI,
Coordination Networks feitia ORCI, Mirembe, and Kibong'oto)
Prvate Pharmaceutical Wholesalers ( Ve
Facilities)
Voluntary Agency Referral Hospitals Zonal Level | Mbeya Referral Hospital |
(Aga Khan, Bugando, CCBRT, KCMC) (Level 4 Facilities)

FBO Referral Hospitals at Regional Level | Regional Referral Hospitals |

Regional Level
(Level 2 Facilities)

FBO District’Council-Designated | District/Council Hospitals |
Hospitals and Private Hospitals District Level

Private/CSCC affiliated Health Centres | Rural Health Centres |
Private Retail Pharmacies Ward Level

Private/GCSCC affiliated Dispensaries, | Dispensaries |
Maternity Homes, and RCH Facilities Village Level
DOs

NGO Outreach Activities Household/Community | Community-based Health Care |

Notes: APHFTA = Association of Private Health Facilities in Tanzania; CCBRT = Comprehensive Community Based Rehabilitation in Tanzania;
CSSC = Christian Social Service Commission; FBO = faith-based organization; KCMC = Kilimanjaro Christian Medical Centre; MOl = Muhimbili
Orthopaedic Institute; ORCI = Ocean Road Cancer Institute; RCH = reproductive and child health

Table 1.1 Distribution of health facilities and number
of beds in Tanzania Mainland

Number of health

facilities Number of beds
GOVERNMENT
Hospital 129 14,126
Health centre 484 8,462
Dispensary 4,502 11,998
Clinic 5,115 5
FBO
Hospital 79 12,187
Health centre 141 3,367
Dispensary 626 3,545
Clinic - 2
PARASTATAL
Hospital 15 292
Health centre 12 205
Dispensary 116 266
Clinic 846 0
PRIVATE
Hospital 34 766
Health centre 79 766
Dispensary 716 981
Clinic 829 13
Total 6,790 56,981

Source: HMIS, MoHSW
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Pharmaceutical services are provided through public-sector and faith-based organisations’ (FBOs)
health facilities, private pharmacies, and accredited drug dispensing outlets (ADDOs).

Socia services are provided by social welfare officers and social workers under the councils or by non-
governmental organisations (NGOs), and are supervised and coordinated by the head of the Social Welfare
Department of the council.

1.4.2 Administrative Structure of the Ministry of Health in Zanzibar

Theroles and functions of the Ministry of Health (MoH) in Zanzibar are divided into many departments
under the leadership of the director general (Figure 1.2). These departments are responsible for planning, policy
and research, human resources and administration, curative services, prevention and health education services,
and Mnazi Mmoja Hospital.

Figure 1.2 MoH organisational diagram, Zanzibar

1.4.3 Organisation of the Health Care System in Zanzibar

MoH Zanzibar is the sole entity responsible for the delivery of public health services. Services in the
private sector are overseen by the MoH through the Private Hospital Board. The public health system is based
on decentralising servicesto district authorities under district health management teams (DHMTS) following the
Decentralisation by Devolution (D-by-D) principle; however, the decentralisation processin Zanzibar is not yet
fully operational. MoH Zanzibar is responsible for formulating and devel oping policy guidelinesto facilitate the
implementation of health matters. Zonal health management teams interpret and implement health policies and
policy guidelines. There aretwo zonesin Zanzibar (onein Ungujaand onein Pemba), which are headed by zona
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medical officerswho report to the Director for Preventive Services and Health Education (DPS& HE) in Unguja
and the health coordinator in Pemba.

DHMTSs are responsible for district health services at primary health care units, health centres, and
district hospitals. DHMTs develop their own comprehensive district annual plans. Each DHMT is headed by a
district medical officer (DMO) who isin charge of all district health services and is answerable to the DPS& HE
in Unguja and to the health coordinator in Pemba.

MoH Zanzibar also oversees agencies with health-related responsibilities including the Zanzibar Food
and Drugs Board, the Central Medical Stores Department, the Chief Government Chemist, the Public Health
Laboratory — Ivo di Carneri, and the College of Health Sciences. The MoH, in collaboration with devel opment
partners, NGOs, and faith-based organisations, also implements public health control programmes such as the
Zanzibar Integrated HIV/TB/Leprosy Control Programme (ZIHTLP), the Zanzibar Maaria Elimination
Programme, the Neglected Tropical Diseases (NTDs) Control Programme, the Integrated Reproductive and
Child Health Programmes, Primary Eye Care, Mental Health Services, the Nutrition Unit, Non-communicable
Diseases (NCDs), Environmental Health Services, Occupational Health Services, the Epidemiology and Disease
Surveillance Unit, and Port Health.

Health Facilities in Zanzibar

There are four facility levels in the Zanzibar public heath system: 1) referral hospitas (including
specialised hospitals such as maternity homes and mental hospitals), 2) district hospitals, 3) health centres, and
4) primary health care units (PHCUS).

Primary Health Care Units (PHCUSs)

PHCUs are the lowest level of the public health system and provide the first point of contact with
patients. They are mostly staffed by enrolled nurses and public health nurses, technicians, and health orderlies.
The enrolled nurses and public health nurses provide maternal and child health care, treat simple medical
problems, and provide basic outpatient curative care. In addition to these services, PHCUs provide reproductive,
maternal and child health care services and youth-friendly services, environmental health services, health
education campaigns, and counselling. Some second-line PHCUs (referred to as PHCU+) also offer basic
laboratory and dental services, conduct outreach services, and provide Directly Observed Therapy, Short Course
(DOTS) servicesfor TB patients.

Health Centres

Health centres are staffed by clinica officers and midwives or nurses. They provide a wide range of
services including basic curative and preventive services for adults and children, reproductive health services,
and minor surgical services, such asincisions and drainage. Health centres augment their coverage with outreach
services and refer severe and complicated conditions to the appropriate level, such asthe district hospital. Health
centres in Zanzibar also offer some basic x-ray services.

District Hospitals

The three district hospitals, al located in Pemba, offer outpatient and inpatient services. They offer
diagnostic services based on laboratory testing and radiology and surgical servicesincluding emergency obstetric
care. Digtrict hospitalsare thefirst level of referral hospitalsand, assuch, areanintegral part of the district health
system.
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Referral Hospitals

Referral hospitals are centres of excellence that provide complex health care requiring advanced
technology and highly skilled personnel, have a high concentration of resources, and are relatively expensiveto
run. Referral hospitals also support pre-service and in-service training of health workers. The main referral and
teaching hospital in Zanzibar is Mnazimmoja Hospital, which is administratively combined with Mwembel adu
Maternity Home and Kidongo-Chekundu Mental Hospital (also teaching facilities).

Private Clinics and Pharmacies

Private clinics and pharmacies provide mostly curative services and are operated by NGOs and FBOs.
They employ nurses/midwives, clinical officers, doctors, and pharmaceutical technicians.

Home-Based Care

Chronically ill patients may receive curative, psychological, or hygienic carein their homes. This type
of careis often provided by ZIHTLP, NGOs, FBOs, and supervision from professiona staff at a nearby health
facility.

Medical Personnel

Table 1.2 presents the number of doctors, assistant medical officers, and clinical officersworking in the
public sectorsin Zanzibar.

Table 1.2 Medical personnel in Zanzibar
Carder Total

©
]

Medical doctor

Surgeon

Paediatrician and child health care
Obstetrician and gynaecologist
Pathologist

Radiologist

Dentist

AMO

ADO

Cataract surgeon

Clinical officer

Community health nurse
Ophthalmic clinician
Ophthalmic surgeon

o
RPRONRFPREEADN

N
W N
o P

Optometrist

Sociologist

Tropical disease specialist
Total

oONOOTWE M

IN
w

Source: Zanzibar iHRIS

Notes:

e AMO = Assistant medical officer
e ADO = Assistant dentist officer

1.4.4 Management of Health and Social Welfare Services in Tanzania Mainland

MoHSW and the Prime Minister's Office — Regional Administration and Local Government (PMO-
RALG) arejointly responsible for the delivery of public health services and follow the D-by-D system. PMO-
RALG is responsible for the management and administration of public services at regional and council levels.
At thelocal level, LGAs—the main interface between citizens and government in daily life—are responsible for
planning, delivering, and overseeing public services, such as health services. LGAs and the facilities they own
are responsible for promoting socia accountability and establishing partnerships with communities, NGOs, and
private providersin health and socia welfare.
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The council health management teams (CHMTs) manage health care and social welfare services at the
council level. Council health services consist of primary referral hospitals and primary health care facilities
(health centresand dispensaries). Thelocal government authorities (LGAS) employ personnel working in council
health services. All CHM Ts produce an annual Comprehensive Council Health Plan, which outlinesthe activities
and budgets for services.

Health facility governing committees and council health services boards are comprised of community
representatives and should contribute to the management of health ingtitutions, but are sometimes unabl e to.

Theregiona health management teams (RHM Ts) work under the PMO-RALG regiona administration,
and oversee the work of RRHs and CHMTs. RHMTs provide technical and administrative support to those
entities.

The PMO-RALG Department of Health (DoH) oversees the administration of council and regional
health services and supervises planning, reporting, and financial accounting. DoH follows local government
procedures, which use their own management tools such as EpiCor or PlanRep software.

MoHSW has the overall responsibility for the health and social welfare services and defines priorities
for services in the health and social welfare sector (e.g., the National Essential Health Care Interventions
Package-Tanzania). MoHSW provides technical guidance to organisationsinvolved in service delivery, defines
controls, promotes maintenance of quality standards, and sets the policy for social welfare (Figure 1.3). It also
mobilises resources and leverages policy in health and social welfare international relations. MoHSW delegates
some stewardship functions to PMO-RALG and other statutory health agencies (e.g., the Medical Stores
Department, Tanzania Food and Drug Authority).

Figure 1.3 Relations between levels of management in health and social services

The Ministry of Finance (MoF) manages the overall revenue, expenditure, and financing of MOHSW's
activities and provides the government with advice on the broad financia affairs of Tanzaniain support of its
economic and socia objectives. MoF duties include preparing the central government budget and determining
expenditure alocations to different government ingtitutions including MoHSW. MOF decisions directly
influence the health and social welfare sector budget and income-generating activities (e.g., insurance schemes).

The President’ s Office, Public Service Management (PO-PSM), assists in matters of human resources
management pertaining to public service across the government. This includes responsibilities for personnel
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policies, administration, and coordination of training and recruitment. PO-PSM plays a crucia role in human
resources for health in the country.

1.5 SERVICE DELIVERY OF THE HEALTH AND SOCIAL WELFARE SECTOR IN TANZANIA
MAINLAND

1.5.1 Services in Community

Thereisawide range of community-based programmes for disease prevention and control (e.g., malaria
[bed nets and spraying], HIV/AIDS, TB, sanitation, hygiene, and rehabilitation). However, relatively few
communities receive a comprehensive set of interventions. Most activities depend on local programmes and
funding, often by NGOs.

1.5.2 Services Provided by Institutions

Since 2009, the Tanzanian government has expanded the number of health institutions (mostly primary
health care facilities) to approximately 500 and has increased the number of health workers deployed. In 2013,
66,000 health workers were employed out of the 149,000 required. Despite the increase of health workers, the
RRHs are still facing shortages of specialists and are struggling with quality issues. Some are failing to cope
with the demands for services due to shortages of personnel, supplies, equipment, and revenue.

Services such as integrated management of childhood illnesses; malaria; TB; HIV prevention and
control; sexually transmitted infections; reproductive maternal, newborn, child, and adolescent hedth
(RMNCAH); and prevention of mother to child transmission are increasingly delivered in an integrated way at
the primary health care level (“one-stop-shop”), while the utilisation of these servicesisimproving. Servicesfor
NCDs are not yet provided according to the needs of the population, based on epidemiological estimates.

MoHSW has developed the Tanzania Quality Improvement Framework and a Quality Improvement
Strategic Plan (2013-2018) with guidelines, tools, and training for improving the quality of service delivery.
The quality improvement programme is still expanding.

Although the government has developed a good system for addressing health emergencies,
implementation is often constrained by lack of human and financial resources.

Disease Control Programmes

Trends analysis shows that Tanzania should achieve most of its strategic plan targets in disease control
and child health. The targets set in the Second Health Sector HIV and AIDS Strategic Plan for 2009 to 2013
(HSHSP-I1) are likely to be achieved, particularly for those in the areas of utilisation of HIV/AIDS care and
treatment services. Activities are noted for increasing safe blood supply, safety of injections, accessto voluntary
medical male circumcision, etc. However, marginalised groups, such as those who inject drugs, sex workers,
men who have sex with men, and those with physical or mental disabilities, receive insufficient attention. HIV
prevalence is decreasing only slowly, while women remain more at risk than men. Challenges include the large
gap between adult and paediatric anti-retroviral treatment coverage, weak integration of HIV within
reproductive, maternal, newborn, child, and adolescent heath (RMNCAH) services, and lack of age-
disaggregated data to understand the situation regarding coverage of HIV and sexual and reproductive health
services among adolescents.

The malaria strategies for 2009 to 2013 are successful, particularly for malaria diagnosis and treatment
and the distribution of insecticide-treated nets (ITNs). Three-quarters of the population, in all wealth quintiles,
now use ITNs.
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TB and leprosy strategies for 2009 to 2013 have generally been implemented according to plan.
However, new estimates following the first TB prevalence survey in Tanzania indicated much lower case
detection rates and less TB-HIV co-infection than previously estimated. Most of the TB programme’ s progress
can be attributed to the home-based DOTS strategy. An area with limited progress is leprosy elimination and
prevention of disabilities.

Most national health sector strategic plan (HSSP) 111 strategies for neglected tropical diseases (NTDs)
for 2009-2014 were being implemented on an expanded scale, particularly in surveillance, diagnosis, and
treatment. Sixty-three percent (101 out of 160) of the councils where NTDs are endemic are implementing
integrated NTD control activities. Good progress has been made in onchocerciasis (or river blindness) control,
which interrupts the transmission of lymphatic filariasis and trachoma.

Recent surveys have provided more insight into the upcoming epidemic of non-communicable diseases
(NCDs). Urbanisation and socia change are increasingly leading to unhealthy lifestyles (e.g., poor diet,
excessive salt intake, limited physical activity).The planned NCD strategies for 2009 to 2013 have not been
implemented. Tackling the relevant risk factors for NCDs has yet to start.

Reproductive, Maternal, Newborn, Child, and Adolescent Health and Nutrition

Reproductive health services (RHS) are not performing as hoped in Tanzania, despite investments in
this area. The number of facilities that offer RHS is increasing; however, the facilities face shortages of skilled
staff and supplies. There was a slight increase in skilled birth attendance and in post-natal care during the HSSP
Il period, as well as in utilisation of family planning services in many rural areas, but the pace of quality
improvement and availability of health services lags behind that of urban areas. In the BRN planning process,
under-performing regions with significant rural populations have been identified for priority action. Expansion
of service delivery has not been keeping up with the improved quality of services delivered, and especially
referral of complicated maternal casesin rura areasis still insufficient.

Most child health programmes are performing well, with the exception of newborn care (related to poor
quality of maternal health care around birth), which is a serious concern given the high neonatal mortality in the
country. Vaccination services are on track and nearly all children are vaccinated; at the national level, the
coverage of al antigens has been maintained above 90 percent for three consecutive years. Four new and under-
used vaccines (rotavirus vaccine, pneumococca vaccines, combined measles-rubella vaccine), and the second
dose of combined measles-rubella have been introduced in the routine immunisation schedule.

There has been a gradual improvement in the nutritional status of children in Tanzania, but stunting
remains a problem because of repeated episodes of ill health of children and inadequate infant and young child
feeding practices. Stunting remains a problem with prevalence of 42 percent among under-5 children (NBS and
ICF Macro, 2011). Exclusive breastfeeding is not yet acommon practice in the country, especialy in rural areas.
There has been no improvement in prevalence of micronutrient deficiencies among children and women of
reproductive age. Coverage of Vitamin A supplementation has increased significantly.

Social Welfare

The Department of Social Welfareis responsible for servicesto vulnerable populations in communities
or ingtitutions. Social welfare officers in councils are responsible for providing child protection services and
supervising other welfare services. The integration of social welfare servicesin LGAs s till challenged by the
inadequate capacities to handle complex and emerging social welfare problems and by financial constraints.
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In addition to socia protection services, social welfare officers have a legal responsibility under the
Law of the Child Act to deliver child protection services for LGAs. The Violence against Children Report
published in 2011 noted the high levels of physical and sexua violence and the physical and mental health
consequences of suffering such abuse, as well as the social and cultural legitimacy of violence. The Second
National Costed Plan of Action (2013—2017) and the Multi-sector Task Force on Violence against Children, and
the Implementation, Monitoring, and Evaluation Results Framework Plan prioritise the need to devel op services
to protect children from all forms of violence. An initial pilot project in eight councils has been extended to 15
councils.

The government is only in the early stages of developing services for children who are without parental
or family care, and has yet to devel op fully the fostering, fit persons, adoption, and residential services necessary
to meet need. At present, social welfare services for children are assisted by the Most Vulnerable Children
Committees, which have been established in nearly all councils. NGOs provide most of the residential care, but
arigorous monitoring and inspection framework has yet to be developed.

Socia welfare policy issues include financing access to essential education and health care services
among the vulnerable population groups, which needs to be anchored within a comprehensive social welfare
policy and supported with social welfare legislative provisions. Access to health insurance schemes for the poor
is an upcoming issue for social welfare officersin the country.

In 2014, an Inter-Ministerial Memorandum of Understanding was signed for the Implementation of the
National Under-Five Birth Registration Strategy among the Ministry of Constitutional and Legal Affairs, PMO-
RALG, and MoHSW. Health facilities increasingly play a role in the system of birth registration because the
majority of children are born in health facilities and nearly all children are vaccinated. Tanzania follows the
internationally agreed “Reaching Every Child” approach.

1.6 HEALTH CARE SUPPORT SYSTEMS IN TANZANIA MAINLAND
1.6.1 Human Resources for Health

HRH planning is improving a the council level, strengthened by a functional human resources
information system (HRIS). Bottlenecks in HRH management are still prevalent, leading to limited absorptive
capacity in the system (as thoroughly analysed in the BRN planning process). As a result, newly trained staff
have problems quickly finding employment, while vacancies exist.

The number of health workers, especialy clinical personnel, is increasing. However, rura areas still
face major shortages and many primary health facilities do not have enough qualified staff, resulting in an
inefficient use of resources. This has been identified as one of the key constraints in the national key results area
(NKRA) formulation. Population ratios for laboratory and pharmaceutical personnel remain well below
expectation. Critical under-financing and limitations enforcing the Public Service Pay and Incentive Policy
(2010) intensify the misdistribution or shortage of health workers.
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Table 1.3 Health workforce supply in the base year 2014

Density of health

% of the % FTE in worker per
Supply in total public FTEs by sector 10,000
Occupation 2014 workforce sector Public Private population
1. Medical Specialist 929 1.4 70.0 650 279 0.20
. Medical Doctors 1,157 1.7 80.0 926 231 0.25

3. Dental Specialists and Dental Officers 104 0.2 95.0 99 5 0.02
4. Assistant Dental Officers and Dental

Therapists 933 1.4 87.7 818 115 0.20
5.  Assistant Medical Officers 1,710 2.6 90.0 1,539 171 0.37
6. Clinical Officers and Clinical Assistants 6,496 9.8 70.0 4,547 1,949 1.42
7. Pharmacists 707 1.1 96.5 682 25 0.15
8 Pharmacy Technologists and Assistant

Pharmacy Technologists 1,132 1.7 954 1,080 52 0.25
9. Nursing Officers 2,843 4.3 97.7 2,777 66 0.62
10. Assistant Nursing Officers 4,861 7.3 90.0 4,375 486 1.06
11. Enrolled Nurses and Nurse midwives 13,848 209 80.0 11,078 2,770 3.03
12. Health Laboratory Scientists 93 0.1 89.2 83 10 0.02
13. Health Laboratory Technologists and

Assistant Health Lab. Technologists 2,508 3.8 921 2,310 198 0.55
14. Environmental Health Officers 1,205 1.8 99.8 1,202 3 0.26
15. Assistant Environmental Health Officers

and Environmental Health Assistants 1,119 1.7 100.0 1,119 0 0.24
16. Allied Health Professionals 1,245 1.9 975 1,214 31 0.27
17. Managers 384 0.6 984 378 6 0.08
18. Allied non-Health Professionals 2,235 3.4 915 2,046 189 0.49
19. Support Staff 3,460 5.2 95.6 3,309 151 0.76
20. Medical Attendants 19,379 29.2 96.1 18,632 747 4.24
TOTAL 66,348 100.0 88.7 58,864 7,484 14.50

Source: MoHSW, Human Resources Planning Division, Human Resources for Health Information Systems (HRHIS) and Training
Institutions Information System (TIIS) (2014)

Social work is arelatively new profession in Tanzania. At present, there is an inadequate number of
trained social workers to meet the needs of all LGAs (only four social welfare officers in each council and a
socia assistant at each ward). The Department of Social Welfare is enhancing social worker professionalism
through formal training and short courses.

1.6.2 Essential Medicines and Health Products

The availability of key medicines in health facilities remains low. A number of factors (internal and
external) affect overall management of commoditiesin the health sector. According to the BRN analysis, internal
factorsinclude inadequate funding, poor planning and coordination, inadequate tracking mechanisms and toals,
as well as inadequate pharmaceutical human resources at the facility level resulting in poor inventory
management. External factors include pilferage and lack of coordination of externaly-funded vertica
programmes that donate medicines, health products, and supplies. This negatively affects the quality of care and
performance of service provisionin general.

The number of accredited drug dispensing outlets (ADDOSs) has increased from 2,215 in 2010 to 3,591
in 2013, leading to more availability of some medicines and health productsin rural areas. However, there are
till challenges with sustaining quality of services and products within ADDOs. Ensuring the rational use of
medicines is till a major challenge despite some positive developments that include the development of
Medicines and Therapeutics Committee (MTC) Guidelines, training on MTCs at public sector hospitals, and the
update and wider distribution of Standard Treatment Guidelines and the National Essential Medicines List.

Medical supply funding is not improving in real per capita terms, and disbursement issues continue to
affect the efficient use of limited funds. Budgetary shortfalls are exacerbated by poor disbursement practices
(e.g., treasury disbursement of unapproved budgets to MoHSW; irregular disbursements late in the financial
year; and long lead times for disbursed funds to be credited to health facility accounts at MSD).
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1.6.3 Capital Investment

The health sector infrastructure in Tanzania is expanding, especially the number of dispensaries.
However, in some regions, the number of facilitiesis still inadequate. Most health facilitiesin remote areas lack
electricity and areliable water supply. Past construction activities have exceeded the deployment of staff, leading
to underutilisation of the infrastructure and, thus, efficiency losses. Infrastructure maintenance is a major
challenge that affects most institutions. Maintenance of equipment is not yet apriority for health facilities, which
has a negative impact on the effectiveness and quality of service delivery.

1.6.4 Monitoring and Evaluation

Since 2009, a comprehensive Monitoring and Evaluation Strengthening Initiative (MESI) has been
developed and implemented. The customised DHI S 2 software is operational in all district councils, regions, and
government hospitals. Indicators across the health management information system (HMIS) tools were
harmonised and data collection toolsfor disease control programmes were realised allowing systemsintegration.
Developments in information and communication technologies are paving the way for establishing the
clearinghouse and have a potential to change the nature of health service delivery. The PMO-RALG and
MoHSW reporting systems are still in the process of integration. The quality of analysis of available information
requires further coordination and capacity development for thisto be institutionalised.

The country has an established system of sentinel surveillanceto assess performance and regular surveys
to obtain information on trends in devel opment, demography, poverty, health, and socia well-being. Research
is increasing and more national reports are available, but search outputs are not yet incorporated in the health
information clearinghouse.

1.6.5 Health Financing

Tanzaniaemploys amix of financing sourcesto support its health system, which largely relies on taxes.
Taxation is complemented by user fees where patients share the costs of their health services. MOHSW has
introduced three insurance schemes. the Community Health Fund (CHF), TIKA (for urban, peri-urban areas),
and the National Health Insurance Fund (NHIF). CHF and TIKA aim to reduce health care costsin primary care
by alowing households to prepay their health care costs for the coming year, and NHIF is for formal sector
employees. The government has finalised its Health Financing Strategy (HFS), which focuses on universal and
equitable accessto essentia health services. HFS was devel oped through a participatory process|ed by MoHSW,
which will align with HSHSP IV and continue thereafter as the country aims to achieve universal health
coverage. HFS shares the vision of HSHSP IV in improving the quality of health services and increasing
equitable access. A key barrier toimproved quality and accessisthelack of effectivenessand efficiency in health
financing. It is recognised that the health financing architecture is fragmented, which means that individual
health insurance schemes are covering different population segments rather than combining them.

The Health Basket Fund plays a crucia role in heath care financing, although, in recent years,
contributions from development partners are dwindling. These funds offer the LGAs opportunities for
implementing service delivery. The demands and capacitiesin LGAsfor timely accounting and reporting do not
always match the requirements. However, financial decentralisation is aimed at conferring autonomy to health
facilities on financial management.

Overview of the Health and Social System in Tanzania *
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METHODOLOGY 2

Sephano G. Cosmas and Paul Ametepi
2.1  OVERVIEW

he 2014-15 Tanzania Service Provision Assessment (2014-15 TSPA) is an assessment of all formal-

sector health facilities in Tanzania. The survey was designed to provide information on the availability

of basic and essential health care services and the readiness of health facilitiesto provide quality services
to clients. The 2014-15 TSPA collected information from all facilities managed by the government, private
sector, parastatal, and faith-based organisations to provide a comprehensive picture of the strengths and
weaknesses of the service delivery environment for each assessed service.

The 2014-15 TSPA provides national and regional-level information for all hospitals, heath centres,
clinics and dispensaries that offer child health, maternal, and newborn care, family planning, and services for
sexualy transmitted infections (ST1), non-communicable diseases (NCDs) (diabetes, cardiovascular diseases
and chronic respiratory diseases), and HIV/AIDS-related conditions. For each of these services, the 2014-15
TSPA assessed whether components considered essential for quality service delivery were present and
functioning. The components assessed are those commonly considered important to various programmes
supported by the government and development partners. The 2014-15 TSPA also assessed whether more
sophisticated components were present, such as higher-level diagnostic and treatment modalities or support
systems for health services that are usualy introduced after basic-level services have been put in place.

2.2 INSTITUTIONAL FRAMEWORK AND OBJECTIVES OF THE 2014-15 TSPA
2.2.1 Institutional Framework

The 2014-15 TSPA was undertaken by Tanzania s National Bureau of Statistics (NBS) in collaboration
with the Office of the Chief Government Statistician (OCGS), Zanzibar, the Ministry of Health and Social
Welfare (MoHSW), Tanzania Mainland, and the Ministry of Health (MOH), Zanzibar. Technical support for the
survey was provided by |CF International under the DHS Program. The United States Agency for International
Development (USAID/Tanzania) provided the financial support.

2.2.2 Objectives of the 2014-15 TSPA
The main objectives of the 2014-15 TSPA were to:

e Assessthe availability of basic and essentia health services, including maternal and newborn care
and child health, family planning, reproductive health services, non-communicable diseases
(NCDs), as well as services for certain infectious diseases (HIV/AIDS, STls, maaria, and TB), in
Tanzanian hedth facilities;

o Assessthe preparedness of health facilitiesin Tanzaniato provide quality services,

e Provide comprehensive information on the performance of different types of health facilities that
provide these essential services,
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o Identify gaps in the support system, resources and processes used to provide health services that
may limit the ability of facilities to provide quality services;

e Describe the processes followed in the provision of essential health care services and the extent to
which accepted standards for quality service provision are met;

e Compare findings among regions, facility types, and managing authorities.
2.3 DATA COLLECTION METHODS
The 2014-15 TSPA used four main types of data collection tools:
o Facility Inventory questionnaire
o Health Provider Interview questionnaire
e Observation Protocols for antenatal care (ANC), family planning, and services for sick children

e Exit Interview questionnaires for ANC and family planning clients and for caretakers of sick
children whose consultations were observed.

The Facility Inventory questionnaire was loaded onto tablet computers and administered as computer-
assisted personal interviews (CAPI). The other questionnaire types were administered as paper questionnaires
but with data entry and data editing taking place immediately following data collection and while the team was
still in the facility (computer-assisted field editing — CAFE).

These data collection instruments were developed to respond to the following key questions:

1. To what extent are facilities prepared to provide essential services? What resources and support
systems are available?

The Facility Inventory and Provider Interview questionnaires collect information from knowledgeable
informants at the facility to determine whether a facility is ready to provide services at acceptable standards.
Readiness is measured in terms of general service readiness and service-specific readiness.

General Service Readiness is measured by the following characteristics of facilities, organised into five
domains:

1. Awvailability of basic amenities for client services, such as regular electricity, improved water,
privacy during provision of client services, a latrine for clients, communication equipment, and
transport for emergencies

2. Auvailability of basic equipment for provision of client services, including weighing scales for
adults and children, thermometer, stethoscope, blood pressure apparatus, and light source for client
examination

3. Availability of equipment and supplies needed for standard precautions for infection prevention,
such as sterilisation equipment, appropriate storage and disposal of sharps and biological waste,
soap and running water or else alcohol-based hand rub, latex gloves, and guidelines for standard
precautions
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4. Capacity to perform certain basic laboratory tests, including general microscopy and tests to
measure the levels of haemoglobin, blood glucose, urine protein, and urine glucose

5. Availahility of essential medicines as defined by the World Health Organization (WHO).

Service-specific readiness is measured by the availability of essential equipment and supplies for
specific services in a location reasonably accessible when providing that service, staff with recent training
relevant to the service, service guidelines, the availability of medicines and commodities, and |aboratory capacity
for tests related to the particular services.

In addition, the 2014-15 TSPA used the Facility Inventory questionnaire to assess staffing levels,
support systems for general management, and quality assurance.

2. Towhat extent doesthe service delivery process meet generally accepted standards of care?

The Observation Protocols assess whether the processes followed in observed client—provider
consultations met standards for acceptable content and quality during service delivery. 2014-15 TSPA
interviewers acting as observers sat in on consultations for sick children, family planning services and ANC
services. They recorded the information shared between client and provider and the processes the provider
followed when assessing the client, conducting procedures, and providing treatment. In addition to these three
services, interviewers observed normal obstetric deliveries and immediate newborn care.

3. What issues affect clients' and service providers' satisfaction with the service delivery environment?

Each observed ANC and family planning client, and each caretaker of an observed sick child, was asked
to participate in an exit interview to learn her or his perception of the information and services received. This
information provides further insight into the quality of the client—provider interaction. Health care providers
were interviewed and asked detailed questions about in-service training and supervision they had received.

2.4 SAMPLING

The 2014-15 TSPA was designed to be asample survey of all formal-sector health facilitiesin Tanzania.
A master list of health facilitiesthat consisted of 7,102 verified (active) health facilitiesin Tanzaniawas obtained
fromthe Ministry of Health and Social Welfare (MoHSW) on the Tanzania Mainland and the Ministry of Health
(MOH) in Zanzibar. The list included hospitals, health centres, dispensaries, and clinics. These facilities were
managed by the government, private-for-profit, parastatal, and faith-based entities.

A sample of 1,200 facilities was selected to participate in the survey. The sample was designed to
provide nationally representative results by facility type and managing authority and regionally representative
results for the 25 Tanzania Mainland regions and the 5 Zanzibar regions (a total of 30 survey regions).

2.4.1 Sample of Health Facilities

Table 2.1 presents the distribution of sampled hedth facilities by managing authority, residence
(urban/rural), and region. Appendix Tables A-2.1.1 and A-2.1.2 present information on the distribution of
health facilities in the master facility list by region and by managing authority, respectively, and the
numbers of facilities selected for the survey.
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Table 2.1 Distribution of sampled facilities by managing authority, residence, and region (unweighted)

Number of facilities of each type by managing authority, residence (urban/rural), and region, Tanzania SPA 2014-15

Facility type
Background characteristics Hospital Health centre Dispensary Clinic Total
Managing authority
Government 124 277 380 2 783
Private-for-profit 39 33 60 56 188
Parastatal 10 5 10 0 25
Faith-based 90 65 46 3 204
Residence: Tanzania
Total urban 176 108 105 55 444
Total rural 87 272 391 6 756
Residence: Mainland/
Zanzibar
Mainland urban 168 103 92 43 406
Mainland rural 86 247 346 5 684
Zanzibar urban 8 5 13 12 38
Zanzibar rural 1 25 45 1 72
Region
Total Mainland 254 350 438 48 1,090
Dodoma 8 17 22 1 48
Arusha 13 18 14 0 45
Kilimanjaro 17 17 17 1 52
Tanga 11 17 18 2 48
Morogoro 13 17 18 1 49
Pwani 7 13 20 1 41
Dar es Salaam 42 12 19 22 95
Lindi 9 11 17 0 37
Mtwara 5 14 18 0 37
Ruvuma 10 14 18 0 42
Iringa 7 14 16 2 39
Mbeya 20 11 17 5 53
Singida 9 12 15 1 37
Tabora 7 13 22 2 44
Rukwa 3 15 19 0 37
Kigoma 6 16 19 0 41
Shinyanga 4 11 20 0 35
Kagera 14 13 15 2 44
Mwanza 15 15 14 4 48
Mara 9 16 14 2 41
Manyara 7 13 12 2 34
Njombe 11 12 16 0 39
Katavi 1 12 22 0 35
Simiyu 3 11 20 0 34
Geita 3 16 16 0 35
Total Zanzibar 9 30 58 13 110
Total Unguja 5 20 34 11 70
Kaskazini Unguja 0 9 11 0 20
Kusini Unguja 1 5 14 0 20
Mijini Magharibi 4 6 9 11 30
Total Pemba 4 10 24 2 40
Kaskazini Pemba 2 4 13 1 20
Kusini Pemba 2 6 11 1 20
Total 263 380 496 61 1,200

2.4.2 Sample of Health Service Providers

A health service provider is defined as one who provides consultation services, counselling, health
education, or laboratory services to clients. For example, health workers were not eligible for observation or
interview if they only take measurements or complete registers and never provide any type of professional client
services. The sample of health service providers was selected from providers who were present in the facility on
the day of the assessment and who provided services that were assessed by the 2014-15 TSPA.

The aim was to interview an average of eight providersin each facility in order to include providers of
the range of services being assessed. In facilities with fewer than eight health care providers, all of the providers
present on the day of the visit were interviewed. In facilities with more than eight providers, efforts were made
tointerview eight providers, including all providers whose consultations were observed, and those who provided
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information for any section of the Facility Inventory questionnaire. If interviewers observed fewer than eight
providers, then they also interviewed a random selection of the remaining health care providersto obtain atotal
of eight provider interviews. Datawere weighted during analysis to account for the differentials caused by over-
sampling or under-sampling of providers with a particular qualification in afacility type or region.

Table 2.2 provides genera information on the weighted proportion of the providers interviewed as a
percentage of the total number of providers assigned to facilities and present at the time of the assessment, by
background characteristics and provider type. It aso gives the weighted and unweighted number of interviewed
providers used for the analysis.

Table 2.2 Distribution of providers in facility provider sample frame and final provider sample selection

Number of providers of each type that were present on the day of the survey (provider sample frame), number of each type selected for the health worker
interview (SPA sample), and percentage of eligible providers of each type that were selected for the health worker interview, by facility type and provider
type, Tanzania SPA 2014-15

Facility type Percentage of to-
Hospital Health centre Dispensar Clinic tal for provider
P P y _ Total type included in
Sample Number Sample Number Sample Number Sample Number Sample Number  Tanzania SPA
Provider type frame selected  frame selected frame  selected frame selected frame selected sample
Doctors? 341 206 63 53 14 14 24 17 442 290 66
Other clinicians? 943 666 565 534 302 302 28 26 1,838 1,528 83
Nurses® 3,684 1,758 1,785 1,438 962 912 122 92 6,553 4,200 64
Technicians* 683 342 422 352 135 125 25 25 1,265 844 67
Other 139 3 61 1 36 0 13 0 249 4 2
Total 5,790 2,975 2,896 2,378 1,449 1,353 212 160 10,347 6,866 66

1 Includes generalist medical doctors and specialists medical doctors

2 Includes assistant medical officers, clinical officers, assistant clinical officers, and anaesthetist

3 Includes registered nurses (including nursing officers and midwives), enroled nurses (including trained nurses and public health nurses) and nurse
assistants/attendants

4 Includes laboratory scientist, laboratory technologist, laboratory technician, pharmacist, pharmaceutical technician, and pharmaceutical assistant

2.4.3 Sample for Observations and Exit Interviews

For ANC, family planning, and curative carefor sick children, clientswere identified and systematically
selected for observation based on the number of clients present at each service site on the day of the visit. Where
many clients were present and eligible for observation, the rule was to observe a maximum of five clients for
each provider of the service, with a maximum of 15 observations for each service in any given facility.
Interviewers attempted to conduct exit interviews with all observed clients or caretakers of observed sick
children before they left the facility.

When several eligible ANC or family planning clients were waiting, interviewers tried to select two
new clients for every follow-up client. The day’s caseload and the logistics of organising observations did not
always allow them to meet this objective.

For child health consultations, only children younger than five years of age who presented with an
illness (rather than an injury or askin or eye infection exclusively) were selected for observation.

2.5 IMPLEMENTATION

2.5.1 Questionnaire Adaptation

The 2014-15 TSPA questionnaires are based on model questionnaires developed by the DHS program;
they were adapted to include the health issues relevant to Tanzania. Input was solicited from specialists and
experts at the MOHSW (Tanzania Mainland), the MoH (Zanzibar), and development partners and other key
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stakeholders knowledgeable about the health services and service programme priorities. After preparation of
definitive questionnaires in English, the Exit Interview questionnaires only were translated into Kiswahili.

2.5.2 Pre-test

Following adaptation and trandlation of the questionnaires and completion of the CAPI and CAFE
programmes, the questionnaires and computer programmes were pre-tested. The pre-testing sought to:

1. Test the questionnaires to detect any possible problems in the flow of the questions and to gauge
the length of time required for interviews, as well asto identify any problemsin the translations.

2. Test the computer programmes (CAPI and CAFE) to detect any problems.

3. Test survey logistics and applicability of the questionnaire contents as well as modifying and
improving the instruments based on the pre-test outcomes.

The pre-test for the 2014-15 TSPA was conducted in Morogoro region for 26 days from July 21 to
August 15, 2014. Eight health providers (nurses and clinicians) from the MoHSW (Tanzania Mainland) and the
MoH (Zanzibar), three I T specidists (2 from NBS and 1 from OCGS), six staff from NBS and OCGS, and other
senior staff from MoHSW and MoH participated in the pre-test in Morogoro region. During pre-test field
practice, health facilities in the Morogoro region were surveyed for three days to test and refine the survey
instruments and the computer programmes. After the pre-test, the questionnaires and computer programmes
were finalised for the main training.

2.5.3 Main Training

As part of the preparations for the 2014-15 TSPA main training, the eight health providers and five staff
(four from NBS and one from OCGS) who participated during the pre-test were given a training of trainers
(TOT) for four days, September 10-13, 2014. The training, led by ICF International survey specialists, was
intended to equip participants with the necessary skillsfor them to bein charge of the main training asfacilitators.

The main training for the 2014-15 TSPA took place in the Kilimanjaro region for approximately four
weeks from 15 September to 11 October, 2014. ICF International personnel, NBS, and OCGS staff as well as
other staff from the MOHSW (Tanzania Mainland) and MOH (Zanzibar), conducted the training. It included
classroom lectures and discussions, practical demonstrations, mock interviews, role plays, and field practices.
The first two weeks of training were dedicated exclusively to train interviewers on use of the 2014-15 TSPA
paper questionnaires, and also for field practice. Thetwo days of field practice wereto ensure that the participants
understood the content of the questionnaires, aswell as how to organise themselves once they arrived in a health
facility.

During the third and fourth week of training, participants were introduced to tablet computers, and then
transitioned to the use of the tablet computers for data collection (CAPI) and for data entry and editing (CAFE);
this was done using completed paper questionnaires from the facilities visited during the pre-test and from field
practice during the first two weeks of main training. For the duration of the third week, participants practiced all
guestionnaire types and CAPI and CAFE approachesin teamsand in pairs.

The training involved about 90 nurses from al over the country who were trained to be interviewers.
The number of nurses/interviewers was reduced to 67 after selecting those who performed best on a series of
practical tests and examinations.
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2.5.4 Data Collection

Following the training of interviewers, 20 teams were formed (2 for Zanzibar and 18 for Tanzania
Mainland). Each team consisted of ateam leader, 3 interviewers and adriver. Each team was provided two tablet
computers. One was dedicated to CAPI for the Facility Inventory, and the other was dedicated to CAFE for
entering responses to the paper-based Health Provider Interview and Exit Interview questionnaires as well as
observation protocols. Each team was given a list of facilities to visit, including name, type, and location. On
average, data collection took one day for asmall facility (dispensary clinics and some health centres) and two or
three days for large facilities (mostly hospitals). Every effort was made to assure that teams visited facilities on
days when ANC, family planning, or sick child services were offered, because the assessment involved
observation of these consultations. Whenever any of the services of interest was not being offered on the day of
thevisit, the teams returned on a day when the service was offered to observe consultations and interview clients.
If, however, the service was offered on the day of the visit but no clients came for this service, the team did not
revisit the facility.

Interviewers ensured that respondents to the Facility Inventory questionnaire sections were the most
knowledgeable persons for the particular service or system components being assessed.

Fieldwork supervision was coordinated by NBS. Four NBS staff and three MOHSW representatives
were responsible for field supervision and made periodic visits to teamsto review work and monitor dataquality.

Data collection for the 2014-15 TSPA took place from October 20 — February 21. There was arevisit
of some facilities that were not covered in Dar es Salaam from March 2-13.

2.5.5 Data Management and Report Writing
Data and Questionnaire Management

After completing data collection in each facility, the interviewers reviewed the paper questionnaires
(Health Provider Interview, Exit Interview and Observation) and the Inventory data that had been collected
directly onto the tablet computer before handing the questionnaires and electronic data over to the team leader,
who reviewed them a second time. The paper questionnaires were then entered into the second tablet computer.
Once data collection and all data entry were completed in afacility, the team leader conducted consistency and
structural checks on the data to identify any errors or missing information. When ateam was satisfied that data
collection and entry were complete for the facility, the team sent the data to the NBS headquarters in Dar es
Salaam viathe Internet, using ICF International’ s Internet File Steaming System (IFSS). Each team was given a
modem device that enabled the tablet computer to send the completed data files to the central office.
Questionnaires completed during the 2014-15 TSPA fieldwork were periodically gathered up by quality control
teams and taken from the field to be processed at the NBS headquartersin Dar es Salaam. Processing consisted
of data entry and the editing of computer-identified errors. The data were processed by a team of 5 data entry
clerks, 1 questionnaire administrator, and 2 data entry supervisors. The questionnaire administrator was
responsible for receiving the questionnaires from the field. A program developed by ICF Internationa using
CSPro software was employed for data entry. At the central office, the data from the paper questionnaires were
entered twice (100 percent verification). The concurrent processing of the data was a distinct advantage for data
quality because 2014-15 TSPA staff were able to advise the field teams of errors detected during dataentry. Data
entry started in October 2014, two weeks after the beginning of fieldwork, and ended in March 2015, two weeks
after fieldwork ended. All responses with “other” category were reviewed by NBS with assistance from the
MoHSW staff and were recorded in categories relevant for data analysis.
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Development of the Final Report

The 2014-15 TSPA final report was written with input from MoHSW (Tanzania Mainland) and
MoH (Zanzibar) staff, aswell as staff from NBS and OCGS. ICF International provided technical oversight.

2.5.6 Data Analysis

2.6

Analysis of the TSPA data observed the following conventions:

Availability of items. Unless otherwise indicated, the 2014-15 TSPA considered only those items
observed by the interviewers to be available. Items that were reported by facility staff members as
being available but that the interviewer did not see were not considered available.

Observations. Quite often, certain measurements (e.g., measuring blood pressure and temperature)
are routinely done by health workers other than the primary provider, and separate from the actua
consultation. Thereisoften aninterval between these events and the time when the primary provider
assesses the client. Where such a process was used, and al clients received these measurements as
part of their visit, clients who were selected for observation were assumed to have received these
measurements, even if the primary provider was not observed taking these measurements.

Observers used a checklist to indicate whether a measurement was taken, a practice was applied, or
a piece of information was shared between the provider and the client. They did not attempt to
verify whether the practice was correct or if the information was correct or complete.

Provider information. Frequently, providers indicated that they “personaly provided” a service
that the facility where they were being interviewed did not offer. It may be that providers were
referring to services that they provide outside the facility. For the 2014-15 TSPA only providers
that offered the service in the facility where they were interviewed during the assessment were
included in the analysis for that service.

RESPONSE RATES

2.6.1 Facility Response Rate
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Table 2.3 presents the results of contact with the 1,200 health facilities sampled in the 2014-15 TSPA.
Seven sampled facilities refused to be surveyed, 4 had closed down, and one facility could not be reached. The
remaining 1,188 facilitieswere successfully interviewed, with aresponse rate of 99 percent. Among the surveyed
facilities, 256 were hospitals, 379 were health centres, 493 were dispensaries, and 60 were clinics. The percent
distribution of the results is presented in the appendix Table A-2.2



Table 2.3 Result of facility contact by background characteristics

Number of sampled facilities according to result of visit of survey team to the facility, and percentage with interviews completed, by background
characteristics, Tanzania SPA 2014-15

Result of visit to sampled facilities

Background Closed/not yet Percentage Number of
characteristics Completed Refused functional Other completed sampled facilities
Facility type
Hospital 256 4 2 1 97 263
Health centre 379 1 0 0 100 380
Dispensary 493 1 2 0 99 496
Clinic 60 1 0 0 98 61
Managing authority
Government 780 3 0 0 100 783
Private-for-profit 184 1 2 1 98 188
Parastatal 20 3 2 0 80 25
Faith-based 204 0 0 0 100 204
Residence: Tanzania
Total urban 432 7 4 1 97 444
Total rural 756 0 0 0 100 756
Residence: Mainland/
Zanzibar
Mainland urban 394 7 4 1 97 406
Mainland rural 684 0 0 0 100 684
Zanzibar urban 38 0 0 0 100 38
Zanzibar rural 72 0 0 0 100 72
Region
Mainland total 1,078 7 4 1 99 1,090
Dodoma 48 0 0 0 100 48
Arusha 45 0 0 0 100 45
Kilimanjaro 52 0 0 0 100 52
Tanga 47 0 1 0 98 48
Morogoro 49 0 0 0 100 49
Pwani 41 0 0 0 100 41
Dar es Salaam 87 5 2 1 92 95
Lindi 37 0 0 0 100 37
Mtwara 37 0 0 0 100 37
Ruvuma 42 0 0 0 100 42
Iringa 39 0 0 0 100 39
Mbeya 53 0 0 0 100 53
Singida 37 0 0 0 100 37
Tabora 44 0 0 0 100 44
Rukwa 37 0 0 0 100 37
Kigoma 41 0 0 0 100 41
Shinyanga 35 0 0 0 100 35
Kagera 44 0 0 0 100 44
Mwanza 46 2 0 0 96 48
Mara 41 0 0 0 100 41
Manyara 33 0 1 0 97 34
Njombe 39 0 0 0 100 39
Katavi 35 0 0 0 100 85
Simiyu 34 0 0 0 100 34
Geita 35 0 0 0 100 35)
Zanzibar total 110 0 0 0 100 110
Unguja total 70 0 0 0 100 70
Kaskazini Unguja 20 0 0 0 100 20
Kusini Unguja 20 0 0 0 100 20
Mijini Magharibi 30 0 0 0 100 30
Pemba total 40 0 0 0 100 40
Kaskazini Pemba 20 0 0 0 100 20
Kusini Pemba 20 0 0 0 100 20
Total 1,188 7 4 1 99 1,200
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Table 2.4.1 presents the weighted percent distribution, by background characteristics, of the health
facilities successfully assessed in the 2014-15 TSPA. The majority of facilities—using adjusted/weighted
proportions to reflect actua facility distribution in Tanzania—are dispensaries (83 percent). Health centres (11
percent), hospitals (4 percent) and clinics (2 percent) are aminority. The magjority of health facilitiesin Tanzania
(72 percent) are managed by the government; 12 percent are faith-based and 14 percent are privately-owned.
The other facilities (2 percent) include parastatal facilities.

Table 2.4.1 Distribution of surveyed facilities by background characteristics

Percent distribution of surveyed facilities (weighted) and weighted and unweighted numbers of
facilities, by background characteristics, Tanzania SPA 2014-15

Percent distribution Number of facilities surveyed
Background of surveyed facilities
characteristics (weighted) Weighted Unweighted
Facility type
Hospital 4 46 256
Health centre 11 129 379
Dispensary 83 992 493
Clinic 2 21 60
Managing authority
Government 72 857 780
Private-for-profit 14 163 184
Parastatal 2 21 20
Faith-based 12 148 204
Residence: Tanzania
Total urban 27 324 432
Total rural 73 864 756
Residence: Mainland/
Zanzibar
Mainland urban 26 306 394
Mainland rural 71 838 684
Zanzibar urban 2 18 38
Zanzibar rural 2 26 72
Region
Mainland total 96 1,144 1,078
Dodoma 5 60 48
Arusha 4 52 45
Kilimanjaro 6 67 52
Tanga 5 59 47
Morogoro 5 61 49
Pwani 4 45 41
Dar es Salaam 8 96 87
Lindi 3 35 37
Mtwara 3 35 37
Ruvuma 4 47 42
Iringa 3 39 39
Mbeya 6 72 53
Singida 3 34 37
Tabora 4 50 44
Rukwa 3 34 37
Kigoma 4 43 41
Shinyanga 3 32 35
Kagera 4 49 44
Mwanza 5 59 46
Mara 4 45 41
Manyara 2 27 33
Njombe 3 38 39
Katavi 1 11 35
Simiyu 3 30 34
Geita 2 23 35
Zanzibar total 4 44 110
Unguja total 2 29 70
Kaskazini Unguja 1 6 20
Kusini Unguja 1 7 20
Mjini Magharibi 1 17 30
Pemba total 1 15 40
Kaskazini Pemba 1 8 20
Kusini Pemba 1 7 20
Total 100 1,188 1,188
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Table 2.4.2 provides information on the distribution of facilities that were successfully visited, by
managing authority. The magjority of facilities, including hospitals, health centres, and dispensaries in Tanzania
are managed by the government, while ailmost all clinics are privately owned.

Table 2.4.2 Distribution of surveyed facilities by facility type and managing authority

Number of facilities successfully visited, by facility type and managing authority (weighted), Tanzania SPA 2014-15

Managing authority

Facility type Government  Private-for-profit Parastatal Faith-based Total
Hospital 23 6 1 15 46
Health centre 87 17 2 23 129
Dispensary 747 118 17 109 992
Clinic 0 20 0 1 21
Total 857 163 21 148 1,188

2.6.2 Provider Interview

Table 2.5 shows the percent distribution and number of interviewed providers, by background
characteristics and provider type. A total of 6,866 providers were interviewed; most were in dispensaries (59
percent), while hospitals and health centres contributed 20 percent each of interviewed providers. Sixty-two
percent of the interviewed providers were in facilities where the government is the managing authority. The
majority of interviewed providers were nurses (64 percent), with medical doctors accounting for only 3 percent.

Table 2.5 Distribution of interviewed providers

Percent distribution of interviewed providers and weighted and unweighted numbers of inter-
viewed providers, by provider type and background characteristics, Tanzania SPA 2014-15

Percent distribution of Number of interviewed providers
Background interviewed providers
characteristics (weighted) Weighted Unweighted
Provider type
Doctors! 3 185 290
Other clinicians? 21 1,468 1,528
Nurses?® 64 4,420 4,200
Technicians* 11 788 844
Other 0 6 4
Facility type
Hospital 20 1,345 2,975
Health centre 20 1,361 2,378
Dispensary 59 4,062 1,353
Clinic 1 98 160
Managing authority
Government 62 4,256 4,232
Private-for-profit 17 1,162 894
Parastatal 2 104 131
Faith-based 20 1,344 1,609
Residence: Tanzania
Total urban 42 2,903 3,364
Total rural 58 3,963 3,502
Residence: Mainland/
Zanzibar
Mainland urban 41 2,786 3,184
Mainland rural 56 3,833 3,234
Zanzibar urban 2 117 180
Zanzibar rural 2 131 268
Region
Mainland total 96 6,618 6,418
Dodoma 5 336 271
Arusha 5 344 299
Kilimanjaro 5 370 333
Tanga 5 368 310
Morogoro 6 427 349

(Continued...)
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2.6.3

Table 2.5—Continued

Percent distribution of Number of interviewed providers
Background interviewed providers
characteristics (weighted) Weighted Unweighted
Region
Pwani 3 237 227
Dar es Salaam 13 859 577
Lindi 3 178 220
Mtwara 3 207 221
Ruvuma 4 290 307
Iringa 3 197 222
Mbeya 5 311 355
Singida 3 181 193
Tabora 4 246 223
Rukwa 2 134 152
Kigoma 3 191 195
Shinyanga 2 154 185
Kagera 5 359 278
Mwanza 5 370 354
Mara 3 220 264
Manyara 2 155 195
Njombe 3 177 198
Katavi 1 55 141
Simiyu 2 131 158
Geita 2 120 191
Zanzibar total 4 248 448
Unguja total 2 162 282
Kaskazini Unguja 0 29 79
Kusini Unguja 0 34 79
Mijini Magharibi 1 99 124
Pemba total 1 86 166
Kaskazini Pemba 1 43 78
Kusini Pemba 1 42 88
Total 100 6,866 6,866

! Includes generalist medical doctors and specialists medical doctors

2 Includes assistant medical officers, clinical officers, assistant clinical officers, and anaesthetist
3 Includes registered nurses (including nursing officers and midwives), enroled nurses (including
trained nurses and public health nurses) and nurse assistants/attendants

4 Includes laboratory scientist, laboratory technologist, laboratory technician, pharmacist, phar-
maceutical technician, and pharmaceutical assistant

Client Observation and Interview

Table 2.6 presents the unweighted distribution of observed and interviewed clients, by service and

facility type. Table 2.7 showsthe weighted percent distribution of observed consultations aswell asthe weighted
and unweighted numbers of observed clients, by service and facility type. Most of the observations, in order of
frequency, were of sick children (4,961), antenatal care clients (4,007), and family planning clients (1,746).
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Table 2.6 Distribution of observed and interviewed clients (unweighted)

Number of clients attending facility on the day of the survey eligible for observation, number
whose consultations were observed and who were interviewed, and the percentages of eligible
clients who were observed and interviewed, by type of service and type of facility, Tanzania
SPA 2014-15

Total number of Percentage of
clients present on  Actual number of  clients who were
the day of the clients observed observed and
Facility type survey and interviewed interviewed

OUTPATIENT CURATIVE CARE FOR SICK CHILDREN

Hospital 2,666 1,578 59
Health centre 2,774 1,711 62
Dispensary 2,171 1,594 73
Clinic 92 78 85
Total 7,703 4,961 64

FAMILY PLANNING

Hospital 990 687 69
Health centre 884 640 72
Dispensary 419 385 92
Clinic 42 34 81
Total 2,335 1,746 75

ANTENATAL CARE

Hospital 2,197 1,430 65
Health centre 2,324 1,462 63
Dispensary 1,856 1,087 59
Clinic 42 28 67
Total 6,419 4,007 62

Table 2.7 Distribution of observed consultations

Percent distribution of observed consultations for outpatient curative care for sick children,
family planning, and antenatal care, and weighted and unweighted numbers of observed con-
sultations, by type of facility, Tanzania SPA 2014-15

Percent distribution Number of observed consultations
of observed
Facility type consultations Weighted Unweighted

OUTPATIENT CURATIVE CARE FOR SICK CHILDREN

Hospital 14 680 1,578
Health centre 17 840 1,711
Dispensary 69 3,409 1,594
Clinic 1 33 78
Total 100 4,961 4,961

FAMILY PLANNING

Hospital 23 398 687
Health centre 23 394 640
Dispensary 54 935 385
Clinic 1 19 34
Total 100 1,746 1,746

ANTENATAL CARE

Hospital 16 635 1,430
Health centre 18 727 1,462
Dispensary 66 2,631 1,087
Clinic 0 14 28
Total 100 4,007 4,007
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FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, 3
MANAGEMENT, AND SUPPORT

Wilfred Yohana

Key Findings

Service availability

e Services available at nearly all Tanzanian health facilities are malaria di-
agnosis and treatment, curative care for sick children, and STI diagnosis
or treatment. Similar findings were reported in the 2006 TSPA.

o A full package of basic services (outpatient curative care for sick children,
child growth monitoring, child vaccination, any modern method of family
planning, antenatal care, and services for STIs) is available in three of four
health facilities. A similar package of basic services was reported in the
2006 TSPA, available in seven of ten facilities.

General service readiness

e Basic amenities: About nine of ten facilities have visual and auditory pri-
vacy. About two-thirds of facilities have an improved water source; a simi-
lar proportion has regular electricity.

e Basic equipment: With the exception of a light source and infant and
child scales, all basic equipment is available in more than three-quarters
of facilities.

e Standard precautions for infection control: About two-thirds of facilities
have both soap and running water or else alcohol-based hand disinfectant
in the general OPD area.

e Capacity for processing of equipment for reuse: About nine of ten fa-
cilities have functioning equipment to support the final processing of in-
struments for reuse. However, relevant written guidelines are rarely
available.

e Diagnostic capacity: Malaria tests and HIV tests are the most common
basic diagnostic tests available in Tanzanian health facilities. All other
basic diagnostic tests are available in half or fewer facilities.

e Essential medicines: Of 14 essential medicines, the most likely to be
available in about seven of ten facilities are ciprofloxacin, amoxicillin, cotri-
moxazole, diazepam, diclofenac tablets/capsules, and paracetamol oral
suspension.

e Basic management and support: About 49 percent of facilities conduct
regular management meetings and have documentation of the meetings;
only 39 percent involve the community in these meetings.

Human resources for health in facilities

e A median of four medical doctors, 10 non-physician clinicians, 76 nurses,
and three pharmacists are available at hospitals. Health centres have no
doctors, but a median of three non-physician clinicians, and ten nurses.
Dispensaries have a median of three nurses while clinics have a median
of four nurses.
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3.1 BACKGROUND

health services. The health status of the population can be improved by a health system that has essential

inputs and requisite support systems which promote effective and efficient delivery of health services.
Although health care services can be offered under various conditions, some common inputs are crucial under
al conditions to ensure the quality of services, their acceptability, and their utilisation. These essentia inputs
include human resources, equipment, and pharmaceutical and medical supplies. It is therefore essential to have
well-designed standard procedures that highlight both the strengths and weaknesses associated with health
service provision. Such procedures aid health planners and managers to prioritise efforts and allocate resources
effectively and efficiently in order to improve standards of health delivery. At the sametime, identifying strengths
and weakness enabl es health facilities to successfully perform their core functions and essential services.

The Tanzanian health care delivery system is comprised of a network of facilities providing a variety of

This chapter provides information on the availability of basic health services, essential resources,
management, and support systems at the health facility level. It isdivided into five parts:

e Background. Section 3.1 presents a brief overview of service delivery.

e Availability of services. Section 3.2, including Tables 3.1 and 3.2 and Figure 3.1, describes the
availability of client servicesin Tanzanian health care facilities.

e Service readiness. Section 3.3, including Tables 3.3 through 3.8.4, and Figures 3.2 through 3.5,
reports on arange of indicators designed to assess the readiness of facilitiesto provide good quality
client services, including: availability of basic amenitiesand equipment, infection control processes,
diagnostic capacity, and essential medicines.

e Basic management and support. Section 3.4, including Tables 3.9 and 3.10 and Figure 3.6,
considers the extent to which essential management and administrative systems are in place to
support the provision of quality services, including quality assurance monitoring and supportive
management practices.

e Human resources. Section 3.5, including Tables 3.11.1 and 3.11.2 providesinformation on staffing
patterns at the different facility levels.

3.2  AVAILABILITY OF SERVICES
3.2.1 Overall Availability of Specific Client Services

Policymakers, planners and programme managers are interested in the overal availability of health
services in Tanzaniato identify any gaps in the provision of key services. Table 3.1 and Figure 3.1 provide the
percentages of all facilities that offer client services. Whenever feasible, these findings are compared with
findings from the 2006 TSPA.

At least 80 percent of health facilitiesin Tanzania offer the following client services: malariadiagnosis
and treatment (99 percent, same as in 2006), curative care for sick children (98 percent, same as in 2006), STI
diagnosis or treatment (97 percent, compared with 96 percent in 2006), minor surgical services (89 percent),
antenatal care (85 percent, compared with 82 percent in 2006), child growth monitoring (84 percent, compared
with 82 percent in 2006), child vaccination (81 percent, compared with 78 percent in 2006), HIV testing (81
percent, compared with 26 percent in 2006), family planning (80 percent, compared with 78 percent in 2006),
and PMTCT services (80 percent, compared with 13 percent in 2006). About three-quarters of facilities offer
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delivery and newborn care services (74 percent in 2006). Laboratory diagnostic services (52 percent), HIV care
and support services (35 percent), HIV antiretroviral treatment services (ART) (27 percent), TB diagnosis or
treatment (28 percent) and blood typing services (18 percent) are less widely available. The least available
services in Tanzanian health facilities are caesarean delivery and blood transfusion, provided by just 4 and 5
percent of facilities, respectively. The limited availability of these services is due to the fact that caesarean
delivery and blood transfusion are only provided at hospitals, which constitute about 4 percent of all facilitiesin
Tanzania

Table 3.1 Reported availability of specific services

Among all facilities, the percentages that reported offering specific services at least once a month at the facility, Tanzania

SPA 2014-15
Percentage of facilities Number of facilities offering service

Type of service offering service (weighted) Weighted Unweighted
Curative care for sick children® 98 1,160 1,154
Child growth monitoring* 84 997 1,011
Child vaccination (EPI1)? 81 968 992
Any family planning® 80 947 933
Antenatal care 85 1,005 1,031
PMTCT* 80 947 995
Delivery and newborn care 76 905 951
Caesarean delivery® 4 53 271
HIV testing® 81 964 1,026
HIV care and support services’ 35 410 669
HIV treatment services (ART)® 27 315 606
STI diagnosis or treatment 97 1,155 1,150
TB diagnosis or treatment ° 28 330 630
Malaria diagnosis or treatment 1° 99 1,171 1,161
Minor surgery services * 89 1,052 1,083
Laboratory diagnosis services * 52 613 841
Blood typing services 1* 18 211 437
Blood transfusion services ** 5 57 277
Total na 1,188 1,188

na = not applicable

1 Service offered in the facility, excluding any outreach services
2 Routine series of DPT/Pentavalent, polio, and measles vaccinations offered from the facility, excluding any outreach services
3 Facility provides, prescribes, or counsels clients on any of the following: contraceptive pills (combined or progestin-only),
injectables (combined or progestin-only), implants, [IUCDs, male condoms, female condoms, CycleBeads for the Standard
Days Method, female sterilisation (tubal ligation) male sterilisation (vasectomy), or periodic abstinence method.
4 Facility reports that it provides any of the following services for the prevention of mother-to-child transmission (PMTCT) of
HIV: HIV testing and counselling for pregnant women or children born to HIV-positive women, provision of antiretroviral (ARV)
prophylaxis to HIV-positive pregnant women or to newborns of HIV-positive women, provision of infant and young child feeding
for PMTCT, provision of nutritional counselling for HIV-positive pregnant women and their infants, provision of family planning
counselling to HIV-positive pregnant women, provision of co-trimoxazole to newborns of HIV-positive women, or provision of
ART prophylaxis to HIV-positive pregnant women.
5 Facility reports that it provides caesarean delivery services in facility.
8 Facility reports that is has the capacity to conduct HIV testing in the facility, either by rapid diagnostic testing or ELISA, and
an unexpired HIV rapid diagnostic test kit is available in the facility on the day of the survey, or other test capability is available.
7 Facility reports that providers in the facility prescribe or provide any of the following:

e Treatment for any opportunistic infections or for symptoms related to HIV/AIDS, including treatment for topical fungal
infections;
Systematic intravenous treatment for specific fungal infections such as cryptococcal meningitis;
Treatment for Kaposi's sarcoma;
Palliative care, such as symptom or pain management, or nursing care for terminally ill or severely debilitated patients;
Nutritional rehabilitation services, including client education, provision of nutritional or micronutrient supplementation;
Fortified protein supplementation;
Care for peadiatric HIV/AIDS patients;
Preventive treatment for TB, i.e., isoniazid with pyridoxine;
Primary preventive treatment for opportunistic infections, such cotrimoxazole preventive treatment; general family plan-
ning counselling and/or services for HIV-positive clients;

e Condoms;

e Depo-Provera as integrated family planning services.
8 Facility reports that providers in the facility prescribe antiretroviral (ARV) treatment and/or provide clinical follow-up for clients
on ARV treatment. Outreach ART facilities are included in this definition.
9 Facility reports that providers assigned to the facility diagnose TB, prescribe treatment for TB, or provide TB treatment follow-
up services for clients put on treatment elsewhere.
10 Facility reports that it offers malaria diagnosis and/or treatment services. Facilities offering antenatal care services that
reported that they provide malaria RDT or that were found on the day of the survey visit to be conducting malaria rapid
diagnostic tests at the ANC service site were counted as offering malaria diagnosis and/or treatment services.
11 Based only on affirmative response to Q102 establishing availability of services. No information on the number of days the
service is offered per month.
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3.2.2 Availability of Basic Client Services

The availability of a basic package of health services, the frequency with which these services are
offered, the presence of qualified staff for their delivery, and the overall ease of access to the health care system
all contribute to client utilisation of services at a health facility. The Tanzania SPA defines basic client services
as the following: outpatient curative care for sick children, child growth monitoring, facility-based child
vaccination services, provision of any modern method of family planning, antenatal care, and services for
sexually transmitted infections (STIs). Table 3.2 and Figure 3.1 present information on the availability of these
basic services, both individually and as a package. This information is disaggregated by health facility type,
managing authority (ownership), urban/rural location and region. Wherever feasible, the findings are compared
with findings from the 2006 TSPA.

Table 3.2 Availability of basic client services

Among all facilities, the percentages offering indicated basic client services and all basic client services, by background characteristics, Tanzania SPA

2014-15
Any modern
Child growth Child methods of All basic
Background Child curative  monitoring vaccination family Antenatal care Services for client ser- Number of
characteristics care services services planning services STI vices? facilities
Facility type
Hospital 98 86 87 73 91 98 69 46
Health centre 99 91 89 81 91 100 79 129
Dispensary 98 84 82 81 85 98 75 992
Clinic 68 32 18 33 30 65 13 21
Managing authority
Government 100 94 94 96 96 98 91 857
Private-for-profit 91 39 25 35 36 95 24 163
Parastatal 71 37 16 22 17 85 16 21
Faith-based 97 81 79 41 81 97 36 148
Residence: Tanzania
Total urban 94 58 54 54 59 97 47 324
Total rural 99 94 92 89 94 97 83 864
Residence: Mainland/
Zanzibar
Mainland urban 94 60 55 55 60 97 48 306
Mainland rural 99 94 92 89 94 97 83 838
Zanzibar urban 97 39 34 34 43 96 31 18
Zanzibar rural 98 91 90 91 90 99 89 26
Region
Mainland average/to-
tal 98 85 82 80 85 97 74 1,144
Dodoma 100 91 87 86 92 100 82 60
Arusha 100 75 75 72 75 83 55 52
Kilimanjaro 95 75 69 63 75 90 58 67
Tanga 94 84 83 83 84 99 77 59
Morogoro 95 85 84 73 90 100 67 61
Pwani 99 79 79 83 80 99 79 45
Dar es Salaam 94 51 46 45 52 94 43 96
Lindi 100 100 100 98 100 100 98 35
Mtwara 100 99 93 87 98 100 82 35
Ruvuma 100 95 90 82 95 95 72 47
Iringa 100 88 93 76 93 100 69 39
Mbeya 99 99 89 93 94 99 88 72
Singida 100 81 81 87 82 100 80 34
Tabora 96 96 95 91 96 96 86 50
Rukwa 100 94 94 87 94 100 87 34
Kigoma 100 75 90 90 95 100 73 43
Shinyanga 100 81 81 82 81 100 81 32
Kagera 100 88 88 84 88 94 78 49
Mwanza 98 85 78 7 78 98 7 59
Mara 88 87 79 85 87 100 76 45
Manyara 99 92 83 83 93 99 73 27
Njombe 95 93 89 89 94 100 78 38
Katavi 100 95 95 90 91 96 85 11
Simiyu 100 90 90 95 90 95 86 30
Geita 100 87 82 93 82 100 82 23

(Continued...)
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Table 3.2—Continued

Any modern
Child growth Child methods of All basic
Background Child curative  monitoring vaccination family Antenatal care  Services for client ser- Number of
characteristics care services services planning services STI vices! facilities
Region
Zanzibar average/to-
tal 97 69 67 68 70 97 65 44
Unguja average/to-
tal 96 62 56 58 61 96 56 29
Kaskazini Unguja 90 86 83 90 83 93 80 6
Kusini Unguja 100 88 88 88 88 100 88 7
Mjini Magharibi 96 43 34 34 43 95 34 17
Pemba average/to-
tal 100 83 87 87 88 100 83 15
Kaskazini Pemba 100 80 87 87 87 100 80 8
Kusini Pemba 100 87 87 87 89 100 87 7
National average/total 98 84 81 80 85 97 74 1,188

1 Basic client services include outpatient curative care for sick children, child growth monitoring, facility-based child vaccination services, any modern
methods of family planning, antenatal care, and services for sexually transmitted infections (STI).

Figure 3.1 Availability of basic client services, TSPA 2006 and TSPA 2014-15
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Availability of the Basic Client Services Package

About 74 percent of all Tanzanian health facilities offer the basic client services package (72 percent in
2006). Among facility types, health centres (79 percent) and dispensaries (75 percent) are more likely to provide
all basic client services than hospitals (69 percent) and clinics (13 percent).

Among the various managing authorities, government facilities (91 percent) are far more likely to
provide al basic client services than faith-based facilities (36 percent), private-for-profit facilities (24 percent)
and parastatal facilities (16 percent).

Among theregions, facilitiesin Lindi region (98 percent) lead in provision of the basic services package.
More than 50 percent of facilities in other regions offer the package of basic services except for Dar es Salaam
(43 percent) in Tanzania Mainland and Mjini Magharibi (34 percent) in Zanzibar.
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Availability of Individual Basic Services

The basic client services assessed in the 2014-15 TSPA are all available in at least 80 percent of
Tanzanian hedlth facilities. For example, curative care for sick children and STI services are availablein 98 and
97 percent, respectively, of facilities (99 and 96 percent, respectively, in 2006). Antenatal care servicesand child
growth monitoring are available in 85 and 84 percent, respectively, of facilities (82 and 81 percent, respectively,
in 2006), and child vaccination services and family planning services are available in 81 and 80 percent,
respectively, of al facilities (78 percent each in 2006).

While all basic services are widely available in hospitals, health centres, and dispensaries, the
availability of individual basic servicesis lower in clinics, particularly child growth monitoring, facility-based
child vaccination services, family planning, and antenatal care. For example, only 30 percent of clinics offer
ANC services and only 18 percent offer child vaccination services. Curative care for sick children, on the other
hand, is available in two-thirds of clinics.

3.3  SERVICE READINESS: BASIC FACILITY INFRASTRUCTURE TO SUPPORT QUALITY
SERVICE PROVISION

3.3.1 Basic Amenities

Theoretically, good health services can be provided evenin minimal service delivery settings. However,
the availability of basic amenities such as regular electricity, an improved water source, visua and auditory
privacy, a client latrine, communication equipment, a computer with Internet access, and emergency transport
are important for client satisfaction with the services rendered at health facilities. Table 3.3 and Figure 3.2
provide information on the availability of basic amenitiesfor client services. These indicators comprise the basic
amenities domain for ng genera services, as proposed by WHO and USAID (WHO, 2015).

The most commonly available client amenity was visual and auditory privacy in the service area,
available in over 90 percent of facilities. Availability of other amenities in Tanzanian health facilities ranges
from 68 percent with improved water source and 67 percent with accessto regular electricity to 12 percent with
acomputer and Internet access.

Dispensaries (65 percent) are less likely than other facility types to have an improved water source. By
managing authority, government facilities are generally less likely than facilities managed by other authorities
to have an improved water source. Urban facilities (84 percent) are more likely than rural facilities (62 percent)
to have an improved water source.

In general, about two-thirds of all facilities have access to regular electricity (compared with one-third
in 2006). Asexpected, hospitals (91 percent) are morelikely to haveregular electricity than other facility types—
health centres (76 percent), clinics (70 percent), and dispensaries (65 percent). The availability of regular
electricity shows some regional variation; it is highest in Kigoma region (99 percent) and lowest in Shinyanga
region (45 percent).

About six of ten facilities have emergency transport. Hospitals (93 percent) and health centres (74
percent) are more likely than dispensaries (54 percent) and clinics (29 percent) to have emergency transport. By
managing authority, private-for-profit facilities are less likely than facilities managed by other managing
authorities to have emergency transport.

34 « Facility-level Infrastructure, Resources, Management, and Support



Table 3.3 Availability of basic amenities for client services

Among all facilities, the percentages with indicated amenities considered basic for quality services, by background characteristics, Tanzania SPA 2014-15

Amenities
Visual and Communica-
Background Regular Improved auditory Client tion Computer with  Emergency Number of
characteristics electricity® ~ water source? privacy® latrine* equipment® Internet® transport’ facilities
Facility type
Hospital 91 87 95 76 94 68 93 46
Health centre 76 84 96 56 62 26 74 129
Dispensary 65 65 93 40 47 8 54 992
Clinic 70 89 100 93 62 22 29 21
Managing authority
Government 61 61 94 31 47 7 58 857
Private-for-profit 77 88 96 91 65 31 46 163
Parastatal 86 85 90 98 44 32 59 21
Faith-based 88 86 95 58 56 20 66 148
Residence: Tanzania
Total urban 71 84 95 80 61 25 51 324
Total rural 66 62 93 30 47 8 60 864
Residence: Mainland/
Zanzibar
Mainland urban 70 84 95 79 62 25 53 306
Mainland rural 65 61 93 29 a7 8 61 838
Zanzibar urban 82 92 99 96 44 13 20 18
Zanzibar rural 74 89 93 76 43 9 12 26
Region
Mainland average/total. 67 67 94 42 51 12 59 1,144
Dodoma 70 74 99 21 95 12 66 60
Arusha 62 86 100 37 42 15 72 52
Kilimanjaro 67 84 95 63 47 20 56 67
Tanga 54 53 100 28 72 6 56 59
Morogoro 52 69 99 48 56 12 45 61
Pwani 72 61 61 30 31 3 46 45
Dar es Salaam 70 86 99 91 7 33 46 96
Lindi 68 43 100 47 28 3 34 35
Mtwara 67 80 94 25 37 13 41 35
Ruvuma 54 56 95 43 85 8 68 47
Iringa 62 66 89 30 36 11 49 39
Mbeya 50 44 99 25 15 7 55 72
Singida 56 74 94 37 50 11 93 34
Tabora 81 78 100 11 17 4 58 50
Rukwa 60 47 95 24 47 2 85 34
Kigoma 99 75 95 53 26 13 57 43
Shinyanga 45 48 95 56 58 9 59 32
Kagera 86 87 100 59 86 10 80 49
Mwanza 78 46 86 49 58 19 69 59
Mara 73 7 94 68 72 15 72 45
Manyara 60 53 92 25 58 6 75 27
Njombe 70 80 61 14 6 4 15 38
Katavi 79 70 100 19 40 9 90 11
Simiyu 65 56 95 37 38 22 89 30
Geita 75 52 100 47 46 13 59 23
Zanzibar average/total 77 90 95 84 43 11 16 44
Unguja average/total 69 94 97 85 54 16 21 29
Kaskazini Unguja 60 93 100 59 80 24 26 6
Kusini Unguja 50 100 88 76 46 15 22 7
Mijini Magharibi 80 91 100 97 49 14 18 17
Pemba average/total 94 83 92 82 22 0 6 15
Kaskazini Pemba 97 80 98 82 8 0 4 8
Kusini Pemba 90 87 86 83 38 0 8 7
National average/total 67 68 94 44 51 12 58 1,188

Note: The indicators presented in this table comprise the basic amenities domain for assessing general service readiness within the health facility assessment
methodology proposed by WHO and USAID (WHO 2015).

1 Facility is connected to a central power grid and there has not been an interruption in power supply lasting for more than two hours at a time during normal
working hours in the seven days before the survey, or facility has a functioning generator with fuel available on the day of the survey, or else facility has back-up
solar power.

2 Water is piped into facility or piped onto facility grounds, or bottled water, or else water from a public tap or standpipe, a tube well or borehole, a protected dug
well, protected spring, or rain water, or bottled water and the outlet from this source is within 500 meters of the facility.

3 A private room or screened-off space available in the general outpatient service area that is a sufficient distance from other clients so that a normal conversation
could be held without the client being seen or heard by others.

4 The facility had a functioning flush or pour-flush toilet, a ventilated improved pit latrine, or composting toilet.

5 The facility had a functioning land-line telephone, a functioning facility-owned cellular phone, a private cellular phone that is supported by the facility, a cellular
phone used for any form of reporting, or a functioning short wave radio available in the facility.

5 The facility had a functioning computer with access to the Internet that is not interrupted for more than two hours at a time during normal working hours, or
facility has access to the Internet via a cellular phone inside the facility.

" The facility had a functioning ambulance or other vehicle for emergency transport that is stationed at the facility and had fuel available on the day of the survey,
or facility has access to an ambulance or other vehicle for emergency transport that is stationed at another facility or that operates from another facility.
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A client latrineis available, on average, in 44 percent of facilities. Clinics (93 percent) and hospitals (76
percent) are more likely to have a client latrine than other facility types.

The least available amenity is a computer with Internet connectivity, availablein only 12 percent of
facilities. Hospitals are more likely to have a computer with Internet access than other facility types. Only 7
percent of government facilities have a computer with Internet access, mainly because the large proportion of
government facilities are dispensaries.

Almost all basic amenities are more available in urban facilities than rural facilities, except for the
availability of emergency transport (51 percent in urban areas compared with 60 percent in rural areas).

Figure 3.2 Availability of basic amenities for client services
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3.3.2 Basic Equipment to Support Quality Health Services

Délivery of quality health services requires availability of functioning basic equipment. The World
Health Organization (WHO) and the United States Agency for International Development (USAID) have
proposed a list of seven basic pieces of equipment that should be available at a hedlth facility to guarantee its
readiness to deliver basic health services (WHO, 2012). These are: an adult scale, a child scale, an infant scale,
athermometer, a stethoscope, blood pressure apparatus, and alight source. They comprise the basic equipment
domain for assessing genera service readiness. Table 3.4 and Figure 3.3 report the availability of these basic
itemsin Tanzania health facilities.
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Table 3.4 Availability of basic equipment

Among all facilities, the percentages with equipment considered basic to quality client services available in the general outpatient service area, by
background characteristics, Tanzania SPA 2014-15

Equipment
Blood
Background Adult Child Infant Thermo- Stetho- pressure Light Number of
characteristics scale scale! scale? meter scope apparatus® source? facilities
Facility type
Hospital 92 51 33 88 96 92 41 46
Health centre 83 58 42 85 95 90 27 129
Dispensary 74 62 38 82 90 81 12 992
Clinic 71 33 23 81 87 89 48 21
Managing authority
Government 72 66 44 79 89 79 10 857
Private-for-profit 87 32 18 92 98 93 32 163
Parastatal 59 33 10 85 85 85 27 21
Faith-based 88 61 31 94 94 88 26 148
Residence: Tanzania
Total urban 84 a7 27 89 95 90 28 324
Total rural 73 66 42 81 89 80 11 864
Residence: Mainland/
Zanzibar
Mainland urban 84 48 28 89 95 90 27 306
Mainland rural 73 67 43 80 89 80 10 838
Zanzibar urban 72 30 11 82 96 98 40 18
Zanzibar rural 56 39 21 90 84 73 34 26
Region
Mainland average/total 76 62 39 83 91 82 15 1,144
Dodoma 91 73 61 74 84 81 1 60
Arusha 76 62 15 86 93 92 24 52
Kilimanjaro 81 63 45 90 95 91 32 67
Tanga 93 74 60 94 100 100 17 59
Morogoro 78 73 38 94 99 89 13 61
Pwani 85 68 39 89 90 85 19 45
Dar es Salaam 90 37 22 97 97 89 31 96
Lindi 48 56 23 56 62 57 14 35
Mtwara 60 66 50 70 69 49 8 35
Ruvuma 94 79 73 90 95 86 1 a7
Iringa 87 72 36 100 89 84 12 39
Mbeya 63 79 59 88 100 94 32 72
Singida 52 44 20 94 82 76 3 34
Tabora 90 80 84 72 96 86 11 50
Rukwa 59 75 50 73 93 93 26 34
Kigoma 36 6 0 63 89 69 6 43
Shinyanga 82 58 47 71 95 99 1 32
Kagera 69 35 7 68 89 70 5 49
Mwanza 77 69 38 85 84 72 19 59
Mara 93 63 50 65 80 68 6 45
Manyara 74 71 19 90 99 83 13 27
Njombe 83 64 19 95 84 73 2 38
Katavi 71 75 46 56 90 86 4 11
Simiyu 62 62 25 70 90 85 6 30
Geita 42 26 7 75 94 70 3 23
Zanzibar average/total 63 35 17 87 89 84 37 44
Unguja average/total 79 50 24 91 98 97 42 29
Kaskazini Unguja 76 83 36 97 100 100 36 6
Kusini Unguja 82 65 41 100 100 88 41 7
Mijini Magharibi 80 33 12 85 96 100 44 17
Pemba average/total 31 7 3 80 72 57 27 15
Kaskazini Pemba 18 0 0 69 58 56 21 8
Kusini Pemba 45 15 6 92 87 59 33 7
National averagef/total 76 61 38 83 91 82 16 1,188

Note: The indicators presented in this table comprise the basic equipment domain for assessing general service readiness within the health facility
assessment methodology proposed by WHO and USAID (WHO, 2015).

1 A scale with gradation of 250 grams, or a digital standing scale with a gradation of 250 grams or lower where an adult can hold a child to be weighed,
available somewhere in the general outpatient area

2 A scale with gradation of 100 grams, or a digital standing scale with a gradation of 100 grams where an adult can hold an infant to be weighed, available
somewhere in the general outpatient area

3 A digital blood pressure machine or a manual sphygmomanometer with a stethoscope available somewhere in the general outpatient area

4 A spotlight source that can be used for client examination or a functioning flashlight available somewhere in the general outpatient area.
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A stethoscope (91 percent) is the most commonly available piece of basic equipment, followed by a
thermometer and blood pressure apparatus, each of which is found in about eight of ten facilities, and an adult
scale found in 76 percent of facilities. In contrast, only 38 percent and 16 percent of facilities have an infant
scale and light source, respectively. Government managed facilities are less likely to have a light source (10
percent) than other managed facilities (26 to 32 percent). Blood pressure apparatusislikely to be availablein all
types of facilities, with availability ranging from 81 percent in dispensaries to 92 percent in hospitals. The
availability of alight sourceislower in dispensaries—12 percent have a spotlight source or functioning flashlight
equi pment—than other types of facilities (27 to 48 percent). Basic equipment to support quality health services
are more likely to be available in urban facilities than in rural facilities, with the exception of child and infant
scales which are more commonly availablein rural facilities.

Figure 3.3 Availability of basic equipment
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3.3.3 Standard Precautions for Infection Control in Service Delivery Area

Infections acquired in a health facility (known as nosocomial infections) often complicate the delivery
of health care. Strict adherence to infection control guidelines and constant vigilance are necessary to prevent
such infections. It is essential that a health facility has supplies and equipment for infection control appropriate
to the services offered. These items can include sterilisation equipment, equipment for high-level disinfection,
incineration equipment, sharps containers, waste receptacles, disinfectant, syringes and needles, soap, running
water, hand disinfectant, gloves, medical masks, gowns, eye protection, and guidelines for infection control.
Table 3.5 reports the availability of these infection control items by health facility type and managing authority;
Appendix Tables A-35.1, A-352 and A-3.5.3 report the availability of these items by region
(Mainland/Zanzibar) and residence (urban/rural).

Washing hands with soap and running water, or else disinfecting hands with alcohol-based hand
disinfectant, are important infection prevention practices. The 2014-15 TSPA assessed the availability of these
essential items for hand hygienein the general outpatient (OPD) area of the facility. Overall, only two-thirds (65
percent) of all health facilities had soap and running water or else alcohol-based hand disinfectant in the general
outpatient area. Hospitals (89 percent) and clinics (83 percent) are more likely than other facility types to have
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these infection prevention items. By managing authority, faith-based and private-for-profit facilities (90 percent
and 82 percent, respectively) are more likely than facilities of other managing authorities to have these items.

Table 3.5 Standard precautions for infection control by facility type and managing authority

Percentages of facilities with sterilisation equipment somewhere in the facility and other items for standard precautions available in the general outpatient
area of the facility on the day of the survey, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority

National
Health Govern-  Private-for- average/to-

Items Hospital centre Dispensary Clinic ment profit Parastatal Faith-based tal
Sterilization equipment* 87 52 20 61 15 62 53 54 27
Equipment for high-level disinfec-

tion? 78 84 7 54 80 65 81 73 77
Safe final disposal of sharps

waste® 41 37 34 59 30 49 10 51 35
Safe final disposal of infectious

waste* 43 37 36 61 33 47 10 49 36
Appropriate storage of sharps

waste® 77 76 80 66 83 68 63 70 79
Appropriate storage of infectious

waste® 43 42 44 64 38 63 32 56 44
Disinfectant’ 77 60 56 67 57 58 58 60 57
Syringes and needles® 82 68 7 73 7 74 63 74 76
Soap 89 73 64 80 59 79 62 90 66
Running water® 93 77 66 81 61 87 83 92 69
Soap and running water 88 66 57 77 51 78 62 87 60
Alcohol-based hand disinfectant 37 28 18 53 17 26 23 35 20
Soap and running water or else

alcohol-based hand disinfectant 89 71 63 83 58 82 62 90 65
Latex gloves'® 92 81 81 82 83 79 63 78 82
Medical masks 30 19 13 38 11 26 27 23 15
Gowns 51 41 28 36 29 31 19 38 30
Eye protection 14 9 4 20 4 6 2 13 6
Guidelines for standard precau-

tions'? 44 35 21 14 23 22 33 26 23
Examination bed or couch 98 95 85 82 84 90 85 95 86
Gum boots 24 22 14 6 16 14 5 18 15
Number of facilities 46 129 992 21 857 163 21 148 1,188
Notes:

e Additional results for Table 3.5, by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-3.5.1, A-3.5.2 and
A-35.3

e The indicators presented in this table comprise the standard precautions domain for assessing general service readiness within the health facility
assessment methodology proposed by WHO and USAID (WHO 2015).

! Facility reports that some instruments are processed in the facility and the facility has a functioning electric dry heat sterilizer, a functioning electric
autoclave, or a non-electric autoclave with a functioning heat source available somewhere in the facility.

2 Facility reports that some instruments are processed in the facility and the facility has an electric pot or other pot with heat source for high-level
disinfection by boiling or high-level disinfection by steaming, or else facility has chlorine, formaldehyde, CIDEX, or glutaraldehyde for chemical high-
level disinfection available somewhere in the facility on the day of the survey.

3 The process of sharps waste disposal is incineration and the facility has a functioning incinerator with fuel on the day of survey, or else the facility
disposes of sharps waste by means of open burning in a protected area, dumping without burning in a protected area, or removal offsite with storage in
a protected area prior to removal offsite.

4 The process of infectious waste disposal is incineration, and the facility has a functioning incinerator with fuel on the day of survey, or else the facility
disposes of infectious waste by means of open burning in a protected area, dumping without burning in a protected area, or removal offsite with storage
in a protected area prior to removal offsite.

5 Sharps container observed in general outpatient service area, in area where HIV testing is done if facility does HIV testing, as well as in area where
minor surgery is done, if facility does minor surgeries

6 Waste receptacles observed in general outpatient service area, in area where HIV testing is done if facility does HIV testing, as well as in area where
minor surgery is done, if facility does minor surgeries

7 Chlorine-based or other country-specific disinfectants used for environmental disinfection available in the general outpatient area

8 Single-use standard disposable syringes with needles or else auto-disable syringes with needles available in the general outpatient area

9 Piped water, water in bucket with specially fitted tap, or water in pour pitcher available in the general outpatient area

10 Non-latex equivalent gloves are acceptable.

11 Any guideline for infection control in health facilities available in the general outpatient area

Processing instruments for reuseis critical for infection prevention. The survey assessed the avail ability
of sterilisation equipment and the availability of equipment for high-level disinfection somewherein the facility.
Only 27 percent of facilities had sterilisation equipment in the facility, with hospitals (87 percent) and clinics
(61 percent) being more likely than health centres (52 percent) or dispensaries (20 percent) to have sterilization
equipment. Government managed facilities are less likely to have sterilisation equipment compared with other
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managing authorities. On the other hand, about three-fourths of all facilities (77 percent) had equipment for high-
level disinfection. In this case, health centres (84 percent) and dispensaries (77 percent) are as likely as hospitals
(78 percent) to have equipment for high-level disinfection. Only about a quarter of all facilities had guidelines
available for standard precautions/infection control.

The appropriate storage of sharps waste was observed in about eight of ten health facilities; at the same
time, the appropriate (safe) disposal of sharps waste was observed in only 35 percent of facilities. Appropriate
storage of other infectious wastes (44 percent) and the safe disposal of these wastes (36 percent) were also less
widely available.

On the day of the assessment visit, about eight of ten facilities had an examination bed or couch (86
percent) and latex gloves (82 percent), and about three-fourths had syringes and needles (76 percent). Most of
the infection control items are more likely to be available at hospitals than at other types of health facilities.

The availability of the following items for standard precautions for infection control is higher in urban
facilities than rural facilities. sterilisation equipment, appropriate storage of infectious wastes, and soap and
running water or else acohol-based hand disinfectant. Availability of other items are about the same, or better
inrural facilities (Appendix Table 3.5.3).

3.3.4 Capacity for Adherence to Standards for Quality Sterilisation or High-Level
Disinfection Processes

For most instruments used for client examination, either sterilisation or high-level disinfection (HLD)
procedures are sufficient to prevent the spread of infection. However, to effectively kill the spores that cause
illnesses such as tetanus, either dry-heat sterilisation or an autoclave system is required. This type of treatment
is necessary for processing surgical instruments that will be reused, such as blade handles and scissors used to
cut umbilical cords. Depending on the size of the facility, different types of instruments may be processed using
different methods or at more than one site within the facility. The information presented in this section refersto
the primary site in the facility where equipment is processed.

Table 3.6 and Figure 3.4 report on health facility capacity to process instruments for reuse. In general,
88 percent of all facilities have functioning equipment or items necessary to process instruments according to
the method used by the facility. Availability of equipment ranges from 82 percent in clinics to 97 percent in
health centres and hospitals. Furthermore, private and faith-based facilities are dightly more likely than other
managing authorities to have the equipment. Compared with other regions, facilities in Kaskazini Pemba, at 30
percent, are among those least likely to have equipment for processing of instruments. Only two-thirds of all
health facilities have both functioning equipment and correct knowledge of processing time for respective
processing methods. If the presence of an automatic timer is also considered, only 20 percent of facilities have
had al three (i.e., equipment, knowledge of processing time, and an automatic timer). Only 14 percent of
facilities had written guidelines for sterilisation or HLD.
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Table 3.6 Capacity for processing of equipment for reuse

Percentage of facilities with the equipment and other items to support the final processing of instruments for reuse, by background characteristics,
Tanzania SPA 2014-15

Percentage of facilities having:

Equipment,
Equipment and knowledge of
Background knowledge of process time, and au- Written guidelines for Number of
characteristics Equipment* process time? tomatic timer® sterilisation or HLD* facilities
Facility type
Hospital 97 87 66 48 46
Health centre 97 79 32 26 129
Dispensary 87 63 16 11 992
Clinic 82 69 37 12 21
Managing authority
Government 87 61 12 12 857
Private-for-profit 92 74 44 19 163
Parastatal 85 83 28 14 21
Faith-based 93 79 38 23 148
Residence: Tanzania
Total urban 88 74 41 22 324
Total rural 88 62 12 12 864
Residence: Mainland/Zanzibar
Mainland urban 88 76 41 23 306
Mainland rural 89 63 12 11 838
Zanzibar urban 86 56 35 5 18
Zanzibar rural 71 46 6 18 26
Region
Mainland average/total 88 66 20 14 1,144
Dodoma 96 91 15 12 60
Arusha 100 65 26 12 52
Kilimanjaro 76 66 38 21 67
Tanga 100 79 19 22 59
Morogoro 90 80 19 20 61
Pwani 95 89 25 15 45
Dar es Salaam 93 72 54 28 96
Lindi 82 64 9 30 85
Mtwara 90 79 8 13 85
Ruvuma 86 70 15 9 47
Iringa 58 27 12 6 39
Mbeya 94 71 11 3 72
Singida 89 63 12 12 34
Tabora 96 57 21 5 50
Rukwa 100 19 4 23 34
Kigoma 100 85 17 19 43
Shinyanga 83 64 22 21 32
Kagera 52 41 5 11 49
Mwanza 81 80 14 4 59
Mara 94 73 33 17 45
Manyara 99 83 9 12 27
Njombe 78 19 4 5 38
Katavi 93 11 2 14 11
Simiyu 95 56 16 10 30
Geita 94 65 11 5 23
Zanzibar average/total 77 50 18 13 44
Unguja average/total 93 58 24 16 29
Kaskazini Unguja 93 49 3 13 6
Kusini Unguja 100 67 15 48 7
Mijini Magharibi 90 58 35 4 17
Pemba average/total a7 35 7 7 15
Kaskazini Pemba 30 30 9 4 8
Kusini Pemba 68 41 5 10 7
National average/total 88 66 20 14 1,188

1 Facility reports that some equipment is processed in the facility and facility has a functioning electric dry heat steriliser, a functioning electric autoclave,
a non-electric autoclave with a functioning heat source, an electric boiler or steamer, or a non-electric boiler or steamer with a functioning heat source
available anywhere in the facility or high level disinfectant that are used for sterilization or high level disinfection of equipment for reuse
2 Processing area has functioning equipment and power source for processing method and the responsible worker reports the correct processing time
(or equipment automatically sets the time) and processing temperature (if applicable) for at least one method. Definitions for capacity for each method
assessed were a functioning equipment and the following processing conditions:
« Dry heat sterilisation: Temperature at 160°C - 169°C and processed for at least 120 minutes, or temperature at least 170°C and processed for at
least 60 minutes.
« Autoclave: Wrapped items processed for at least 30 minutes, unwrapped items processed for at least 20 minutes
« Boiling or steaming: ltems processed for at least 20 minutes.
« Chemical high-level disinfection: Items processed in chlorine-based or glutaraldehyde or CIDEX or formaldehyde solution and soaked for at least
20 minutes
3 An automatic timer here refers to a passive timer that can be set to indicate when a specified time has passed. It may be part of the sterilisation process
or the HLD equipment.
4 Hand-written instructions that are pasted on walls and which clearly outline the procedures to follow for processing of equipment are acceptable
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Figure 3.4 Capacity to process instruments for reuse
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3.3.5 Diagnostic Capacity

Provision of diagnostic services, comprising laboratory tests and diagnostic imaging, isessential for clinical
decision making and for enhancing delivery of quality health care. In fact, case management for such
conditions as malaria and TB depend entirely on laboratory and/or imaging results. The 2014-15 TSPA
assessed diagnostic capacity as a component of the methodology for assessing general service readiness
proposed by WHO and USAID (WHO, 2015). Table 3.7 presents information on diagnostic capacity in
Tanzanian health facilities by facility type and managing authority; Appendix Tables A-3.7.1, A-3.7.2 and

A-3.7.3report the availability of diagnostic capacity by region (TanzaniaMainland/Zanzibar) and residence
(urban/rurad).
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Table 3.7 Laboratory diagnostic capacity by facility type and managing authority

Among all facilities, the percentages with capacity to conduct basic and advanced laboratory diagnostic tests in the facility, by facility type and managing
authority, Tanzania SPA 2014-15

Facility type Managing authority
Health Private-for- National
Laboratory tests Hospital centre Dispensary Clinic Government profit Parastatal Faith-based average/total
Basic tests
Haemoglobin 89 62 26 43 23 65 20 59 33
Blood glucose 72 49 16 36 9 71 37 49 23
Malaria diagnostic test 95 94 82 59 86 71 51 82 83
Urine protein 83 65 20 29 17 58 32 55 27
Urine glucose 82 64 18 29 15 53 33 55 26
HIV diagnostic test 96 92 80 42 89 41 48 82 81
DBS collection 74 70 41 14 52 19 14 38 45
TB microscopy 43 31 2 0 6 2 5 15 7
Syphilis rapid diagnostic
test 91 68 47 34 48 51 24 69 50
General microscopy 52 50 14 16 11 38 16 44 19
Urine pregnancy test 79 53 22 34 14 71 24 63 28
Liver or renal function test
(ALT or Creatinine) 65 17 1 7 2 16 13 12 6
Advanced level
diagnostic tests
Serum electrolytes 64 21 5 12 3 32 15 17 9
Full blood count with differ-
entials 64 21 5 12 3 32 15 17 9
Blood typing and cross
matching 23 3 1 2 1 4 2 2 2
CD4 count 57 29 1 0 7 4 10 9 7
Syphilis serology 19 7 1 1 1 4 4 7 2
Gram stain 67 16 3 1 3 11 8 25 7
Stool microscopy 51 43 13 16 10 33 14 44 17
CSF/ body fluid counts 84 40 10 24 7 40 27 42 16
TB culture 8 0 0 0 0 0 0 0
TB rapid diagnostic test 10 2 0 0 1 0 2 1 1
Equipment for diagnostic
imaging
X-ray machine 63 5 0 2 2 6 5 8 3
Ultrasonogram 73 13 1 6 2 15 8 13 5
CT scan 4 0 0 0 0 0 0 0 0
Number of facilities 46 129 992 21 857 163 21 148 1,188
Notes:

e Additional results for Table 3.7, by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-3.7.1, A-3.7.2 and
A-3.7.3.

e The basic test indicators presented in this table comprise the diagnostic capacity domain for assessing general service readiness within the health
facility assessment methodology proposed by WHO and USAID (WHO 2015).

e DBS = dried blood spot; CSF = cerebrospinal fluid; CT = computed tomography

Basic Tests

With the exception of the malaria diagnostic test (83 percent), HIV test (81 percent), syphilis test (50
percent) and DBS collection (45 percent), basic testsare, on average, available at |ess than 40 percent of facilities.
Overall, hospitals and health centres are more likely to provide the range of basic diagnostic tests than other
types of facilities. Availability of these basic diagnostic testsis higher in private and faith-based facilities, except
for the HIV test, malariatest, and DBS collection, which are higher in government managed facilities.

Advanced Level Diagnostic Tests

Advanced level diagnostic tests are expected to be available mostly in hospitals. Even then, some of
these tests are not as readily available as one might expect. For example, only 23 percent of hospitals provide
blood typing and cross matching, while just about half (51 percent) of hospitals offer stool microscopy.
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Equipment for Diagnostic Imaging

As with advanced level diagnostic testing, diagnostic imaging is expected mainly in higher level
facilities, such as hospitals. However, only 63 percent of hospitals have an X-ray machine, while 73 percent have
an ultrasonogram machine.

3.3.6 Availability of Essential Medicines

Consistent availability of essential medicines is critical to the delivery of quality health services. The
2014-15 TSPA assessed the availability of 14 essential medicines, in keeping with the service readiness
indicators proposed by WHO and USAID. Table 3.8 and Figure 3.5 report the availability of essential medicines
by facility type and managing authority; Appendix Tables A-3.8.1, A-3.8.2 and A-3.8.3 report the availability
of essential medicines by region (Tanzania Mainland/Zanzibar) and residence (urban/rural).

The most widely available essential medicines are the following six: paracetamol oral suspension,
diclofenac tablets/capsules, diazepam tablets/capsules, cotrimoxazole oral suspension, ciprofloxacin
tablets/capsules, and amoxicillin tablets/capsul es. These essential medicines were availablein at least 70 percent
of al health facilities. With the exception of injectabl e ceftriaxone (available in 58 percent of facilities), al other
essential medicines are available in less than half of facilities.

As expected, these essential medicines are more likely to be available at hospitals than other facility
types. For example, medicines such as glibenclamide, atenolol tablets/capsules, and simvastatin/atorvastatin for
management of type 2 diabetes, hypertension and elevated cholesterol, respectively, should be predominantly
available at hospitals where these conditions are expected to be managed; it is therefore not surprising that these
medicines are not available in lower level facilities.

Faith-based and private health facilities are more likely to have the mgjority of essential medicines than
health facilities managed by other authorities. For example, private facilities are more likely to have
ciprofloxacin (82 percent) and omeprazole/cimetidine tablets/capsules (80 percent) and paracetamol ora
suspension (79 percent). Faith-based facilities are more likely than other facilities to have diclofenac
tablets/capsules. Generally, regiona variation in availability of these essential medicinesisminimal. In Zanzibar,
the essential medicines most likely to be available in health facilities at the time of the assessment were
cotrimoxazole oral suspension (67 percent) and amoxicillin tablets/capsules (65 percent). The availability of
drugs was much better in urban than rural health facilities (Appendix Table A-3.8.3).
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Table 3.8 Availability of essential medicines by facility type and managing authority

Percentages of facilities having the 14 essential medicines available, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National
Essential medicines Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
Essential medicines
Amitriptyline tablets/
capsules! 69 29 5 9 7 21 10 17 11
Amoxicillin tablets/
capsules? 90 79 72 59 72 78 46 82 73
Atenolol tablets/capsules?® 74 31 8 22 6 39 21 30 14
Captopril tablets/capsules* 78 33 10 35 6 41 61 37 16
Ceftriaxone injectable® 83 71 55 55 55 69 49 62 58
Ciprofoxacin tablets/
capsules® 92 83 75 56 76 82 46 78 7
Cotrimoxazole oral sus-
pension’ 85 80 71 50 73 71 35 77 72
Diazepam tablets/
capsules® 94 85 70 53 72 73 62 72 72
Diclofenac tablets/
capsules® 91 82 68 60 68 74 55 79 70
Glibenclamide tablets/
capsules'® 73 27 7 17 4 29 28 36 12
Omeprazole/Cimetidine
tablets/capsulest* 73 49 24 54 13 80 52 65 29
Paracetamol oral suspen-
sion*? 76 72 68 55 67 79 39 71 69
Salbutamol inhaler*? 60 21 12 21 9 33 12 32 15
Simvastatin/Atovastatin
tablet/capsule* 20 6 1 1 1 7 5 10 3
Number of facilities 46 129 992 21 857 163 21 148 1,188
Notes:

* Additional results for Table 3.8 by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-3.8.1, A-3.8.2 and
A-3.8.3

e The indicators presented in this table comprise the essential medicines domain for assessing general service readiness within the health facility
assessment methodology proposed by WHO and USAID (WHO 2015).

! For the management of depression in adults

2 First-line antibiotics for adults

3 Beta-blocker for management of angina/hypertension

4 Vaso-dilator, for management of hypertension

5 Second-line injectable antibiotic

¢ Second-line oral antibiotic

7 Oral antibiotic for children

8 Muscle relaxant for management of anxiety, seizures

9 Oral analgesic

10 For management of type 2 diabetes

11 Proton pump inhibitor, for the treatment of peptic ulcer disease, dyspepsia, and gastro-oesophageal reflux disease
12 Fever-reduction and analgesic for children

13 For the management and relief of bronchospasm in conditions such as asthma and chronic obstructive pulmonary disease
14 For the control of elevated cholesterol
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Figure 3.5 Availability of essential medicines
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3.4  MANAGEMENT SYSTEMS TO SUPPORT AND MAINTAIN QUALITY SERVICES AND
APPROPRIATE CLIENT UTILISATION

Basic management and administrative systems are necessary to ensure that health services are provided
consistently and at acceptable levels of quality. The 2014-15 TSPA €licited information pertaining to
management meetings, community participation, quality assurance, and structures to elicit clients' opinions on
health service delivery.

3.4.1 Management Meetings, Quality Assurance, and Client Opinion

Management Meetings with Documentation

To function well, a health facility must have a system in place for identifying and addressing
management and administrative issues. This system may involve meetings to discuss day-to-day issues or
broader management issues such as financing, utilisation, or plans for health-related campaigns. The meetings
must be regularly scheduled and specific staff members should have defined areas of responsibility. The 2014-15
TSPA asked whether a functioning management committee met at least once every six months; if it did, the
interviewer asked to see the official documentation of the proceedings. A health facility is considered to have a
functioning management system if there is a record of committee meetings, with documented decisions and
follow-up on the issues discussed.

Overall, 49 percent of health facilities reported having routine management committee meetings at least
once every six months and were able to show documentation of arecent meeting (Table 3.9). Thisisasignificant
change compared with 2006, when only 29 percent of facilities reported management committee meetings at
least once every six months and had documentation available. Hospitals (88 percent) and health centres (75
percent) are more likely than other facility types to be conducting management committee meetings and have
documentation. About half of faith-based and government facilities (52 percent and 51 percent, respectively)
have such management meetings with documentation of a recent meeting.
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Management Meetings with Community Participation

Community participation is critical to service delivery. A community that feels involved in the
management of afacility islikely to support and contribute to efforts aimed at improving service delivery. The
2014-15 TSPA found that only 39 percent of health facilities conduct management meetings with participation
of the community at least once every six months and had documentation of a recent meeting available (Table
3.9). Hospitals (45 percent) and health centres (47 percent) are slightly morelikely to hold management meetings
with community participation than other facility types.

Compared with other management authorities, government health facilities (49 percent) are far more
likely to hold management meetings with community participation.

Quality Assurance

Quality assurance (QA) refersto a system for monitoring the quality of care, identifying problems, and
instituting changes to resolve those problems. Quality assurance systems require an established standard against
which quality is measured. There must also be systematic methods to assess results and develop interventions.
The following are examples of QA activities and approaches:

o Asupervisory checklist for health systems, which looks for the presence of equipment and supplies,
the completeness of health management information system (HMIS) accounts, and other process
indicators.

e A supervisory checklist for health service provision, which verifies specific content in client
assessments, treatments, or consultations. Thislist is often used to document the provision of care.

o Afacility-widereview of mortality, which isastructured system to review the records of each client
who dies. Usually, there is a committee established for this purpose.

e Audits of medical records or registers, which check medical records for specific items or
information and may assess whether protocols were followed.

Overadll, only 15 percent of Tanzania health facilities reported any QA activities (Table 3.9 and Figure
3.6). Hospitals (64 percent) and health centres (32 percent) are the types of facilities most likely to report QA
activities and have documentation of them. By managing authority, faith-based facilities (22 percent) are dightly
more likely than others to conduct QA activities and have documentation.

Client Feedback

Obtaining client feedback on health service delivery provides an opportunity for management to
undertake remedia actions in providing health services that meet peopl€e's expectations and to increase the
satisfaction of health service users. The 2014-15 TSPA ascertained whether facilities have a system to elicit and
review client opinion.

Overall, only 10 percent of facilities have a client feedback system in place; however, this level is an
improvement from 2006 when just 4 percent of facilities had such a system (Table 3.9). Hospitals (43 percent)
and health centres (20 percent) are more likely than other types of facilities to have systems to elicit client
opinion, review client opinion, and provide feedback. Thereislittle variation by managing authority but private-
for-profit facilities (18 percent) are dightly more likely to elicit and review client opinion. Systems to €licit,
review and provide client feedback, whilst uncommon in all regions are non-existent in Kigoma, Kaskazini
Pemba and Kusini Pemba regions.
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Table 3.9 Management, quality assurance, and health management information systems

Among all facilities, the percentages with regular management meetings and documentation of a recent meeting; the percentages with regular
management meetings (with community participation) and documentation of a recent meeting; the percentages of facilities with quality assurance
activities and documentation of quality assurance activities; and the percentages of facilities with a system for eliciting client opinion, by background
characteristics, Tanzania SPA 2014-15

Percentage of facilities with

Management System for determin-
Management meeting with commu- Regular quality ing client opinion,
meeting at least once  nity participation at ~ assurance activities procedure for
every 6 months, with least once every with observed reviewing client opin-
observed documenta- 6 months, with documentation of ion and report of
Background tion of a recent documentation of a quality assurance recent review of Number of
characteristics meeting recent meeting activity* client opinion? facilities
Facility type
Hospital 88 45 64 43 46
Health centre 75 47 32 20 129
Dispensary 45 39 10 8 992
Clinic 24 10 6 9 21
Managing authority
Government 51 49 14 9 857
Private-for-profit 38 10 10 18 163
Parastatal 32 13 6 10 21
Faith-based 52 16 22 12 148
Residence: Tanzania
Total urban 51 26 22 17 324
Total rural 48 44 12 8 864
Residence: Mainland/
Zanzibar
Mainland urban 53 27 23 18 306
Mainland rural 49 45 12 8 838
Zanzibar urban 20 9 4 1 18
Zanzibar rural 43 32 7 3 26
Region
Mainland average/total 50 40 15 11 1,144
Dodoma 40 52 12 2 60
Arusha 37 33 19 2 52
Kilimanjaro 53 43 17 19 67
Tanga 64 39 16 19 59
Morogoro 34 44 13 16 61
Pwani 52 38 10 19 45
Dar es Salaam 58 20 21 30 96
Lindi 34 57 9 12 35
Mtwara 34 33 4 5 35
Ruvuma 55 40 17 7 47
Iringa 66 27 18 16 39
Mbeya 69 51 5 4 72
Singida 41 79 20 6 34
Tabora 40 24 12 7 50
Rukwa 28 41 7 6 34
Kigoma 18 47 24 0 43
Shinyanga 76 39 29 13 32
Kagera 65 64 20 14 49
Mwanza 74 25 20 5 59
Mara 40 47 12 4 45
Manyara 44 52 7 16 27
Njombe 48 11 17 6 38
Katavi 35 52 5 4 11
Simiyu 42 31 11 1 30
Geita 58 36 14 2 23
Zanzibar average/total 33 22 5 2 44
Unguja average/total 29 22 6 3 29
Kaskazini Unguja 57 44 6 3 6
Kusini Unguja 34 35 17 9 7
Mjini Magharibi 18 9 2 1 17
Pemba average/total 41 23 4 0 15
Kaskazini Pemba 45 27 0 0 8
Kusini Pemba 36 17 8 0 7
National average/total 49 39 15 10 1,188

! Facility reports that it routinely carries out quality assurance activities and had documentation of a recent quality assurance activity. This could be
a report or minutes of a quality assurance meeting, a supervisory checklist, a mortality review or an audit of records or registers

2 Systems asked in the survey for determining client opinion are: suggestion box, client survey form, client interview form, official meeting with
community leaders, informal discussion with clients or the community, email, facility’s website, and letters from clients/community.
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Figure 3.6 Quality assurance
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3.4.2 Supportive Management for Providers
Supervisory Visit

Supervision by external managers has many benefits. It can help ensure that system-wide standards and
protocols are followed at the facility level and promote an organisational culture that expects such standards and
protocols to be followed. It provides an opportunity to expose staff members to a wider scope of ideas and
relevant experiences. It can also motivate service providers, especialy if the supervisor is supportive.

Overall, nine of ten health facilities reported that they received external supervision in the six months
preceding the assessment (Table 3.10). Recent supervision is more common in dispensaries, health centres and
hospitals (90 percent and above) than in clinics (73 percent). Facilities managed by parastatals (48 percent) are
lesslikely to have external supervision compared with facilities managed by faith-based institutions (94 percent),
government (93 percent) and private-for-profit entities (83 percent).

Staff Training

Staff training is essentia for updating health workers with knowledge, skills, and technical competence
to improve the quality of health care services. The 2014-15 TSPA assessed whether health care providers had
received any formal or structured in-service training related to the services offered in the 24 months preceding
the assessment. If more than half of interviewed providersin thefacility reported that they received such training,
a health facility was deemed to have routine staff training.

Overall, the majority of health facilities (80 percent) have routine staff training (Table 3.10). Clinics (54
percent) are less likely than other facility typesto have routine staff training. Government facilities (91 percent)
are more likely than facilities managed by other authorities to have staff training.
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Table 3.10 Supportive management practices at the facility level

Among all facilities, the percentages that had an external supervisory visit during the six months before the survey, and the percentages of facilities where at
least half of the interviewed providers reported receiving routine work-related training and personal supervision recently, by background characteristics, Tan-
zania SPA 2014-15

Number of
facilities where
at least two
Percentage of Percentage of facilities having routine: eligible provid-
facilities with su- ers were inter-
pervisory visit Percentage with  viewed with
during the six Training and supportive health worker in-
Background months before Number of Personal personal management terview
characteristics the survey* facilities Staff training? supervision® supervision practices* questionnaire®
Facility type
Hospital 97 46 7 72 40 40 46
Health centre 96 129 84 79 61 58 128
Dispensary 90 992 79 78 59 58 793
Clinic 73 21 54 61 23 18 14
Managing authority
Government 93 857 91 84 71 70 673
Private-for-profit 83 163 44 60 20 19 152
Parastatal 48 21 48 54 13 13 11
Faith-based 94 148 66 73 37 33 145
Residence: Tanzania
Total urban 86 324 59 73 36 36 299
Total rural 92 864 88 80 67 65 683
Residence: Mainland/
Zanzibar
Mainland urban 87 306 58 74 37 36 281
Mainland rural 92 838 88 80 66 64 657
Zanzibar urban 70 18 78 55 30 27 17
Zanzibar rural 92 26 91 93 84 80 26
Region
Mainland average/total 91 1,144 79 78 57 56 939
Dodoma 96 60 85 65 45 45 43
Arusha 93 52 80 97 75 68 49
Kilimanjaro 86 67 92 98 77 77 54
Tanga 84 59 94 64 46 44 50
Morogoro 89 61 79 52 38 38 52
Pwani 80 45 78 66 43 41 33
Dar es Salaam 84 96 21 72 10 10 91
Lindi 95 35 93 93 84 84 24
Mtwara 94 35 73 79 47 46 32
Ruvuma 94 47 84 68 60 54 36
Iringa 95 39 91 69 53 53 33
Mbeya 88 72 88 74 58 57 53
Singida 94 34 97 99 94 86 26
Tabora 92 50 79 79 74 74 34
Rukwa 100 34 99 100 93 93 29
Kigoma 95 43 89 87 80 79 37
Shinyanga 100 32 65 94 64 64 27
Kagera 100 49 94 99 85 85 43
Mwanza 87 59 81 59 40 40 51
Mara 98 45 85 88 71 71 37
Manyara 98 27 81 97 76 74 25
Njombe 84 38 97 49 32 32 30
Katavi 100 11 81 93 79 79 9
Simiyu 95 30 78 83 73 73 22
Geita 72 23 78 73 46 46 20
Zanzibar average/total 83 44 86 78 62 59 43
Unguja average/total 81 29 85 70 55 52 28
Kaskazini Unguja 100 6 93 93 93 93 5
Kusini Unguja 94 7 100 94 88 82 7
Mjini Magharibi 69 17 77 53 28 26 16
Pemba average/total 87 15 87 93 78 73 14
Kaskazini Pemba 89 8 93 93 83 81 8
Kusini Pemba 86 7 81 92 71 64 7
National average/total 91 1,188 80 78 57 56 982

1 Facility reports that it received at least one external supervisory visit from the district, regional or national office during the six months period before the survey.
2 At least half of all interviewed providers reported that they had received any in-service training as part of their work in the facility during the 24 months before
the survey. This refers to structured sessions and does not include individual instructions a provider might receive during routine supervision.

3 At least half of all interviewed providers reported that they had been personally supervised at least once during the six months before the survey. Personal
supervision refers to any form of technical support or supervision from a facility-based supervisor or from a visiting supervisor. It may include, but is not limited
to, review of records and observation of work, with or without any feedback to the health worker.

4 Facility had an external supervisory visit during the six months before the survey, and staff has received routine training and supervision.

5 Interviewed providers who did not personally provide any clinical services assessed by the survey, for example, administrators who might have been inter-
viewed, are excluded.
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Supervision of Health Service Providers

Whilst facility-level supervision is critical to support facility-wide health service provision, individual -
level supervision is essential to assess the work of individual staff members, noting each person’s strengths and
weaknesses and providing appropriate support. The 2014-15 TSPA defined a health facility as having personal
supervision of health providers if at least half of the interviewed health service providers reported being
personally supervised at least once during the six months preceding the assessment.

About eight of ten (78 percent) facilities have routine staff supervision (Table 3.10). Clinics (61 percent)
are comparatively less likely than other facility types to have staff supervision. Similarly, parastatal managed
facilities (54 percent) arelesslikely than facilities managed by other authoritiesto have routine staff supervision.
Government and faith-based facilities (84 percent and 73 percent, respectively) are morelikely to provide routine
staff supervision compared with private-for-profit and parastatal facilities (60 percent and 54 percent,

respectively).
Training and Personal Supervision

The combination of routine staff training and supervision is crucial to achieving competence and
sustaining quality health service delivery. Overall, 57 percent of health facilities have both staff training and
personal supervision of health workers (Table 3.10). Health centres and dispensaries are above this threshold,
while hospitals and clinics are below. Government facilities (71 percent) are much more likely to have health
providers that have both recently undergone training and been personally supervised than private-for-profit,
faith-based, and parastatal facilities (13 to 37 percent).

Supportive Management Practices

Supportive management practices are defined as a facility that had an external supervisory visit during
the six months before the assessment and staff received routine training and supervision. Overall, more than half
of facilities have these supportive management practices (Table 3.10). Thereis aconsiderable rangein the extent
of supportive management practices by facility types—from 18 percent of clinics and 40 percent of hospitalsto
58 percent of dispensaries and health centres. Supportive management practices are particularly common in
government managed facilities (70 percent) compared with faith-based facilities (33 percent), private-for-profit
facilities (19 percent), and parastatal facilities (13 percent).

3.5 AVAILABILITY OF HUMAN RESOURCES FOR HEALTH

The health workforce is an integral part of the health system. WHO considers the health workforce to
be one of the key building blocks of the health system. The 2014-15 TSPA assessed the availability of various
cadres of health workers at different levels of health service delivery.

In genera, the availability of the various cadres of health workers corresponds to the facility level as
would be expected (Tables 3.11.1 and 3.11.2). For example, amedian of four medical doctors, 10 non-physician
clinicians, 76 nurses, and three pharmacists are available at hospitals. Health centres have no doctors, but a
median of three non-physician clinicians, and ten nurses. Clinics have a median of four nurses.
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Table 3.11.1 Staffing pattern in surveyed facilities

Median number of providers, assigned to, employed by, or seconded to facility, by type of provider and type of facility, Tanzania SPA 2014-15

Median number of providers assigned to/employed by/seconded to facility Number of
Facility type Doctor* Other clinician? Nurses® Pharmacy staff*  Laboratory staff® facilities
Hospital 4 13 76 3 6 46
Health centre <1 3 10 <1 2 129
Dispensary <1 1 3 <1 <1 992
Clinic <1 <1 4 <1 <1 21

Note: Numbers provided by facility in-charge

! Includes generalist medical doctors and specialists medical doctors

2 Includes assistant medical officers, clinical officers, assistant clinical officers, and anaesthetist

% Includes registered nurses (including nursing officers and midwifes), enrolled nurses (including trained nurses and public health nurses) and nurse
assistants/attendants

4 Includes pharmacist, pharmaceutical technician, and pharmaceutical assistant

5 Includes laboratory scientist, laboratory technologist, laboratory technician

Table 3.11.2 Staffing pattern in surveyed facilities: Expanded

Median number of providers assigned to, employed by, or seconded to facility, by type of provider and type of facility, Tanzania SPA 2014-15

Median number of providers assigned to/ employed by/seconded to facility

BSN/
Non- registered Nurse
specialist  Clinical Medical nurse/ Enrolled assistant/ Pharmacy Laboratory Anaes-  Number of
Facility type doctors officers  assistant ~ midwife nurse attendant staff staff thetist facilities
Hospital 3 6 4 19 18 31 3 6 2 46
Health centre <1 2 <1 2 3 5 <1 2 <1 129
Dispensary <1 1 <1 <1 1 2 <1 <1 <1 992
Clinic <1 <1 <1 1 <1 2 <1 <1 <1 21

52 « Facility-level Infrastructure, Resources, Management, and Support



CHILD HEALTH SERVICES 4

Dr. Felix Bundala, Dr. Maryam Juma Bakari, and Dr. David Manyanga

Key Findings

Service availability

e Qutpatient curative care for sick children is one of the most widely
available of all health services in Tanzania, provided by almost all
facilities. Growth monitoring and child vaccination are less widely
available, each offered on average by eight of ten health facilities. Overall,
about eight of ten health facilities offer all three basic child health services:
curative care, child growth monitoring, and child vaccination. These
findings are similar to those reported in the 2006 TSPA.

Service readiness

e More than half of facilities that offer curative care for sick children had
IMCI guidelines available at the service site on the day of the survey; in
2006, only four of ten facilities had these guidelines available.

e Overall, few facilities have providers who have received recent in-service
training related to child health.

e Most of the important medicines for curative care of sick children were in
good supply on the day of the survey. Three essential medicines/
commodities (ORS, mebendazole/albendazole and artemisinin
combination therapy (ACT)) were in stock in about 90 percent of facilities.
Availability of other essential medicines ranged from 44 percent to 73
percent.

¢ Availability of individual vaccines among facilities that offer vaccination
services is quite good, ranging from 87 percent with BCG and PCV-13 to
92 percent with measles vaccine. Overall, 73 percent of facilities that offer
child vaccination services had all six child vaccines on the day of the
survey.

Sick child care practices

¢ Only half of all observed sick children were assessed for the three IMCI
general danger signs (inability to eat or drink anything, vomiting
everything, and convulsions); at the same time, sick children are more
likely to be assessed for IMCI general danger signs than IMCI main
symptoms. These findings are similar to those reported in the 2006 TSPA.

Client opinion

e The most commonly cited major problem for clients seeking child care
services was the long wait time to see a provider and the non-availability
of medicines.

Basic management and administrative systems

¢ Two-thirds of interviewed providers of child health services have received
recent supervision, however only a third of providers reported that they
had received recent training pertaining to their work.
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4.1 BACKGROUND

continues to have the highest child mortality rate in the world—83 deaths per 1,000 live births—more

than 12 times the average for developed regions. Pneumonia, diarrhoea and malaria are still the leading
causes of U5 deaths after the first month of life (UN IGME, 2015). It is not uncommon for providers to treat a
sick child’s most evident symptoms without conducting afull assessment of the child’ s health status or acting to
prevent further illness. For this reason the World Health Organization (WHO) and other agencies developed the
Integrated Management of Childhood IlIness (IMCI) strategy (WHO, 1997). This strategy advocates using every
visit to ahealth care provider as an opportunity, not only to conduct afull assessment of the child’ s current health
and possible underlying problems, but also to provide interventions, such as vaccination, that can prevent illness
or minimise its progression.

Despite the nearly 50-percent decline in under-five (U5) deaths in sub-Saharan Africa, the region

The IMCI strategy aims to ensure comprehensive/holistic management of sick newborns and children
and therefore contribute to reduction of morbidity and mortality among children under age 5. The strategy
comprises of the following three components:

e Improving health workers skills through training and supportive supervision;

e Improving health systems, including equipment, supplies, organisation of work, and referral
systems;

e Improving child care at the community and household levelsin line with key family practices.

Training and supportive supervision, through a holistic approach, help health workers assess, classify
and appropriately treat major childhood illnesses, including diarrhoea, malaria, pneumonia, measles, anaemia,
mal nutrition, neonatal conditions and other severe infections. IMCI in Tanzaniawas introduced in 1996. By the
time the 2014-15 TSPA was initiated in 2014, ailmost all 129 districts in Tanzania had implemented the IMCI
strategy at the health facility and community level. WHO recommends that at least 60 percent of service
providers at the primary health facility level be trained in IMCI case management (WHO, 1997). The 2014-15
TSPA endeavours to provide information that can be used to measure progress in the implementation of the
IMCI strategy across primary health facilities. Therefore, this assessment uses|MCl protocolswhenever possible
in examining the delivery of child health services at the health facility level.

This chapter explores the following key issues relating to provision of quality child health services at
hedlth facilities:

e Background. Section 4.1, including Figure 4.1, presents a brief overview of the health situation of
children in Tanzania

e Availability of services. Section 4.2, including Tables 4.1 through 4.3 and Figure 4.2, examines
the availability of child health services and the frequency of availability of curative care, growth
monitoring, and vaccination services

e Service readiness. Section 4.3, including Tables 4.4.1 through 4.9 addresses the readiness of
facilities to provide good-quality child health services, including the availability of trained staff,
equipment, guidelines, medicines, vaccines, infection control, and laboratory diagnostic

capacity.
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e Sick child care practices. Section 4.4, including Tables 4.10.1, 4.10.2 and 4.11, examines the
assessments, examinations, and treatments provided for sick children.

e Client option. Section 4.5, including Table 4.12, and Appendix Tables A-4.12.1, A-4.12.2 and A-
4.12.3, examines feedback from caretakers of observed sick children on what they considered to be
problems for them on the day of the service.

e Basic management and administrative systems. Section 4.6, including Tables 4.13 and 4.14,
considers certain aspects of management and administrative systems in support of quality services,
including systems to obtain feedback from clients, persona supervision, and in-service training for
providers of child health services.

4.1.1 Health Situation of Children in Tanzania
Vaccine Coverage

Immunization against vaccine-preventable diseases is vital to reducing child morbidity and mortality.
The Immunization and Vaccines Development (IVD) programme (formally the Expanded Programme on
Immunization (EPI)) under the Ministry of Health (MoH) seeks to ensure that all children are fully vaccinated
by their second birthday. Children should receive one dose of tuberculosis vaccine (BCG); three doses of the
vaccine against diphtheria, pertussis, tetanus, hepatitis B, and Haemophilusinfluenzatype b ([DTP-HepB - Hib]
or pentavalent); four doses of oral polio vaccine (OPV); three doses of pneumococcal conjugate vaccine (PCV -
13), two doses of rotavirus vaccine and two doses of measles and containing vaccine. According to the 2010
Tanzania Demographic and Health Survey (2010 TDHS) (NBS and ICF, Macro 2011), 66 percent of children
age 12-23 months were fully vaccinated, a decline from 71 percent in the 2004-05 TDHS (Figure 4.1). However,
85 percent of children were reported to receive a third dose of pentavalent vaccine, which is regarded as the
proxy indicator for immunization services systems. The high percentage receiving the third dose indicates a
relatively low dropout rate (3 percent) for children who received pentavalent vaccine (NBS and ICF Macro,
2011).

Figure 4.1 Children 12-23 months who received all vaccinations
(TDHS 1996, 1999, 2004-05, and 2010)
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Nutritional Status

Malnutrition isan underlying factor in alarge proportion of theillnesses that cause death among children
under five years. The 2014 Tanzania National Nutrition Survey found that 35 percent of children under five
yearsin Tanzaniaare stunted (short for their age) and 12 percent are severely stunted. The prevalence of stunting
is higher in Tanzania Mainland (35 percent) than Zanzibar (24 percent) (TFNC, 2014)

Childhood Mortality and Morbidity

The 2010 TDHS provides household-based child mortality data, information on the illnesses children
experienced, and whether they received health care during the two weeks preceding the survey visit (NBS and
ICF Macro 2011). Key findings include the following:

e Child mortdity has declined rapidly in Tanzaniaover the past decade. For example, infant mortality
estimates (the probability of dying before the first birthday) declined from 71 deaths per 1,000 live
birthsin the period five to nine years preceding the 2010 TDHS (approximately 2001-2005) to 51
deaths per 1,000 live births during the five years preceding the survey (2006—2010). Similarly,
under-five mortality (the probability of dying between birth and the fifth birthday) declined from
106 to 81 deaths per 1,000 live births during the same period.

e Neonatal mortality (deaths to infants before 28 days) has declined but not as much as infant and
under-five mortality, from 30 to 26 deaths per 1,000 live births during the same period,

e Four percent of children under age five showed symptoms of acute respiratory infection (ARI) at
some time in the two weeks preceding the survey. Twenty-three percent had fever, and 15 percent
had diarrhoea in the two weeks preceding the survey. Among children with fever in the two weeks
before the survey, 41 percent were given antimalarial drugs the same or next day as the onset of the
fever. An additional 18 percent were given antimalarial drugs two or more days after the onset of
the fever.

¢ Among children with diarrhoea, 53 percent were taken to a health care provider. Sixty-three percent
of children with diarrhoea were treated with oral rehydration salts (ORS), recommended home
fluids, or increased fluids.

e  Sixty-four percent of children under age five slept under an insecticide treated net (ITN) the night
before the survey visit.

e Overall, about 10 percent of children under age 18 are orphans. Approximately 6 percent are
paternal orphans (i.e., father is dead; mother is alive); 2 percent are maternal orphans (i.e., mother
is dead; father is alive); and 1 percent are double orphans (i.e., both parents are dead).

4.2 AVAILABILITY OF CHILD HEALTH SERVICES

4.2.1 Outpatient Curative Care, Child Growth Monitoring, and Child Vaccination

The 2014-15 TSPA assessed the availability of three basic child health services: outpatient curative care
for sick children, routine growth monitoring, and routine childhood vaccination services under 1VD.

Child health services are widely available in Tanzania's health facilities. Outpatient curative care for
sick childrenis one of the most widely available health servicesin Tanzania, provided by 98 percent of facilities.
With the exception of clinics, two-thirds of which provide curative care for sick children, ailmost all the other
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facility types offer the service. By managing authority, parastatal facilities are lesslikely than facilities managed
by other managing authorities to offer curative care for sick children (Table 4.1 and Figure 4.2).

Table 4.1 Availability of child health services

Among all facilities, the percentages offering specific child health services at the facility, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities that offer:

Outpatient Growth Child Child vac.
curative monitoring vaccination  All three health Routine
care for Growth  (outpatient Child (outpatient basic child services vitamin A
Background sick monitoring or vaccina- or health Child with all supple- Number of
characteristics children  (outpatient) outreach) tion! outreach)  services vac.+? vac.+* mentation facilities
Facility type
Hospital 98 86 86 87 87 86 87 86 79 46
Health centre 99 91 91 89 89 89 88 87 79 129
Dispensary 98 84 85 82 82 80 81 79 75 992
Clinic 68 32 32 18 18 18 17 17 27 21
Managing authority
Government 100 94 95 94 95 93 93 92 84 857
Private-for-profit 91 39 39 25 25 25 25 25 30 163
Parastatal 71 37 37 16 16 16 16 16 28 21
Faith-based 97 81 81 79 79 77 78 76 77 148
Residence: Tanzania
Total urban 94 58 60 54 54 52 52 49 49 324
Total rural 99 94 94 92 92 91 91 91 84 864
Residence: Mainland/
Zanzibar
Mainland urban 94 60 61 55 55 53 53 51 51 306
Mainland rural 99 94 94 92 92 91 92 91 85 838
Zanzibar urban 97 39 39 34 34 31 34 31 22 18
Zanzibar rural 98 91 91 90 90 89 88 88 50 26
Region
Mainland
average/total 98 85 85 82 82 81 81 80 76 1,144
Dodoma 100 91 91 87 87 87 82 82 87 60
Arusha 100 75 75 75 75 75 75 75 73 52
Kilimanjaro 95 75 80 69 74 69 69 69 80 67
Tanga 94 84 84 83 83 83 82 82 71 59
Morogoro 95 85 85 84 84 79 78 73 80 61
Pwani 99 79 79 79 79 79 79 79 72 45
Dar es Salaam 94 51 51 46 46 46 46 46 41 96
Lindi 100 100 100 100 100 100 100 100 71 35
Mtwara 100 99 99 93 93 93 93 93 87 35
Ruvuma 100 95 95 90 90 90 90 90 95 47
Iringa 100 88 88 93 93 88 93 88 94 39
Mbeya 99 99 99 89 89 89 89 89 83 72
Singida 100 81 81 81 81 81 81 81 75 34
Tabora 96 96 96 95 95 95 91 91 90 50
Rukwa 100 94 94 94 94 94 94 94 95 34
Kigoma 100 75 90 90 90 74 90 74 26 43
Shinyanga 100 81 81 81 81 81 81 81 86 32
Kagera 100 88 88 88 88 88 88 88 88 49
Mwanza 98 85 85 78 78 78 78 78 71 59
Mara 88 87 87 79 79 79 79 79 81 45
Manyara 99 92 92 83 83 83 83 83 90 27
Njombe 95 93 94 89 89 83 89 83 84 38
Katavi 100 95 95 95 95 95 95 95 91 11
Simiyu 100 90 90 90 90 90 90 90 85 30
Geita 100 87 87 82 82 82 82 82 60 23
Zanzibar
average/total 97 69 69 67 67 65 66 64 38 44
Unguja
average/total 96 62 62 56 56 56 55 54 a4 29
Kaskazini Unguja 90 86 86 83 83 80 83 80 60 6
Kusini Unguja 100 88 88 88 88 88 82 82 79 7
Mijini Magharibi 96 43 43 34 34 34 34 34 23 17
Pemba
average/total 100 83 83 87 87 83 87 83 27 15
Kaskazini Pemba 100 80 80 87 87 80 87 80 18 8
Kusini Pemba 100 87 87 87 87 87 87 87 37 7
National averagef/total 98 84 85 81 82 80 81 79 75 1,188

! Routine provision of pentavalent, polio, and measles vaccination in the facility to children
2 Routine provision of pentavalent, polio, measles, BCG, pneumococcal, and rotavirus vaccination in the facility
3 Includes outpatient curative care for sick children, growth monitoring, and all six child vaccinations.
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Figure 4.2 Availability of child health services
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Child growth monitoring and child vaccination are less widely available, offered on average by 84 and
81 percent of health facilities, respectively. Aswith curative care for sick children, clinics are lesslikely to offer
child growth monitoring (32 percent) or child vaccination services (18 percent). Government facilities and faith-
based facilities are much more likely to offer one or both of these two services, compared with private and
parastatal facilities (Table 4.1).

Package of Basic Services

Child health services are relatively well-integrated in Tanzania. Overall, 79 percent of facilities offer all
three child health services: outpatient curative care for sick children, growth monitoring, and al six child
vaccinations. The mgjority of health centres and hospitas (87 and 86 percent, respectively) offer all these
services, as do 79 percent of dispensaries. In contrast, only 17 percent of clinics offer all three services. Asin
the 2006 TSPA, government health facilities (93 percent) and faith-based facilities (77 percent) are much more
likely to offer all three basic child health services compared with private-for-profit (25 percent) and parastatal
(16 percent) facilities.

By residence, about half of all urban facilities and nine in ten rural facilities offer al three services. At
the regiona level, only 34 percent of facilitiesin Mjini Magharibi and 46 percent of facilitiesin Dar es Salaam
offer all three services, compared with 100 percent of facilitiesin Lindi.

Availability of child health services in the 2014-15 TSPA is similar to availability in the 2006 TSPA.
However, when comparing findings from the two surveys it is important to note that in 2006, stand-alone VCT
sites were excluded from the analysis of these indicators. Also, in 2006, child vaccination did not include either
pneumococcal or rotavirus vaccine services.

4.2.2 Vitamin A Supplementation

Vitamin A is essential for the functioning of the immune system, for healthy growth and development,
and for protection from respiratory infections and night blindness. Recognizing the importance of vitamin A for
children under five in Tanzania—apart from routine vitamin A supplementation during clinic visits—there are
twice yearly campaigns for vitamin A supplementation for al children under five. However, the 2010 TDHS
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survey showed overall coverage of vitamin A supplementation among children under five was just 61 percent
(60 percent for TanzaniaMainland and 79 percent for Zanzibar) (NBS and ICF Macro, 2011)

The 2014-15 TSPA aso assessed routine provision of vitamin A supplementation to children at health
facilities. Overall, 75 percent of health facilities provide vitamin A supplementation to children. As with other
child health services, vitamin A supplementation in health facilities is more likely to be available in hospitals,
health centres and dispensaries than in clinics (Table 4.1 and Figure 4.2). Government facilities (84 percent) and
faith-based facilities (77 percent) are more likely than other managing authorities to provide vitamin A
supplementation.

About three-quarters of health facilitiesin TanzaniaMainland provide vitamin A supplementation while
less than four in ten health facilities in Zanzibar do so. At the regional level, Ruvuma and Rukwa were highest
(95 percent) for health facilities that provide vitamin A supplementation while Kaskazini Pembawas lowest (18
percent).

4.2.3 Frequency of Availability

The availability of a service depends not only on whether afacility offers the service but also how often
it is offered. Almost al facilities (99 percent) that offer outpatient curative care for children do so five or more
days a week. The only exception is facilities in Kusini Unguja region where 83 percent of facilities that offer
outpatient curative care for sick children do so five or more days aweek (Table 4.2).

Table 4.2 Frequency of availability of child health services — curative care and growth monitoring

Among all facilities offering outpatient curative care for sick children and growth monitoring, the percentages® providing the service at the facility at
specific frequencies, by background characteristics, Tanzania SPA 2014-15

Outpatient curative care for sick children Growth monitoring
Background Number of Number of
characteristics 1-4 5+ facilities 1-2 3-4 5+ facilities
Facility type
Hospital 1 99 46 6 6 87 40
Health centre 3 97 128 12 7 77 117
Dispensary 0 100 972 14 6 68 834
Clinic 4 96 15 4 0 96 7
Managing authority
Government 1 99 854 14 6 69 806
Private-for-profit 3 97 149 8 2 89 64
Parastatal 1 99 15 15 2 66 8
Faith-based 0 100 143 10 11 65 120
Residence: Tanzania
Total urban 1 99 306 4 9 83 189
Total rural 1 99 854 15 5 66 808
Residence: Mainland/Zanzibar
Mainland urban 1 99 288 5 9 82 182
Mainland rural 0 100 829 16 5 66 785
Zanzibar urban 1 99 18 2 0 98 7
Zanzibar rural 5 95 25 3 0 95 23
Region
Mainland average/total 1 99 1,117 13 6 69 967
Dodoma 0 100 60 14 9 77 55
Arusha 0 100 52 10 2 81 39
Kilimanjaro 10 90 64 8 1 84 50
Tanga 0 100 55 20 6 74 49
Morogoro 0 100 58 7 13 56 52
Pwani 0 100 45 7 7 75 36
Dar es Salaam 0 100 90 2 11 87 49
Lindi 0 100 35 16 6 67 35
Mtwara 0 100 35 11 1 46 35
Ruvuma 0 100 a7 21 5 59 45
Iringa 0 100 39 3 1 59 34
Mbeya 0 100 72 6 5 77 72
Singida 0 100 34 1 2 83 28

(Continued...)
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Table 4.2—Continued

Outpatient curative care for sick children

Growth monitoring

Background Number of Number of
characteristics 1-4 5+ facilities 1-2 3-4 5+ facilities
Region
Tabora 0 100 48 30 6 59 48
Rukwa 0 100 34 5 0 90 32
Kigoma 1 99 43 32 11 38 32
Shinyanga 0 100 32 8 0 71 26
Kagera 0 100 49 21 0 78 43
Mwanza 0 100 58 32 8 58 50
Mara 0 100 40 3 11 86 39
Manyara 0 100 27 0 17 75 25
Njombe 0 100 36 8 0 42 36
Katavi 0 100 11 32 28 37 11
Simiyu 0 100 30 22 16 62 27
Geita 0 100 23 28 1 56 20
Zanzibar average/total 3 97 43 3 0 96 31
Unguja average/total 4 96 28 5 0 92 18
Kaskazini Unguja 0 100 5 0 0 100 5
Kusini Unguja 17 83 7 12 0 81 6
Mijini Magharibi 0 100 16 2 0 98 7
Pemba average/total 1 99 15 0 0 100 13
Kaskazini Pemba 2 98 8 0 0 100 6
Kusini Pemba 0 100 7 0 0 100 6
National average/total 1 99 1,160 13 6 70 997

1 Some facilities provide the service less than one day per week; therefore, the total percentages may not add to 100 percent.

Child growth monitoring is offered at least five days aweek in 70 percent of health facilities that offer
the service. Urban facilities are more likely than rural facilities to offer growth monitoring services five or more
days a week. While few in absolute numbers, all facilities in Kaskazini Unguja and Pemba offer child growth

monitoring servicesfive or more daysaweek. Facilitiesin Katavi (37 percent), Kigoma (38 percent) and Njombe
(42 percent) are among the least likely to offer growth monitoring services five or more days a week.

Frequency of availability of vaccination services varies depending on the type of vaccine. At levels

between 36 and 88 percent, hospitals are more likely to offer each of the six vaccinesfive or more days per week
(Table 4.3). In general, the lower the facility type is in the hierarchy of facilities, the less likely it is that
vaccinations are provided frequently. Measles and BCG vaccinations are offered one or two days per week by

about half of all facilities that offer them; the remaining vaccination services are usually provided at least five

days per week.
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4.3  SERVICE READINESS
4.3.1 Guidelines, Trained Staff, and Equipment for Sick Child Care

To support the quality of curative care for sick children, facilities need guidelines, trained staff to
provide specific child health services, equipment, medicines and commodities.

Guidelines and Training

Overall, 56 percent of all health facilities that offer curative care for sick children had IMCI guidelines
(chart booklet) at the service site on the day of the survey (compared with 40 percent in the 2006 TSPA); only
24 percent had growth monitoring guideline (Table 4.4.1 and Figure 4.3). Asin 2006, health centres are slightly
more likely than other facility types to have IMCI guidelines. A little more than six in ten government owned
health facilities and alittle less than half of faith-based facilities had IMCI guidelines compared with 38 percent
of parastatal and 28 percent of private-for-profit facilities. Rural health facilities are more likely to have IMCI
guidelines (61 percent) than urban health facilities (39 percent). Around 90 percent of health facilitiesin Kusini
Unguja had IMCI guidelines compared with only 14 percent in Katavi. Guidelines on growth monitoring are
lesswidely available across all facility types.

Table 4.4.1 Guidelines and equipment for child curative care services

Among all facilities offering outpatient curative care for sick children, the percentages having indicated guidelines and equipment, by background characteristics,
Tanzania SPA 2014-15

Number of
ideli i facilities
Guidelines Equipment i
Growth Length or outpatient
Background moni- Child Infant height ~ Thermo-  Stetho-  Growth RCH curative care
characteristics IMCI toring scale! scale? board meter scope chart Timer cards  for sick children
Facility type
Hospital 58 32 90 61 82 95 99 66 90 83 46
Health centre 65 29 89 58 67 88 97 68 87 83 128
Dispensary 55 24 82 51 54 84 93 56 77 75 972
Clinic 20 0 49 33 30 97 96 24 73 33 15
Managing authority
Government 63 27 89 58 60 82 92 64 77 86 854
Private-for-profit 28 6 50 22 39 95 99 25 85 35 149
Parastatal 38 27 54 16 50 100 100 37 86 18 15
Faith-based 45 29 79 51 55 95 98 54 83 67 143
Residence: Tanzania
Total urban 39 15 65 38 57 93 98 44 83 57 306
Total rural 61 28 89 57 57 83 93 62 i 83 854
Residence: Mainland/
Zanzibar
Mainland urban 39 15 66 39 58 94 98 45 83 58 288
Mainland rural 61 27 90 57 56 82 93 62 77 83 829
Zanzibar urban 36 6 39 24 37 85 97 24 75 30 18
Zanzibar rural 89 44 70 56 70 92 88 71 81 86 25
Region
Mainland average/total 55 24 84 53 57 85 94 58 79 76 1,117
Dodoma 43 22 87 65 33 75 88 43 81 66 60
Arusha 32 28 69 24 41 87 94 46 81 69 52
Kilimanjaro 73 39 79 65 72 95 100 56 95 73 64
Tanga 59 41 85 75 72 94 100 61 84 87 55
Morogoro 78 20 93 52 70 94 100 74 58 89 58
Pwani 65 27 75 47 65 100 95 56 51 80 45
Dar es Salaam 25 7 57 32 44 100 100 28 83 53 90
Lindi 54 38 100 61 72 61 68 81 94 89 85
Mtwara 74 37 99 72 68 72 80 60 100 87 35
Ruvuma 50 26 85 73 75 94 95 68 69 89 47
Iringa 80 58 87 43 89 100 95 82 95 83 39
Mbeya 42 48 99 78 52 88 100 81 76 89 72
Singida 70 6 82 21 27 94 88 28 99 81 34
Tabora 48 2 92 94 77 72 96 68 43 7 48
Rukwa 49 15 89 62 44 84 95 45 70 44 34

(Continued...)
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Table 4.4.1—Continued

Number of
Guidelines Equipment facilities
offering
Growth Length or outpatient
Background moni- Child Infant height  Thermo-  Stetho-  Growth RCH curative care
characteristics IMCI toring scalet scale? board meter scope chart Timer cards  for sick children
Region
Kigoma 47 0 86 16 16 68 94 41 90 69 43
Shinyanga 53 19 80 62 64 72 95 63 89 76 32
Kagera 75 13 60 53 30 7 100 58 81 82 49
Mwanza 68 9 93 49 63 86 86 44 79 72 58
Mara 63 15 91 60 79 68 84 63 45 79 40
Manyara 39 24 92 34 51 90 99 73 97 76 27
Njombe 44 67 77 28 82 94 100 94 100 93 36
Katavi 14 4 91 60 45 67 91 56 88 86 11
Simiyu 86 14 90 42 41 72 95 51 71 71 30
Geita 52 17 93 11 36 82 94 50 82 73 23
Zanzibar average/total 68 28 58 43 56 89 91 51 78 63 43
Unguja average/total 60 30 61 33 61 93 98 53 87 57 28
Kaskazini Unguja 86 67 92 43 73 100 100 89 100 89 5]
Kusini Unguja 94 54 77 44 94 100 100 88 94 88 7
Mijini Magharibi 37 9 45 25 42 88 97 27 80 34 16
Pemba average/total 82 24 51 60 48 81 79 48 63 73 15
Kaskazini Pemba 86 17 41 65 19 69 65 43 57 63 8
Kusini Pemba 78 32 62 56 81 95 94 53 70 85 7
National average/total 56 24 83 52 57 85 94 57 79 76 1,160

Note: The indicators presented in this table and Table 4.4.2 comprise staff and training and equipment domains for assessing readiness to provide preventative
and curative child health services within the health facility assessment methodology proposed by WHO and USAID (WHO 2015).

1 A scale with gradation of 250 grams, or a digital standing scale with gradation of 250 grams or less where an adult can hold a child to be weighed
2 A scale with gradation of 100 grams, or a digital standing scale with gradation of 100 grams where an adult can hold an infant to be weighed

Figure 4.3 Items to support quality provision of curative care services for sick children

Guidelines
IMCI 56
Growth monitoring 24
Trained staff
Growth monitoring 15
IMCI 19
EPI/cold chain 20
Equipment
Stethoscope 94
Thermometer 85
Child scale 83
Timer 79
RCH card 76
Length or height board 57
Growth chart 57

Infant scale 52
TSPA 2014-15

Table 4.4.2 presents information on health facilities with at least one provider of relevant services who
has received in-service training in IMCI, child growth monitoring, and EPI/cold chain monitoring during the 24
months preceding the survey. Overall, very few facilities have providers who received recent in-service training
related to child care. Among facilities that provide outpatient curative care for sick children, not more than 20
percent had at least one interviewed provider of child health services who had received in-service training in
IMCI or growth monitoring or EPI/cold chain monitoring. Hospitals and health centres are more likely than other
facility typesto have providers who have received recent training. Government and faith-based facilitiesare also
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more likely than those of other managing authorities to have recently trained providers. Some regions appear to
have underperformed others substantially regarding recent in-service training related to child care. For example,
regarding IMCI, Kigoma (2 percent) and Katavi (5 percent) are among the least prepared regions, compared with
Iringa (67 percent).

Table 4.4.2 Trained staff for child curative care services

Among all facilities offering outpatient curative care for sick children, the percentages having indicated trained staff, by background characteristics,
Tanzania SPA 2014-15

Trained staff Number of facilities
Background offering outpatient curative
characteristics IMCI* Growth monitoring? EPI/cold chain® care for sick children
Facility type
Hospital 31 31 28 46
Health centre 29 28 25 128
Dispensary 18 13 19 972
Clinic 8 5 8 15
Managing authority
Government 21 17 23 854
Private-for-profit 16 11 6 149
Parastatal 7 5 5 15
Faith-based 15 13 17 143
Residence: Tanzania
Total urban 16 13 10 306
Total rural 21 16 23 854
Residence: Mainland/ Zanzibar
Mainland urban 15 14 10 288
Mainland rural 20 16 22 829
Zanzibar urban 25 7 22 18
Zanzibar rural 38 24 54 25
Region
Mainland average/total 19 15 19 1,117
Dodoma 12 19 27 60
Arusha 4 20 35 52
Kilimanjaro 10 4 11 64
Tanga 9 3 26 55
Morogoro 3 4 22 58
Pwani 11 6 27 45
Dar es Salaam 12 12 6 90
Lindi 20 15 29 35
Mtwara 7 2 5 35
Ruvuma 11 8 17 47
Iringa 67 29 37 39
Mbeya 9 5 16 72
Singida 54 42 40 34
Tabora 23 28 12 48
Rukwa 21 16 16 34
Kigoma 2 0 8 43
Shinyanga 50 49 13 32
Kagera 30 17 13 49
Mwanza 24 24 8 58
Mara 19 12 11 40
Manyara 11 11 24 27
Njombe 36 30 27 36
Katavi 5 12 9 11
Simiyu 51 31 20 30
Geita 18 18 28 23
Zanzibar average/total 33 17 41 43
Unguja average/total 39 19 37 28
Kaskazini Unguja 59 40 70 5
Kusini Unguja 55 33 50 7
Mjini Magharibi 26 5 21 16
Pemba average/total 21 14 a7 15
Kaskazini Pemba 21 14 52 8
Kusini Pemba 20 14 41 7
National average/total 19 15 20 1,160

Note: The indicators presented in this table and Table 4.4.1 comprise staff and training and equipment domains for assessing readiness to provide
preventative and curative child health services within the health facility assessment methodology proposed by WHO and USAID (WHO 2015).

1 At least one interviewed provider of child health services in the facility reported receiving in-service training in Integrated Management of
Childhood Iliness (IMCI) during the 24 months preceding the survey. Training refers only to in-service training. The training must have involved
structured sessions; it does not include individual instruction that a provider might have received during routine supervision.

2 At least one interviewed provider of child health services in the facility reported receiving in-service training in growth monitoring during the 24
months preceding the survey. Training refers only to in-service training. The training must have involved structured sessions; it does not include
individual instruction that a provider might have received during routine supervision.

3 At least one interviewed provider of child health services in the facility reported receiving in-service training in EPI/cold chain monitoring during
the 24 months preceding the survey. Training refers only to in-service training. The training must have involved structured sessions; it does not
include individual instruction that a provider might have received during routine supervision.
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Equipment

Tanzanian health facilities fare well in terms of equipment for sick child care. More than 90 percent of
facilities that offer outpatient curative care for sick children had a stethoscope, 85 percent had a thermometer,
and 83 percent had achild scale (Table 4.4.1 and Figure 4.3). About eight of ten facilities had atimer and three-
guarters had RCH cards; just over half of the facilities had an infant scale (52 percent) or length/height board
(57 percent).

4.3.2 Infection Control in Sick Child Services

Infection control is an important concern in most health services, including child health services.
Infection control requires supplies for hand washing, gloves, and the means for disposing of sharps waste and
infectious waste. About two-thirds of facilities that provide outpatient curative care services for sick children
had some means for hand washing—either soap and running water or else alcohol-based hand disinfectant—on
the day of the assessment visit (Table 4.5, Figure 4.4). Four in five health facilities had latex gloves, 85 percent
had sharps container, but less than six in ten health facilities had a waste receptacle.

Table 4.5 Infection control and laboratory diagnostic capacity

Among facilities offering outpatient curative care services for sick children, the percentages with indicated items for infection control observed to be available at the
service site on the day of the survey and the percentages having the indicated laboratory diagnostic capacity in the facility, by background characteristics, Tanzania
SPA 2014-15

Items for infection control Laboratory diagnostic capacity

Number of
Soap and facilities
Alcohol- running offering
based water or outpatient
Soapand hand else alcohol- Waste Stool  curative care
Background Running  running disin-  based hand  Latex Sharps  recep- Haemo- micro- for sick
characteristics Soap water* water fectant  disinfectant gloves? container tacle® globin®*  Malaria®  scopy® children
Facility type
Hospital 87 90 85 34 86 88 84 64 89 96 52 46
Health centre 72 78 67 27 71 78 84 59 62 94 42 128
Dispensary 63 66 57 18 63 79 86 55 26 82 12 972
Clinic 69 74 65 42 74 73 63 60 58 81 21 15
Managing authority
Government 59 60 51 17 58 82 90 51 23 86 10 854
Private-for-profit 7 87 77 26 79 75 74 71 66 73 32 149
Parastatal 69 97 69 30 69 68 65 78 27 72 20 15
Faith-based 89 92 87 34 89 74 74 69 59 82 44 143
Residence: Tanzania
Total urban 75 82 72 25 7 79 76 71 58 79 32 306
Total rural 62 63 55 19 61 80 89 51 24 85 11 854
Residence: Mainland/
Zanzibar
Mainland urban 75 82 73 24 78 80 76 73 58 79 32 288
Mainland rural 61 63 55 19 61 80 89 50 24 85 12 829
Zanzibar urban 68 71 64 38 67 60 67 40 59 78 37 18
Zanzibar rural 70 61 53 25 60 75 86 55 34 82 7 25
Region
Mainland
average/total 65 68 59 20 65 80 86 56 32 84 17 1,117
Dodoma 39 41 35 1 35 70 77 13 47 84 8 60
Arusha 84 92 84 41 84 93 96 76 41 83 16 52
Kilimanjaro 90 75 75 45 85 98 78 71 24 94 22 64
Tanga 73 77 67 18 67 85 82 39 31 94 22 55
Morogoro 72 72 60 34 76 87 97 55 34 82 23 58
Pwani 66 72 66 18 67 80 80 39 34 68 15 45
Dar es Salaam 81 89 81 11 82 75 62 87 68 72 23 90
Lindi 55 70 54 7 55 90 98 65 30 90 4 35
Mtwara 64 77 59 5 59 60 91 48 15 55 9 35
Ruvuma 89 94 89 20 89 99 98 57 31 90 15 47
Iringa 61 62 61 33 67 67 94 63 28 84 11 39
Mbeya 84 86 78 21 83 98 98 72 15 95 18 72
Singida 62 44 44 42 56 75 86 51 19 94 6 34
Tabora 27 40 27 33 57 71 76 66 58 95 16 48
Rukwa 87 86 83 7 84 46 79 38 26 99 12 34
Kigoma 30 34 29 10 29 71 82 50 14 81 15 43
Shinyanga 37 61 37 31 53 94 94 87 33 88 9 32

(Continued...)
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Table 4.5—Continued

Items for infection control Laboratory diagnostic capacity

Number of
Soap and facilities
Alcohol- running offering
based water or outpatient
Soapand hand else alcohol- Waste Stool  curative care
Background Running  running disin- based hand  Latex Sharps recep- Haemo- micro- for sick
characteristics Soap water® water fectant  disinfectant gloves? container tacle® globin®*  Malaria®  scopy® children
Region

Kagera 57 48 30 17 44 61 87 49 17 77 21 49
Mwanza 50 66 44 6 45 84 91 63 36 73 25 58
Mara 56 36 34 32 55 74 79 29 24 90 26 40
Manyara 68 75 66 29 66 75 84 56 33 62 5 27
Njombe 81 81 81 4 81 73 88 52 16 83 12 36
Katavi 51 67 48 0 48 90 85 15 29 93 21 11
Simiyu 69 79 69 6 69 83 94 26 27 90 16 30
Geita 30 33 30 6 30 83 88 79 28 89 34 23
Zanzibar average/total 69 65 58 30 63 69 78 49 44 80 19 43
Unguja average/total 82 75 70 45 7 76 82 50 56 81 26 28
Kaskazini Unguja 97 74 74 60 90 97 97 74 39 92 18 5
Kusini Unguja 89 67 62 40 73 94 91 46 63 88 5 7
Mjini Magharibi 74 78 71 42 74 62 73 45 59 74 38 16
Pemba average/total 45 48 36 3 38 55 71 46 21 79 8 15
Kaskazini Pemba 37 51 37 0 37 61 76 44 15 86 7 8
Kusini Pemba 55 44 36 6 38 47 64 47 27 71 8 7
National average/total 65 68 59 20 65 80 85 56 33 84 17 1,160

Note: The laboratory diagnostic capacity indicator measures presented in this table comprise the indicators in the diagnostics domain for assessing readiness to
provide preventative and curative child health services within the health facility assessment methodology proposed by WHO and USAID (WHO 2015).

! Piped water, water in bucket with specially fitted tap, or water in pour pitcher

2 Non-latex equivalent gloves are acceptable.

3 Waste receptacle with plastic bin liner

4 Facility had functioning equipment and reagents for colorimeter, haemoglobinometer, or HemoCue.

5 Facility had unexpired malaria rapid diagnostic test kit available somewhere in the facility or a functioning microscope with necessary stains and glass slides to
perform malaria microscopy.

5 Facility had a functioning microscope with glass slides and formal saline (for concentration method) or normal saline (for direct method) or Lugol’s iodine solution.

Figure 4.4 Items for infection control in child curative care services area
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Soap and running water or else alcohol-based
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By facility type, soap and running water or else alcohol-based hand disinfectant are more likely to be
available in hospitals (86 percent) and less likely to be available in dispensaries (63 percent). By managing
authority, faith-based facilities (89 percent) are more likely than facilities managed by other managing authorities
to have soap and running water or el se alcohol-based hand disinfectant.

4.3.3 Laboratory Diagnostic Capacity

Certain laboratory tests can be important to diagnosing conditions among sick children. In Tanzania,
the majority of facilities that offer outpatient curative care for sick children (84 percent) can test for malaria.
However, only 33 percent of health facilities had functioning equipment and reagent for haemoglobin testing,
and just 17 percent of health facilities could conduct stool microscopy (Table 4.5). Hospitals and health centres
are more likely to have the three tests than dispensaries and clinics.

There is not much difference in availability of the malariatest by managing authority; however, for the
haemoglobin test and stool microscopy, private-for profit health facilities and faith-based facilities are more
likely to have these tests than government or parastatal facilities.

4.3.4 Medicines and Commodities for Sick Child Care

A range of medicines and commodities are needed to provide appropriate curative care for sick children.
Most of the important medicines are in good supply in Tanzania' s health facilities that offer outpatient curative
care for sick children (Table 4.6 and Figure 4.5). Three essential medicines/commodities, namely ORS,
mebendazol e/albendazole, and artemisinin combination therapy (ACT) were in stock on the day of the survey
visit in about 90 percent of facilitiesthat provide curative carefor sick children. Availability of the other essential
medicines ranges from 44 percent with zinc tablets to 73 percent with co-trimoxazole. Priority medicines were
available in fewer facilities than essential medicines. For example, only 17 percent of facilities had ampicillin
powder for injection, while 37 percent had gentamycin injection. On the other hand, three-quarters of facilities
had benzathine penicillin for injection.
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Table 4.6 Availability of essential and priority medicines and commodities

Among facilities offering outpatient curative care services for sick children, the percentages where indicated essential and priority medicines to support care for the sick
child were observed to be available in the facility on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Essential medicines Priority medicines
Co- Arte- Number of
Amoxi-  trimox- misinin facilities
cillin azole com- offering
syrup, syrup, Para- bination  Ampi- Ceftri- Benza-  outpatient
suspen-  suspen- cetamol Meben- therapy cillin axone thine curative
sionor  sionor  syrup or dazole/Al (ALU/ powder powder Genta- penicillin  care for
Background disper-  disper- suspen- Vitamin A  ben- Zinc ARTE- for for mycin for sick
characteristics ORS? sible! sible sion' capsules’ dazole tablets AMO)? injection injection injection injection  children
Facility type
Hospital 94 85 86 77 51 93 72 91 66 83 80 78 46
Health centre 90 73 80 71 65 92 52 91 32 71 55 76 128
Dispensary 86 63 72 69 68 89 42 91 13 55 33 75 972
Clinic 83 73 69 77 38 83 53 53 11 75 59 52 15
Managing authority
Government 84 60 73 67 75 90 42 95 12 55 24 78 854
Private-for-profit 92 79 73 81 29 89 53 73 26 73 75 64 149
Parastatal 69 40 49 55 10 69 12 45 30 49 70 49 15
Faith-based 95 81 80 74 59 93 54 84 35 62 73 67 143
Residence: Tanzania
Total urban 92 72 7 75 49 90 48 84 26 72 66 72 306
Total rural 84 62 72 67 73 90 43 93 14 54 27 75 854
Residence: Mainland/
Zanzibar
Mainland urban 95 72 77 76 50 91 48 87 27 73 67 75 288
Mainland rural 85 63 72 69 74 90 43 94 14 54 28 76 829
Zanzibar urban 55 76 79 59 20 75 44 35 1 51 50 32 18
Zanzibar rural 73 57 60 24 49 83 50 61 5 23 10 54 25
Region
Mainland average/total 87 65 73 70 68 90 44 92 17 59 38 76 1,117
Dodoma 83 74 77 69 81 87 61 96 21 74 43 91 60
Arusha 94 62 57 78 60 78 33 74 12 61 48 66 52
Kilimanjaro 94 78 70 83 60 94 62 78 26 57 46 69 64
Tanga 92 76 78 70 56 89 53 99 22 74 36 76 55
Morogoro 72 49 88 83 46 88 43 99 5 72 38 57 58
Pwani 75 49 63 70 62 89 34 79 28 35 38 75 45
Dar es Salaam 93 66 74 67 31 80 49 78 24 69 72 72 90
Lindi 62 39 73 45 66 94 22 100 32 65 48 55 35
Mtwara 73 36 72 38 59 89 20 89 20 68 41 67 35
Ruvuma 79 44 64 62 93 90 43 90 11 43 17 65 47
Iringa 89 55 61 69 64 99 32 89 14 49 36 88 39
Mbeya 89 82 89 76 88 95 21 89 28 76 28 88 72
Singida 100 76 64 81 87 94 54 94 24 76 30 98 34
Tabora 73 71 67 76 76 90 39 95 16 63 24 89 48
Rukwa 86 69 65 70 88 90 40 100 12 39 17 62 34
Kigoma 89 52 62 51 72 84 58 100 18 61 35 80 43
Shinyanga 95 69 66 69 53 87 41 100 5 52 42 83 32
Kagera 99 68 56 74 80 99 65 99 5 48 32 85 49
Mwanza 81 56 85 77 76 99 56 100 6 52 42 72 58
Mara 100 85 98 95 91 91 16 98 16 27 34 91 40
Manyara 99 75 91 72 89 100 66 96 33 59 65 91 27
Njombe 94 81 68 56 49 93 54 100 13 60 15 70 36
Katavi 93 84 96 70 76 91 90 95 10 88 22 54 11
Simiyu 90 60 72 65 74 80 31 100 12 47 13 71 30
Geita 99 66 90 73 64 87 37 89 5 42 28 58 23
Zanzibar average/total 65 65 68 38 37 80 47 50 3 35 26 45 43
Unguja average/total 60 68 74 45 41 79 35 50 1 47 35 47 28
Kaskazini Unguja 67 52 70 30 67 78 14 70 3 37 14 70 5
Kusini Unguja 81 67 61 24 68 91 39 67 2 50 18 73 7
Mjini Magharibi 49 73 80 60 20 74 40 36 0 48 48 28 16
Pemba average/total 75 60 58 25 31 81 69 51 7 12 11 41 15
Kaskazini Pemba 69 53 55 23 24 84 66 31 7 8 6 44 8
Kusini Pemba 83 68 62 29 38 78 74 74 6 17 17 38 7
National average/total 86 65 73 69 67 90 44 90 17 58 37 75 1,160
Notes:

e The essential medicines comprise the medicines and commodities indicators for assessing readiness to provide preventative and curative child health services within
the health facility assessment methodology proposed by WHO and USAID (WHO 2015).
¢ ORS = oral rehydration salts

1 These medicines and commaodities are also in the group of priority medicines for children.
2 For Zanzibar facilities, only ARTE-AMO tablets are included; for all other facilities, either ALU or ARTE-AMO tablets are included.
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Figure 4.5 Availability of essential and priority medicines and commodities
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By facility type, hospitals are more likely than other facility types to have these essential and priority
medicines and commodities. By managing authority the picture is mixed.

4.3.5 Guidelines, Trained Staff, and Equipment for Vaccination Services

Guidelines and Trained Staff

Likeservicesfor sick children, vaccination services need guidelines, trained staff, and certain equipment
to deliver good quality services. Most facilities that offer vaccination services are well-supplied (Table 4.7). On
average, 84 percent of facilities that offer child vaccination services have guidelines, with hospitals and health
centres being more likely to have service guidelines. Although their absolute numbers are small, percentage-
wise, private-for-profit and parastatal facilities are morelikely than government and faith-based facilitiesto have
service guidelines.

Just over two of ten facilities that offer child vaccination services have an interviewed provider who
received recent training in vaccination. There islittle difference by facility type and managing authority.

Equipment

Not all facilities that offer vaccination services actually store vaccines. If afacility cannot maintain the
cold chain and safely store vaccines, it must collect vaccines from a central location or anearby facility (that has
arefrigerator) and then use vaccine carriers and i ce packs to maintain the temperature of the vaccines on the day
of service. Sixty-four percent of facilities that offer child vaccination services have a vaccine refrigerator.
Hospitals and health centres (72 percent and 71 percent, respectively), and dispensaries (63 percent) are more
likely than clinics that offer vaccination services to have a vaccine refrigerator.
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Table 4.7 Guidelines, trained staff, and equipment for vaccination services

Among facilities offering child vaccination services, the percentages having EPI guidelines, trained staff, and basic equipment necessary for vaccination
services, by background characteristics, Tanzania SPA 2014-15

Equipment
Vaccine Number of
refrigerator or facilities
Vaccine vaccine offering child
Background Vaccine carrier with carrier with Sharps Syringes and  vaccination
characteristics Guidelines!  Trained staff?  refrigerator ice pack® ice pack container needles* services
Facility type
Hospital 90 32 72 98 100 98 97 40
Health centre 87 28 71 97 99 97 92 115
Dispensary 83 22 63 93 95 95 89 809
Clinic 83 31 41 94 94 100 100 4
Managing authority
Government 83 24 63 94 96 95 89 807
Private-for-profit 93 21 48 90 90 99 89 41
Parastatal 95 24 82 100 100 100 87 3
Faith-based 85 21 74 97 100 97 95 117
Residence: Tanzania
Total urban 86 18 73 96 98 99 95 175
Total rural 84 25 62 93 95 95 88 793
Residence: Mainland/
Zanzibar
Mainland urban 85 16 73 95 98 99 94 168
Mainland rural 83 24 62 93 95 95 89 770
Zanzibar urban 100 62 70 100 100 100 97 6
Zanzibar rural 93 59 51 94 95 95 81 23
Region
Mainland average/total 84 22 64 94 96 95 90 938
Dodoma 80 31 42 95 95 100 99 52
Arusha 89 47 82 85 85 99 98 39
Kilimanjaro 99 14 80 99 99 100 100 46
Tanga 100 30 51 87 94 100 94 49
Morogoro 70 24 58 94 94 82 82 51
Pwani 76 34 65 99 99 94 88 36
Dar es Salaam 98 13 55 100 100 100 90 44
Lindi 92 29 49 100 100 100 87 35
Mtwara 99 5 71 100 100 99 88 33
Ruvuma 95 18 76 95 100 94 94 43
Iringa 93 40 63 100 100 100 88 37
Mbeya 73 18 78 75 82 100 94 64
Singida 91 50 70 100 100 99 99 28
Tabora 50 12 32 100 100 91 94 48
Rukwa 69 17 63 95 95 83 61 32
Kigoma 89 9 55 100 100 85 68 39
Shinyanga 84 16 53 100 100 99 79 26
Kagera 72 15 85 99 100 100 87 43
Mwanza 69 10 61 74 84 100 100 46
Mara 90 12 91 83 92 91 91 36
Manyara 81 28 80 100 100 100 91 23
Njombe 99 29 65 93 100 87 86 34
Katavi 69 9 40 100 100 95 80 11
Simiyu 85 22 93 100 100 85 90 27
Geita 90 34 43 100 100 92 88 19
Zanzibar average/total 94 59 55 95 96 96 84 30
Unguja average/total 98 63 45 93 95 96 100 16
Kaskazini Unguja 96 76 43 96 100 100 100 5
Kusini Unguja 97 57 25 83 86 90 100 6
Mijini Magharibi 100 60 69 100 100 100 100 6
Pemba average/total 90 54 68 98 98 96 65 13
Kaskazini Pemba 92 60 60 96 96 96 58 7
Kusini Pemba 88 47 77 100 100 96 73 6
National average/total 84 23 64 94 96 95 89 968

Note: The indicators presented in this table comprise the indicators included as part of the staff and training and equipment domains for assessing
readiness to provide routine child vaccination services within the health facility assessment methodology proposed by WHO and USAID (WHO 2015).

! National guidelines for the Expanded Program on Immunization (EPI) or other guidelines for immunizations

2 At least one interviewed provider of child vaccination services in the facility reported receiving in-service training in EPI during the 24 months preceding
the survey. Training refers only to in-service training. The training must have involved structured sessions; it does not include individual instruction that
a provider might have received during routine supervision.

3 If facility reports that it purchases ice for use with the vaccine carriers, this was accepted in place of ice packs.

4 Single-use standard disposable syringes with needles or auto-disable syringes with needles
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On average, 94 percent of facilities have a vaccine carrier with ice pack; there is little difference by
facility type and managing authority. By region, however, only 74 percent of facilities in Mwanza region, 75
percent of facilitiesin Mbeya region, and 83 percent of facilities in both Mara and Kusini Unguja regions had
vaccine carriers with ice packs.

More than 90 percent of facilities have sharps containers as well as syringes and needles.
Availability of Vaccines

Among all facilities that offer vaccination services and routinely store vaccines on site, availability of
individual vaccines is quite good, ranging from 87 percent having BCG and PCV-13 to 92 percent of facilities
having measles vaccine. Overall, however, only 73 percent of facilities had all six child vaccines on the day of
the assessment visit (Table 4.8 and Figure 4.6). In absolute numbers, only afew clinics offer child vaccination
services and aso store vaccines, however, all these clinics had all six vaccines, as did 86 percent of hospitals.
Health centres (75 percent) and dispensaries (72 percent) are less likely to have al six vaccines available.

By managing authority, government facilities, which make up the bulk of facilities that offer child
vaccination services, arelesslikely than facilities of other managing authoritiesto haveal six vaccines available.
Among regions, facilities in the Kusini Unguja (0 percent), Kaskazini Unguja (34 percent), and Tabora (35
percent) are less likely to have al six vaccines than facilities in other regions, particularly Dar es Salaam (98
percent), Kilimanjaro (96 percent) or Mwanza and Mara regions (90 percent).

The 2006 TSPA assessed the availability of the following vaccines in facilities that offered child
vaccination services and also stored vaccines: DPT-HB, polio, measles and BCG vaccines. The 2014-15 TSPA
assessed a few more vaccines. For the vaccines that allow direct comparison (polio, measles and BCG),
availability of these vaccinesis comparabl e between the two surveys. Overall, 74 percent of facilitiesin the 2006
TSPA had al vaccines available; the figure was 73 percent in the 2014-15 TSPA.
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Table 4.8 Availability of vaccines

Among facilities that offer child vaccination services and routinely store vaccines at the facility, the percentages having unexpired indicated vaccines observed
on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering child vaccination services and storing vaccines where Number of
the following vaccines were observed: facilities
offering child
Pneumo- vaccination
coccal All basic  services and
Background Oral polio Measles All three conjugate Rotavirus child storing
characteristics Pentavalent'  vaccine vaccine vaccines? BCG vaccine  vaccine vaccine vaccines® vaccines
Facility type
Hospital 98 96 97 93 95 95 97 86 39
Health centre 93 92 94 88 87 90 93 75 110
Dispensary 90 87 91 83 87 86 90 72 728
Clinic 100 100 100 100 100 100 100 100 3
Managing authority
Government 91 86 91 82 86 86 90 71 731
Private-for-profit 88 100 96 87 89 92 94 79 35
Parastatal 87 87 100 74 100 100 100 74 8
Faith-based 96 95 98 95 92 89 93 83 111
Residence: Tanzania
Total urban 97 94 97 92 92 96 98 87 167
Total rural 90 87 91 82 86 85 89 70 714
Residence: Mainland/
Zanzibar
Mainland urban 97 95 97 93 92 96 98 87 162
Mainland rural 90 87 91 83 86 84 89 70 694
Zanzibar urban 100 74 100 74 100 100 100 74 5
Zanzibar rural 93 70 94 67 90 94 98 64 19
Region
Mainland average/total 91 88 92 85 87 87 90 73 857
Dodoma 94 85 95 84 88 93 94 75 47
Arusha 90 100 100 90 100 100 90 80 33
Kilimanjaro 100 100 100 99 99 98 99 96 46
Tanga 66 73 73 65 71 67 74 56 45
Morogoro 91 90 91 90 54 90 90 52 39
Pwani 94 93 91 84 91 86 84 74 34
Dar es Salaam 98 100 98 98 98 98 100 98 39
Lindi 78 76 83 69 82 66 72 58 33
Mtwara 89 89 88 88 83 53 89 53 31
Ruvuma 71 65 80 59 78 72 79 52 37
Iringa 100 99 100 99 86 92 100 78 30
Mbeya 99 84 92 83 92 92 100 83 51
Singida 100 92 100 92 93 99 100 85 28
Tabora 73 64 79 63 77 58 68 35 42
Rukwa 82 88 88 76 85 87 87 62 27
Kigoma 100 94 89 83 95 92 95 70 37
Shinyanga 93 93 92 92 93 87 93 86 26
Kagera 100 99 93 92 93 99 92 85 43
Mwanza 100 92 100 92 99 100 100 90 45
Mara 99 91 99 90 99 99 99 90 33
Manyara 100 100 100 100 82 91 91 82 23
Njombe 99 93 94 85 78 92 92 68 32
Katavi 88 80 98 78 77 91 92 63 10
Simiyu 94 95 95 94 90 90 95 84 27
Geita 70 83 84 69 83 67 83 60 19
Zanzibar average/total 95 71 95 68 92 95 98 66 24
Unguja average/total 93 36 90 36 87 95 96 36 11
Kaskazini Unguja 95 34 82 34 100 100 100 34 3
Kusini Unguja 84 0 84 0 62 84 89 0 4
Mijini Magharibi 100 71 100 71 100 100 100 71 4
Pemba average/total 96 100 100 96 96 96 100 92 13
Kaskazini Pemba 92 100 100 92 92 100 100 92 7
Kusini Pemba 100 100 100 100 100 92 100 92 6
National average/total 91 88 92 84 87 87 91 73 881

Note: The measures presented in this table comprise the indicators included as part of the medicines and commodities domain for assessing readiness to
provide routine child vaccination services within the health facility assessment methodology proposed by WHO and USAID (WHO 2015)

1 Pentavalent = DPT + hepatitis B + haemophilus influenza B

2 At least one unexpired vial or ampoule each of pentavalent vaccine, oral polio vaccine, and measles vaccine with relevant diluents available

3 At least one unexpired vial or ampoule each of pentavalent vaccine, oral polio vaccine, measles vaccine, BCG vaccine, pneumococcal conjugate vaccine,
and rotavirus vaccine with relevant diluents available.
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Figure 4.6 Availability of vaccines among facilities offering child vaccination services
and storing vaccines
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4.3.6 Infection Control in Vaccination Services

To avoid transmission of infections—and to retain the public’s trust in immunization and vaccination
services—health facilities must consistently follow infection prevention procedures. These procedures require
certain supplies.

Unfortunately, among Tanzanian facilities that provide child vaccination services, only 58 percent had
adequate suppliesfor hand hygiene on the day of the assessment visit, i.e., soap and running water or else al cohol -
based hand disinfectant (Table 4.9). Clinics (84 percent) and hospitals (89 percent) were most likely to have
adequate hand cleaning supplies. In contrast, just half of both health centres and dispensaries had adequate hand
cleaning supplies. By managing authority, government facilities (53 percent) are less likely than facilities of
other managing authorities to have adeguate hand cleaning supplies. Among the regions, facilitiesin Arusha (89
percent) and Kilimanjaro (93 percent) regions are more likely to have adequate hand cleaning supplies compared
with facilitiesin Kigoma (22 percent) or Geita (28 percent) regions.

Overall, facilities were well supplied with sharps containers (95 percent), but fewer had gloves (71
percent) or waste receptacles (52 percent).
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Table 4.9 Infection control for vaccination services

Among facilities offering child vaccination services, the percentages with indicated items for infection control observed to be available at the service site
on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering child vaccination services that have indicated items for infection control

Soap and
running Number of
water or else facilities
Soap and Alcohol- alcohol- offering child
Background Running running based hand based hand Latex Sharps Waste vaccination
characteristics Soap water? water disinfectant disinfectant gloves? container  receptacle® services
Facility type
Hospital 89 90 87 31 89 81 98 65 40
Health centre 65 68 60 21 64 68 97 57 115
Dispensary 55 55 48 17 55 71 95 50 809
Clinic 84 96 84 36 84 85 100 96 4
Managing authority
Government 53 54 46 15 53 70 95 50 807
Private-for-profit 71 81 71 29 80 60 99 67 41
Parastatal 87 87 87 29 87 95 100 7 3
Faith-based 79 83 76 36 80 7 97 57 117
Residence: Tanzania
Total urban 73 72 67 22 73 73 99 67 175
Total rural 54 56 47 18 54 71 95 48 793
Residence: Mainland/
Zanzibar
Mainland urban 74 73 68 22 74 74 99 68 168
Mainland rural 54 56 48 17 54 71 95 48 770
Zanzibar urban 35 43 35 8 35 45 100 58 6
Zanzibar rural 57 51 41 26 53 67 95 61 23
Region
Mainland
average/total 58 59 51 18 58 71 95 51 938
Dodoma 30 26 25 5 25 71 100 9 52
Arusha 89 100 89 37 89 81 99 78 39
Kilimanjaro 100 86 86 38 93 97 100 82 46
Tanga 74 79 67 18 67 85 100 39 49
Morogoro 61 54 47 34 67 68 82 38 51
Pwani 51 63 51 9 57 70 94 28 36
Dar es Salaam 89 80 79 6 79 52 100 90 44
Lindi 48 54 47 6 47 73 100 58 35
Mtwara 54 71 48 6 48 68 99 52 33
Ruvuma 69 69 63 21 69 76 94 52 43
Iringa 64 65 64 39 76 82 100 59 37
Mbeya 66 72 59 11 66 95 100 64 64
Singida 61 40 39 35 46 74 99 55 28
Tabora 24 32 23 29 45 56 91 66 48
Rukwa 88 85 83 8 84 47 83 42 32
Kigoma 22 28 22 2 22 60 85 33 39
Shinyanga 34 50 34 33 49 92 99 97 26
Kagera 62 47 47 16 60 56 100 35 43
Mwanza 29 54 29 19 37 70 100 57 46
Mara 43 20 19 25 43 58 91 15 36
Manyara 71 70 70 35 79 79 100 60 23
Njombe 55 61 55 2 55 61 87 48 34
Katavi 74 87 71 4 71 76 95 18 11
Simiyu 39 44 34 1 34 52 85 29 27
Geita 36 34 27 6 28 62 92 74 19
Zanzibar average/total 53 50 40 22 50 62 96 60 30
Unguja average/total 57 45 39 33 55 63 96 63 16
Kaskazini Unguja 61 41 37 60 81 88 100 65 5
Kusini Unguja 74 48 43 36 53 69 90 55 6
Mijini Magharibi 36 44 36 6 36 37 100 69 6
Pemba average/total 47 56 42 9 43 60 96 57 13
Kaskazini Pemba 48 64 48 8 48 64 96 54 7
Kusini Pemba 46 46 35 10 38 57 96 61 6
National average/total 57 59 51 18 58 71 95 52 968

! Piped water, water in bucket with specially fitted tap, or water in pour pitcher
2 Non-latex equivalent gloves are acceptable
3 Waste receptacle with plastic bin liner.
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4.4 Sick CHILD CARE PRACTICES

To assess whether providers are offering good quality services, 2014-15 TSPA observers attended sick
child consultations. Using checklists based on IMCI guidelines, the observers noted the information the provider
gave and whether recommended procedures were carried out. The observers did not interpret whether the
information was correct or whether examination findings were interpreted appropriately.

The TSPA observers reported on atotal of 4,961 sick child consultations. Sixty-two percent of these
consultations were conducted by assistant medical officers, clinical officers, or assistant clinical officers while
27 percent were conducted by enroled nurses, nurse assistants, or nurse attendants. Only three percent were
conducted by general medical doctors or specialist medical doctors (Tables 4.10.1 and 4.10.2).

4.4.1 Full Assessment
IMCI General Danger Signs

According to IMCI standards, providers should check every sick child for four general danger signs:

inability to eat or drink anything, vomiting everything, convulsions, and whether the child is Iethargic1 or
unconscious. For the most part, providers in observed sick child consultations did not ask about these signs
(Table 4.10.1).

About half (49 percent) of all observed sick children were assessed for whether they were vomiting
everything. Fewer children were assessed for inability to eat or drink anything (28 percent) or for convulsions
during the illness (20 percent). Overall, only eight percent of all observed sick children were assessed for all
three IMCI genera danger signs. Individually, sick children seen in hospitals and health centres are slightly more
likely than those seen in dispensaries or clinics to be assessed for the general danger signs.

! Assessment of lethargy or level of consciousnessisnot part of the SPA observation checklist because thereisno observable
component of the consultation for this assessment
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Table 4.10.1 Assessments, examinations, and treatments for sick children by facility type and managing authority

Among sick children whose consultations with providers were observed, the percentages for whom the indicated assessment, examination, or intervention was a
component of the consultation, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority Total
percent of
Health Govern-  Private-for- children
Components of consultation Hospital Centre  Dispensary Clinics ment profit Parastatal Faith-based observed

Type of provider
Consultation conducted by generalist medical
doctor or specialist medical doctor 12 3 2 27 1 23 27 6 3
Consultation conducted by assistant medical
officer, clinical officer, or assistant clinical

officer 87 83 53 61 58 74 58 84 62
Consultation conducted by registered nurse 1 5 9 5 8 1 2 1 7
Consultation conducted by enroled nurse/

nurse assistant/ attendant 0 9 37 7 32 3 12 9 27

History: Assessment of general danger
signs
Inability to eat or drink anything 32 30 26 28 27 28 36 33 28
Vomiting everything 57 52 46 a7 a7 45 45 61 49
Convulsions 25 24 18 19 20 15 11 22 20
All general danger signs 9 9 8 6 8 5 7 11 8
History: Assessment of main symptom
Cough or difficulty breathing 7 78 74 71 76 70 75 73 75
Diarrhoea 64 62 58 54 59 54 42 66 59
Fever 92 94 93 95 93 92 93 93 93
All three main symptoms? 50 50 45 45 47 36 35 46 46
Ear pain or discharge from ear 15 18 16 14 17 13 10 15 16
All 3 main symptoms plus ear pain/discharge 12 14 12 8 13 8 9 11 12
History: Other assessment
Asked about mother’s HIV status 9 9 7 6 8 4 4 10 8
Asked about TB disease in any parent in last

5 years 3 1 1 3 1 0 4 2 1
Asked about 2 or more episodes of diarrhoea

in child 1 0 1 1 1 0 0 1 1
Asked about normal feeding habits or

practices when the child is not ill 28 22 21 24 20 32 36 28 22
Asked about normal breastfeeding habits or

practices when the child is not ill 20 16 13 25 15 16 26 15 15
Asked about feeding or breastfeeding habits

or practices for child during this illness 23 20 18 27 19 18 27 20 19
Asked if child received any de-worming

medication in last 6 months 6 6 4 6 5 8 7 4 5
Mentioned the child weight or growth to the

caretaker or discussed growth chart 22 26 24 18 24 24 31 27 24

Physical examination
Took child’s temperature with thermometer? 66 55 51 60 50 63 61 76 54
Felt the child for fever or body hotness 35 34 34 51 33 41 28 34 34
Any assessment of temperature 78 70 66 78 65 76 67 85 68
Counted respiration (breaths) for 60 seconds 15 14 12 12 13 9 5 13 13
Listened to chest with stethoscope or counted

pulse 38 29 20 51 19 48 38 47 24
Checked skin turgor for dehydration 23 19 13 7 14 13 11 21 15
Checked for pallor by looking at palms 27 31 22 17 24 21 16 29 24
Checked for pallor by looking at conjunctiva 40 41 32 20 33 36 15 47 34
Looked into child’s mouth 22 19 16 31 15 26 37 22 17
Checked for neck stiffness 8 6 5 2 5 7 4 8 6
Looked in child’s ear 13 15 12 22 12 16 17 17 13
Felt behind child’s ears for tenderness 8 11 9 13 8 12 12 13 9
Undressed child for examination 26 21 16 16 17 22 22 25 18
Pressed both feet to check for oedema 9 6 5 6 6 3 2 7 6
Checked for enlarged lymph nodes in 2 or

more sites 9 8 6 13 6 13 20 9 7

Essential advice to caretaker
Give extra fluids to child 11 12 12 6 12 12 13 12 12
Continue feeding child 13 14 13 9 13 9 18 14 13
Symptoms requiring immediate return 13 17 17 12 17 17 17 12 17
Provided general information about feeding or
breastfeeding the child even when not sick 17 15 14 19 14 18 23 16 14
Number of sick child observations 680 840 3,409 33 4,010 369 37 545 4,961
Notes:

e Appendix Tables A-4.10.3, A-4.10.4 and A-4.10.5 report whether the indicated assessment, examination, or intervention was a component of the consultation, by
region (Mainland/Zanzibar) and residence (urban/rural).
e Five children were provided services by a lab technician or assistant and are excluded from that panel of the table.

 Cough or difficulty breathing, diarrhoea, and fever
2 Either the provider or another health worker in the facility was observed measuring the child’s temperature, or the facility had a system whereby all sick children have
their temperatures measured before being seen.
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IMCI Main Symptoms

IMCI guidelines call for every child to be evaluated for four main symptoms regardless of the reason
for the consultation: cough or difficulty breathing, diarrhoea, fever, and ear problem. Ninety-three percent of all
observed sick children were assessed for fever, 75 percent were assessed for cough or difficulty breathing, and
59 percent were assessed for diarrhoea. In general, these three main symptoms were assessed in 46 percent of
al consultations; the three main symptoms plus ear pain/discharge was assessed in only 12 percent of
consultations. There were no marked differences by facility type or managing authority (Tables 4.10.1 and

4.10.2).

Table 4.10.2 Assessments, examinations, and treatments for sick children by type of provider who conducted consultation

Among sick children whose consultations with providers were observed, the percentages for whom the indicated assessment, examination, or intervention was a

component of the consultation, by type of provider who conducted consultation, Tanzania SPA 2014-15

Type of provider who conducted consultation

Generalist medical

Assistant medical
officer, clinical

Enroled nurse/

doctor or specialist  officer, or assistant Registered nurse assistant/ Total percent
Components of consultation medical doctor clinical officer nurse attendant of children observed
History: Assessment of general danger signs
Inability to eat or drink anything 37 30 17 24 28
Vomiting everything 40 54 51 38 49
Convulsions 22 23 17 13 20
All general danger signs 6 10 3 7 8
History: Assessment of main symptom
Cough or difficulty breathing 73 77 74 72 75
Diarrhoea 42 65 56 50 59
Fever 91 93 96 93 93
All three main symptoms 31 51 44 38 46
Ear pain or discharge from ear 9 19 18 11 16
All 3 main symptoms plus ear pain/discharge 6 14 14 9 12
History: Other assessment
Asked about mother’s HIV status 6 9 5 6 8
Asked about TB disease in any parent in last 5 years 2 2 0 0 1
Asked about 2 or more episodes of diarrhoea in child 1 1 0 1 1
Asked about normal feeding habits or practices when
the child is not ill 30 23 21 18 22
Asked about normal breastfeeding habits or practices
when the child is not ill 29 16 9 11 15
Asked about feeding or breastfeeding habits or
practices for child during this illness 30 19 22 17 19
Asked if child received any de-worming medication in
last 6 months 4 5 6 3 5
Mentioned the child weight or growth to the caretaker
or discussed growth chart 28 25 15 24 24
Physical examination
Took child’s temperature with thermometer 77 60 35 41 54
Felt the child for fever or body hotness 45 36 20 30 34
Any assessment of temperature 85 75 46 56 68
Counted respiration (breaths) for 60 seconds 14 15 14 6 13
Listened to chest with stethoscope or counted pulse 61 30 16 7 24
Checked skin turgor for dehydration 25 18 10 8 15
Checked for pallor by looking at palms 29 30 10 16 24
Checked for pallor by looking at conjunctiva 44 40 22 24 34
Looked into child’s mouth 44 19 13 11 17
Checked for neck stiffness 9 7 7 2 6
Looked in child’s ear 23 14 12 9 13
Felt behind child’s ears for tenderness 17 9 10 7 9
Undressed child for examination 42 21 18 9 18
Pressed both feet to check for oedema 7 8 3 3 6
Checked for enlarged lymph nodes in 2 or more sites 21 8 3 4 7
Essential advice to caretaker
Give extra fluids to child 9 12 10 12 12
Continue feeding child 13 14 11 10 13
Symptoms requiring immediate return 24 17 14 15 17
Provided general information about feeding or
breastfeeding the child even when not sick 20 16 12 12 14
Number of sick child observations 173 3,097 345 1,337 4,961
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Sick children seen in the Singida region are more likely to be assessed for the three main symptoms (84
percent) and for the four main symptoms (48 percent) than sick children in other regions. Sick children in
Ruvuma (27 percent), Rukwa (20 percent), Mara (25 percent) and all the Zanzibar regions are among the least
likely to be assessed for the three main symptoms (Appendix Tables A-4.10.3 and A-4.10.4). Sick childrenin
rural areas of Tanzania (47 percent) are slightly more likely to be assessed for the three main symptoms than
sick children in urban areas (44 percent) (Appendix Table A-4.10.5).

Physical Examination

During physical examinations of sick children the only assessment made in the mgjority of consultations
was taking the body temperature (68 percent of observed consultations). The next most common physical
examination was assessment of pallor by looking at the conjunctiva, done in 34 percent of all observed
consultations. Other physical examinations were seldom done; less than 10 percent of observed sick children
were assessed for neck stiffness, oedema by pressing both feet, and tenderness behind the ears. In only 13 percent
of consultations did the provider look in the child’'s ears.

Essential Advice

IMCI guidelines call on providers caring for sick children to provide some essential adviceto caretakers
of the sick children they are seeing: to give the child extra fluids, to continue feeding the child, and what
symptoms would require immediate return to the facility. These essentia advice were given in few
consultations—just 12 percent concerning extrafluids, 13 percent on continuing to feed the child, 17 percent on
symptoms requiring immediate return, 14 percent on general information about feeding or breast-feeding the
child even when not sick (Table 4.10.1 and 4.10.2).

4.4.2 Diagnosis-Specific Assessments and Treatment

At the end of each sick child consultation, providerswere asked about the child’ s diagnosis or the major
symptoms for which the child was seen and also about the treatment provided or prescribed, if any. Table 4.11
presents the components of sick child consultations according to the illness diagnosed or the symptoms.

Assessments

Regardless of diagnosis, observed sick children are much more likely to be assessed for IMCI main
symptoms than for IMCI general danger signs. For example, while 53 percent of observed children diagnosed
with pneumoniawere assessed for all three IMCI main symptoms, only 13 percent were assessed for the general
danger signs. This is consistent with findings in the 2006 TSPA where 46 percent of children diagnosed with
pneumonia were assessed for the three main symptoms compared with only 14 percent who were assessed for
the general danger signs. This pattern is also consistent with children diagnosed with malaria; 49 percent were
assessed for the three main symptoms (53 percent in the 2006 TSPA), while only nine percent were assessed for
the general danger signs (14 percent in the 2006 TSPA).

Physical Examination

The physical examination is important for making an appropriate diagnosis; checking for fever is one
of the basic assessments. Among observed sick children diagnosed with pneumonia, 73 percent were assessed
for fever (temperature was checked) while respiratory rate was checked for only 31 percent. In the 2006 TSPA,
these indicators were higher: 86 percent of sick children diagnosed with pneumonia were assessed for fever and
respiratory rate was checked for 42 percent of these children. For children diagnosed with malaria, fever was
assessed in 68 percent of observed children; fever was assessed in 85 percent of children diagnosed with malaria
in the 2006 TSPA.
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Table 4.11 Assessments, examinations, and treatment for sick children by diagnosis or major symptoms

Among sick children whose consultations with providers were observed, the percentage diagnosed with specific illnesses or the symptoms for which the
indicated IMCI assessment, physical examination, and/or treatment was provided, Tanzania SPA 2014-15

Gastro-intestinal

Respiratory illness Febrile illness illness
Cough or Any
Pneu- other diarrhoea Any
monia/ Bronchial upper without diarrhoea All
broncho- spasm/  respiratory dehy- with dehy- Ear observed
Components of consultation ~ pneumonia asthma illness Fever Measles Malaria* dration dration infection children
IMCI assessment
3 main symptoms? 53 70 50 42 49 49 60 64 44 46
3 general danger signs? 13 3 8 8 27 9 9 14 10 8
Current eating or drinking
habits 24 13 18 15 0 18 26 36 24 19
Caretaker advised to
continue feeding and to
increase fluid intake 5 0 7 8 0 7 11 21 4 7
Physical exam
Temperature 73 66 67 69 100 68 65 77 79 68
Respiratory rate 31 16 13 11 0 9 9 6 13 13
Dehydration 17 5 11 14 0 14 27 42 16 15
Anaemia 41 50 39 45 49 50 45 57 40 42
Ear (looked in ear/felt behind
ear) 15 5 13 13 0 13 14 19 63 15
Oedema 9 33 4 3 0 6 6 16 4 6
Referred for any laboratory
test 1 0 1 1 0 2 1 0 0 1
Treatment
Referred outside or admitted 9 4 2 5 0 7 3 10 5 5
Any antibiotic 96 61 85 64 100 49 73 55 82 68
Injectable antibiotic 32 6 4 4 0 6 3 6 17 8
Oral antibiotic 87 60 83 62 100 45 72 51 67 63
Any antimalarial 15 35 17 26 27 82 16 26 9 28
ACT 7 0 7 5 0 32 7 7 6 11
Oral non-ACT 5 33 9 19 27 40 8 7 3 14
Injectable Artesunate 0 0 0 0 0 1 0 0 0 0
Quinine 4 5 2 6 0 18 4 12 0 6
Oral bronchodilator 4 18 1 1 0 1 0 0 2 1
Oral medication for
symptomatic treatment 81 78 83 86 49 90 65 71 74 75
Oral rehydration solution
(ORS) 7 7 10 18 0 14 50 83 11 14
Home ORT (plan A) with zinc 1 6 2 4 0 3 11 21 2 4
Intravenous fluid 0 3 0 0 0 1 0 6 0 1
Zinc 6 6 5 9 0 7 28 48 6 7
Described signs or
symptoms requiring
immediate return 21 33 19 16 0 12 21 21 15 17
Discussed follow-up visit 26 14 23 23 49 20 28 31 30 23
Number of children® 575 31 1,589 332 1 1,641 780 126 110 4,961

Note: ACT = artemisinin combination therapy

1 The three IMCI main symptoms are cough/difficulty breathing, diarrhoea, and fever.

2 The three IMCI general danger signs are inability to eat/drink anything, vomiting everything, and febrile convulsion.

3 A child may be classified under more than one diagnosis; therefore, the numbers in the individual columns may add to more than the total number of
observed children.

4 Malaria reflects the provider-reported diagnosis, which may have been based on rapid diagnostic test (RDT) or microscopy. The interviewing team does
not verify this information.

Treatments

Sixty-eight percent of all observed children, regardless of diagnosis, received an antibiotic; in the 2006
TSPA only 55 percent of observed children received an antibiotic. Almost al children diagnosed with pneumonia
(96 percent) received an antibiotic, similar to the 2006 TSPA (95 percent). Among those diagnosed with malaria,
82 percent received an antibiotic, while only 32 percent received the recommended ACT and 40 percent received
an ora antimalarial other than an ACT. In 2006, almost all children diagnosed with malaria (96 percent) received
an antimalarial. Close to half of all children diagnosed with malaria also received an antibiotic (Table 4.11).
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45 CLIENT OPINION

Before leaving the facility, interviewers asked the caretakers of sick children their opinions of the
consultation process and the quality of services. Specificaly, theinterviewer read alist of issuesthat are common
reasons for clients’ dissatisfaction and asked if each issue had posed a magjor problem, a minor problem, or no
problem at al in their child’'s consultation.

As in other services, the most commonly cited major problem for clients was long waits to see the
provider, mentioned by 16 percent, and the non-availability of medicines, mentioned by 18 percent (Table 4.12
and Appendix TablesA-4.12.1, A-4.12.2 and A-4.12.3). Caretakers of sick children visiting hospitals and health
centres are more likely to consider these two items as major problems.

Table 4.12 Feedback from caretakers of observed sick children on service problems by facility type and managing authority

Among interviewed caretakers of sick children, the percentages who considered specific service issues to be major problems for them on the day of the
visit, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority

Health Govern-  Private-for- National
Client service issue Hospital centre Dispensary Clinic ment profit Parastatal Faith-based averagef/total

Poor behaviour/attitude of
provider

Insufficient explanation about
child’s illness

Long wait to see provider

Not able to discuss problems

Medicines not available in facility

Facility open limited days

Facility open limited hours

Facility not clean

Services costly

Insufficient visual privacy

Insufficient auditory privacy
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Number of interviewed
caretakers of sick children 680 840 3,409 33 4,010 369 37 545 4,961

Note: Appendix Tables A-4.12.1, A-4.12.2 and A-4.12.3 report feedback from caretakers of observed sick children on service problems by region
(Mainland/Zanzibar) and residence (urban/rural).

4.6 BAsIC MANAGEMENT AND ADMINISTRATIVE SYSTEMS
4.6.1 Supervision

Personal supervision can be an important source of support and direction for health facility staff
members. Personal supervision refers to any form of technical support or supervision from a facility-based
supervisor or from avisiting supervisor. It may include, but is not limited to, review of records and observation
of work, with or without any feedback to the health worker. Personal supervision during the six months preceding
the survey wasfairly common among child health service providersin Tanzaniahealth care facilities. Two-thirds
of interviewed providers of child health services reported receiving persona supervision in the six months before
the assessment (Table 4.13).
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Table 4.13 Supportive management for providers of child health services

Among interviewed child health service providers, the percentage who report receiving training related to their work and
personal supervision during the specified time periods, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed providers who received:

Training related to
child health during the Personal supervision personal supervision

Training related to

child health during the

24 months and

during the 6 months

Number of

preceding the survey? preceding the survey interviewed providers

Background 24 months preceding  during the 6 months
characteristics the survey*
Facility type
Hospital 30 61
Health centre 35 66
Dispensary 34 68
Clinic 34 57
Managing authority
Government 37 70
Private-for-profit 20 58
Parastatal 21 40
Faith-based 30 61
Residence: Tanzania
Total urban 25 63
Total rural 39 68
Residence: Mainland/
Zanzibar
Mainland urban 24 63
Mainland rural 38 68
Zanzibar urban 42 57
Zanzibar rural 54 80
Region
Mainland average/total 33 66
Dodoma 34 55
Arusha 27 72
Kilimanjaro 33 74
Tanga 38 54
Morogoro 37 53
Pwani 44 43
Dar es Salaam 12 66
Lindi 44 88
Mtwara 37 61
Ruvuma 27 75
Iringa 53 51
Mbeya 25 65
Singida 35 83
Tabora 32 61
Rukwa 37 95
Kigoma 22 81
Shinyanga 35 91
Kagera 48 77
Mwanza 33 53
Mara 35 74
Manyara 21 81
Njombe 40 43
Katavi 25 82
Simiyu 46 68
Geita 38 59
Zanzibar average/total 49 70
Unguja average/total 53 66
Kaskazini Unguja 73 83
Kusini Unguja 59 76
Mijini Magharibi 43 55
Pemba average/total 43 78
Kaskazini Pemba 50 81
Kusini Pemba 36 76
National average/total 33 66

24

934
1,081
3,472

2,118
3,433

2,040
3,321

5,651

1 Training refers only to in-service training. The training must be structured sessions; it does not include individual

instruction that a provider might have received during routine supervision.

2 Personal supervision refers to any form of technical support or supervision from a facility-based supervisor or from a
visiting supervisor. It may include, but is not limited to, review of records and observation of work, with or without any

feedback to the health worker.
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Providers in dispensaries and health centres are slightly more likely to receive personal supervision
compared with providers in hospitals and clinics. Providers in government facilities are also more likely than
providersin facilities managed by other authorities to receive personal supervision.

At the regional level, providers in Rukwa (95 percent) and Shinyanga (91 percent) regions are more
likely to receive personal supervision while providers in Njombe and Pwani regions (each at 43 percent) are
among the least likely to receive personal supervision.

4.6.2 Training

Training is an important management function to support health care providers. In this assessment, it
refers only to in-service training. The training must be structured sessions and does not include individual
instruction that a provider might have received during routine supervision. Periodic in-service training in
particular can keep providers up-to-date and help them refresh their knowledge and skills.

Only athird of interviewed providers of child health services reported that they had received in-service
training related to child health during the 24 months preceding the survey (Table 4.13). Thereislittle difference
by facility type but providers in government-managed facilities are more likely to have received recent training
compared with providersin facilities managed by other authorities.

Overal, just one-fourth of interviewed providers had recently received both personal supervision and
in-servicetraining related to child health.

Interviewed providers of child health services specified the topics of in-service training they had
received in the past 24 months and at any time (Table 4.14). Malaria diagnosis was the most common training
topic, both recently (22 percent) and at any time (46 percent). The next most common training topic was malaria
treatment; 17 percent of interviewed providers had received recent training and 38 percent had received training
at any time. Less than 10 percent of interviewed providers reported receiving recent training on any other topic.

82 « Child Health Services



Table 4.14 Training for child health service providers

Among interviewed child health service providers, the percentages who report receiving in-service training on topics related to child health during the specified
period before the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of providers of child health services who reported that they received in-service training on:

Diarrhoea
Malaria Malaria diagnosis or
EPl/cold chain IMCI diagnosis treatment ARI treatment
During During During During During During
the past the past the past the past the past the past Number of
Background 24 At any 24 At any 24 At any 24 At any 24 At any 24 Atany interviewed
characteristics months  time months  time months  time months  time months  time months  time providers
Facility type
Hospital 5 15 5 21 18 41 15 37 4 15 5 19 934
Health centre 8 18 9 22 24 44 20 38 6 16 8 20 1,081
Dispensary 9 21 9 23 22 48 16 39 5 17 7 21 3,472
Clinic 5 12 4 17 29 45 21 37 5 16 6 18 64
Managing authority
Government 10 23 9 26 24 51 18 42 6 19 8 24 3,708
Private-for-profit 3 9 6 14 13 30 11 26 3 10 3 12 757
Parastatal 2 8 3 8 16 34 11 29 2 5 4 8 79
Faith-based 5 16 6 16 19 39 15 35 3 12 5 17 1,008
Residence: Tanzania
Total urban 4 13 5 18 16 38 12 33 3 13 4 17 2,118
Total rural 10 23 10 26 25 51 19 41 6 18 8 23 3,433
Residence: Mainland/
Zanzibar
Mainland urban 4 13 4 18 15 38 12 33 3 13 4 16 2,040
Mainland rural 10 23 10 25 24 50 19 41 6 18 8 23 3,321
Zanzibar urban 15 27 12 29 34 52 16 35 7 21 7 25 78
Zanzibar rural 26 40 15 39 57 82 26 45 12 33 13 35 113
Region
Mainland
averagef/total 7 19 8 22 21 45 16 38 5 16 6 20 5,360
Dodoma 12 35 4 23 14 42 9 31 1 15 4 24 273
Arusha 12 22 2 16 18 42 10 33 2 12 2 14 278
Kilimanjaro 6 16 5 18 19 46 9 34 4 17 4 19 309
Tanga 8 17 3 22 20 50 13 40 2 17 3 17 305
Morogoro 9 18 1 12 20 48 22 46 1 10 1 10 333
Pwani 11 16 4 12 27 40 31 41 4 8 4 9 195
Dar es Salaam 2 7 3 7 8 20 7 19 2 5 2 7 604
Lindi 11 33 8 31 27 52 18 37 4 17 6 33 150
Mtwara 2 19 3 28 32 58 26 50 1 15 3 28 174
Ruvuma 5 24 3 21 13 41 5 29 2 12 3 18 241
Iringa 20 36 35 45 25 55 21 45 13 24 19 32 175
Mbeya 6 16 6 13 11 40 10 25 2 10 4 15 269
Singida 17 34 25 53 28 57 26 56 25 46 25 50 138
Tabora 5 15 10 26 18 52 15 43 12 23 10 26 197
Rukwa 6 15 8 19 24 50 16 39 4 12 6 15 127
Kigoma 5 24 1 48 10 61 5 61 1 41 1 45 149
Shinyanga 5 12 19 29 28 46 26 42 19 28 19 28 132
Kagera 6 21 15 35 44 67 34 61 6 14 12 26 281
Mwanza 3 10 9 21 21 40 21 40 8 20 8 21 318
Mara 6 15 7 22 25 44 21 38 6 14 11 18 167
Manyara 7 12 4 16 14 43 5 27 3 11 1 12 129
Njombe 14 35 18 33 22 56 19 46 10 22 17 34 149
Katavi 3 13 2 9 12 41 8 32 3 12 4 14 50
Simiyu 9 19 21 29 42 52 37 48 14 21 13 26 115
Geita 10 20 9 21 31 48 29 44 6 17 8 21 101
Zanzibar
averagef/total 21 35 14 35 48 70 22 41 10 28 10 31 191
Unguja
averagef/total 23 32 17 35 45 63 23 42 12 29 13 32 121
Kaskazini Unguja 35 45 24 41 54 74 33 49 22 39 21 43 24
Kusini Unguja 27 36 24 43 60 80 29 53 15 37 22 42 29
Mijini Magharibi 16 26 12 28 36 51 16 35 7 22 7 24 68
Pemba
average/total 19 40 8 35 52 82 21 38 7 26 5 28 70
Kaskazini Pemba 21 39 10 37 53 85 26 46 8 28 8 31 35
Kusini Pemba 17 40 6 33 50 79 15 31 5 23 2 26 35
National average/total 8 19 8 23 22 46 17 38 5 16 7 21 5,551

Note: EPI = Expanded Program on Immunization; IMCI = Integrated Management of Childhood lliness; ARI= Acute Respiratory Infection
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FAMILY PLANNING SERVICES 5

Dr. Cosmas W. Swvai

Key Findings
Service availability

e Eight of ten Tanzanian health facilities offer some types of modern method
of family planning. Government facilities are more likely than faith-based,
private-for-profit and parastatal facilities to offer modern family planning
methods. These findings are similar to those reported in the 2006 TSPA.

¢ Nine of ten Mainland rural and Zanzibar rural health facilities offer some
type of modern method of family planning.

o Nearly all hospitals, health centres, dispensaries, and clinics that offer
family planning services offer at least two temporary modern methods.

e The most commonly offered temporary modern methods of family
planning are progestin-only injectables, combined oral contraceptive pills,
and male condoms.

Service readiness

e About 7 of 10 facilities providing family planning services had guidelines
on family planning.

e Only 18 percent of facilities that offer any modern methods of family
planning had a least one staff member present who had received training
in family planning in the 24 months preceding the survey. Providers at
faith-based organisation facilities are the most likely to have received
recent training on a family planning topic.

o Six of 10 facilities that report providing modern family planning methods
actually had every method that they provide available on the day of the
assessment visit.

e Seven of 10 facilities providing family planning services had a blood
pressure apparatus on the day of the survey

Infection control and client opinion

e Hand-washing supplies were seen in three of five family planning facilities
on the day of the assessment visit.

e Few clients had major complaints; a long wait to see the provider was the
most common complaint.

5.1 BACKGROUND
5.1.1 TSPA Approach to Collection of Family Planning Service Information

amily planning is profoundly important for maternal and child health and a key element in upholding

reproductive rights. Therefore, wherever maternal health, reproductive health, or child health servicesare

provided, facilities should strive to increase the appropriate use of family planning and contraceptive
services and to provide client education on family planning.
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This chapter provides detailed information on how family planning services are delivered—information
that programmes can use to improve the availability and quality of these services. It explores five key areas
relating to the provision of quality family planning services at health facilities in Tanzania:

e Background. Section 5.1, including Figure 5.1, provides an overview of the 2014-15 TSPA
approach to the collection of family planning information during the assessment, and to the
collection of information on family planning servicesin Tanzania.

e Availability of services. Section 5.2, including Tables 5.1 through 5.5 and Figure 5.2, examines
the availability of family planning services and how freguently these services are available.

e Servicereadiness. Section 5.3, including Tables 5.6 and 5.7 and Figures 5.3 and 5.4, addresses
the extent to which facilities offering family planning services have the capacity to support quality
services, including the necessary service guidelines, trained staff, equipment, infection control
items, and commodities.

e Adherence to standards. Section 5.4, including Tables 5.8 through 5.10, use information from
observations of family planning consultations and from interviews with family planning clients to
examine issues relating to providers adherence to accepted standards for service provision and the
quality of family planning services.

e Client opinion. Section 5.5, including Tables 5.11 through 5.12, examines feedback from
interviewed family planning clients and their knowledge of the methods they received.

e Basic management and administrative systems. Section 5.6, including Tables 5.13 and 5.14,
| ooks at aspects of management, supervision, and training that are important to support the delivery
of high-quality family planning services.

5.1.2 Family Planning Services in Tanzania

Family planning (FP) is a highly cost-effective intervention for improving adolescent, maternal,
perinatal, and child health outcomes but, according to Bongaarts et a., (2012), it is not used to maximum benefit.
Studies have shown that the availability and utilisation of modern contraceptive methods has the potential to
reduce maternal deaths by 22 to 30 percent (Bongaarts et al., 2012). In Tanzania, modern contraceptive methods
have the potential to avert 2,360 maternal deaths that occur each year, out of approximately 7,900 annua deaths
(NBS and ICF Macro 2011). Family planning averts maternal deaths in a number of ways by 1) delaying first
pregnancy, especially among adolescents, 2) reducing the number of unintended pregnancies, and therefore the
need for abortion, 3) lengthening the birth interval, thereby reducing maternal wastage, 4) reducing mother-to-
child transmission of HIV, and 5) improving the productivity of woman so they can care for their children. Birth
intervals of lessthan two years are associated with atwo-fold risk of neonatal and U5 death, compared with birth
intervals of two or more years (NBS and |CF Macro, 2011).

Trends in Contraceptive Use and Current Use of Contraception

Use of modern contraceptive methods is still low in Tanzania although there has been steady progress
over the years. Between 1991 and 2010 five nationally representative surveys were conducted that included
measuring contraceptive use among currently married women. During that period, contraceptive use (any
method) among currently married women increased from 10 percent in the 1991-92 TDHS to 34 percent in the
2010 TDHS. Use of modern methods increased from seven percent in the 1991-92 TDHS to 27 percent in the
2010 TDHS (NBS and ICF Macro 2011) (Figure 5.1). There was a substantial increase in contraceptive
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prevalence among married women between the 2004-05 TDHS (26 percent) and the 2010 TDHS (34 percent).
Use of modern methods increased from 20 to 27 percent among married women over the same time period. By
specific methods, use of injectables increased the most between the two surveys—from eight percent among
married women in 2004-05 to 11 percent in 2010. Current use of modern methods among all women increased
from 18 percent in 2004-05 to 24 percent in 2010 (NBS and ICF Macro, 2011). The target is for Tanzaniato
achieve a contraceptive prevalence rate (CPR) of 60 percent by 2015.

The use of modern contraceptive methods differs significantly by residence, zone, region, education and
wealth status. Currently married women in rura areas, non-educated women, poor women, and those living in
the Western and Lake Zones have lower CPRs compared with other married women (NBS and ICF, Macro
2011).

Figure 5.1 Contraceptive use among currently married women, Tanzania 1991-2010
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Injectables (e.g., Depo-Provera), followed by the pill are the modern contraceptive methods most
commonly used by currently married women. Male condoms, followed by injectables and the pill are preferred
by sexually active unmarried women. Use of long-term contraceptive methods like implants (2.3 percent) or
IUCDs (0.6 percent) isvery low.

The use of modern contraceptive methods increases markedly with women'’s level of education. More
than one-third of married women with secondary and higher education use a modern method of contraception
compared with only 18 percent of women with no education.

The existence of myths and misconceptions about contraceptives, desire for large family sizes, poor
couple communication about use of contraceptives, and lack of male support are other factorsfound to be barriers
to FP uptake and will need to be tackled using a comprehensive approach.

Unmet Need for FP

Unmet need for family planning among currently married women is high—25 percent in the 2010 TDHS
(NBS and ICF Macro, 2011). This level of unmet need means that one of four women who would like to use
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family planning is currently not using any form of contraception. The target is to reduce the level of unmet need
to less than 5 percent by 2015.

Total Fertility Rate (TFR)

Thetotal fertility rate (TFR) declined from 6.3 births per woman in 1991-92 to 5.4 births per woman in
2010 (NBS and ICF Macro 2011). The 2012 Tanzania Census reported a TFR of 5.2 (NBS and OCGS 2013).
The zones, regions and areas with low CPR and high unmet need for FP are the ones with high TFRs. The TFR
inrura areasis 6.1 per woman compared with 3.7 in urban areas.

Coverage of FP Services at Health Facilities

The number of health facilities that offer family planning services is high. By the end of 2011 there
were 6,734 health facilities in Tanzania, of which 5,366 (80 percent) were offering family planning services.
This proportion increased to 85 percent in 2012, according to the Tanzania HIV/AIDS and Malaria Indicator
Survey 2011-12 (TACAIDS, 2013).

The Service Availability and Readiness Assessment (SARA) survey corroborated the findings by
showing that over 70 percent of assessed facilities offer family planning services, and 90 percent of those
facilities had in place key equipment and commodities like blood pressure machines, combined oral
contraceptive pills, injectables, condoms and guidelines for provision of services (MoHSW, 2013). The overall
readiness index for the provision of FP servicesis 81 percent.

According to MOHSW, as of 2011, 40 percent of the 4.5 million current users of family planning in
Tanzaniawere new FP clients or new acceptors (TACAIDS, 2013). Despite high facility coverage of FP services,
there is limited availability of long-term contraceptive methods such as implants and IUCDs, or emergency
contraceptive pills in health facilities (MoHSW, 2013). This has severely hampered women’s wider choice of
contraceptive methods (as well as the method mix), areality reflected in community surveys that show only 0.6
percent of women use the IUCD and 2 percent use implants (NBS and ICF Macro, 2011). Insufficient technical
skills, which would enable providers to offer a full range of family planning services, is a major obstacle. Few
providers reported being able to safely and effectively offer implants or place IUCDs, even when supplies are
available (MoHSW and USAID, 2012). This can lead to unnecessary referrals, multiple visits and, sometimes,
failure of women to receive the long-term contraceptive method they want and need.

Community Provision of FP Services

Thereis alack of effective and widespread community-based programmes for the provision of family
planning services. Although the distribution of contraceptives by community-based distribution agents (CBDs)
has been in place for years and CBDs do in fact continue to work in some parts of Tanzania, these workers are
not remunerated, coordinated, or linked with health facilities. Asaresult, most CBDs are no longer doing family
planning work, but are employed by other health programmes that can pay them.

In the period 2016 to 2020, there will need to be a scale-up of in-service training of FP providers,
especialy training regarding long-term methods, to ensure availability of those methods (Aga Khan Foundation
and MoHSW, 2013; MoHSW and USAID, 2012 ). Increasing access to FP services within facilities by
integrating family planning services with other routine reproductive, maternal, newborn and child health
(RMNCH) service delivery platforms—such as vaccination, growth monitoring, IMCI, STI, post-abortion care
(PAC), cancer screening, and HIV testing and counselling (HTC) clinics—should be given priority. Further,
there is a need to scale-up community-based distribution of FP methods like pills, condoms or Depo-Provera.
The use of existing community maternal, newborn, and child health (MNCH) providers and platforms e.g.,
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home-based HIV care providers may be thefirst step in accessing the community. Priority of these efforts should
begin in rural areas and in the worst-performing zones, as well as among special groups with high unmet need
for FP, e.g., adolescents.

5.2 AVAILABILITY OF FAMILY PLANNING SERVICES

This chapter uses the following definitions:

o A facility isconsidered to provide afamily planning method if the facility reports that it stocks the
method and makes it available to clients when they visit the facility. In other words, these clients
can obtain the method without leaving the facility.

o A facility is considered to offer afamily planning method if the facility reports that it provides the
method, prescribes the method for clients to obtain elsewhere, or counsels clients on the method
without actually making that method available to the client in the facility.

5.2.1 Contraceptive Method Mix and Method Availability

Family planning methods differ in how they function and in their effectiveness, side effects, and mode
of use. Thus, their acceptability and desirability differ among users. To meet varying needs and demands for
contraception, avariety of methods that meet common needs should be easily obtainable.

Facilities that offer a wide variety of family planning methods are best able to meet clients' needs. At
the sametime, some variation isexpected in the methods offered because of differencesin provider qualifications
and training aswell astheinfrastructure required to provide certain methods safely. M ethods that can be provided
safely with minimal training are pills, injectables, and condoms as well as counselling on the Standard Days
Method and periodic abstinence. Safely providing implants, intrauterine contraceptive devices (IUCDs), female
sterilisation, and male sterilisation requires a higher level of skill and more developed infrastructure.

To understand the context of use of modern contraceptive methods in Tanzania, the 2014-15 TSPA
assessed the availability of family planning services in health care facilities. Tables 5.1 and 5.2 summarise
information on the availability of family planning services and how frequently they are offered.

Eighty percent of Tanzania health facilities offer some type of family planning® (Table 5.1), ranging
from 33 percent of clinicsto 81 percent of health centres and dispensaries.

From the perspective of managing authority, government facilities (96 percent) are two to three times
more likely to offer family planning services than other managing authorities.

' Facility provides, prescribes, or counsels clients on any of the following: contraceptive pills (combined or progestin-only),
injectables (combined or progestin-only), implants, IUCDs, mae condoms, female condoms, CycleBeads for Standard Days
Method, periodic abstinence, femal e sterilisation (tubal ligation), and mal e sterilisation (vasectomy). Other modern methods,
such as the diaphragm and spermicides, are not practiced in Tanzania.
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Table 5.1 Availability of family planning services

Among all facilities, the percentages offering modern reversible and permanent (sterilisation) methods of family planning, male or female, and any type
of family planning, by background characteristics, Tanzania SPA 2014-15

Temporary methods of family planning (FP)

Percentage Percentage
offering offering any
Percentage counselling on Percentage Percentage temporary
offering any periodic offering any offering male or  modern and
Background modern method abstinence/ temporary female permanent Percentage Number of
characteristics of FP* rhythm method of FP? sterilisation® method of FP*  offering any FP® facilities
Facility type
Hospital 73 41 73 57 73 73 46
Health centre 81 36 81 38 81 81 129
Dispensary 81 34 81 25 81 81 992
Clinic 33 18 33 5 33 33 21
Managing authority
Government 96 42 96 32 96 96 857
Private-for-profit 35 11 35 14 35 35 163
Parastatal 22 10 22 6 22 22 21
Faith-based 41 21 42 16 41 42 148
Residence: Tanzania
Total urban 54 22 54 21 54 54 324
Total rural 89 39 90 30 89 90 864
Residence: Mainland/
Zanzibar
Mainland urban 55 23 55 22 55 55 306
Mainland rural 89 39 89 29 89 89 838
Zanzibar urban 34 4 34 12 34 34 18
Zanzibar rural 91 32 91 40 91 91 26
Region
Mainland average/total 80 35 80 27 80 80 1,144
Dodoma 86 11 86 20 86 86 60
Arusha 72 33 72 27 72 72 52
Kilimanjaro 63 24 63 36 63 63 67
Tanga 83 43 83 44 83 83 59
Morogoro 73 28 73 45 73 73 61
Pwani 83 50 84 64 83 84 45
Dar es Salaam 45 22 45 28 45 45 96
Lindi 98 70 98 25 98 98 35
Mtwara 87 49 87 33 87 87 35
Ruvuma 82 17 82 2 82 82 47
Iringa 76 32 76 25 76 76 39
Mbeya 93 14 93 4 93 93 72
Singida 87 13 87 33 87 87 34
Tabora 91 8 91 10 91 91 50
Rukwa 87 72 87 46 87 87 34
Kigoma 90 41 90 36 90 90 43
Shinyanga 82 44 82 3 82 82 32
Kagera 84 68 84 36 84 84 49
Mwanza 77 39 77 28 77 77 59
Mara 85 41 85 7 85 85 45
Manyara 83 17 83 6 83 83 27
Njombe 89 58 89 28 89 89 38
Katavi 90 74 90 54 90 90 11
Simiyu 95 46 95 22 95 95 30
Geita 93 50 93 39 93 93 23
Zanzibar average/total 68 21 68 28 68 68 44
Unguja average/total 58 26 58 33 58 58 29
Kaskazini Unguja 90 42 90 60 90 90 6
Kusini Unguja 88 63 88 65 88 88 7
Mijini Magharibi 34 5 34 11 34 34 17
Pemba average/total 87 10 87 18 87 87 15
Kaskazini Pemba 87 10 87 26 87 87 8
Kusini Pemba 87 10 87 10 87 87 7
National average/total 80 34 80 27 80 80 1,188

1 Facility provides, prescribes, or counsels clients on any of the following temporary methods of family planning: contraceptive pills (combined or
progestin-only), injectables (combined or progestin-only), implants, intrauterine contraceptive devices (IUCDs), male condom, female condom,
CycleBeads for Standard Days Method, or other modern methods.

2 Facility provides, prescribes, or counsels clients on any of the following temporary methods of family planning: contraceptive pills (combined or
progestin-only), injectables (combined or progestin-only), implants, IUCDs, male condoms, female condoms, CycleBeads for Standard Days Method,
or periodic abstinence.

3 Providers in the facility perform male or female sterilisation or counsel clients on male or female sterilisation.

4 Facility provides, prescribes, or counsels clients on any of the following: contraceptive pills (combined or progestin-only), injectables (combined or
progestin-only), implants, IUCDs, male condoms, female condoms, CycleBeads for Standard Days Method, and female sterilisation (tubal ligation) or
male sterilisation (vasectomy).

5 Facility provides, prescribes, or counsels clients on any of the following: contraceptive pills (combined or progestin-only), injectables (combined or
progestin-only), implants, IUCDs, male condoms, female condoms, CycleBeads for Standard Days Method, female sterilisation (tubal ligation) or male
sterilisation (vasectomy), or periodic abstinence.
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5.2.2 Frequency of Family Planning Services

It is important that facilities offer family planning services regularly enough to meet clients needs.
More than nine of ten facilities that offer any family planning services do so five or more days per week (Table
5.2). Thereislittle difference by managing authority. Facilitiesin Mwanza, at 74 percent, are the least likely to
offer family planning services five or more days a week.

Table 5.2 Frequency of availability of family planning services

Among facilities offering any family planning services, the percentages offering any method on
the indicated number of days per week, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities where family Number of
planning services are offered®: facilities offering
Background 1-4 5+ any family
characteristics days days planning services
Facility type
Hospital 7 93 34
Health centre 8 92 104
Dispensary 7 93 802
Clinic 6 94 7
Managing authority
Government 7 93 825
Private-for-profit 10 90 57
Parastatal 13 87 5
Faith-based 10 87 62
Residence: Tanzania
Total urban 9 91 174
Total rural 7 93 773
Residence: Mainland/ Zanzibar
Mainland urban 9 91 168
Mainland rural 7 93 750
Zanzibar urban 0 100 6
Zanzibar rural 5 95 24
Region
Mainland average/total 7 92 917
Dodoma 10 90 51
Arusha 3 96 37
Kilimanjaro 3 97 42
Tanga 6 94 49
Morogoro 1 99 44
Pwani 14 86 38
Dar es Salaam 1 99 43
Lindi 16 84 35
Mtwara 13 87 &,
Ruvuma 1 93 39
Iringa 0 100 30
Mbeya 1 99 67
Singida 1 99 30
Tabora 16 84 46
Rukwa 0 100 30
Kigoma 1 93 39
Shinyanga 2 98 26
Kagera 0 100 41
Mwanza 26 74 45
Mara 16 84 38
Manyara 1 99 22
Njombe 12 88 34
Katavi 7 93 10
Simiyu 14 86 28
Geita 12 88 21
Zanzibar average/total 4 96 30
Unguja average/total 7 93 17
Kaskazini Unguja 0 100 5
Kusini Unguja 19 81 6
Mijini Magharibi 0 100 6
Pemba average/total 0 100 13
Kaskazini Pemba 0 100 7
Kusini Pemba 0 100 6
National average/total 7 92 947

L Includes services for contraceptive pills (combined or progestin-only), injectables (combined or
progestin-only), implants, intrauterine contraceptive devices (IUCDs), male condoms, female
condoms, CycleBeads for Standard Days Method, periodic abstinence, tubal ligation, vasectomy,
or any other family planning method
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5.2.3 Specific Methods Offered

Thetemporary modern methods of family planning most commonly offered in Tanzania health facilities
are combined ora pills and 3-month progestin-only injectables (94 percent of facilities offering any family
planning services), followed by male condoms (89 percent) and progestin-only oral pills (76 percent) (Table
5.3). Forty-three percent of family planning facilities offer counselling on the traditional periodic abstinence
method. At 13 percent, CycleBeads (for Standard Days Method) isleast likely to be provided at health facilities
(Table5.3).

All facilities (99 percent) offer at | east two temporary modern methodswhile morethan 9 of 10 hospitals
and health centres offer at least four temporary modern methods of contraception.

On average, only one-third of facilities that offer some type of family planning services report offering
emergency contraception, ranging from 22 percent at clinicsto 57 percent at hospitals (Table 5.3).

The mgjority of facilities that report that they offer atemporary contraceptive method in fact do provide
that method rather than just refer for it or counsel about it. A comparison of Tables 5.3 and 5.4 shows that, for
example, the majority of facilities (regardless of type) that offer 3-month progestin-only injectables actualy
provide this method; only a small proportion only refer or counsel for progestin-only injectables and do not
provide the method themselves. The difference is more pronounced when it comes to methods that require more
skills. For example, 92 percent of hospitals offer IUCDs, but only 80 percent provide the method; 73 percent of
health centres offer IUCDs, while only 60 percent actually provide the method; 70 percent of dispensaries offer
implants, but only 49 percent actually provide them.

Table 5.3 Methods of family planning offered: Facility type and managing authority

Among facilities offering any family planning services, the percentages that provide, prescribe, or counsel clients on specific family planning methods, by
facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority National

Methods provided, prescribed, or Health Govern-  Private-for- Faith-  average/tot
counselled Hospital centre  Dispensary Clinic ment profit Parastatal based al
Combined oral contraceptive pills 95 95 94 77 95 87 72 92 94
Progestin-only oral pill 88 80 75 61 78 53 91 70 76
Progestin-only injectable (3 months) 94 96 94 94 94 88 68 96 94
Combined injectable 26 25 25 5 23 32 28 33 25
Male condom 94 88 89 78 90 78 100 92 89
Female condom 47 30 23 13 23 36 39 33 25
Intrauterine contraceptive device

(lUCD) 92 73 49 83 51 87 65 56 53
Implant (3 years or 5 years) 96 88 70 91 72 85 100 68 73
CycleBeads (for Standard Days

Method) 24 14 12 12 13 10 4 15 13
Tubal ligation 78 47 31 16 34 39 28 38 34
Vasectomy 41 36 24 13 25 33 17 28 26
At least 2 temporary modern methods?* 99 98 99 100 99 99 100 98 99
At least 4 temporary modern methods?* 97 92 86 83 87 85 72 86 87
Emergency contraception 57 42 32 22 36 14 21 22 34
Periodic abstinence/ rhythm 56 44 42 53 43 31 44 50 43
Emergency contraception IUCD 26 23 12 21 13 21 22 14 14
Number of facilities offering any family

planning services 34 104 802 7 825 57 5 62 947

Note: Additional results for Table 5.3 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-5.3.1, A-5.3.2
and A-5.3.3.
1 Any methods other than male or female sterilisation
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Table 5.4 Methods of family planning provided: Facility type and managing authority

Among facilities offering any family planning services, the percentages that provide® clients with specific modern family planning methods, by
background characteristics, Tanzania SPA 2014-15

Facility type Managing authority

National
Health Govern-  Private-for- average/tot

Methods provided Hospital centre Dispensary Clinic ment profit Parastatal Faith-based al
Combined oral contraceptive

pills 90 92 88 77 89 86 72 77 88
Progestin-only oral pill 83 72 66 56 69 50 91 57 67
Progestin-only injectable

(3 months) 90 93 91 94 91 87 68 94 91
Combined injectable 19 17 16 2 16 21 24 17 16
Male condom 90 86 85 75 85 77 100 83 85
Female condom 26 13 8 13 8 32 22 11 9
Intrauterine contraceptive

device 80 60 20 72 24 70 61 35 27
Implant (3 years or 5 years) 92 83 49 83 53 77 96 47 55
CycleBeads (for Standard

Days Method) 5 4 2 6 2 8 0 1 3
Tubal ligation 51 13 0 0 3 10 11 8 3
Vasectomy 26 8 0 0 1 6 0 3 2
At least 2 temporary modern

methods? 96 98 97 96 97 98 100 97 97
At least 4 temporary modern

methods? 93 89 74 72 7 82 72 64 77
Emergency contraception 42 35 20 22 24 13 18 12 22
Emergency contraception

IUCD 20 15 3 15 5 5 19 5 5
Number of facilities offering

any family planning

services 34 104 802 7 825 57 5 62 947

Note: Additional results for Table 5.4 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-5.4.1, A-
5.4.2 and A-5.4.3.

1 The facility reports that it stocks the method in the facility and makes it available to clients without clients having to go elsewhere to obtain it. In the
case of vasectomy and tubal ligation, the facility reports that providers in the facility perform the procedures.
2 Any methods other than male or female sterilisation.

5.2.4 Availability of Family Planning Methods on the Day of the Assessment

Stock-outs of family planning methods can put awoman at risk of unintended pregnancy. The 2014-15
TSPA assessed the availability of contraceptive methods on the day of the assessment among facilitiesthat report
providing these methods. As Table 5.5 and Figure 5.2 show, the majority of facilities providing the most popular
methods had them in stock on the day of the assessment.

There were some gaps, however, even for the methods most commonly provided in Tanzanian health
facilities. Among facilities that reported providing 3-month progestin-only injectables, 91 percent had the
method on the day of the assessment (9 percent did not). Similarly, 87 percent of facilitiesthat provide combined
oral contraceptives had the pillsin stock (13 percent did not). An impressive 89 percent of facilities that provide
male condoms had them avail able on the day of the assessment (11 percent did not). The gap is most evident for
CycleBeads (Standard Day Method); less than half of facilities (48 percent) that reported providing CycleBeads
had the beads in stock.

Nationwide, only 60 percent of facilities that report providing family planning methods actually had
every method that they provide available on the day of the visit (Table 5.5 and Figure 5.2). There is little
difference by type of facility, however, health centres, at 55 percent, are less likely than any other facility types
to have available every method they report providing. At the regiona level, the availability of all provided
methods on the day of the assessment ranged from 24 percent of facilitiesin the Mtwara region to 97 percent of
facilitiesin the Mararegion (Table A-5.5.1).
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Table 5.5 Availability of family planning commaodities: Facility type and managing authority

Among facilities that provide! the indicated modern family planning method, the percentages where the commodity was observed to be available on
the day of the survey, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National

Method Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
Combined oral contraceptive

pills 89 86 87 100 87 91 51 93 87
Progestin-only oral pill 76 77 74 96 74 79 74 73 74
Progestin-only injectable

(3 months) 94 87 91 91 91 82 100 97 91
Combined injectable 62 77 72 100 76 42 61 64 72
Male condom 86 85 89 83 88 91 81 96 89
Female condom 86 70 79 65 71 97 100 95 78
Intrauterine contraceptive

device 95 89 79 100 82 91 84 83 84
Implant (3 years or 5 years) 95 91 90 97 91 90 80 86 91
CycleBeads (Standard Days

Method) 50 69 44 60 36 96 - 63 48
Every method provided by

facility was available on

day of survey 60 55 61 71 59 62 54 71 60
Emergency contraception

pills 80 83 74 100 75 92 100 88 76
Emergency contraception

IUCD 85 76 69 100 73 100 100 68 75

Notes: Additional results for Table 5.5 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-5.5.1, A-
5.5.2 and A-5.5.3.

The denominators for each characteristic/method combination are different and are not shown in the table; the denominators are shown in Appendix
Table A-5.5.1 for reference purposes.

The combined oral contraceptive pills, injectable contraceptives, and the male condom measures presented in the table comprise the medicines and
commodities domain for assessing readiness to provide family planning services within the health facility assessment methodology proposed by WHO
and USAID (2015). Each commodity or method shown in this table was observed to be available in the service area or location where commodities
are stored, and at least one of the observed commodities or methods was valid, i.e., within expiration date.

1 The facility reports that it stocks the method in the facility and makes it available to clients without clients having to go elsewhere to obtain it.

Figure 5.2 Temporary methods of family planning listed as provided by facilities,
percentage available on day of survey visit and percentage not available

Combined oral contraceptive pills 87 | 13 ‘
Progestin-only oral pill | 74 | 26 ‘
Progestin-only injectable | 91 | 9 ‘
Combined injectable | 72 | 28 ‘
Male condom | 89 | 11 ‘
Female condom | 78 ‘ 22 ‘
Intrauterine contraceptive device | 84 | 16 ‘
Implant | 91 [ 9]
Cyclebeads for SDM 48 | 52 ‘
All methods provided | 60 | 40 ‘
Emergency contraceptive pill | 76 24 ‘

O Method provided and available @ Method provided, not available

The denominator for each method is different as described in Table 5.5

TSPA 2014-15
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5.3  SERVICE READINESS
5.3.1 Service Guidelines, Trained Staff, and Equipment

To provide quality family planning services to clients, facilities should be able to ensure some level of
privacy for FP consultations and to have family planning guidelines, appropriately trained providers, and certain
supplies and equipment. Table 5.6 and Figure 5.3 provide information on the availability of guidelines, and
information on recently-trained staff and basic equipment for family planning services.

Service Guidelines

Family planning service guidelines are available in the majority (68 percent) of family planning
facilities. Dispensaries (66 percent) are the facility type least likely to have family planning guidelines. By
managing authority, parastatal facilities (40 percent) areleast likely to have such guidelines. About three-quarters
of urban facilities have family planning guidelines compared with two-thirds of rural facilities.

The guidelines were considered available for use only if they were in the family planning service
delivery area or an immediately adjacent area.

Trained Staff

Only 18 percent of facilities that offer any modern methods of family planning had at least one staff
member present who had received training in family planning in the 24 months before the survey. Clinics (24
percent) are slightly more likely to have family planning staff members recently trained in family planning. By
managing authority, faith-based facilitieswere the most likely to have at | east one staff member who had received
training in family planning (35 percent).

Equipment

In addition to service guidelines and recently trained staff, some basic equipment and items are
necessary to provide quality services. These include blood pressure apparatus, an examination bed, samples of
family planning methods, and visual aids. Overall, seven of ten family planning facilities had blood pressure
apparatus available at the service site on the day of the visit.

Unique among temporary family planning methods, the IUCD requires a pelvic examination before
insertion. In addition, a physical examination may occasionally be helpful to evaluate problems with a method
or ssimply for routine check-ups unrelated to the use of family planning methods. Such examinations require
infrastructure and items needed to examine the client. The survey assessed the presence of an examination bed
or couch and an examination light, items needed to conduct a quality examination (particularly a pelvic
examination) for family planning clients. Most facilities (87 percent) had an examination bed or couch, but only
13 percent had alight (Table 5.6).

Visua aids are important elements in good family planning counselling. Samples of family planning
methods were available in the service delivery areas of 88 percent of facilities on the day of the assessment.
Some 42 percent had a model for demonstrating how to use a condom.
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Table 5.6 Guidelines, trained staff, and basic equipment for family planning services

Among facilities offering any modern family planning methods, the percentage having family planning guidelines, the percentage having at least one staff member
recently trained on family planning service delivery, and the percentage with the indicated equipment observed to be available on the day of the survey, by background
characteristics, Tanzania SPA 2014-15

Percentage of facilities offering any modern family planning methods and having: Number of
- facilities
Equipment offering
Other any
Guide- Staff Two staff Blood Samples Model for family modern
lineson trainedin trainedin pressure  Exami- Exami-  of family Pelvic showing  planning- family
Background family family family appara- nation nation bed planning model for condom specific  planning
characteristics planning® planning? planning® tus* light or couch  methods lUCD® use visual aid® methods
Facility type
Hospital 85 20 17 80 39 96 95 24 76 80 34
Health centre 83 20 18 72 18 90 92 11 67 65 104
Dispensary 66 17 14 71 11 86 87 3 38 45 802
Clinic 77 24 18 77 59 93 91 19 52 54 7
Managing authority
Government 68 16 13 71 8 86 87 4 43 46 825
Private-for-profit 68 23 22 83 65 92 93 15 41 63 57
Parastatal 40 23 17 91 42 100 100 28 40 100 5]
Faith-based 74 35 29 66 26 95 92 4 37 61 61
Residence: Tanzania
Total urban 76 15 13 77 32 88 92 13 55 60 174
Total rural 66 18 15 70 9 87 87 3 40 46 773
Residence: Mainland/Zanzibar
Mainland urban 76 15 13 79 32 88 92 12 54 61 168
Mainland rural 66 18 15 70 9 87 87 3 40 46 749
Zanzibar urban 88 5 5 15 19 82 100 38 61 51 6
Zanzibar rural 74 41 35 64 10 92 94 15 39 55 24
Region
Mainland average/total 68 17 14 72 13 87 88 5 42 48 917
Dodoma 52 10 10 64 1 75 62 1 26 26 51
Arusha 72 28 20 96 13 98 100 8 44 46 37
Kilimanjaro 84 38 22 57 23 93 99 10 53 76 42
Tanga 100 12 12 83 19 94 100 9 69 52 49
Morogoro 54 4 4 81 2 91 91 9 53 46 44
Pwani 60 24 19 57 13 88 88 4 59 59 38
Dar es Salaam 74 2 0 88 55 81 78 16 54 84 43
Lindi 73 18 7 59 2 78 83 1 67 55 35
Mtwara 66 18 18 61 9 87 58 1 46 55 31
Ruvuma 88 38 26 74 7 87 82 3 41 32 39
Iringa 92 11 10 76 18 92 100 5 62 60 30
Mbeya 80 6 6 87 29 87 88 2 86 38 67
Singida 71 9 9 85 2 86 93 3 17 35 30
Tabora 27 16 16 81 16 95 100 1 18 30 46
Rukwa 55 34 27 89 23 76 100 2 18 27 30
Kigoma 51 7 7 37 1 88 80 2 17 24 39
Shinyanga 64 16 9 96 1 87 100 1 45 64 26
Kagera 58 36 36 65 2 86 93 9 35 71 41
Mwanza 38 19 19 51 20 81 73 1 26 36 45
Mara 61 6 6 64 12 83 92 10 18 56 38
Manyara 90 37 35 70 12 99 100 3 30 61 22
Njombe 86 16 14 75 1 94 100 1 30 36 34
Katavi 64 19 17 87 0 96 100 3 40 31 10
Simiyu 90 15 15 72 0 94 71 0 31 70 28
Geita 61 11 11 47 1 62 80 7 26 45 21
Zanzibar average/total 77 34 29 54 12 90 95 20 43 54 30
Unguja average/total 83 27 19 61 18 90 97 35 50 66 17
Kaskazini Unguja 66 63 48 74 11 92 100 37 32 59 5
Kusini Unguja 88 12 3 86 19 97 100 26 46 76 6
Mijini Magharibi 92 11 11 22 22 80 92 43 70 62 6
Pemba average/total 69 42 42 44 4 90 93 0 35 38 13
Kaskazini Pemba 62 36 36 46 4 92 100 0 19 34 7
Kusini Pemba 78 48 48 42 4 89 85 0 53 42 6
National averagef/total 68 18 15 71 13 87 88 5 42 48 947

Note: The measures presented in the table concerning guidelines for family planning and staff trained in FP comprise the staff and training domains, and blood
pressure apparatus comprises the equipment domain, for assessing readiness to provide family planning services within the health facility assessment methodology
proposed by WHO and USAID (2015).

! National guidelines or any other guidelines on family planning

2 The facility had at least one interviewed staff member providing the service who reports receiving in-service training in some aspect of family planning during the
24 months preceding the survey. The training must involve structured sessions; it does not include individual instruction that a provider might have received during
routine supervision.

3 The facility had at least two interviewed staff member providing the service who reports receiving in-service training in some aspect of family planning during the
24 months preceding the survey. The training must involve structured sessions; it does not include individual instruction that a provider might have received during
routine supervision.

4 A functioning digital blood pressure apparatus or else a manual sphygmomanometer with a stethoscope

5 JUCD = intrauterine contraceptive device

8 Flip charts or leaflets
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Figure 5.3 Items to support quality provision of family planning

Sample of FP methods 88

Examination bed 87
Blood pressure apparatus
FP guidelines

Model for condom use
Trained staff

Examination light

Pelvic model for IUCD

TSPA 2014-15

5.3.2 Infection Control

The 2014-15 TSPA assessed the presence of items for infection control in areas where family planning
procedures such as pelvic examinationsfor lUCD insertions and provision of implants and injectables take place.
Items assessed for infection control were hand-washing supplies (running water and soap or else hand
disinfectant), disinfecting solution, latex gloves, and a sharps box. Gloves and a sharps container were seen in
the family planning service areas of the majority of facilities (83 percent and 97 percent, respectively). In
contrast, only six of ten facilities had soap and running water or else alcohol-based hand disinfectant (Table 5.7
and Figure 5.4).
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Table 5.7 Items for infection control during provision of family planning

Among facilities offering any modern family planning methods, the percentages with indicated items for infection control observed to be available at the
service site on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering any modern family planning methods and having items for infection control Number of
Soap and facilities
running offering any
water or else modern
Soap and Alcohol- alcohol- family
Background Running running based hand based hand Latex Sharps Waste planning
characteristics Soap water? water disinfectant disinfectant gloves? container  receptacle® methods
Facility type
Hospital 91 90 88 35 90 95 97 66 34
Health centre 69 73 64 25 68 82 96 56 104
Dispensary 58 60 51 19 58 83 97 52 802
Clinic 75 73 69 47 73 80 90 70 7
Managing authority
Government 58 59 50 18 58 82 97 52 825
Private-for-profit 70 80 69 25 76 93 98 64 57
Parastatal 100 100 100 30 100 91 100 80 5
Faith-based 83 87 82 44 83 83 93 61 61
Residence: Tanzania
Total urban 74 74 68 25 75 87 94 75 174
Total rural 57 60 51 19 57 82 97 48 773
Residence: Mainland/
Zanzibar
Mainland urban 75 75 69 26 76 87 94 77 168
Mainland rural 57 60 51 19 57 82 98 48 749
Zanzibar urban 53 46 46 5 46 79 91 33 6
Zanzibar rural 63 56 45 26 55 76 96 61 24
Region
Mainland averagef/total 60 63 54 20 61 83 97 53 917
Dodoma 25 26 21 2 21 74 100 8 51
Arusha 96 100 96 36 96 84 99 85 37
Kilimanjaro 93 78 78 45 78 99 100 67 42
Tanga 68 87 61 15 61 98 99 43 49
Morogoro 64 62 55 32 78 85 100 37 44
Pwani 67 72 61 22 67 99 100 27 38
Dar es Salaam 87 78 78 6 78 88 98 97 43
Lindi 49 58 47 6 47 80 100 58 35
Mtwara 43 62 38 6 43 68 99 39 31
Ruvuma 74 82 69 16 69 99 99 61 39
Iringa 57 58 57 28 64 7 99 53 30
Mbeya 68 74 68 15 73 97 100 58 67
Singida 57 36 36 39 43 85 93 50 30
Tabora 28 37 27 26 50 65 95 58 46
Rukwa 88 84 82 11 88 49 88 44 30
Kigoma 34 29 27 8 27 62 95 55 39
Shinyanga 49 52 42 33 50 99 99 97 26
Kagera 55 47 39 17 53 65 100 35 41
Mwanza 38 64 30 28 46 87 90 67 45
Mara 55 42 40 40 63 76 78 29 38
Manyara 72 71 71 53 80 96 99 67 22
Njombe 87 87 87 8 87 88 100 67 34
Katavi 65 71 61 6 62 86 94 12 10
Simiyu 57 70 55 12 57 79 95 29 28
Geita 39 38 32 7 34 83 100 78 21
Zanzibar average/total 61 54 45 22 53 76 95 56 30
Unguja average/total 75 53 51 33 64 87 97 54 17
Kaskazini Unguja 78 48 44 56 74 100 100 63 5
Kusini Unguja 90 62 60 39 69 79 93 58 6
Mijini Magharibi 56 48 48 6 48 84 100 42 6
Pemba average/total 43 56 37 8 39 62 92 57 13
Kaskazini Pemba 40 64 40 8 40 67 88 51 7
Kusini Pemba 46 46 35 7 38 57 96 64 6
National average/total 60 62 54 20 60 83 97 53 947

1 Piped water, water in bucket with specially fitted tap, or water in pour pitcher
2 Non-latex equivalent gloves are acceptable.
3 Waste receptacle with plastic bin liner
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Figure 5.4 Items for infection control in family planning service area

Waste receptacle 53

Soap and running water or else alcohol-based

hand disinfectant 60

Latex gloves 83

Sharps container 97

TSPA 2014-15

5.4  ADHERENCE TO STANDARDS FOR QUALITY SERVICE PROVISION

To assess whether family planning providers adhere to service standards, interviewers observed family
planning client-provider interactions, using observation check lists that are based on commonly accepted
guidelines for screening, counselling, and conducting procedures for family planning clients. The interviewers
collected information to answer the following questions:

e Did providers talk about topics essential to determining the appropriateness of the methods
discussed, and, where necessary, did they conduct the physical examination needed to screen clients
for method eligibility?

¢ Did the conditions and procedures followed for provision of specific methods meet TSPA criteria
for quality service provision?

The observers noted the information providers shared with clients and whether an examination, where
appropriate, was conducted prior to dispensing amethod. They did not assess whether the information given was
correct or whether the findings of the examination were appropriately interpreted.

Tables 5.8 and 5.9 provide details about consultations with female clients on their first visit for family
planning serviceswhile Table 5.10 provides some of the same information for all female family planning clients.

5.4.1 Counselling and Client Assessment at First Family Planning Visits

During a family planning visit, especially during a client’s first visit, providers are expected to €elicit
information about the client’s personal history and health history to help them make an informed decision on
contraceptive use and methods. This constitutes screening clients for the appropriateness of specific methods.
Therefore, during the observation of clients' first family planning visit, observers noted what information
providers obtained about the client’ s history and what examinations were conducted. The observers made notes
on six elements of a client’s reproductive history, four elements of medical history and two examinations—
specificaly, blood pressure and weight (Tables 5.8).
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The element of reproductive history most often asked was “any history of pregnancy” and client’s age
(asked in 93 percent and 90 percent of consultations, respectively). Providers asked about all six elements of
reproductive history in only 20 percent of first-visit consultations.

For medical history, providers asked about any history of sexually transmitted infections in 21 percent
of consultations and asked about chronic illnessesin 45 percent of consultations. Providersrarely, if ever, asked
awoman whether she smoked or used acohol.

Table 5.8 Client history and physical examinations for first-visit female family planning clients: facility type and managing authority

Among female first-visit family planning (FP) clients whose consultations were observed, the percentages whose consultations included the collection
of the indicated client history items and the indicated examinations, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National
Components of consultation ~ Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
Client history
Age 93 90 89 69 90 94 45 94 90
Any history of pregnancy 91 95 94 86 93 97 100 91 93
Current pregnancy status 83 75 64 80 70 72 45 86 71
Breastfeeding status (if
ever pregnant)* 41 50 44 25 45 26 86 66 45
Desired timing for next
child or desire for another
child 58 51 41 54 48 30 39 62 48
Regularity of menstrual
cycle 53 51 45 76 48 35 53 68 49
All elements of
reproductive history? 24 23 17 14 20 4 20 35 20
Client medical history
Asked about smoking 3 2 1 0 2 0 0 3 2
Asked about symptoms of
sexually transmitted
infections (STIs) 18 19 22 42 21 15 26 14 21
Asked about any chronic
illnesses 53 52 38 42 43 42 45 69 45
Asked about alcohol use 3 3 2 0 3 0 0 3 3
Al risk history® 1 1 0 0 1 0 0 1 1
Client examination
Measure blood pressure* 62 51 52 77 51 68 45 79 54
Measure weight® 73 48 55 7 56 65 45 78 58

Number of observed first-
visit FP clients 106 115 232 6 388 33 4 34 458

Number of observed first-
visit FP clients with prior
pregnancy © 85 101 189 6 317 32 2 30 381

Note: Additional results for Table 5.8 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-5.8.1,
A-5.8.2 and A-5.8.3.

1 The denominator for this indicator is the number of first-visit family planning clients with prior pregnancy. See also footnote 6.

2 The client was asked about age, any history of pregnancy, current pregnancy status, desired timing for next child or desire for another child,
breastfeeding status if ever pregnant, and regularity of menstrual cycle.

3 The client was asked about smoking, symptoms of STls, and any chronic illness.

4 Blood pressure was measured during the consultation, or the facility had a system whereby blood pressure is routinely measured for all family planning
clients before the consultation.

5 Weight measured during consultation, or the facility had a system whereby weight is routinely measured for all family planning clients before the
consultation.

5 Applies only to the indicator breastfeeding status

Observers recorded other information about these first-time family planning consultations: whether the
provider and client discussed the woman'’s partner, STIs and condoms, and a return visit; aspects of privacy and
confidentiality during the consultation; whether the provider made use of the client card; and whether the
provider used visual aids (Table 5.9).
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There were discussions related to the clients' partner during only a small percentage of consultations;
about one-fifth involved discussion of the partner’s attitude toward family planning. Only 12 percent of
consultations involved discussions about the client’ s partner status, e.g., number of client’s sexual partners, or if
the client’s partner had other sexual partners. Just over one-third of consultations involved some discussion of
STIs(Table5.9).

Table 5.9 Components of counselling and discussions during consultations for female first-visit family planning clients facility type and managing authority

Among female first-visit family planning clients whose consultation was observed, the percentage whose consultation included the indicated components and the
indicated discussions related to their partners, to sexually transmitted infections (STIs), and to condoms, by facility type and managing authority, Tanzania SPA
2014-15

Facility type Managing authority
Health Govern-  Private-for- National
Components of consultation Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
Discussion related to partner
Partner's attitude toward family
planning 19 23 16 20 19 19 20 13 18
Partner's status! 17 10 11 6 13 13 0 6 12
Privacy and confidentiality
Visual privacy assured 84 84 85 67 85 71 100 88 84
Auditory privacy assured 79 77 76 66 75 88 100 85 77
Confidentiality assured 43 50 33 59 37 48 74 60 40
All three counselling conditions on
privacy and confidentiality met? 43 48 31 45 36 46 74 60 38
Discussion related to STls and condoms
Use of condoms to prevent STls 21 15 5 12 11 2 20 19 11
Use of condoms as dual method® 21 9 5 20 10 4 20 15 10
Any discussion related to STIs* 46 37 35 55 39 31 26 40 38
Individual client cards
Individual client card reviewed during
consultation 55 66 62 83 60 69 73 73 62
Individual client card written on after
consultation 89 89 82 94 85 80 100 92 85
Visual aid and return visit
Visual aids were used during
consultation 34 28 15 55 21 44 45 27 23
Return visit discussed 83 81 85 97 85 71 100 84 84
Client provided take home reading
materials 3 8 6 9 6 2 0 11 6
Number of observed first-visit FP clients 106 115 232 6 388 33 4 34 458

Note: Additional results for Table 5.9 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-5.9.1, A-5.9.2 and
A-5.9.3.

1 Provider asked client about the number of client’s sexual partners, or if client's partner has other sexual partners, or asked about periods of absence of sexual
partner.

2 Visual and auditory privacy and confidentiality assured during consultation

3 Use of condoms to prevent both pregnancy and sexually transmitted infections (STIs)

4 Discussed risk of STls, using condoms to prevent STls, or using condoms as dual method or asked client about presence of any symptoms of STI, e.g., abnormal
vaginal discharge

Client cards play an important role in making previously recorded information (e.g., blood pressure and
weight) available to providers during consultations. Client cards are also crucial for monitoring clients over time.
In six of ten observed first-visit consultations, the provider reviewed the client card during consultation and, in
eight of ten observed first-visit consultations, the provider wrote on the client card after the consultation
(Table 5.9).

Visual privacy and auditory privacy were assured in 84 percent and 77 percent, respectively, of observed
first-visit consultations while confidentiality was assured in 40 percent.

The use of visual aidsis hot common; only 23 percent of first-visit consultations benefited from the use
of visual aids. Visual aids are more likely to be used during consultations that take place in clinics (55 percent)
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than those occurring in other facility types. Eight of ten consultations with first-time family planning clients
included discussion about areturn visit.

5.4.2 Counselling at All Family Planning Visits

When all family planning consultations (both first visits and return visits) observed as part of the 2014-
15 TSPA were considered together, the observations concerning counselling for al consultations were similar
tothosefor first visits (Table 5.9 and Table 5.10). STIswere discussed less often in all consultations (30 percent)
thanin first visits (38 percent). There wasless use of visual aidsduring al consultations (15 percent) than during
first-visit consultations (23 percent). Provider and client were about as likely to discuss return visits in al
consultations (83 percent) asin first visits (84 percent).

Table 5.10 Components of counselling and discussions during consultations for all female family planning clients: facility type and managing authority

Among all female family planning (FP) clients whose consultations were observed, the percentages whose consultation included the indicated components
and the indicated discussions related to sexually transmitted infections (STIs) and condoms, by facility type and managing authority, Tanzania SPA 2014-

15
Facility type Managing authority
Health Govern-  Private-for- National
Components of consultation Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
Privacy and confidentiality
Visual privacy assured 81 84 86 87 85 84 100 76 84
Auditory privacy assured 78 77 74 85 76 84 89 68 76
Confidentiality assured 43 41 34 73 36 49 62 49 38
All three counselling conditions
on privacy and confidentiality
met* 41 40 33 68 35 48 62 47 37
Discussion related to STls and
condoms
Use of condoms to prevent STls 15 12 9 12 12 1 17 8 11
Use of condoms as dual
method? 12 9 6 11 9 2 24 7 8
Any discussion related to STIs® 33 34 27 37 32 20 38 22 30
Concerns, side effects, and
individual client cards
Concerns about methods
discussed* 80 80 71 87 75 84 97 71 75
Side effects discussed® 57 57 a7 75 51 54 71 58 52
Individual client card reviewed
during consultation 77 82 75 93 76 76 78 87 7
Individual client card written on
after consultation 89 91 87 98 89 81 87 93 89
Visual aid and return visit
Visual aids were used during
consultation 23 16 11 38 14 26 56 20 15
Return visit discussed 82 84 82 84 84 76 80 73 83
Client provided take home
reading materials 3 5 3 5 3 1 0 8 4
Number of observed female FP
clients 398 394 932 19 1,494 102 7 140 1,743

Note: Additional results for Table 5.10 presented by region (Mainland/Zanzibar) and residence (urban rural) are found in Appendix Tables A-5.10.1,
A-5.10.2 and A-5.10.3.

! Visual and auditory privacy and confidentiality assured during consultation

2 Use of condoms to prevent both pregnancy and sexually transmitted infections (STIs)

3 Discussed risks of STls, using condoms to prevent STIs, or using condoms as dual method

4 Provider asked client about concerns with family planning method

5 Method-specific side effect discussed with client, if client was provided or prescribed a method
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55 CLIENT OPINION AND KNOWLEDGE
5.5.1 Major Problems

Family planning clients whose consultations were observed were interviewed about issues related to
client satisfaction. These exit interviews probed clients' opinions of the services they had received that day.
Clients were asked to rate whether specific issues posed amajor problem, a minor problem, or no problem at all
for them during the visit.

Clients considered few issues to be major problems. Long waits to see the provider was most often
mentioned as amajor problem, cited by 13 percent overal (Table 5.11). Complaints about long waits were more
common among clients visiting health centres and hospital s than among those visiting dispensaries and clinics.
Clients at government facilities were most likely to complain of long waits (14 percent). Few clients (less than
5 percent in each case) complained about provider’'s poor behaviour or attitude, insufficient explanation of
methods, facility not clean, services costly, or privacy lacking.

Table 5.11 Feedback from family planning clients on service problems: facility type and managing authority

Among interviewed family planning (FP) clients, the percentage who considered specific service issues to be major problems for them on the day of
the visit, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority National
Health Govern-  Private-for- average/

Client service issues Hospital centre Dispensary Clinic ment profit Parastatal Faith-based total
Poor behaviour/attitude of

provider 1 2 2 0 2 0 0 0 2
Insufficient explanation

about method 2 1 1 0 1 0 0 4 1
Long wait to see provider 13 18 10 7 14 11 11 6 13
Not able to discuss

problems 2 1 2 0 2 0 0 3 2
FP commodities not

available in facility 8 11 6 2 9 0 0 4 8
Facility open limited days 1 1 2 0 2 0 0 1 2
Facility open limited hours 4 3 4 0 4 0 0 1 3
Facility not clean 3 6 3 0 4 0 0 2 3
Services costly 3 3 1 0 2 1 7 2 2
Insufficient visual privacy 2 1 1 0 2 0 0 0 1
Insufficient auditory privacy 2 1 1 0 1 1 0 0 1
Number of interviewed

family planning clients 398 394 935 19 1,497 102 7 140 1,746

Note: Additional results for Table 5.11 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-5.11.1,
A-5.11.2, and A-5.11.3.

5.5.2 Clients’ Knowledge about Methods

All observed family planning clients were asked a key factual question to ascertain their understanding
of the family planning method that they had received or had been prescribed. For example, those receiving pills
were asked, “How often do you take the pill?" When two methods were prescribed or received, the client was
asked about both methods.

Table 5.12 shows that a high percentage of clients gave correct answers to the questions about pills,
female condoms, male condoms, progestin-only injectables, combined injectables and implants. They were less
successful in answering the question about |lUCDs.

Family Planning Services « 103



Table 5.12 Client knowledge about contraceptive method

Among interviewed family planning clients who received, were prescribed, or were referred for the indicated method, the percentages
who knew the correct response to a question pertaining to the method, by background characteristics, Tanzania SPA 2014-15

Percentage who knew the correct response to the question pertaining to the method

Intrauterine
Progestin contraceptive

Background Female injectable device
characteristics Any pill  Male condom?  condom?® (3 months)* (lUCD)® Implant®  Tubal ligation”
Facility type
Hospital 100 90 100 97 82 100 100
Health Centre 99 100 na 99 100 96 na
Dispensary 100 91 na 97 48 91 na
Clinics 100 100 na 100 0 100 na
Managing authority
Government 100 95 100 98 69 97 na
Private-for-profit 100 na na 90 37 100 100
Parastatal 100 na na 100 100 100 na
Faith-based 100 67 na 88 83 83 na
Residence: Tanzania
Total urban 100 100 100 97 53 98 100
Total rural 100 88 na 97 100 93 na
Residence:
Mainland/Zanzibar
Mainland urban 100 100 100 97 51 98 100
Mainland rural 100 88 na 97 100 93 na
Zanzibar urban 100 100 na 100 100 100 na
Zanzibar rural 100 100 na 98 na 100 na
Region
Mainland
average/total 100 92 100 97 70 95 100
Dodoma 100 na na 92 0 100 na
Arusha 100 100 na 100 na 56 na
Kilimanjaro 100 100 na 100 na 100 na
Tanga 100 na na 96 100 100 na
Morogoro 100 100 na 100 27 100 na
Pwani 100 na na 100 na 100 na
Dar es Salaam 100 100 na 97 67 100 100
Lindi 100 100 na 99 100 100 na
Mtwara 98 86 na 100 na 85 na
Ruvuma 100 na na 99 na 100 na
Iringa 100 na na 100 na 100 na
Mbeya 100 100 100 89 100 100 na
Singida 100 na na 100 100 100 na
Tabora 100 82 na 100 100 100 na
Rukwa 100 100 na 100 na 100 na
Kigoma 100 100 na 100 na 100 na
Shinyanga 100 100 na 91 100 100 na
Kagera 100 100 na 100 86 100 na
Mwanza 100 100 na 85 na 100 na
Mara 100 100 na 99 50 100 na
Manyara 100 100 100 100 100 100 na
Njombe 100 100 na 100 na 100 na
Katavi 100 100 na 100 na 92 na
Simiyu 100 na na 89 0 77 na
Geita 100 100 na 96 na 88 na
Zanzibar na na
average/total 100 100 99 100 100
Unguja na na
average/total 100 100 99 100 100
Kaskazini Unguja 100 100 na 90 na 100 na
Kusini Unguja 100 na na 100 na 100 na
Mijini Magharibi 100 100 na 100 100 100 na
Pemba na na na na
average/total 100 100 100
Kaskazini Pemba 100 na na 100 na na na
Kusini Pemba 100 na na 100 na 100 na
National average/total 100 92 100 97 70 95 100

Note: The denominator for each method is different and not shown in this table; the denominators are shown in Appendix Tables
A-5.12.1 and A-5.12.2 for reference purposes
na = not applicable

The questions asked for each of the methods are as follows:

L Any pill: How often do you take the pill?

2Male condom: How many times can you use one condom?

3 Female condom: What type of lubricant can you use with the female condom?
4Progestin injectable: For how long does the injection provide protection from pregnancy?
51UCD: What can you do to make sure that your IUCD s in place?

5 Implant: For how long will your implant provide protection from pregnancy?

"Tubal ligation: After you have been sterilised, could you ever become pregnant again?
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5.6 BAsIC MANAGEMENT AND ADMINISTRATIVE SYSTEMS
5.6.1 Supervision

Supervision of individua staff members helps to promote adherence to standards and to identify
problems that contribute to poor services. Supervision of family planning providersis common, with 71 percent
of interviewed providers of family planning services reporting that they received personal supervision in the six
months before the survey (Table 5.13). Providers at dispensaries and health centres were more likely to have
received recent supervision. At least three of five providers had received recent supervision regardless of
managing authority.

Table 5.13 Supportive management for providers of family planning services

Among interviewed family planning service providers, the percentage who report receiving training related to their work and
personal supervision during the specified time periods, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed providers who received:

Training related to
family planning during

Training related to the 24 months and Number of
family planning during Personal supervision personal supervision interviewed providers
Background the 24 months during the 6 months  during the 6 months of family planning
characteristics preceding the surveyl preceding the survey2 preceding the survey services
Facility type
Hospital 23 67 17 472
Health Centre 22 71 18 710
Dispensary 19 72 15 2,512
Clinics 28 65 20 30
Managing authority
Government 20 72 16 3,136
Private-for-profit 24 71 17 244
Parastatal 25 59 13 27
Faith-based 27 64 22 318
Residence: Tanzania
Total Urban 21 73 15 1,057
Total Rural 20 71 17 2,668
Residence: Mainland/
Zanzibar
Mainland urban 21 73 15 1,024
Mainland rural 20 70 16 2,591
Zanzibar urban 10 80 10 33
Zanzibar rural 34 84 30 7
Region
Mainland average/total 20 71 16 3,614
Dodoma 14 56 10 225
Arusha 26 75 22 181
Kilimanjaro 28 77 21 197
Tanga 16 52 8 212
Morogoro 11 53 7 189
Pwani 16 49 8 147
Dar es Salaam 11 84 7 223
Lindi 23 90 23 125
Mtwara 27 70 22 128
Ruvuma 27 7 23 161
Iringa 21 57 12 121
Mbeya 14 76 11 210
Singida 11 87 10 105
Tabora 36 68 28 152
Rukwa 33 97 32 102
Kigoma 15 84 12 126
Shinyanga 21 98 21 101
Kagera 20 80 19 196
Mwanza 21 55 10 174
Mara 20 78 19 126
Manyara 37 85 33 91
Njombe 20 46 16 111
Katavi 26 85 26 40
Simiyu 20 73 16 91
Geita 14 65 14 80
Zanzibar average/total 27 83 24 110

(Continued...)
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Table 5.13—Continued

Percentage of interviewed providers who received:

Training related to
family planning during

Training related to the 24 months and Number of
family planning during Personal supervision personal supervision interviewed providers
Background the 24 months during the 6 months  during the 6 months of family planning
characteristics preceding the surveyl preceding the survey2 preceding the survey services
Region
Unguja average/total 24 81 22 66
Kaskazini Unguja 51 89 44 17
Kusini Unguja 21 79 20 21
Mjini Magharibi 10 79 10 28
Pemba average/total 32 84 28 45
Kaskazini Pemba 25 86 21 22
Kusini Pemba 38 82 35 22
National average/total 20 71 16 3,725

! Training refers only to in-service training. The training must have involved structured sessions; it does not include individual
instruction that a provider might have received during routine supervision.

2 Personal supervision refers to any form of technical support or supervision from a facility-based supervisor or from a visiting
supervisor. It may include, but is not limited to, review of records and observation of work, with or without any feedback to the
health worker.

5.6.2 Training

Ongoing training of providers aims to improve and sustain the quality of counselling, the management
of complications or side effects, and providers' judgment and skills in assessing which contraceptive methods
are most suitable for individua clients.

Overall, one-fifth of interviewed providers reported that they had received in-service training related to
family planning in the 24 months before the assessment (Table 5.13). Providers at dispensaries were less likely
to have received training recently compared with providers in other facility types.

Regarding specific training topics, fewer than one of five providers had received recent in-service
training on any one family planning topic (Table 5.14). About one in ten had received recent in-service training
on IUCD insertion and removal, implant insertion and removal, family planning for clients living with HIV, or
on postpartum family planning. Providers at government facilities were typicaly less likely to have received
recent FP training than providers at facilities of other management authorities (Table 5.14).

More than half of all providers had never received in-service training on any topic. Again, providers at
government facilities were less likely to have received in-service training at any time.
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Table 5.14 Training for family planning service providers

Among interviewed family planning (FP) service providers, the percentages who report receiving in-service training on topics related to family planning during
the specified time periods preceding the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of providers of FP services who report receiving in-service training on:
Insertion/

Counselling FP-related Insertion/ removal of FP for HIV+ _Numt_)er o
N . - interviewed
on FP clinical issues  removal of IUCD? implant clients Post-partum FP :
providers
During During During During During During of family
Background past24 Atany past24 Atany past24 Atany past24 Atany past24 Atany past24 Atany planning
characteristics months  time months  time months time months time months time months time services
Facility type
Hospital 18 55 17 49 10 33 12 34 15 38 12 30 472
Health centre 19 44 19 39 11 24 13 25 14 28 11 22 710
Dispensary 16 42 15 37 6 14 9 16 13 25 9 20 2,512
Clinic 22 59 17 54 17 48 19 52 20 46 8 34 30
Managing authority
Government 16 43 15 38 7 17 9 18 13 27 9 21 3,136
Private-for-profit 21 52 20 45 15 34 18 39 17 37 8 25 244
Parastatal 19 44 20 43 16 34 21 37 16 29 14 22 27
Faith-based 21 46 21 43 11 23 14 26 18 30 14 24 318
Residence: Tanzania
Total urban 17 48 16 41 9 25 11 25 14 31 9 22 1,057
Total rural 16 42 16 38 7 16 10 18 14 26 10 22 2,668
Residence:
Mainland/Zanzibar
Mainland urban 18 47 16 41 9 24 11 24 14 31 9 22 1,024
Mainland rural 16 42 16 37 7 15 9 17 13 26 9 21 2,591
Zanzibar urban 7 67 3 44 5 44 6 42 2 34 4 35 33
Zanzibar rural 29 64 26 55 19 44 21 44 16 37 20 36 7
Region
Mainland averagef/total 16 43 16 38 7 18 10 19 14 27 9 21 3,614
Dodoma 13 30 10 24 8 14 11 17 7 16 3 14 225
Arusha 19 43 22 43 6 14 13 19 15 28 13 28 181
Kilimanjaro 20 46 20 44 14 28 15 25 15 31 9 20 197
Tanga 14 35 12 29 8 22 9 17 13 22 4 11 212
Morogoro 11 36 11 30 7 18 8 20 10 18 10 17 189
Pwani 13 41 8 18 7 19 9 17 10 17 5 11 147
Dar es Salaam 10 43 9 38 6 24 9 28 9 34 4 19 223
Lindi 22 56 17 49 2 8 4 13 12 37 6 30 125
Mtwara 26 43 26 42 3 9 7 18 18 31 10 19 128
Ruvuma 21 75 20 69 4 8 7 23 18 41 15 41 161
Iringa 12 42 15 44 2 8 7 16 14 32 14 27 121
Mbeya 9 37 13 31 2 12 2 10 8 17 8 18 210
Singida 7 45 8 40 3 25 6 22 10 29 10 33 105
Tabora 30 64 32 58 24 33 24 31 31 50 13 29 152
Rukwa 27 45 27 39 1 9 7 14 14 18 12 18 102
Kigoma 14 51 15 51 5 23 5 12 10 20 8 17 126
Shinyanga 19 31 19 31 6 10 9 12 21 26 15 21 101
Kagera 9 35 9 31 7 18 10 16 13 24 6 18 196
Mwanza 19 31 17 27 13 20 12 17 11 19 10 12 174
Mara 16 32 18 34 4 10 7 10 14 20 11 16 126
Manyara 35 67 34 62 24 33 32 44 29 54 22 48 91
Njombe 17 62 16 50 2 15 6 23 16 44 13 37 111
Katavi 23 53 22 46 3 12 6 17 17 36 11 27 40
Simiyu 16 31 15 29 9 21 11 25 11 22 9 15 91
Geita 13 31 13 31 12 24 12 24 13 19 12 20 80
Zanzibar average/total 22 65 19 51 15 44 17 43 12 36 15 35 110
Unguja average/total 19 59 15 43 9 32 9 30 11 35 9 31 66
Kaskazini Unguja 41 67 39 55 22 38 22 36 26 43 17 27 17
Kusini Unguja 15 41 10 37 4 22 6 22 11 33 8 26 21
Mijini Magharibi 8 66 4 41 5 35 5 33 1 32 5 37 28
Pemba average/total 28 75 25 63 24 62 27 62 13 37 24 42 45
Kaskazini Pemba 24 76 24 73 21 58 25 59 11 44 24 44 22
Kusini Pemba 32 73 27 54 26 65 29 65 15 31 25 40 22
National average/total 17 44 16 39 8 19 10 20 14 28 10 22 3,725

Note: Training refers only to in-service training. The training must have involved structured sessions; it does not include individual instruction that a provider
might have received during routine supervision.

1 Any training on the clinical management of family planning methods, including managing side effects
2 JUCD = intrauterine contraceptive device
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ANTENATAL CARE

6.1

A

Ali, Ali Omar

Key Findings
Service availability

e More than eight in ten health facilities in Tanzania offer antenatal care
(ANC) services. Similar findings were reported in the 2006 TSPA. Nine of
ten hospitals and health centres offer ANC services.

e Among facilities that offer ANC services, nine of ten offer tetanus toxoid
vaccine whenever ANC services are offered.

e The majority of facilities offering ANC services have iron, folic acid, and
combined iron and folic acid tablets.

e Eight of ten Mainland facilities offer directly observed therapy for
intermittent preventive treatment of malaria during pregnancy (IPTp DOT);
only 4 percent of facilities in Zanzibar offer IPTp DOT.

Service readiness

e Seven of ten facilities that offer ANC have at least one staff member who
received in-service training in ANC during the 24 months before the
survey.

e More than half of facilities that offer ANC have guidelines on ANC
available at the ANC service site. In 2006, only four of ten ANC facilities
had ANC guidelines available.

e One in ten health facilities that offer ANC have insecticide-treated nets
(ITNs) for malaria prevention available to offer to ANC clients; facilities in
Zanzibar are more likely to have ITNs available than Mainland facilities.

e Basic medicines for ANC are in good supply in the majority of ANC
facilities.

Infection control and PMTCT services

o About six of ten facilities that offer ANC have soap and running water or
else alcohol-based hand sanitiser at the service site.

e More than nine of ten facilities that offer ANC services also provide
PMTCT services. These facilities are generally well-equipped to offer
PMTCT services.

BACKGROUND

ntenatal care (ANC) is intended to promote healthy behaviours and preparedness during pregnancy,
childbirth, and the postpartum period. ANC is also important for the early detection and treatment of
pregnancy complications.

Antenatal Care « 109



A recent estimate suggests that there are 454 maternal deaths per 100,000 live births! in Tanzania (NBS
and ICF Macro, 2011). Complications of pregnancy and childbirth are among the leading causes of morbidity
and mortality among women in Tanzania

This chapter explores six key areas relating to the provision of quality ANC services at hedlth facilities
in Tanzania

e Background. Section 6.1 provides a brief introduction to the chapter.

e Availability of services. Section 6.2, including Table 6.1, examines the availability of ANC
services and how frequently these services are available at health facilities.

e Servicereadiness. Section 6.3, including Tables6.2 through 6.5 and Figures 6.1 and 6.2, addresses
the readiness of facilities to provide good-quality client services, including the availability of basic
amenities and equipment, infection control processes, diagnostic capacity, and essential medicines.

o Adherence to standards. Section 6.4, including Table 6.6 and Appendix Table A-6.10.3,
examines the content of observed ANC consultations and feedback from ANC clients.

e Client opinion. Section 6.5, including Table 6.11 and Appendix Table A-6.12.3, examines
feedback from interviewed ANC clients.

e Basic management and administrative systems. Section 6.6, including Tables 6.13 and 6.14,
considers the extent to which essential management and administrative systems, including in-
service training, arein place to support quality services.

e Prevention of mother-to-child transmission (PMTCT) of HIV. Section 6.7, including Tables
6.15 and 6.16, looks at the availability of PMTCT servicesin facilities that offer ANC services.

e Malariain pregnancy. Section 6.8, including Tables 6.17 through 6.19, provides information on
malaria servicesin facilities offering ANC services.

6.1.1 Use of ANC Services

The 2010 Tanzania Demographic and Health Survey (2010 TDHS) found that 96 percent of women age
15-49 who had alive birth in the five years before the survey received ANC from a skilled provider during their
last pregnancy. However, only 43 percent made the recommended four or more ANC visits during the last
pregnancy. This was a sharp decline from the 62 percent reported in the 2004-05 TDHS. Women in Tanzania
Mainland (43 percent) are slightly less likely than women in Zanzibar (49 percent) to make four or more ANC
visits. In the Tanzania Mainland, there is marked variation between urban (55 percent) and rural (39 percent)
areas in the use of ANC services (NBS and ICF Macro, 2011).

The mgjority of Tanzanian women did not make the recommended number of ANC visits according to
the 2010 TDHS, and only 15 percent made their first ANC visit before the fourth month of pregnancy. Three of
ten women did not seek ANC until their sixth month of pregnancy. The median number of months that women
are pregnant at their first ANC visit is 5.4. There is little variation by urban-rural residence in when the first
ANC visit occurs.

! Thisis the maternal mortality ratio (MMR) for the 10-year period preceding the 2010 Tanzania Demographic and Health
Survey.
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Tetanus toxoid (TT) vaccine is given to mothers to prevent neonatal tetanus, which previously was a
major cause of infant deaths. The 2010 TDHS found that 48 percent of mothers with a birth in the five years
preceding the survey received two or more TT vaccine injections during the pregnancy for their most recent
birth. Younger mothers and women pregnant with their first birth are more likely than other women or those
with more than one birth to receive two or more doses of TT vaccine. Women living in urban areas are more
likely than those in rural areas to receive two or more doses of TT during pregnancy. Pregnant women in the
Mainland are substantially more likely than those in Zanzibar to receive two or more doses of TT (48 percent
and 36 percent, respectively).

6.2 AVAILABILITY OF ANC SERVICES

The 2014-15 TSPA assessed the availability of ANC servicesin Tanzanian health facilities. On average,
85 percent of health facilities in Tanzania offer ANC services, dlightly higher than the 82 percent of health
facilities offering the same services in 2006, according to the 2006 TSPA (NBS and Macro International 2007)
(Table 6.1); about nine of ten health centres and hospitals offer ANC services. By managing authority,
government and faith-based facilities (96 percent and 81 percent, respectively) are more likely to offer ANC
service than private-for-profit (36 percent) and parastatal facilities (17 percent).

Regarding the frequency with which ANC services are offered, 75 percent of facilities that offer ANC
do so five or more days per week. Dispensaries are less likely than other facility typesto offer ANC five or more
days per week; even so, three-quarters of dispensaries that offer ANC do so five or more days per week. By
managing authority, government and private-for-profit facilities (each 76 percent) are most likely to offer ANC
services five or more days per week. At 27 percent, 40 percent and 42 percent, respectively, facilities offering
ANC services in Kigoma, Mwanza and Katavi regions are the least likely to offer ANC services five or more
days per week.

Results from the 2014-15 TSPA show a positive trend among facilities offering ANC services. Eighty-
nine percent of ANC facilities offer tetanus toxoid vaccine (TTV) every day that ANC is offered compared with
82 percent of ANC facilities in the 2006 TSPA. Clinics are least likely to offer TTV consistently along with
ANC services, however, close to two-thirds of clinics that offer ANC aso offer TTV every day that ANC
is offered.
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Table 6.1 Availability of antenatal care services

Among all facilities, the percentage offering antenatal care (ANC) services and, among facilities offering ANC services, the percentages
offering the service on the indicated number of days per week, and the percentage also offering TT vaccine every day ANC is offered, by
background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering ANC where

Percentage ANC services are offered the indicated number Tetanus toxoid
of facilities of days per week! vaccine every  Number of
Background that offer Number of day ANC is facilities
characteristics ANC facilities 1-2 3-4 5+ offered offering ANC
Facility type
Hospital 91 46 6 4 90 97 42
Health centre 91 129 14 8 78 95 118
Dispensary 85 992 19 6 74 88 839
Clinic 30 21 13 7 80 65 6
Managing authority
Government 96 857 18 5 76 89 823
Private-for-profit 36 163 21 2 76 72 59
Parastatal 17 21 29 5 66 100 3
Faith-based 81 148 16 14 67 95 120
Residence: Tanzania
Total urban 59 324 13 6 81 92 190
Total rural 94 864 19 6 73 88 815
Residence: Mainland/
Zanzibar
Mainland urban 60 306 13 6 81 93 182
Mainland rural 94 838 19 6 73 89 791
Zanzibar urban 43 18 16 0 84 67 8
Zanzibar rural 90 26 5 4 90 82 23
Region
Mainland average/total 85 1,144 18 6 74 89 974
Dodoma 92 60 19 4 77 91 55
Arusha 75 52 10 2 81 100 39
Kilimanjaro 75 67 15 2 76 92 50
Tanga 84 59 18 7 74 94 50
Morogoro 90 61 12 8 80 66 55
Pwani 80 45 24 1 75 99 36
Dar es Salaam 52 96 10 3 86 82 50
Lindi 100 35) 15 6 78 93 35
Mtwara 98 35 0 0 100 90 34
Ruvuma 95 47 6 11 78 78 45
Iringa 93 39 2 0 92 100 37
Mbeya 94 72 8 6 86 77 68
Singida 82 34 10 1 88 100 28
Tabora 96 50 37 10 53 82 48
Rukwa 94 34 10 0 90 90 32
Kigoma 95 43 55 17 27 89 41
Shinyanga 81 32 21 1 78 100 26
Kagera 88 49 1 0 99 99 43
Mwanza 78 59 51 8 40 100 46
Mara 87 45 21 18 61 91 39
Manyara 93 27 9 8 83 83 25
Njombe 94 38 19 7 74 88 36
Katavi 91 11 40 14 42 98 10
Simiyu 90 30 26 15 54 95 27
Geita 82 23 38 7 54 97 19
Zanzibar average/total 70 44 8 3 89 79 31
Unguja average/total 61 29 14 6 80 67 18
Kaskazini Unguja 83 6 0 4 96 80 5
Kusini Unguja 88 7 19 14 67 58 6
Mijini Magharibi 43 17 18 0 82 66 7
Pemba average/total 88 15 0 0 100 94 13
Kaskazini Pemba 87 8 0 0 100 92 7
Kusini Pemba 89 7 0 0 100 97 6
National average/total 85 1,188 18 6 75 89 1,005

1 Some facilities offer ANC services less often than one day per week, so the total percentage may be less than 100 percent.
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6.3  SERVICE READINESS
6.3.1 Service Guidelines, Trained Staff, and Equipment

To provide quality care, ANC services need guidelines, appropriately trained providers, and certain
supplies and equipment, including those for infection control. ANC services also need the capacity to perform
basic diagnostic tests and supplies of medicines that are routinely dispensed. Table 6.2 and Figure 6.1 present
information on the availability of guidelines, trained staff, and basic equipment for antenatal care services.

Service Guidelines

More than half (56 percent) of facilities that offer ANC had guidelines on ANC available at the ANC
service site on the day of the assessment visit (Table 6.2). In 2006 the figure was around 40 percent (NBS and
Macro International 2007). Seven of ten health centres had guidelines on ANC compared with five of ten
dispensaries. Among managing authorities, parastatal and faith-based facilities are more likely to have ANC
guidelines than government or private-for-profit facilities. The facilities most likely to have ANC guidelines are
in Lindi region, while ANC facilities in Tabora and Mwanza are among the least likely to have guidelines
on ANC.

Trained Staff

On average, seven of ten ANC facilities had at least one staff member present who had received in-
servicetrainingin ANC in the 24 months before the survey. Hospital s (90 percent) and health centres (85 percent)
aremorelikely to have aprovider recently trained in ANC. Among managing authorities, parastatal (80 percent),
government and faith-based facilities (each at 72 percent) are more likely than private facilities (62 percent) to
have a provider recently trained in ANC.

Table 6.2 Guidelines, trained staff, and basic equipment for antenatal care services

Among facilities offering antenatal care (ANC) services, the percentage having guidelines, at least one staff member recently trained on ANC service delivery,
and the indicated equipment observed to be available on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering ANC that have:

Equipment

Number of
Guide- Staff Blood Adult Foetal Examina-  facilities

Background lineson  trained for  pressure Stetho- weighing stetho- Measuring Height tion bed or  offering
characteristics ANC? ANC? apparatus®  scope scale scope tape* board couch ANC
Facility type

Hospital 65 90 93 91 97 99 98 81 100 42

Health centre 71 85 86 86 95 99 97 74 100 118

Dispensary 53 69 77 83 82 99 92 58 98 839

Clinic 61 73 100 96 94 100 93 45 100 6
Managing authority

Government 55 72 78 83 83 99 93 58 98 823

Private-for-profit 46 62 94 88 94 95 89 62 100 59

Parastatal 73 80 83 83 95 100 100 83 100 3

Faith-based 62 72 81 82 88 100 95 78 100 120
Residence: Tanzania

Total urban 56 68 89 86 87 99 96 70 100 190

Total rural 56 73 7 83 83 99 92 59 98 815
Residence: Mainland/

Zanzibar

Mainland urban 56 69 89 87 88 99 96 70 100 182

Mainland rural 56 73 77 83 83 99 92 58 98 791

Zanzibar urban 48 34 91 69 79 100 98 72 100 8

Zanzibar rural 53 71 75 66 82 96 98 78 98 23

(Continued...)
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Table 6.2—Continued

Percentage of facilities offering ANC that have:

Equipment Number of
Guide- Staff Blood Adult Foetal Examina-  facilities
Background lineson  trained for  pressure Stetho- weighing stetho- Measuring Height tion bed or  offering
characteristics ANC? ANC? apparatus®  scope scale scope tape* board couch ANC
Region
Mainland average/total 56 72 79 84 84 99 93 60 99 974
Dodoma 54 60 7 86 91 99 95 48 100 55
Arusha 47 65 98 99 90 83 84 31 100 39
Kilimanjaro 63 71 65 65 81 100 87 64 94 50
Tanga 78 87 92 92 93 100 94 79 100 50
Morogoro 52 88 76 88 88 100 78 81 95 55
Pwani 76 94 7 70 76 100 100 73 100 36
Dar es Salaam 48 55 91 99 99 99 97 68 100 50
Lindi 81 69 72 78 79 100 89 68 100 35
Mtwara 69 69 68 84 90 100 100 84 100 34
Ruvuma 73 62 78 89 85 100 95 40 95 45
Iringa 80 76 87 94 83 100 94 81 100 37
Mbeya 66 53 93 99 66 100 100 68 100 68
Singida 46 56 100 92 79 93 86 48 100 28
Tabora 26 79 78 87 87 100 100 70 100 48
Rukwa 51 84 94 95 80 95 94 53 100 32
Kigoma 37 58 54 59 85 100 94 29 100 41
Shinyanga 46 73 98 92 73 100 87 72 93 26
Kagera 38 86 73 84 92 100 99 26 100 43
Mwanza 28 75 64 52 76 100 84 38 100 46
Mara 41 68 66 75 90 100 85 72 93 39
Manyara 62 90 82 98 91 100 100 44 100 25
Njombe 75 70 71 82 83 100 100 89 100 36
Katavi 31 77 89 81 80 100 94 56 96 10
Simiyu 53 83 73 76 69 100 90 56 100 27
Geita 60 84 69 75 89 100 100 53 100 19
Zanzibar average/total 52 62 79 67 81 97 98 77 98 31
Unguja average/total 57 61 95 85 86 100 96 86 100 18
Kaskazini Unguja 60 80 100 100 71 100 88 80 100 5
Kusini Unguja 67 72 86 83 100 100 100 97 100 6
Mijini Magharibi 47 39 100 75 84 100 98 80 100 7
Pemba average/total 45 63 57 43 74 92 100 65 96 13
Kaskazini Pemba 36 73 64 28 69 100 100 49 100 7
Kusini Pemba 55 52 49 59 81 84 100 83 92 6
National average/total 56 72 79 83 84 99 93 61 99 1,005
Notes:

* For intermittent preventive treatment guidelines, see Chapter 11, on malaria.
e The guidelines for ANC and staff trained in ANC comprise the training domain and the blood pressure apparatus indicator comprises the equipment
domain, for assessing readiness to provide ANC services within the health facility assessment methodology proposed by WHO and USAID (2015).

1 National ANC guidelines or other guidelines relevant to antenatal care

2 Facility has at least one interviewed staff member providing ANC services who reports receiving in-service training in some aspect of antenatal care during
the 24 months preceding the survey. The training must have involved structured sessions; it does not include individual instruction that a provider might have
received during routine supervision.

3 Functioning digital blood pressure apparatus or else a functioning manual sphygmomanometer and a stethoscope

4 For measuring fundal height

Equipment

Regarding equipment used during physical examination of pregnant women, the majority of ANC
facilities had afoetal stethoscope (99 percent), an examination bed or couch (99 percent), a measuring tape (93
percent), an adult weighing scale (84 percent), a stethoscope (83 percent), and blood pressure apparatus (79
percent); somewhat fewer ANC facilities had a height board (61 percent). In general, there islittle variation in
availability of equipment by managing authority, except for the height board; government and private-for-profit
facilities are less likely than other managing authorities to have height boards.
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Figure 6.1 Items to support quality provision of ANC services

ANC guidelines
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TSPA 2014-15

6.3.2 Infection Control

Infection control is vita to the overall quality of services, and it requires certain supplies. More than
eight of ten facilities that offer ANC services had latex gloves available at the ANC service site on the day of
the assessment visit, and a sharps container was almost universally available. Only about two-thirds had soap
and running water or else alcohol-based hand disinfectant at the ANC service site on the day of the visit (Table
6.3 and Figure 6.2). In general, hospitals are the facility type most likely to have these items for infection
prevention.
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Table 6.3 Items for infection control during provision of antenatal care

Among facilities offering antenatal care (ANC) services, the percentages with indicated items for infection control observed to be available at the service
site on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering ANC that have items for infection control

Soap and
running
water or else
Soap and Alcohol- alcohol- Number of
Background Running running based hand based hand Latex Sharps Waste facilities
characteristics Soap water? water disinfectant disinfectant gloves? container  receptacle® offering ANC
Facility type
Hospital 93 93 91 36 94 93 95 62 42
Health centre 72 75 67 24 71 83 95 58 118
Dispensary 61 62 54 21 62 82 96 52 839
Clinic 69 69 69 41 69 84 93 65 6
Managing authority
Government 60 60 52 18 60 81 96 51 823
Private-for-profit 74 84 74 26 81 93 90 73 59
Parastatal 100 100 100 44 100 95 100 68 3
Faith-based 87 85 83 48 89 83 96 60 120
Residence: Tanzania
Total urban 81 79 74 28 81 86 95 74 190
Total rural 60 61 53 21 61 81 96 49 815
Residence:
Mainland/Zanzibar
Mainland urban 81 80 74 28 81 86 95 74 182
Mainland rural 60 61 53 21 61 81 96 48 791
Zanzibar urban 66 66 66 35 66 89 91 67 8
Zanzibar rural 66 60 47 26 59 79 95 61 23
Region
Mainland
average/total 64 65 57 22 65 82 96 53 974
Dodoma 38 35 33 5 33 73 91 3 55]
Arusha 97 100 97 36 97 85 97 86 39
Kilimanjaro 94 75 75 43 81 98 100 70 50
Tanga 72 88 66 20 66 100 100 40 50
Morogoro 65 58 52 38 76 77 100 36 55
Pwani 71 83 71 22 71 92 100 29 36
Dar es Salaam 89 80 80 7 81 88 97 96 50
Lindi 51 61 50 6 50 80 100 59 35
Mtwara 56 74 51 10 56 73 90 61 34
Ruvuma 83 93 83 20 83 98 99 60 45
Iringa 65 65 65 40 76 81 100 60 37
Mbeya 72 74 72 17 78 98 99 64 68
Singida 69 46 46 42 55 85 92 54 28
Tabora 36 41 35 30 58 63 91 57 48
Rukwa 88 85 83 12 89 47 83 41 32
Kigoma 33 37 26 8 26 69 90 45 41
Shinyanga 42 45 35 33 50 99 99 97 26
Kagera 51 41 34 20 49 59 100 40 43
Mwanza 37 54 28 18 45 74 97 57 46
Mara 48 28 27 31 48 81 83 20 39
Manyara 74 73 73 57 81 98 100 71 25
Njombe 99 99 99 9 99 94 100 69 36
Katavi 65 71 61 6 63 85 94 15 10
Simiyu 48 63 47 8 48 78 94 30 27
Geita 37 36 29 15 38 74 100 75 19
Zanzibar
averagel/total 66 61 52 28 61 82 94 62 31
Unguja
average/total 79 62 59 44 72 88 96 66 18
Kaskazini Unguja 84 52 48 64 84 96 96 69 5
Kusini Unguja 88 62 57 36 67 79 90 55 6
Mjini Magharibi 69 69 69 39 69 91 100 74 7
Pemba
average/total 48 60 42 7 45 73 91 57 13
Kaskazini Pemba 48 72 48 8 48 78 86 54 7
Kusini Pemba 48 48 36 6 43 67 97 62 6
National average/total 64 64 57 22 65 82 96 54 1,005

! Piped water, water in bucket with specially fitted tap, or water in pour pitcher
2 Non-latex equivalent gloves are acceptable.
3 Waste receptacle with plastic bin liner
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Figure 6.2 Items for infection control at ANC service site
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6.3.3 Laboratory Tests

Having the capacity to perform basic laboratory tests on-site saves time for both the client and the
provider. It aso makesit more likely that the client receives the test results and the provider can act on them.

With the exception of HIV testing, the basic laboratory tests important for ANC are lacking in most
facilities that offer ANC; the range isfrom 52 percent having the capacity for syphilistesting to just one percent
able to do blood grouping and Rhesus factor (Table 6.4). In contrast, HIV testing is available in 90 percent of
facilities that offer ANC services, which is appropriate for a country with an HIV prevalence of 5.1 percent
according to the 2012 TanzaniaHIV and Malarialndicator Survey (TACAIDSet ., 2013). Almost all hospitals
and al health centres that offer ANC can test for HIV, while about nine of ten clinics and dispensaries can do
HIV testing.

Haemoglobin testing is available, on average, in only three of ten ANC facilities. As expected, hospitals
are much more likely than the other facility types to have haemoglobin testing capability. All parastatal facilities
can do haemoglobin testing; however, there are very few such facilities in the system. Private facilities (72
percent) are more likely than faith-based (58 percent) or government facilities (22 percent) to have haemoglobin
testing.

Syphilis tests are available in about half of ANC facilities. Hospitals are more likely to have syphilis
tests (94 percent) than other facility types, where availability ranges from 47 percent of dispensariesto 76 percent
of clinics.
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Table 6.4 Diagnostic capacity

Among facilities offering antenatal care (ANC) services, the percentages having the capacity to conduct the indicated tests in the facility, by background
characteristics, Tanzania SPA 2014-15

Percentage of facilities offering ANC that have the indicated tests

Blood grouping Number of
Background and Rhesus facilities offering
characteristics Haemoglobin®  Urine protein?  Urine glucose® factor* Syphilis® HIVe ANC
Facility type
Hospital 88 86 85 17 94 99 42
Health centre 60 73 70 0 72 97 118
Dispensary 22 25 19 0 47 89 839
Clinic 50 84 80 0 76 93 6
Managing authority
Government 22 27 22 0 49 92 823
Private-for-profit 72 74 57 2 66 80 59
Parastatal 100 83 88 10 100 100 3
Faith-based 58 57 56 2 70 88 120
Residence: Tanzania
Total urban 59 63 57 3 72 91 190
Total rural 23 27 22 0 48 90 815
Residence: Mainland/
Zanzibar
Mainland urban 59 62 56 3 72 93 182
Mainland rural 23 26 21 0 47 91 791
Zanzibar urban 53 87 73 4 81 46 8
Zanzibar rural 33 42 34 0 65 80 23
Region
Mainland average/total 29 33 28 1 52 91 974
Dodoma 42 50 39 0 68 90 55
Arusha 29 25 26 0 48 85 39
Kilimanjaro 17 39 33 1 80 94 50
Tanga 29 47 36 0 89 100 50
Morogoro 30 33 28 1 58 89 55
Pwani 36 45 40 1 52 88 36
Dar es Salaam 89 63 46 3 54 91 50
Lindi 30 35 35 0 55 95 35
Mtwara 13 34 23 0 74 100 34
Ruvuma 28 26 26 1 49 95 45
Iringa 24 22 22 2 59 100 37
Mbeya 16 40 28 1 54 89 68
Singida 15 26 25 1 72 86 28
Tabora 58 17 21 0 26 96 48
Rukwa 27 13 13 0 22 75 32
Kigoma 9 16 9 0 29 86 41
Shinyanga 31 33 24 0 44 93 26
Kagera 19 27 25 0 19 81 43
Mwanza 28 31 31 1 18 92 46
Mara 24 39 39 0 58 92 39
Manyara 35 46 45 1 71 92 25
Njombe 10 8 10 0 77 100 36
Katavi 26 20 15 0 45 96 10
Simiyu 24 22 16 1 26 83 27
Geita 19 18 18 1 19 89 19
Zanzibar average/total 38 53 43 1 69 71 31
Unguja average/total 52 68 55 2 66 60 18
Kaskazini Unguja 39 52 43 0 30 72 5
Kusini Unguja 65 51 37 0 72 72 6
Mjini Magharibi 50 94 78 5 85 42 7
Pemba average/total 19 34 28 0 72 86 13
Kaskazini Pemba 12 20 16 0 78 92 7
Kusini Pemba 27 49 41 0 65 80 6
National average/total 30 33 29 1 52 90 1,005

Note: The haemoglobin and urine protein measures presented in the table comprise the diagnostics domain for assessing readiness to provide ANC
services within the health facility assessment methodology proposed by WHO and USAID (2015).

1 Capacity to conduct any haemoglobin test in the facility

2 Dip sticks for urine protein

3 Dip sticks for urine glucose

4 Anti-A, anti-B, anti-D, and anti-A,B reagents, plus an incubator, Coomb’s reagent, and glass slides all present

5 Rapid test for syphilis or Venereal Disease Research Laboratory (VDRL) test or polymerase chain reaction (PCR) or rapid plasma reagin (RPR)

5 Facility reported that it had the capacity to conduct HIV testing in the facility, either by rapid diagnostic testing or ELISA, and an unexpired HIV rapid
diagnostic test kit was observed to be available in the facility on the day of the survey, or dynabeads test with vortex mixer was observed to be available
in the facility on the day of the visit, or western blot test was observed to be available in the facility on the day of the visit.
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6.3.4 Medicines

Pregnant women should take iron supplements and/or folic acid to combat anaemia and improve
pregnancy outcomes, and all pregnant women should receive tetanus toxoid vaccine (TTV). The majority of
facilities offering ANC (over 90 percent) had iron tablets, folic acid tablets, and combined iron and folic acid
tablets available on the day of the assessment visit. About 86 percent of facilities had TTV (Table 6.5).
Medicines against worm infestation were also widely available in ANC facilities.

Table 6.5 Availability of medicines for routine antenatal care

Among facilities offering antenatal care (ANC) services, percentages with essential medicines and tetanus toxoid vaccine for ANC observed to
be available on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering ANC that have indicated medicines Number of
Background Iron Folicacid  Combined iron  Iron or folic De-worming Tetanus toxoid facilities
characteristics tablets tablets and folic acid  acid tablets drugs vaccine offering ANC
Facility type
Hospital 97 99 96 99 92 97 42
Health centre 94 95 93 96 91 92 118
Dispensary 94 95 92 96 90 85 839
Clinic 88 97 88 97 100 56 6
Managing authority
Government 95 96 94 96 90 86 823
Private-for-profit 85 87 78 87 92 7 59
Parastatal 88 88 88 88 88 100 3
Faith-based 96 96 91 97 94 91 120
Residence: Tanzania
Total urban 95 95 92 96 92 93 190
Total rural 94 96 92 96 90 84 815
Residence: Mainland/
Zanzibar
Mainland urban 97 97 94 98 93 95 182
Mainland rural 95 96 93 97 90 84 791
Zanzibar urban 52 54 52 54 63 51 8
Zanzibar rural 66 66 66 66 81 83 23
Region
Mainland average/total 95 97 93 97 91 86 974
Dodoma 95 99 94 100 87 90 55
Arusha 83 82 82 83 78 91 39
Kilimanjaro 100 100 87 100 99 92 50
Tanga 99 99 99 99 88 75 50
Morogoro 99 100 94 100 87 65 55
Pwani 99 100 99 100 86 94 36
Dar es Salaam 98 100 98 100 91 89 50
Lindi 95 100 95 100 94 73 35
Mtwara 90 95 90 95 89 85 34
Ruvuma 90 95 90 95 90 78 45
Iringa 100 100 99 100 100 89 37
Mbeya 94 94 94 94 94 76 68
Singida 92 92 92 92 93 100 28
Tabora 77 77 72 81 90 69 48
Rukwa 100 100 99 100 89 84 32
Kigoma 95 95 90 95 83 93 41
Shinyanga 100 100 100 100 85 93 26
Kagera 98 99 98 99 100 99 43
Mwanza 100 100 92 100 99 99 46
Mara 100 100 100 100 91 90 39
Manyara 98 100 98 100 100 91 25
Njombe 94 94 94 94 93 94 36
Katavi 100 100 100 100 90 94 10
Simiyu 100 100 95 100 78 100 27
Geita 100 100 100 100 84 90 19
Zanzibar average/total 62 63 62 63 77 75 31
Unguja average/total a7 48 a7 48 75 61 18
Kaskazini Unguja 11 11 11 11 72 76 5
Kusini Unguja 72 72 72 72 90 72 6
Mjini Magharibi 49 51 49 51 64 42 7
Pemba average/total 82 82 82 82 78 94 13
Kaskazini Pemba 73 73 73 73 81 92 7
Kusini Pemba 92 92 92 92 75 97 6
National average/total 94 95 92 96 90 86 1,005
Notes:

e The medicines and vaccine presented in the table comprise the medicines and commodities domain for assessing readiness to provide ANC
services within the health facility assessment methodology proposed by WHO and USAID (2015).
* Medicines for treatment of active malaria and for intermittent preventive treatment of malaria in pregnancy (IPTp) are presented in Table 3.12.
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6.4 ADHERENCE TO STANDARDS

To assess whether ANC providers adhere to service standards, TSPA interviewers observed 4,007 ANC
consultations. The observers noted whether the provider discussed the client’s history, aspects of prior
pregnancies, and danger signs for the current pregnancy. The observers also noted whether an examination was
conducted, routine tests were requested or performed, recommended pregnancy-related medicine was given,
and if the client was counselled on current or future issues related to her pregnancy. They did not assess
whether the information given was correct or whether the findings of the examination were appropriately
interpreted.

6.4.1 Characteristics of ANC Clients

For pregnant women to have optimal pregnancy outcomes, they need access to antenatal care services
beginning in the first trimester and early identification of complications. For pregnant women who test positive
for HIV, they need to obtain antiretroviral therapy (ART) early to prevent mother-to-child transmission of HIV.
Also, it is recommended that pregnant women make at |east four antenatal visits during a pregnancy so that the
health of the mother and foetus are monitored throughout the pregnancy.

Table 6.6 describes the characteristics of ANC clients whose visits were observed on the day of the
assessment visit. Not quite half (46 percent) of the women were making their first ANC visit for that pregnancy,
and just 4 percent were in their first trimester. This low proportion suggests that few women in Tanzania make
their first ANC visit in the first trimester (as recommended). This finding is aso consistent with the finding of
the 2010 TDHS that among women who had alive birth in the five years preceding the survey, only 15 percent
had their first ANC visit in the first trimester (NBS and ICF Macro, 2011).

The 2014-15 TSPA found that women making their first ANC visit were more likely to go to ahospital,
health centre, or dispensary than to aclinic.

Table 6.6 Characteristics of observed antenatal care clients

Among antenatal care (ANC) clients whose consultations were observed, the percent distribution by whether it was their first ANC visit or a follow-up ANC
visit, the percentage for whom this was their first pregnancy, and the percent distribution by estimated gestational status, according to background
characteristics, Tanzania SPA 2014-15

Percentage of ANC clients making:  Percent- Gestational age
age of
ANC
clients for First Second Third Number of
First ANC Follow-up whom this trimester  trimester  trimester observed

Background visit for this visit for this ~ Total was first (<13 (13-26 (27-42 Total ANC
characteristics pregnancy pregnancy percent pregnancy  weeks) weeks) weeks) Missing percent clients
Facility type

Hospital 42 58 100 30 4 40 55 1 100 635

Health centre 46 54 100 28 3 44 53 0 100 727

Dispensary 47 53 100 23 4 47 50 0 100 2,631

Clinic 25 75 100 24 0 31 68 1 100 14
Managing authority

Government 47 53 100 25 3 47 49 0 100 3,249

Private-for- profit 42 58 100 28 9 34 57 0 100 179

Parastatal 30 70 100 44 4 41 55 0 100 14

Faith-based 45 55 100 24 3 38 59 0 100 565
Residence: Tanzania

Total urban 42 58 100 31 5 44 51 0 100 1,124

Total rural 48 52 100 22 3 45 51 0 100 2,883
Residence: Mainland/Zanzibar

Mainland urban 41 59 100 32 5 43 52 0 100 1,025

Mainland rural 49 51 100 24 3 45 51 0 100 2,599

Zanzibar urban 46 54 100 24 5 54 40 0 100 99

Zanzibar rural 38 62 100 11 3 46 49 2 100 284

(Continued...)
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Table 6.6—Continued

Percentage of ANC clients making:  Percent- Gestational age
age of
ANC
clients for First Second Third Number of
First ANC  Follow-up whom this trimester  trimester  trimester observed
Background visit for this visit for this Total was first (<13 (13-26 (27-42 Total ANC
characteristics pregnancy pregnancy percent pregnancy  weeks) weeks) weeks) Missing percent clients
Region

Mainland average/total a7 53 100 26 4 45 52 0 100 3,624
Dodoma 53 47 100 21 10 43 47 0 100 139
Arusha 46 54 100 29 8 37 54 0 100 104
Kilimanjaro 42 58 100 38 6 36 59 0 100 64
Tanga 40 60 100 21 7 51 41 0 100 148
Morogoro 44 56 100 24 6 47 46 1 100 136
Pwani 42 58 100 22 3 50 48 0 100 56
Dar es Salaam 45 55 100 36 11 39 50 0 100 167
Lindi 36 64 100 29 5 59 35 0 100 74
Mtwara 33 67 100 36 6 45 47 1 100 115
Ruvuma 49 51 100 38 1 55 42 2 100 188
Iringa 34 66 100 27 1 50 49 0 100 78
Mbeya 40 60 100 37 1 57 42 1 100 151
Singida 45 55 100 17 5 36 59 0 100 104
Tabora 46 54 100 23 2 41 57 0 100 342
Rukwa 36 64 100 18 4 38 58 0 100 104
Kigoma 48 52 100 20 4 42 53 0 100 363
Shinyanga 49 51 100 21 1 44 55 0 100 125
Kagera 57 43 100 27 3 47 50 0 100 277
Mwanza 64 36 100 22 5 40 56 0 100 155
Mara 48 52 100 29 1 42 57 0 100 184
Manyara 53 47 100 22 1 45 54 0 100 97
Njombe 31 69 100 31 4 49 47 0 100 75
Katavi 58 42 100 23 1 46 53 0 100 35
Simiyu 50 50 100 28 0 42 58 0 100 162
Geita 50 50 100 23 1 42 57 0 100 184
Zanzibar average/total 40 60 100 15 3 49 46 2 100 383
Unguja average/total 45 55 100 19 6 52 41 1 100 116
Kaskazini Unguja 51 49 100 15 3 53 40 3 100 17
Kusini Unguja 33 67 100 15 8 39 53 0 100 13
Mijini Magharibi 45 55 100 21 7 54 39 0 100 86
Pemba average/total 38 62 100 13 2 47 49 2 100 267
Kaskazini Pemba 35 65 100 12 0 46 51 3 100 216
Kusini Pemba 51 49 100 16 9 51 40 0 100 51
National average/total 46 54 100 25 4 45 51 0 100 4,007

6.4.2 Components of ANC Consultations

To assess providers' adherence to accepted standards, the 2014-15 TSPA used standardised observation
protocols to document ANC consultations. The observers recorded the types of assessments and examinations
that providers carried out as well as the types of information they shared with clients. Table 6.7 and Appendix
Tables A-6.7.1 through A-6.7.3, as well as Figure 6.3 present data on the components of the consultations for
first-visit ANC clients.

Tests and Counselling

Determining the gestational age of the pregnancy is very important because it forms the basis of other
components of care for a pregnant woman. Eighty-one percent of observed clients making their first ANC visit
were asked about date of their last menstrual period (Tables 6.7 and Appendix Tables A-6.7.1 through A-6.7.2
and Figure 6.3) and whether they had been pregnant previoudly (86 percent); however, age of the ANC client
making her first visit was the most assessed characteristic (91 percent). Just 12 percent were asked what
medicines they were taking at the time of the consultation.

In Tanzania, eclampsiais one of the major direct causes of maternal deaths. However, when it comes to
basic laboratory tests for urine protein or urine glucose, only 46 percent of first-visit ANC clients had this test
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done as part of the visit. Also, only 50 percent had their haemoglobin level tested. Table 6.4 shows that only a
small percentage of facilities have the capacity to do any of these basic laboratory tests.

About 75 percent of first-visit ANC clients who had been pregnant previously were asked questions
about complications during a previous pregnancy. The questions asked most commonly of these clients
concerned history of a previous abortion (asked of 49 percent of observed first-visit ANC clients), history of
previous assisted delivery (asked of 38 percent of clients), and history of heavy bleeding during labour or
postpartum (asked of 33 percent of clients). Providers also asked about a history of stillbirth (37 percent of
clients) and death of an infant during the first week after birth, labour, or postpartum (31 percent of clients).

Table 6.7 General assessment and client history for observed first-visit antenatal care clients: Facility type and managing authority

Among all first-visit antenatal care (ANC) clients whose consultations were observed, the percentage for whom the consultation included the collection
of the indicated client history items and routine tests and, among first-visit ANC clients with a prior pregnancy, the percentage whose consultation
included the indicated client history items related to prior pregnancy, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National
Components of consultation Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
Client history
Client’s age 80 92 93 100 92 86 92 84 91
Date of last menstrual
period 82 84 80 100 82 72 78 81 81
Any prior pregnancy! 83 84 88 69 87 79 71 84 86
Medicines client currently
taking 11 14 12 4 12 10 0 11 12
All elements relevant to
client history? 8 10 8 4 9 6 0 5 8
Routine tests
Urine protein or glucose test 66 55 39 92 44 79 100 48 46
Haemoglobin test 7 62 40 74 46 79 100 61 50
Number of first-visit ANC
clients 264 336 1,249 3 1,519 75 4 255 1,853
Prior pregnancy-related
complications
Stillbirth 36 38 37 57 38 49 32 28 37
Death of infant during first
week after birth 26 31 32 53 32 32 23 23 31
Heavy bleeding during
labour or postpartum 28 29 35 42 35 39 64 21 33
Assisted delivery 42 32 38 39 39 22 20 34 38
Previous abortion 38 50 51 39 52 30 32 39 49
Multiple pregnancies 7 8 8 0 8 14 0 4 8
Prolonged labour 8 6 5 0 6 3 28 6 6
Pregnancy-induced
hypertension 21 17 19 11 19 29 9 13 19
Pregnancy-related
convulsions 8 5 4 0 4 2 32 4 4
Any aspect of complications
during a prior pregnancy 71 73 7 74 77 79 75 65 75
Number of first-visit ANC
clients with prior pregnancy 185 251 973 3 1,155 49 3 205 1,411

Note: Additional results for Table 6.7 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-6.7.1,
A- 6.7.2 and A-6.7.3.

! This includes any questions that would indicate whether the client has had a prior pregnancy.
2 Client’s age, last menstrual period, medicines, and questions to determine if there has been a prior pregnancy
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Figure 6.3 Content of client history assessed and routine tests for first-visit ANC clients
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TSPA 2014-15

Physical Examinations and Preventive Interventions

Table 6.8 and Appendix Tables A-6.8.1 through A-6.8.3 present information on the physical
examinations and preventive interventions carried out during the observed ANC consultations. Information is
presented separately for first-visit clients, follow-up clients, and all ANC clients.

At least 80 percent of all ANC clients were examined (as appropriate) for each of the five documented
examination items: blood pressure, weight, foetal position, uterine/fundal height, and foetal heartbeat. Eighty
percent of al ANC clients had their blood pressure measured, and 88 percent were weighed. The percentages
are similar for first-visit and follow-up visit clients. The foetal position was checked in 89 percent of all ANC
clients who were at least eight months pregnant (94 percent of first-visit clients and 88 percent of follow-up
clients). Fundal height was measured in amost al clients, regardless of whether it was afirst-visit or a follow-
up visit.

Regarding preventive interventions, first-visit ANC clients are generally more likely to receive
preventive interventions than follow-up ANC clients. For example, 83 percent of first-visit ANC clients were
given or prescribed iron or folic acid tables, compared with 68 percent of follow-up clients (75 percent of all
ANC clients). Similarly, 52 percent of first-visit ANC clients were given or prescribed tetanus toxoid vaccine
(TTV), compared with 22 percent of follow-up clients (36 percent of all ANC clients). It should be noted,
however, that the TTV status of an ANC client will determine whether she is éligible to be given the vaccine. It
is possible that the percentage of ANC clients who were given TTV was low because the vaccination status of
most of the ANC clients was up-to-date.
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Table 6.8 Basic physical examinations and preventive interventions for antenatal care clients: Facility type and managing authority

Among antenatal care (ANC) clients whose consultations were observed, the percentages for whom the consultation included the indicated physical
examinations and the indicated preventive interventions, by facility type and managing authority, according to ANC visit status, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National
Components of consultation Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total

FIRST-VISIT ANC CLIENT

Basic physical examination

Measured blood pressure 96 85 74 100 77 95 100 83 79
Weighed client 98 94 83 96 86 98 100 94 87
Checked foetal position (at

least 8 months pregnant) 98 81 95 100 96 74 100 97 94
Checked uterine/fundal height! 94 94 95 96 95 79 100 96 95
Listened to foetal heart (at

least 5 months pregnant)? 88 86 87 100 87 7 100 92 87

Preventive interventions
Provider gave or prescribed

iron or folic acid tablets 88 84 82 65 85 64 36 79 83
Provider explained purpose of
iron or folic acid tablets 75 68 62 67 66 50 63 64 65
Provider explained how to take
tablets 74 73 64 65 70 30 36 63 67
Provider gave or prescribed
tetanus toxoid vaccine 66 59 48 31 52 51 27 53 52
Provider explained purpose of
tetanus toxoid vaccine 55 48 39 65 44 30 34 40 43
Number of ANC clients 264 336 1,249 3 1,519 75 4 255 1,853
Number of ANC clients at least
8 months pregnant 25 13 45 1 55 7 0 19 83
Number of ANC clients at least
5 months pregnant 179 238 922 3 1,099 42 3 198 1,341

FOLLOW-UP VISIT ANC CLIENT

Basic physical examination

Measured blood pressure 94 90 75 100 80 98 100 83 81
Weighed client 96 92 85 100 86 95 100 98 88
Checked foetal position (at

least 8 months pregnant) 88 87 89 65 87 87 100 92 88
Checked uterine/fundal height* 96 96 96 100 96 94 96 98 96
Listened to foetal heart (at

least 5 months pregnant)? 87 91 89 94 89 87 90 91 89

Preventive interventions
Provider gave or prescribed

iron or folic acid tablets 74 73 66 16 71 59 78 56 68
Provider explained purpose of
iron or folic acid tablets 63 62 51 80 56 57 84 49 55
Provider explained how to take
tablets 58 61 53 71 58 42 74 46 56
Provider gave or prescribed
tetanus toxoid vaccine 24 26 20 10 22 28 15 20 22
Provider explained purpose of
tetanus toxoid vaccine 26 23 17 50 21 24 11 15 20
Number of ANC clients 371 391 1,382 10 1,730 104 10 310 2,154
Number of ANC clients at least
8 months pregnant 150 120 340 4 460 33 5 116 613
Number of ANC clients at least
5 months pregnant 350 381 1,324 10 1,654 101 10 302 2,066

(Continued...)

124 - Antenatal Care



Table 6.8—Continued

Facility type Managing authority
Health Govern-  Private-for- National
Components of consultation Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total

ALL OBSERVED ANC CLIENTS

Basic physical examination

Measured blood pressure 95 88 74 100 79 97 100 83 80
Weighed client 97 93 84 99 86 96 100 96 88
Checked foetal position (at

least 8 months pregnant) 90 87 90 69 88 84 100 92 89
Checked uterine/fundal height* 95 95 96 99 96 88 97 97 96
Listened to foetal heart (at

least 5 months pregnant)? 88 89 88 95 88 84 92 91 88

Preventive interventions
Provider gave or prescribed

iron or folic acid tablets 80 78 74 28 78 61 65 66 75
Provider explained purpose of
iron or folic acid tablets 68 65 56 77 60 54 78 56 60
Provider explained how to take
tablets 65 67 58 69 63 37 62 54 61
Provider gave or prescribed
tetanus toxoid vaccine 41 41 33 15 36 38 19 35 36
Provider explained purpose of
tetanus toxoid vaccine 38 35 28 53 32 27 18 27 31
Number of ANC clients 635 727 2,631 14 3,249 179 14 565 4,007
Number of ANC clients at least
8 months pregnant 174 132 385 4 515 40 5 135 696
Number of ANC clients at least
5 months pregnant 529 619 2,246 13 2,753 143 12 499 3,407
Notes:

* Additional results for Table 6.8 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-6.8.1, A-6.8.2
and A-6.8.3.
e See Table 6.18 for information on insecticide-treated bed nets (ITNs).

1 Either by palpating the client’s abdomen or by using an ultrasound device to assess gestational age of foetus, or by using a tape measure to measure
the fundal height
2 Either with a foetal stethoscope or by using an ultrasound device

Counselling on Risks

Table 6.9 and Appendix Tables A-6.9.1 through A-6.9.3 show the counselling ANC clients received on
pregnancy-related symptoms of risk. Information is presented separately for al observed ANC clients, for first-
visit clients, and for follow-up clients. In general, two-thirds (67 percent) of al observed ANC clients received
some counselling on some risk symptoms. However, few received counselling on topics such as fever and
excessive tiredness/shortness of breath. As with preventive interventions, first-visit ANC clients are more likely
to receive counselling on pregnancy-related risk symptoms than follow-up ANC clients. For example, 63 percent
of first-visit clients received counselling on vaginal bleeding, compared with 47 percent of follow-up clients (54
percent of al observed ANC clients).
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Table 6.9 Content of antenatal care counselling related to risk symptoms: Facility type and managing authority

Among antenatal care (ANC) clients whose consultations were observed, the percentages whose consultation included mention of and/or counselling
on topics related to indicated risk symptoms, by facility type and managing authority, according to ANC visit status, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National
Counselling topics Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total

FIRST-VISIT ANC CLIENT

Vaginal bleeding 76 72 58 69 63 57 59 63 63
Fever 47 39 26 26 31 29 26 31 31
Headache or blurred vision 73 63 47 56 53 47 44 61 53
Swollen hands or face 56 47 35 35 38 44 44 51 40
Excessive tiredness,

shortness of breath 37 34 22 33 26 28 22 24 26
Loss of, excessive or normal

foetal movement 60 46 35 6 41 39 56 40 41
Cough or difficulty breathing

for 3 weeks or longer 13 10 6 0 7 16 0 10 8
Any of the above risk

symptoms 86 80 66 69 71 65 81 78 72
Number of ANC clients 264 336 1,249 3 1,519 75 4 255 1,853

FOLLOW-UP VISIT ANC CLIENT

Vaginal bleeding 56 54 43 53 48 25 66 49 47
Fever 34 28 21 1 26 10 0 25 25
Headache or blurred vision 49 45 34 30 38 19 63 45 39
Swollen hands or face 39 35 28 13 30 28 56 36 31
Excessive tiredness,

shortness of breath 27 26 13 22 18 6 4 25 18
Loss of, excessive or normal

foetal movement 48 46 35 11 39 44 64 37 39
Cough or difficulty breathing

for 3 weeks or longer 9 7 2 0 4 2 3 9 4
Any of the above risk

symptoms 70 68 59 59 63 57 77 63 63
Number of ANC clients 371 391 1,382 10 1,730 104 10 310 2,154

ALL OBSERVED ANC CLIENTS

Vaginal bleeding 64 62 50 57 55 38 64 55 54
Fever 39 33 23 7 28 18 8 28 28
Headache or blurred vision 59 53 40 36 45 31 57 52 45
Swollen hands or face 46 41 31 18 34 35 53 43 35
Excessive tiredness,

shortness of breath 31 29 17 25 22 15 10 25 22
Loss of, excessive or normal

foetal movement 53 46 35 10 40 42 61 38 40
Cough or difficulty breathing

for 3 weeks or longer 11 8 4 0 5 8 2 9 6
Any of the above risk

symptoms 7 73 62 61 67 60 78 70 67
Number of ANC clients 635 727 2,631 14 3,249 179 14 565 4,007

Note: Additional results for Table 6.9 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-6.9.1,
A-6.9.2 and A-6.9.3.

Table 6.10 and Appendix Tables A-6.10.1 through 6.10.3 address additional aspects of antenatal care
counselling. They report on the extent to which observed consultations for ANC clients addressed the topics of
nutrition during pregnancy, care of the newborn, breastfeeding, postpartum family planning, and the importance
of vaccination for the newborn. Information is presented for all observed ANC clients, for first-visit clients, and
for follow-up clients. Overall, 70 percent of all ANC clients were counselled on delivery plans (73 percent of
first-visit clients and 68 percent of follow-up clients) while just half received counselling related to the progress
of their pregnancy. One-third of all ANC clients were counselled on nutrition during pregnancy (35 percent of
first-visit clients and 31 percent of follow-up clients). All other counselling topics, including infant care,
breastfeeding, and the importance of vaccination for newborn were seldom discussed with ANC clients during
the observed consultations. While 35 percent of al observed ANC clients were counselled on postpartum family
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planning, 43 percent of first-visit clients, compared with 27 percent of follow-up clients received such

counselling.

Table 6.10 Content of antenatal care counselling related to nutrition, breastfeeding, and family planning: Facility type and managing authority

Among antenatal care (ANC) clients whose consultations were observed, the percentages whose consultation included mention of and/or counselling
on topics related to nutrition during pregnancy, progress of the pregnancy, delivery plans, exclusive breastfeeding, and family planning after birth, by
facility type and managing authority, according to ANC visit status, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National
Counselling topics Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
FIRST-VISIT ANC CLIENT

Nutrition 43 34 33 26 35 34 38 32 35
Progress of pregnancy 60 54 47 78 50 66 66 42 50
Importance of at least 4

ANC visits 29 18 16 15 18 9 13 23 18
Delivery plans 80 75 71 44 75 61 57 69 73
Care of newborn! 14 12 10 9 11 6 0 12 11
Early initiation and

prolonged breastfeeding 19 13 7 44 9 8 0 14 10
Exclusive breastfeeding 24 18 12 44 14 14 0 18 15
Importance of vaccination

for newborn 6 7 2 0 3 1 0 5 3
Family planning post-partum 45 48 41 65 46 14 37 33 43
Provider used any visual

aids 21 16 13 15 8 0 18 15
Number of ANC clients 264 336 1,249 3 1,519 75 4 255 1,853

FOLLOW-UP VISIT ANC CLIENT

Nutrition 38 28 29 53 29 43 49 34 31
Progress of pregnancy 62 56 48 78 53 59 59 45 52
Importance of at least 4

ANC visits 22 13 10 3 12 18 0 12 12
Delivery plans 75 67 66 81 68 56 73 68 68
Care of newborn* 12 9 7 10 8 3 0 10 8
Early initiation and

prolonged breastfeeding 13 10 6 58 8 11 0 9 8
Exclusive breastfeeding 18 14 7 58 10 12 3 13 11
Importance of vaccination

for newborn 3 6 2 19 3 3 0 2 3
Family planning post-partum 29 30 26 32 29 13 24 22 27
Provider used any visual

aids 18 12 9 0 11 1 0 14 11
Number of ANC clients 371 391 1,382 10 1,730 104 10 310 2,154

ALL OBSERVED ANC CLIENTS

Nutrition 40 31 31 46 32 39 45 33 33
Progress of pregnancy 61 55 47 78 52 62 61 44 51
Importance of at least 4

ANC visits 25 15 13 6 15 14 4 17 15
Delivery plans 7 71 68 72 71 58 68 68 70
Care of newborn* 13 11 8 9 10 4 0 11 10
Early initiation and

prolonged breastfeeding 15 11 6 55 8 10 0 11 9
Exclusive breastfeeding 21 16 9 55 12 13 2 15 12
Importance of vaccination

for newborn 4 7 2 15 3 2 0 3 3
Family planning post-partum 36 38 33 40 37 14 28 27 35
Provider used any visual

aids 19 14 11 0 13 4 0 16 13
Number of ANC clients 635 727 2,631 14 3,249 179 14 565 4,007

Note: Additional results for Table 6.10 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-6.10.1,

A-6.10.2 and A-6.10.3.

1 Care for the newborn includes any discussion with the ANC client on keeping the newborn warm, general hygiene, or cord care.
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6.5 CLIENT OPINION
6.5.1 Health Education

ANC clientswereinterviewed asthey left the facility. They were asked about their experiences that day
a the facility. Table 6.11 and Appendix Tables A-6.11.1 through A-6.11.3 present interviewed clients
perspectives on what the provider discussed with them during the current visit or apreviousvisit, if any. Overal,
two-thirds (64 percent) of ANC clientsreported that a provider discussed or counselled them on some pregnancy-
related warning signs. ANC clients visiting hospitals (77 percent), health centres (72 percent) and clinics (77
percent) are more likely to report having been counselled on risk signs compared with ANC clients visiting
dispensaries (58 percent).

Regarding specific warning signs, overall, 58 percent of interviewed ANC clients said they were
counselled on vaginal bleeding asarisk sign. Clientsin dispensaries were less likely to report they received such
counselling (52 percent), compared with ANC clients interviewed at hospitals, health centres, and clinics (66
percent to 90 percent). Fewer than 15 percent of interviewed ANC clients mentioned reduced or absence of foeta
movement, fever, seizures/convulsions, fatigue or breathlessness as warning signs discussed by providers.

Table 6.11 Antenatal care clients’ reported health education received and knowledge of pregnancy-related warning signs: Facility type and managing
authority

Among interviewed antenatal care (ANC) clients, the percentages who said that the provider counselled them on pregnancy-related warning signs, the
percentages who named specific warning signs, the percentages who reported specific actions that they were told to take if warning signs occurred,
and the percentages who discussed other topics, including breastfeeding, planned place of delivery and supplies, and family planning, during this visit
or a previous visit, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority
Issues discussed during Health Govern-  Private-for- National
current or previous visit Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
Client reported provider
discussed or counselled on
any warning signs 77 72 58 77 63 69 92 67 64
Warning signs discussed
(named by client)
Vaginal bleeding 71 66 52 90 56 71 78 63 58
Fever 16 15 12 10 13 10 10 13 13
Swollen face or hands 43 32 27 78 30 40 56 33 31
Fatigue or breathlessness 9 6 6 15 7 10 0 6 7
Headache or blurred vision 44 36 27 69 31 29 57 36 32
Seizures/convulsions 4 4 5 4 5 3 4 3 4
Reduced or absence of
foetal movement 18 14 13 9 14 19 13 14 14
Actions client told to take if
warning signs occurred
Seek care at facility 76 71 58 77 62 67 89 66 63
Reduce physical activity 0 1 1 0 1 0 0 0 1
Change diet 0 0 0 0 0 0 0 0 0
No advice given by provider 23 28 42 23 37 31 8 33 36
Client reported provider
discussed
Importance of exclusive
breastfeeding and
counselled to exclusively
breastfeed for 6 months 39 28 22 78 24 48 30 33 26
Planned place of delivery 58 54 53 65 55 46 42 53 54
Supplies to prepare for
delivery 83 77 72 93 75 69 72 76 75
Using family planning after
childbirth 56 52 46 54 49 42 53 44 48
Number of interviewed ANC
clients 635 727 2,631 14 3,249 179 14 565 4,007

Note: Additional results for Table 6.11 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-6.11.1,
A-6.11.2 and A-6.11.3.
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About six of ten interviewed ANC clients noted that a provider told them to seek care at a facility if a
warning sign occurred. Overall, 36 percent of observed ANC clients said they were given no advice by aprovider
on what to do if they experienced any of the danger signs.

Only one-fourth of clients (26 percent) said that a provider discussed with them the importance of
exclusive breastfeeding and counselled them to exclusively breastfeed for six months. Not quite half (48 percent)
said that they were informed about using a family planning method after childbirth.

6.5.2 Major Problems Perceived by Clients

ANC clients were asked about their perceptions of the quality of the services they received the day of
the visit. They were also asked if they perceived certain issues to be major problems for them that day. Table
6.12 and Appendix Tables A-6.12.1 through A-6.12.3 present this information by background characteristics.
Few clients reported negatively on the quality of care that they received. Seventeen percent of interviewed ANC
clients reported along wait time to see a provider as a major problem for them on the day of the visit, while one
ANC client in ten reported non-availability of medicines at the facility as amajor problem for them. In 2006, 13
percent of interviewed ANC clients reported along wait time to see a provider as a major problem.

Table 6.12 Feedback from antenatal care clients on perceived service problems: Facility type and managing authority

Among interviewed antenatal care (ANC) clients, the percentages who considered specific service issues to be major problems for them on the day of
the visit, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National

Client service issue Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
Poor behaviour/attitude of

provider 1 2 1 0 1 0 0 0 1
Insufficient explanation

about pregnancy 2 2 1 0 1 1 4 2 2
Long wait to see provider 19 23 15 24 18 8 27 14 17
Not able to discuss

problems 2 3 1 0 2 1 7 3 2
Medicines not available in

facility 7 14 11 1 12 8 7 8 11
Facility open limited days 1 2 2 0 2 0 3 1 2
Facility open limited hours 4 5 3 0 4 3 3 2 3
Facility not clean 4 7 4 0 5 0 6 1 4
Services costly 5 3 2 10 2 10 23 5 3
Insufficient visual privacy 1 1 1 0 1 1 0 1 1
Insufficient auditory privacy 1 1 1 0 1 1 0 1 1
Number of interviewed ANC

clients 635 727 2,631 14 3,249 179 14 565 4,007

Note: Additional results for Table 6.12 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-6.12.1,
A-6.12.2 and A-6.12.3.

6.6 BAsic MANAGEMENT AND ADMINISTRATIVE SYSTEMS
6.6.1 Supervision

Personal supervision can help sustain health worker motivation and capacity because it directly
addresses a provider’s strengths and weaknesses. Table 6.13 presents information on recent in-service training
and recent personal supervision received by providers of ANC services. Seven of ten interviewed providers of
ANC services reported receiving personal supervision during the six months before the assessment. There is
little variation by facility type; however, providers in hospitals are a little less likely than providers in other
facility types to report having been supervised. By managing authority, providers in government facilities are
dlightly more likely to report having been supervised.
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Table 6.13 Supportive management for providers of antenatal care services

Among interviewed antenatal care (ANC) providers, the percentages who received training related to their work and personal
supervision during the specified time periods, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed providers who received:

Training related to
ANC during the 24

Training related to months and personal
ANC during the 24 Personal supervision supervision during the Number of
Background months preceding during the 6 months 6 months preceding interviewed ANC
characteristics the survey! preceding the survey? the survey service providers
Facility type
Hospital 39 63 29 705
Health centre 41 69 32 872
Dispensary 44 72 32 2,648
Clinic 47 68 33 26
Managing authority
Government 44 71 33 3,231
Private-for-profit 34 67 23 260
Parastatal 37 60 21 34
Faith-based 40 66 29 727
Residence: Tanzania
Total urban 37 69 27 1,216
Total rural 45 70 33 3,036
Residence: Mainland/
Zanzibar
Mainland urban 38 69 28 1,177
Mainland rural 45 70 33 2,965
Zanzibar urban 17 72 13 39
Zanzibar rural a7 85 42 71
Region
Mainland average/total 43 70 32 4,142
Dodoma 32 56 24 248
Arusha 36 74 28 195
Kilimanjaro 40 78 30 234
Tanga 50 53 27 226
Morogoro 40 55 25 287
Pwani 61 52 39 148
Dar es Salaam 27 82 20 267
Lindi 43 87 38 142
Mtwara 42 67 28 147
Ruvuma 36 79 30 207
Iringa 52 54 26 159
Mbeya 29 70 19 222
Singida 43 83 35 116
Tabora 51 63 39 169
Rukwa 47 97 47 115
Kigoma 36 82 31 137
Shinyanga 47 99 46 101
Kagera 63 79 55 240
Mwanza 49 48 28 198
Mara 42 75 34 142
Manyara 49 86 43 102
Njombe 49 46 26 127
Katavi 48 83 45 42
Simiyu 49 71 41 96
Geita 45 65 28 76
Zanzibar average/total 36 80 32 110
Unguja average/total 35 81 32 62
Kaskazini Unguja 51 94 47 15
Kusini Unguja a7 80 43 17
Mjini Magharibi 20 76 17 30
Pemba average/total 38 79 33 48
Kaskazini Pemba 42 85 36 26
Kusini Pemba 34 72 28 22
National average/total 43 70 32 4,252

1 Training refers only to in-service training. The training must have involved structured sessions; it does not include individual
instruction that a provider might have received during routine supervision.

2 Personal supervision refers to any form of technical support or supervision from a facility-based supervisor or from a visiting
supervisor. It may include, but is not limited to, review of records and observation of work, with or without any feedback to the
health worker.
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6.6.2 Training

Providers who have received recent in-service training can be expected to have more up-to-date
knowledge about their particular service area. Four of ten interviewed providers of ANC services reported
receiving in-service training related to ANC during the 24 months before the assessment.

Altogether, about a third of interviewed providers of ANC services reported receiving both in-service
training related to ANC during the 24 months and persona supervision during the six months before the
assessment (Table 6.13).

Table 6.14 shows the specific trainings or training topics that interviewed providers of ANC services
reported receiving during the 24 months before the assessment. Twenty percent or less of providers of ANC
services reported receiving in-service training in any one topic during the 24 months before the survey. The two
most common topics of recent in-service training were family planning (17 percent of interviewed providers)
and intermittent preventive treatment of malariain pregnancy (20 percent of interviewed providers).

Table 6.14 Training for antenatal care service providers

Among interviewed antenatal care (ANC) service providers, the percentages who reported receiving in-service training on topics related to ANC during the
specified period before the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed providers of ANC who reported receiving in-service training on:

Intermittent
preventive
Sexually treatment of
Complications of transmitted malaria in Number of
ANC counselling ANC screening pregnancy Family planning* infections? pregnancy Nty owed
During During During During During During ANC
Background past24 Atany past24 Atany past24 Atany past24 Atany past24 Atany past24 Atany service
characteristics months time months time months time months time months time months time providers
Facility type
Hospital 8 30 7 28 8 29 14 37 2 17 18 48 705
Health centre 10 28 8 26 9 27 18 37 4 19 23 49 872
Dispensary 8 27 8 25 8 24 17 41 3 18 19 45 2,648
Clinic 10 34 11 36 10 37 19 53 1 22 14 48 26
Managing authority
Government 8 28 7 25 8 27 18 43 3 18 19 48 3,231
Private-for-profit 11 30 11 28 7 22 17 40 4 17 15 38 260
Parastatal 4 13 4 12 4 9 19 40 6 13 14 33 34
Faith-based 10 27 10 26 9 22 11 23 3 16 22 44 727
Residence: Tanzania
Total urban 7 27 7 26 6 24 16 40 3 16 15 43 1,216
Total rural 9 28 9 26 9 26 17 39 3 19 21 48 3,036
Residence: Mainland/
Zanzibar
Mainland urban 7 27 7 25 7 24 16 40 3 16 16 43 1,177
Mainland rural 9 28 9 25 9 26 17 38 3 18 21 48 2,965
Zanzibar urban 1 33 2 28 1 27 9 61 2 20 1 32 39
Zanzibar rural 13 44 4 31 4 33 36 73 3 20 18 54 71
Region
Mainland average/total 9 28 8 25 8 26 17 39 3 18 20 a7 4,142
Dodoma 9 26 7 26 5 24 12 27 2 17 13 40 248
Arusha 8 22 6 19 8 22 24 41 4 19 20 42 195
Kilimanjaro 9 38 9 32 4 27 19 36 5 25 15 55 234
Tanga 10 26 11 25 9 20 12 33 1 16 18 43 226
Morogoro 4 28 4 28 4 25 8 26 2 17 27 52 287
Pwani 10 26 9 25 14 28 16 41 3 22 35 51 148
Dar es Salaam 8 31 8 28 5 25 5 28 0 9 8 36 267
Lindi 14 31 10 29 11 31 19 51 1 27 26 49 142
Mtwara 6 27 6 26 5 26 23 39 1 15 24 54 147
Ruvuma 5 22 4 19 6 26 23 62 3 21 11 49 207
Iringa 12 33 14 35 9 26 16 42 13 24 14 46 159
Mbeya 2 21 7 24 4 22 13 39 3 20 12 43 222
Singida 4 29 4 26 5 27 11 41 2 10 7 45 116
Tabora 23 43 26 38 24 42 30 56 6 16 31 54 169
Rukwa 13 38 11 28 19 36 29 40 8 21 30 52 115
Kigoma 6 36 5 34 4 33 13 46 0 22 5 57 137
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Table 6.14—Continued

Percentage of interviewed providers of ANC who reported receiving in-service training on:

Intermittent
preventive
Sexually treatment of
Complications of transmitted malaria in NGl &
ANC counselling ANC screening pregnancy Family planning® infections? pregnancy e
During During During During During During ANC
Background past24 Atany past24 Atany past24 Atany past24 Atany past24 Atany past24 Atany service
characteristics months time months time months time months time months time months time providers
Region
Shinyanga 7 16 4 7 7 13 21 30 1 10 21 32 101
Kagera 8 27 7 22 12 27 15 36 2 13 32 59 240
Mwanza 13 23 11 18 15 22 17 29 4 11 28 39 198
Mara 7 15 6 17 7 18 18 34 0 13 22 36 142
Manyara 6 27 6 29 6 27 31 59 1 21 13 45 102
Njombe 19 43 17 37 16 38 17 56 14 30 21 56 127
Katavi 5 21 5 19 3 19 24 47 2 15 14 39 42
Simiyu 0 9 0 7 4 10 16 30 4 19 25 42 96
Geita 1 17 2 16 2 15 11 29 0 18 26 42 76
Zanzibar average/total 9 40 3 30 3 31 27 69 3 20 12 46 110
Unguja average/total 6 34 5 27 1 26 24 65 3 20 14 42 62
Kaskazini Unguja 14 33 8 31 6 25 51 78 2 24 29 57 15
Kusini Unguja 9 35 9 28 0 26 23 61 7 26 25 53 17
Mijini Magharibi 1 33 1 24 0 27 11 62 1 14 0 28 30
Pemba average/total 12 49 1 34 4 37 31 73 3 21 11 51 48
Kaskazini Pemba 7 39 1 37 7 35 21 69 3 20 17 53 26
Kusini Pemba 17 60 1 30 1 38 42 79 2 22 3 49 22
National average/total 9 28 8 26 8 26 17 39 3 18 20 47 4,252

Note: Training refers only to in-service training. The training must have involved structured sessions; it does not include individual instruction that a provider

might have received during routine supervision.

1 Includes training in any of the following: general counselling for family planning, insertion and/or removal of intrauterine contraceptive device (IUCD), insertion
and/or removal of implants, performing vasectomy, performing tubal ligation, clinical management of family planning methods including managing side effects,

family planning for HIV-positive women, post-partum family planning

2 Includes training in any of the following: diagnosing and treating sexually transmitted infections (STIs), the syndromic approach to diagnosing and managing
STls, treatment of drug-resistant STIs, and STI case management training.

6.7 PREVENTION OF MOTHER-TO-CHILD TRANSMISSION OF HIV

The strategy for prevention of mother-to-child transmission (PMTCT) of HIV involves a 4-pronged

approach:

e Primary prevention of HIV infection in parents

e Prevention of unintended pregnanciesin HIV-positive women

o Lifelong ART for HIV-infected pregnant and breastfeeding women, regardless of CD4 count and/or

clinical stage (“Option B+")

e Provision of comprehensive care to the mother, the newborn, and other family members

PMTCT services are frequently offered in conjunction with antenatal and obstetric delivery services.
They may include avariety of interventions. The degree to which afacility offersthetotal package often depends
on the level of staffing and whether the facility offers either antenatal care or obstetric delivery services or both.

Table 6.15 provides a summary measure assessing the availability, among facilities that offer ANC
services, of any PMTCT services. The table also reports on the availability of the individual interventions or

components of PMTCT at facilities offering ANC and any PMTCT services.

132 - Antenatal Care



Table 6.15 Availability of services for prevention of mother-to-child transmission of HIV in facilities offering antenatal care services

Among facilities offering antenatal care (ANC) services, the percentages offering services for the prevention of mother-to-child transmission (PMTCT) of
HIV and, among the facilities offering PMTCT services, the percentages with specific PMTCT programme components, by background characteristics,

Tanzania SPA 2014-15

Percentage of ANC facilities offering PMTCT that provide:

Nutrition
al coun- Family
Percent- selling  plan- Number
age of HIV ARV ARV Infant for HIV+  ning Co- of
facilities testing prophyl- prophyl-  and preg- coun-  trimo- facilities
offering  Number  HIV for axis for ART to axis for young nant  selling xazole offering
ANC that of testing infants  HIV+ HIV+ infants  child women for HIV+ to new- ANC and
provide facilities for preg- bornto  preg- preg- bornto feeding and preg- bornsof Al any
Background any offering  nant HIV+ nant nant HIV+  coun- their nant HIV+ PMTCT PMTCT
characteristics PMTCT* ANC women women women women women selling infants women women services services
Facility type
Hospital 98 42 100 95 79 96 94 99 97 93 96 68 42
Health centre 99 118 98 91 71 92 88 98 95 95 92 59 116
Dispensary 93 839 98 78 71 85 79 96 94 94 88 50 784
Clinic 86 6 89 78 77 86 80 84 100 100 81 48 6
Managing authority
Government 95 823 98 80 71 86 81 97 95 98 90 53 782
Private-for-profit 81 59 99 92 80 87 85 91 99 90 87 63 48
Parastatal 100 3 100 100 63 87 82 100 80 100 82 58 3
Faith-based 95 120 99 76 71 88 79 90 89 71 84 39 114
Residence: Tanzania
Total urban 93 190 99 87 70 89 83 94 94 93 91 54 177
Total rural 95 815 98 79 72 85 80 97 94 95 88 51 771
Residence: Mainland/
Zanzibar
Mainland urban 94 182 99 88 73 92 86 95 94 93 93 56 170
Mainland rural 95 791 98 80 74 88 83 98 95 95 90 53 748
Zanzibar urban 79 8 82 74 3 8 5 67 92 97 61 0 6
Zanzibar rural 96 23 93 32 2 4 0 68 75 81 20 0 22
Region
Mainland average/total 94 974 99 82 74 89 83 97 95 95 91 53 919
Dodoma 87 55 100 48 67 59 47 100 95 94 78 20 47
Arusha 91 39 100 38 29 38 30 82 90 89 47 18 35
Kilimanjaro 94 50 100 57 67 92 83 93 100 92 99 30 47
Tanga 100 50 100 100 82 88 88 100 94 94 88 71 50
Morogoro 100 585 100 83 66 78 82 95 95 7 94 43 55
Pwani 100 36 100 94 93 100 100 100 100 100 100 87 36
Dar es Salaam 98 50 99 89 81 99 89 90 89 91 97 49 49
Lindi 100 35 100 89 88 95 85 100 100 99 90 77 35
Mtwara 100 34 100 85 90 95 90 100 95 95 95 75 34
Ruvuma 95 45 95 84 82 100 84 95 89 100 95 55 43
Iringa 100 37 100 100 86 99 89 100 100 94 94 63 37
Mbeya 89 68 100 89 99 93 99 100 84 99 99 74 60
Singida 64 28 84 65 60 100 75 100 100 99 100 43 18
Tabora 100 48 100 87 81 96 83 100 100 96 83 60 48
Rukwa 85 32 100 7 46 88 88 88 88 88 88 35 27
Kigoma 95 41 95 68 24 88 72 95 95 89 78 8 39
Shinyanga 93 26 100 93 41 86 100 100 93 100 86 27 24
Kagera 100 43 100 87 72 94 93 100 99 98 100 62 43
Mwanza 91 46 100 80 82 82 73 100 100 100 82 70 41
Mara 93 39 100 92 84 76 92 100 89 98 100 63 37
Manyara 91 25 7 87 100 100 100 100 100 100 100 75 23
Njombe 100 36 100 94 89 100 77 94 94 98 94 75 36
Katavi 100 10 100 96 23 100 96 100 100 100 100 15 10
Simiyu 90 27 100 78 94 94 94 100 100 100 93 76 24
Geita 100 19 99 86 39 99 99 100 93 93 99 19 19
Zanzibar average/total 92 31 91 41 2 5 1 68 79 84 29 0 29
Unguja average/total 89 18 84 56 3 8 1 81 91 89 48 0 16
Kaskazini Unguja 92 5 100 42 9 12 0 92 96 87 38 0 4
Kusini Unguja 93 6 75 57 0 8 0 92 92 82 42 0 6
Mijini Magharibi 84 7 81 65 3 6 3 61 87 97 60 0 6
Pemba average/total 96 13 100 23 0 1 1 53 63 79 5 0 13
Kaskazini Pemba 92 7 100 32 0 0 0 58 67 87 0 0 6
Kusini Pemba 100 6 100 13 0 3 3 47 59 70 11 0 6
National average/total 94 1,005 98 80 72 86 81 96 94 94 89 52 947

Note: ARV = antiretroviral

1 Facility provides any of the following services for the prevention of transmission of HIV from an HIV-positive pregnant woman to her child: HIV testing
and counselling for pregnant women, HIV testing for infants born to HIV-positive women, ARV prophylaxis for HIV-positive pregnant women, ARV
prophylaxis for infants born to HIV-positive women, infant and young child feeding counselling for prevention of mother-to-child transmission, nutritional
counselling for HIV-positive pregnant women and their infants, family planning counselling for HIV-positive pregnant women, co-trimoxazole to newborns
of HIV-positive women, and ART prophylaxis to HIV-positive pregnant women.
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Morethan nine of ten facilitiesin Tanzaniathat offer ANC servicesaso provide some PMTCT services.
Thisincludes amost all hospitals and all health centres (98 percent and 99 percent, respectively), 93 percent of
dispensaries and 86 percent of clinics. Among ANC facilities that offer PMTCT services, the magjority provide
each of the nine assessed components of PMTCT services. However, only about half of these facilities offer the
comprehensive package of PMTCT services—that is, al PMTCT-related services that the TSPA assessed. At
68 percent and 59 percent, hospitals and health centres, respectively, are more likely to offer the full package of
PMTCT services, compared with about half of dispensaries and clinics.

Among managing authorities, private-for-profit and parastatal facilities that offer ANC services,
although few in absolute numbers, are more likely to provide the full package of PMTCT services. A little more
than half of facilitiesin Mainland Tanzania provide the complete package of PMTCT services.

In Zanzibar, 92 percent of facilities that offer ANC provide some PMTCT services. Among those, 91
percent offer HIV testing for pregnant women but only 41 percent offer HIV testing for infants born to HIV+
women. Five percent offer ART to HIV+ pregnant women (Option B+, both as prophylaxis to prevent
transmission and as treatment). Only one percent offer ARV prophylaxis for infants born to HIV+ women. On
the positive side, however, the mgjority of ANC facilities in Zanzibar offer infant and young child feeding
counselling (68 percent of facilities), nutritional counselling for HIV+ pregnant women and their infants (79
percent of facilities), and family planning counselling for HIV+ pregnant women (84 percent of facilities). None
of the ANC facilities that offer PMTCT offer the comprehensive package of PMTCT services (Table 6.15); this
is expected because the provision of ARV to pregnant women is centralised in only afew facilitiesin Zanzibar.

In general, Tanzanian health facilitiesthat offer ANC and PMTCT services are well-equipped to provide
PMTCT services. Table 6.16 presents information on the availability of the necessary elements for the provision
of quality PMTCT services, including service guidelines, HIV testing capacity, and antiretroviral medicines for
pregnant women and infants born to HIV-positive women.

About eight of ten of these facilities had guidelines on PMTCT while only about one-third had
guidelines on infant and young child feeding available at the service site on the day of thevisit. A little over two-
thirds (68 percent) of these facilities have at least one provider of PMTCT services recently trained in PMTCT,
while half have at least one provider recently trained in infant and young child feeding. Hospitals, health centres,
and clinics are more likely than dispensaries to have staff members recently trained in PMTCT or infant and
young child feeding. Nearly all these facilities can test for HIV infection. The capability to collect blood (using
dried blood spots (DBYS)) to test infants for HIV isfound at 57 percent of facilities that offer ANC and PMTCT
services. DBS capability isless likely to be available in clinics and dispensaries.

Both nevirapine syrup, for prophylactic treatment of infants born to HIV-positive mothers, and
antiretroviral medicines (Regiment 5A for PMTCT “Option B+") for HIV-positive mothers are widely available,
but not in al facilities.
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Table 6.16 Guidelines, trained staff, equipment, diagnostic capacity, and medicines for prevention of mother-to-child transmission of HIV

Among facilities offering antenatal care (ANC) and any services for prevention of mother-to-child transmission (PMTCT) of HIV, the percentages having relevant guidelines, at least
one staff member recently trained on PMTCT and infant and young child feeding, visual and auditory privacy for quality PMTCT counselling, HIV diagnostic capacity, and antiretroviral
medicines (ARVSs), by background characteristics, Tanzania SPA 2014-15

Percentage with Percentage with  Percent- Percentage with
guidelines staff trained in: age with HIV testing Percentage with antiretroviral medicines Number
ARV for ARV for Either single of
maternal maternal or multiple facilities
prophyl-  prophyl- drug dose offering
Infant and Infantand  Visual axis/ axis (TDF/3TC/  ANC and
young young and Adult HIV treatment (multiple EFV or any
Background child child auditory  testing AZT NVP (single drug AZT/3TC/ PMTCT
characteristics PMTCT! feeding PMTCT? feeding® privacy* capacity® DBS® syrup’ syrup® dose)®  doses)® NVP) services
Facility type
Hospital 90 55 85 65 96 100 81 10 96 98 60 98 42
Health centre 86 48 77 64 96 97 77 6 85 89 32 90 116
Dispensary 80 32 65 50 94 92 52 3 68 80 11 81 784
Clinic 92 52 76 69 100 100 55 0 80 80 0 80 6
Managing authority
Government 83 35 68 54 94 94 57 3 71 83 15 84 782
Private-for-profit 78 39 63 52 99 91 64 9 67 73 14 73 48
Parastatal 95 58 63 63 80 100 87 5 87 87 60 87 3
Faith-based 72 34 67 47 96 87 49 4 75 75 23 80 114
Residence: Tanzania
Total urban 83 36 66 50 96 95 73 8 79 89 26 89 177
Total rural 81 35 68 53 94 93 53 2 70 80 13 81 771
Residence: Mainland/
Zanzibar
Mainland urban 83 37 67 50 96 97 75 8 81 92 26 92 170
Mainland rural 80 34 69 54 94 93 54 2 72 82 14 84 748
Zanzibar urban 77 23 40 38 95 59 25 3 19 19 14 19 6
Zanzibar rural 90 45 53 41 91 81 7 0 1 1 1 1 22
Region
Mainland average/total 81 35 68 53 94 94 58 3 74 84 16 85 919
Dodoma 88 37 56 40 94 94 20 5 38 73 4 73 47
Arusha 68 35 75 44 100 92 16 3 36 55 10 55 35)
Kilimanjaro 85 43 76 59 100 93 40 3 78 84 20 91 47
Tanga 94 30 81 58 100 100 80 6 72 58 20 65 50
Morogoro 65 26 69 51 98 89 41 1 72 61 11 61 55
Pwani 76 31 69 47 67 88 82 9 99 94 34 94 36
Dar es Salaam 97 41 55 53 98 91 80 12 82 90 29 90 49
Lindi 89 48 57 39 100 95 46 1 53 85 10 85 35
Mtwara 99 52 69 48 100 100 65 0 90 89 18 89 34
Ruvuma 100 25 76 62 100 100 84 1 95 99 36 99 43
Iringa 94 66 75 74 77 100 77 0 77 94 10 94 37
Mbeya 68 40 45 25 99 100 62 1 98 98 13 98 60
Singida 85 12 43 40 100 78 42 0 88 100 8 100 18
Tabora 44 5 65 43 100 96 51 0 60 83 23 87 48
Rukwa 65 41 73 54 93 88 69 0 69 83 2 83 27
Kigoma 78 22 60 55 94 90 27 1 37 88 23 88 39
Shinyanga 93 48 70 68 93 100 85 2 93 86 3 86 24
Kagera 92 48 86 69 100 81 68 1 68 87 5 87 43
Mwanza 61 4 71 60 90 100 51 2 80 91 5 91 41
Mara 59 35 80 44 92 91 66 8 77 68 23 76 37
Manyara 81 47 88 87 100 91 77 20 90 91 26 91 23
Njombe 99 59 70 64 64 100 62 7 69 94 19 94 36
Katavi 65 15 74 68 100 96 88 0 90 100 5 100 10
Simiyu 89 28 76 64 99 82 38 0 83 89 13 89 24
Geita 100 26 61 59 93 89 72 2 86 100 9 100 19
Zanzibar average/total 87 40 51 40 92 76 11 1 5 5 4 5 29
Unguja averagef/total 85 45 52 41 94 65 15 1 5 5 4 5 16
Kaskazini Unguja 100 57 62 49 100 70 17 0 4 4 0 4 4
Kusini Unguja 84 64 52 31 82 77 8 0 3 3 3 3 6
Mijini Magharibi 76 18 44 44 100 49 20 3 8 8 8 8 6
Pemba averagef/total 90 35 49 39 90 90 7 0 5 5 3 5 13
Kaskazini Pemba 87 37 52 41 86 100 3 0 5 5 3 5 6
Kusini Pemba 93 33 46 38 94 80 11 0 5 5 3 5 6
National averagef/total 81 35 68 53 94 93 57 3 72 82 16 83 947

Note: The indicators presented in the table comprise the staff and training, equipment, diagnostics, and medicines and commodities domains for assessing readiness to provide
PMTCT services within the health facility assessment methodology proposed by WHO and USAID (2015).

! Guideline for PMTCT: Hand-written guidelines pasted on a wall are acceptable.

2 Facility has at least one interviewed provider of ANC and PMTCT services who reported receiving in-service training in some aspect of PMTCT during the 24 months preceding the
survey. The training must have involved structured sessions; it does not include individual instruction that a provider might have received during routine supervision.

3 Facility has at least one interviewed provider of ANC and PMTCT services who reported receiving in-service training in some aspect of infant and young child feeding during the 24
months preceding the survey. The training must have involved structured sessions; it does not include individual instruction that a provider might have received during routine
supervision.

4 A private room or screened-off area is available in the ANC service area that is a sufficient distance from other clients so that a normal conversation could be held without the client
being seen or heard by others.

S HIV rapid testing or other HIV testing capacity available in the facility

¢ Facility reports that they perform HIV testing for infants and have dried blood spot (DBS) filter paper available for collection of blood samples from infants for HIV testing.

7 Zidovudine (AZT) syrup for ARV prophylaxis for children born to HIV-positive women

8 Nevirapine (NVP) syrup for ARV prophylaxis for children born to HIV-positive women

¢ Regimen for PMTCT single dose (TDF/3TC/EFV or AZT/3TC/NVP) available in facility for ARV prophylaxis and/or treatment for HIV-positive pregnant women

10 Multiple drug dose to provide (TDF/3TC/EFV or AZT/3TC/NVP) available in facility for ARV prophylaxis for HIV-positive pregnant women
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6.8 MALARIA IN PREGNANCY

Malariacan befatal or cause poor outcomesin pregnancy. Therefore, measures must be taken to prevent
its occurrence during pregnancy and to treat it promptly if it occurs. The ability to do this depends on the
availability of proper medicines and diagnostics and appropriate interventions during ANC visits. Table 6.17
presents information on malaria services in facilities offering ANC services.

6.8.1 Availability of Guidelines, Trained Staff, Medicines, and Diagnostics
Service Guidelines

IPTp (intermittent preventive treatment of malariain pregnancy) guidelines are not widely available in
Tanzania. The 2014-15 TDHS found they were available in only athird of ANC facilities. Hospitals and health
centres are more likely to have these guidelines; however, only 43 percent of hospitals and health centres that
offer ANC had them available on the day of the survey visit.

Trained Staff

Among facilities that offer ANC, hospitals are much more likely than other types of facilitiesto have a
provider of ANC services recently trained on malaria in pregnancy; 63 percent of hospitals and 62 percent of
health centres have such a provider compared with dispensaries (40 percent) and clinics (29 percent). Private
facilities are comparatively less likely to have a provider of ANC services with recent training on malariain

pregnancy.
Equipment

Thefirst line of defence against malariaisto avoid the bites of mosguitoesthat carry the disease-causing
parasite. Therefore, pregnant women are advised to sleep under an insecticide-treated bed net (ITN). On average,
only 12 percent of Tanzania health facilities that offer ANC services had ITNs available for distribution to
pregnant women on the day of the assessment (Table 6.17). The availability of ITNs varies by type of facility,
from 29 percent of hospitals to 9 percent of dispensaries. There is little difference in availability of ITNs by
managing authority. In Zanzibar, about 90 percent of facilities that offer ANC services had ITNs in the facility
on the day of the assessment, available for distribution to pregnant women during ANC visits.

Medicines

Regarding medicines, on the day of the assessment, most facilities that offer ANC (94 percent) were
well supplied with an artemisinin-based combination therapy (ACT) drug for treating active uncomplicated
malaria, and quinine (90 percent) for treating complicated malaria. Sulfadoxine/pyrimethamine (Fansidar), for
intermittent preventive treatment of malaria during pregnancy (1PTp), was less available; around six of ten ANC
facilities had SP available on the day of the survey (Table 6.17).

Diagnostic Capacity

Rapid diagnostic tests (RDTs) for malaria are available in more than eight of ten facilities that offer
ANC (83 percent). In contrast, malaria microscopy is rarely available in dispensaries or in clinics; alittle over
half of hospital (56 percent) and 44 percent of health centres have microscopy.
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Table 6.17 Malaria services in facilities offering antenatal care services

Among facilities offering antenatal care (ANC) services, the percentages having indicated items for the provision of malaria services available on the day of the
survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering antenatal care services that have:

Medicines Diagnostics Nug}ber
IPTp Malaria RDT or facilities
Background guide-  Trained IPTp Ironor Malaria  micro- micro- Haemo- offering
characteristics lines staff! ITN? ACT? SP DOT  Quinine folicacid RDT*  scopy® scopy globin®  ANC
Facility type
Hospital 43 63 29 91 75 84 94 99 93 56 97 88 42
Health centre 43 62 27 94 62 77 90 96 90 44 94 60 118
Dispensary 33 40 9 94 60 77 90 96 82 8 83 22 839
Clinic 30 29 13 86 84 84 71 97 76 0 76 50 6
Managing authority
Government 35 43 12 95 58 76 90 96 86 10 87 22 823
Private-for-profit 22 36 11 88 75 86 92 87 59 18 63 72 59
Parastatal 56 50 13 82 82 75 100 88 100 46 100 100 3
Faith-based 39 47 16 86 74 83 88 97 77 41 86 58 120
Residence: Tanzania
Total urban 36 42 20 91 69 80 91 96 76 28 82 59 190
Total rural 35 44 10 94 60 77 90 96 85 11 86 23 815
Residence: Mainland/
Zanzibar
Mainland urban 37 44 17 94 72 84 95 98 77 27 82 59 182
Mainland rural 35 44 8 95 61 79 92 97 85 11 86 23 791
Zanzibar urban 0 2 77 40 0 2 0 54 57 51 84 53 8
Zanzibar rural 19 31 94 64 5 5 5 66 82 6 83 33 23
Region
Mainland average/total 36 44 10 95 63 80 93 97 83 14 85 29 974
Dodoma 24 28 2 100 27 58 99 100 86 13 91 42 55
Arusha 43 40 4 83 51 71 83 83 92 15 92 29 39
Kilimanjaro 53 29 30 85 77 90 72 100 99 20 99 17 50
Tanga 31 66 22 99 42 80 94 99 97 20 99 29 50
Morogoro 41 64 15 99 76 87 100 100 74 13 80 30 55
Pwani 44 71 8 79 63 93 98 100 70 13 71 36 36
Dar es Salaam 34 24 4 90 72 81 98 100 62 16 62 89 50
Lindi 46 53 3 100 70 89 89 100 90 4 90 30 35
Mtwara 66 59 4 89 69 95 95 95 49 12 55 13 34
Ruvuma 65 37 15 90 64 84 89 95 89 16 94 28 45
Iringa 60 37 4 94 100 100 77 100 83 11 83 24 37
Mbeya 21 21 8 94 69 82 93 94 94 12 94 16 68
Singida 30 7 13 100 47 7 100 92 90 8 92 15 28
Tabora 10 56 11 95 35 68 90 81 94 21 95 58 48
Rukwa 39 73 5 100 66 76 84 100 97 6 99 27 32
Kigoma 22 10 7 100 41 68 99 95 80 11 80 9 41
Shinyanga 24 49 9 100 57 65 100 100 93 8 93 31 26
Kagera 26 72 19 100 91 94 100 99 74 24 74 19 43
Mwanza 30 48 16 100 67 71 92 100 65 13 66 28 46
Mara 27 48 3 98 63 69 100 100 90 17 90 24 39
Manyara 34 21 8 95 50 79 99 100 67 6 67 35 25
Njombe 48 39 5 100 81 88 87 94 88 5 89 10 36
Katavi 25 56 8 94 80 85 96 100 92 13 92 26 10
Simiyu 19 58 1 100 73 75 100 100 84 13 89 24 27
Geita 22 64 2 93 68 ' 84 100 85 28 93 19 19
Zanzibar average/total 14 23 920 58 4 4 4 63 76 17 84 38 31
Unguja average/total 18 27 91 63 1 4 4 48 74 23 86 52 18
Kaskazini Unguja 17 52 100 72 4 0 4 11 88 7 92 39 5
Kusini Unguja 39 39 100 76 0 10 10 72 90 5 93 65 6
Mijini Magharibi 0 0 7 44 0 2 0 51 51 49 75 50 7
Pemba average/total 10 19 89 52 8 4 4 82 78 9 81 19 13
Kaskazini Pemba 8 30 92 36 4 4 0 73 86 8 88 12 7
Kusini Pemba 11 6 85 71 12 4 8 92 69 9 72 27 6
National average/total 35 43 12 94 61 78 90 96 83 14 85 30 1,005
Notes:

e See Table 6.1 for information on the proportion of all facilities offering antenatal care services
* I[PTp = Intermittent preventive treatment of malaria during pregnancy; SP = sulfadoxine/pyrimethamine (Fansidar)

1 At least one interviewed provider of ANC services reported receiving in-service training on malaria in pregnancy during the 24 months preceding the survey. The
training must have involved structured sessions; it does not include individual instruction that a provider might have received during routine supervision.

2 Facility reported it had ITNs in storage in the facility on the day of the survey.

3 Country-recommended artemisinin combination therapy (ACT) drug for treatment of active malaria: For Zanzibar facilities, only ARTE-AMO tablets are included;
for all other facilities, either ALU or ARTE-AMO tablets are included.

4 Facility had unexpired malaria rapid diagnostic test (RDT) kits available somewhere in the facility.

5 Facility had a functioning microscope with glass slides and relevant stains for malaria microscopy available somewhere in the facility.

5 Facility has capacity to conduct haemoglobin test using any of the following means: haematology analyser, haemoglobinometer or colorimeter, HemoCue, litmus
paper, or any rapid test for haemoglobin.
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6.8.2 MALARIA-RELATED INTERVENTIONS DURING ANC VISITS

Pregnant women need to know the importance of preventing malaria and how to do so, specifically by
sleeping under an ITN and by taking Fansidar for IPTp. In addition, they should be supplied with the net and the
medication for |PTp (sulfadoxine/pyrimethamine). Table 6.18 and Appendix Tables A-6.18.1 through A-6.18.2
show how often these aspects of malaria prevention took place during observed ANC consultations. |nformation
is presented separately for al observed ANC clients, for first-visit clients, and for follow-up clients.

Of the 1,853 first-visit ANC consultations observed, only 11 percent included discussion of the
importance of ITNs in malaria prevention, and only two percent of ANC clients were either given an ITN or
directed to obtain an ITN elsewherein the facility.

In about half of first-visit ANC consultations (47 percent), a provider gave or prescribed IPTp to the
ANC client. First-visit ANC clients visiting hospitals were more likely to be given or prescribed |PTp than those
visiting other facility types. In 40 percent of consultations, the first-visit ANC client was explained the purpose
of IPTp, and in 20 percent of consultations the client actually took a dose of SP in the presence of a provider,
following the directly observed therapy (DOT) approach to assuring compliance with a medication regimen.

In Zanzibar, the IPTp intervention during ANC visits is no longer offered because of low maaria
prevalence in the general population and among pregnant women. The prevalence of asymptomatic infection in
the general population has declined from above 25 percent in 2005 to less than one percent in 2010. The
incidence of confirmed malaria cases reported by heath facilities for all age groups declined from 8 malaria
cases per 1,000 population in 2005 to 2 malaria cases per 1,000 population in 2012 (MOH, 2013).

Table 6.18 Malaria prevention interventions for antenatal care clients: insecticide-treated bed nets and intermittent preventive treatment during
pregnancy: Facility type and managing authority

Among antenatal care (ANC) clients whose consultations were observed, the percentages whose consultation included discussions on specific
preventive interventions related to the use of insecticide-treated bed nets (ITNs) and intermittent preventive treatment for malaria during pregnancy
(IPTp), by facility type and managing authority, according to ANC visit status, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National
Components of consultation ~ Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total

FIRST-VISIT ANC CLIENT

Importance of using ITN

explained 8 11 11 29 11 8 0 6 11
Client given ITN or directed

to obtain elsewhere in

facility 1 1 3 29 3 1 0 1 2
Provider gave or prescribed

IPTp 58 49 45 47 47 26 37 55 47
Provider explained purpose

of IPTp 50 39 38 48 41 27 29 41 40
Dose of SP ingested in

presence of provider 30 20 18 16 19 8 0 33 20
Number of ANC clients 264 336 1,249 3 1,519 75 4 255 1,853

(Continued...)
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Table 6.18—Continued

Facility type Managing authority
Health Govern-  Private-for- National
Components of consultation ~ Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
FOLLOW-UP VISIT ANC CLIENT

Importance of using ITN

explained 6 8 10 58 10 11 7 4 9
Client given ITN or directed

to obtain elsewhere in

facility 0 0 1 29 1 3 0 0 1
Provider gave or prescribed

IPTp 46 49 37 17 40 45 62 40 41
Provider explained purpose

of IPTp 38 35 28 6 32 28 57 29 31
Dose of SP ingested in

presence of provider 19 22 12 13 15 10 29 19 15
Number of ANC clients 371 391 1,382 10 1,730 104 10 310 2,154

ALL OBSERVED ANC CLIENTS

Importance of using ITN

explained 7 9 10 51 11 10 5 5 10
Client given ITN or directed

to obtain elsewhere in

facility 1 1 2 29 2 2 0 0 1
Provider gave or prescribed

IPTp 51 49 41 25 44 37 55 47 44
Provider explained purpose

of IPTp 43 37 33 16 36 27 48 34 35
Dose of SP ingested in

presence of provider 24 21 15 13 17 9 20 25 18
Number of ANC clients 635 727 2,631 14 3,249 179 14 565 4,007

Notes:

* Additional results for Table 6.18 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-6.18.1, A-

6.18.2 and A-6.18.3

e SP = sulfadoxine/pyrimethamine (Fansidar)

6.8.3 Malaria-related Training

Lessthan 50 percent of interviewed ANC providers had ever received training on some aspect of malaria
in pregnancy—diagnosis of malaria, how to perform a malaria RDT, or case management and treatment of
malaria (Table 6.19). Lessthan 20 percent of interviewed ANC providersreported that they had received training

in any of these topics in the 24 months preceding the survey.
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Table 6.19 Malaria training for antenatal care service providers

Among interviewed providers of ANC services, the percentages who report receiving in-service training on topics related to malaria during the specified
time periods, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed ANC providers who reported receiving in-service training on:
Diagnosing How to perform malaria rapid Case management/

malaria diagnostic test treatment of malaria ANumt‘)er of
interviewed
Background During past During past During past ANC service
characteristics 24 months At any time 24 months At any time 24 months At any time providers*
Facility type
Hospital 15 34 13 25 15 36 705
Health centre 22 41 18 31 20 40 872
Dispensary 20 45 18 41 15 39 2,648
Clinic 18 32 18 30 10 26 26
Managing authority
Government 20 45 18 39 16 40 3,231
Private-for-profit 10 25 10 21 10 22 259
Parastatal 14 23 11 19 12 24 34
Faith-based 19 36 15 28 18 40 726
Residence: Tanzania
Total urban 14 34 12 26 12 33 1,215
Total rural 21 46 19 40 18 41 3,036
Residence: Mainland/
Zanzibar
Mainland urban 14 34 12 26 13 34 1,177
Mainland rural 21 45 18 40 18 41 2,965
Zanzibar urban 20 28 18 23 2 19 38
Zanzibar rural 53 74 52 69 20 42 71
Region
Mainland average/total 19 42 17 36 16 39 4,142
Dodoma 11 31 9 27 12 30 248
Arusha 21 39 19 29 21 38 195
Kilimanjaro 16 49 15 38 9 41 234
Tanga 26 47 25 38 13 34 226
Morogoro 20 44 16 40 25 44 287
Pwani 29 42 26 36 38 52 148
Dar es Salaam 5 21 5 20 5 20 267
Lindi 28 46 25 39 21 44 142
Mtwara 35 58 28 52 27 55 147
Ruvuma 16 35 15 26 4 36 207
Iringa 14 38 13 31 9 44 159
Mbeya 10 44 7 39 8 30 222
Singida 7 39 7 37 7 38 116
Tabora 12 40 10 29 15 40 169
Rukwa 27 50 22 49 21 45 115
Kigoma 8 53 7 48 5 50 137
Shinyanga 18 38 18 29 20 33 101
Kagera 40 64 37 58 30 53 240
Mwanza 18 31 12 21 21 31 198
Mara 22 38 18 33 22 36 142
Manyara 11 39 9 35 6 31 101
Njombe 10 47 10 44 14 49 127
Katavi 17 44 15 38 10 36 42
Simiyu 31 47 29 43 31 49 96
Geita 25 38 24 32 24 35 76
Zanzibar average/total 41 58 40 53 13 34 109
Unguja average/total 35 44 34 41 12 33 61
Kaskazini Unguja 46 68 46 63 25 46 15
Kusini Unguja 46 53 41 46 21 43 17
Mijini Magharibi 24 28 24 28 0 20 30
Pemba average/total 49 74 a7 68 15 36 48
Kaskazini Pemba 49 80 46 72 22 38 26
Kusini Pemba 49 67 49 64 6 33 22
National average/total 19 42 17 36 16 39 4,251

Note: Training refers to in-service training only. The training must have involved structured sessions; it does not include individual instruction that a
provider might have received during routine supervision.

Includes only providers of ANC services in facilities that offer both ANC services and malaria diagnosis and/or treatment services.
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DELIVERY AND NEWBORN CARE 7

Dr. Heavengton E. Mshiu

Key Findings

Service availability

e Three-quarters of all health facilities in Tanzania provide normal delivery
services, a level unchanged from the 2006 TSPA. Normal delivery
services are most frequently available in hospitals and health centres, and
two-thirds of dispensaries. Clinics are least likely to provide these
services. Caesarean delivery services are almost exclusively provided in
hospitals, similar to findings the 2006 findings.

o Six of ten facilities that offer normal delivery services had a provider of
delivery care available on-site or on-call 24 hours a day; however, just
three in ten of these facilities had a duty schedule of 24-hour staff
available on the day of the survey.

¢ Injectable uterotonic was available at the service site in about eight of ten
facilities that offer normal delivery services, an improvement since 2006
when only 1 in10 facilities had injectable uterotonic available at the service
site.

Services readiness

e Guidelines on delivery care were available in only three of ten facilities
that offer normal delivery services, and only about one-quarter of facilities
had at least one staff who had received relevant in-service training in
delivery care recently.

e Providers’ reports suggest that in-service trainings in delivery care and
immediate newborn care have not been widely received. Training in
neonatal resuscitation was the most commonly reported training received
by interviewed providers of delivery or newborn care services.

e Almost nine of ten facilities (87 percent) providing normal delivery services
had at least one delivery pack available; dispensaries are less likely than
other facility types to have a delivery pack.

e About six of ten facilities that provide normal delivery services had access
to emergency transport.

e Regarding emergency obstetric and newborn care, nearly all facilities that
offer normal delivery care had administered parenteral oxytocic in the
three months before the assessment. Just half of the facility had carried
out neonatal resuscitation.

e Among priority medicines for mothers, benzathine benzyl penicillin and
sodium chloride injectable solution were the only medicines widely
available on the day of the survey. Most other priority medicines were
generally lacking.

Infection control

o Slightly less than two-thirds of facilities had supplies for hand hygiene,
specifically soap and running water or else alcohol-based hand
disinfectant at the service site on the day of the visit.
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7.1 BACKGROUND

key aspects of maternal and newborn care, including the availability of staff and services for safe
delivery, management of obstetric complications, postnatal care (PNC), and newborn care practicesin
the facilities assessed.

This chapter provides an overview of maternal and newborn health services in Tanzania. It highlights the

The chapter exploresthe following key issues relating to provision of quality delivery and newborn care
services at health facilities:

e Background. Section 7.1 presents a brief overview of status of maternal health in Tanzania.

e Availability of services. Section 7.2, including Table 7.1 and Figure 7.1, examines the avail ability
of maternal health services as well as the availability of providers of delivery and newborn care
services.

e Service readiness. Section 7.3, including Tables 7.2 through 7.4 and Figures 7.2 through 7.4,
providesinformation on arange of measures designed to assess the readiness of facilitiesto provide
good-quality delivery and newborn care services, including the availability of basic amenities and
equipment, essential medicines, infection control processes, and transport for emergencies.

o Newborn care practices. Section 7.4, including Table 7.5 and Appendix Table A-7.6.3, examines
signal functions for emergency obstetric and newborn care, and newborn care practices in health
facilities.

e Basic management and administrative systems. Section 7.5, including Tables 7.7 through 7.9,
examines the management and administrative systemsin place to support quality services, including
in-servicetraining for providers of delivery and newborn care.

7.1.1 Maternal Health Status and Health Care Utilization

Maternal mortality is defined as the death of a woman during pregnancy, childbirth, or in the 42 days
after delivery due to causes directly or indirectly associated with the pregnancy. Maternal mortality remains a
major challenge to health systems worldwide. According to a publication on behaf of the Maternal Mortality
Working Group, some regions of the world have reduced maternal mortality somewhat since 1990, but maternal
mortality ratios (maternal deaths per 100,000 live births) in sub-Saharan Africa have remained high, with little
evidence of improvement (Hill et al., 2007).

The leading direct causes of maternal deaths in Tanzania are haemorrhage, complications of abortion,
eclampsia, obstructed labour and infection. Major indirect causes are anaemia, malaria and HIV/AIDS. The
maternal mortality ratio (MMR) for the 10-year period before the 2004-05 TDHS was estimated at 578 maternal
deaths per 100,000 live births (confidence interval: 466-690). The maternal mortality ratio for the 10-year period
before the 2010 TDHS was estimated at 454 maternal deaths per 100,000 live births (confidence interval: 353-
556), which suggests a decline in maternal mortality in Tanzania. Although the confidence intervals for the two
estimates overlap, the upper limit (556) of the 2010 TDHS MMR is lower than the 2004-05 TDHS MMR
estimate (578), suggesting that maternal mortality in Tanzania may indeed have started to decline. Overal, for
every 1,000 live births in Tanzania about four to five women die of pregnancy-related causes (NBS and ICF
Macro, 2011).
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Most of these maternal deaths could be prevented with quality emergency obstetric and newborn care,
skilled attendance to women during labour, and delivery including postpartum care. In this regard, institutional
delivery with effective and efficient referral system cannot be overemphasized. The 2010 TDHS estimates that
50 percent of al live births in the five years preceding the survey took place in a health facility. According to
the same survey the neonatal mortality rate (probability of dying within the first month of life) for that period
was 26 deaths per 1000 live births. Major causes of neonatal deaths are asphyxia, prematurity, infection, and
congenital malformations. To address these problems, the Helping Babies Breathe initiative has been rolled out
throughout the country. In addition, guidelinesfor preterm labour, including antenatal corticosteroids, have been
developed.

7.2 AVAILABILITY OF DELIVERY AND NEWBORN CARE SERVICES

The 2014-15 TSPA findings show that three-quarters (76 percent) of all health facilities in Tanzania
provide normal delivery services (Table 7.1 and Figure 7.1). Thislevel is similar to the 74 percent of facilities
providing normal delivery services in the 2006 TSPA. Normal delivery services are most commonly provided
in hospitals (94 percent), health centres (85 percent) and dispensaries (75 percent). As expected, clinics are least
likely to provide these services. Nine in ten government facilities and three-quarters of faith-based facilities
provide normal delivery services, asin the 2006 TSPA.

The difference between Tanzania Mainland and Zanzibar is substantial; 78 percent of Tanzania
Mainland health facilities provide normal delivery services compared with only 17 percent of Zanzibar health
facilities.

In general, caesarean delivery services are available in only four percent of al facilities, smilar to the
availability of such services in 2006. Caesarean delivery services are available almost exclusively in hospitals
(84 percent) and in about 11 percent of health centres (Table 7.1). Ninety-six percent of hospitals provided
caesarean delivery servicesin 2006.

The 2014-15 TSPA assessed the availability of providers of delivery care on-site or on-call 24-hours a
day. Six of ten facilities that offer normal delivery services report that they have a provider of delivery care
available on-site or on-call 24 hours aday. However, just three of ten facilities (28 percent) had a duty schedule
available on the day of the survey. Hospitals (98 percent), and health centres (83 percent) are the facilities most
likely to have a provider of delivery care available and have a duty schedule; dispensaries are least likely. These
findings are similar to those from the 2006 TSPA, which found that 56 percent of facilities that offer labour and
delivery services reported having a provider of delivery care available 24 hours a day but only 24 percent had a
duty schedule available to support the claim. At the time (2006), almost all hospitals (99 percent) and 74 percent
of health centres had a provider of delivery care available and a duty schedule (table not shown).
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Table 7.1 Availability of maternal health services

Among all facilities, the percentages offering specific maternity services and the full range of maternity services and, among facilities that offer normal
delivery services, the percentages having a skilled provider available on-site or on-call 24 hours a day to conduct deliveries, with or without an observed
duty schedule, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering
normal delivery services

Percentage of facilities offering: that have:
Provider of
Provider of delivery care
ANC, delivery care available on-  Number of
normal available on-  site oron-call ~ facilities
ANC and  delivery, site or on-call 24 hours/day, offering
Normal normal and 24 hours/day, with or without ~ normal
Background Antenatal  delivery Caesarean delivery caesarean Number of with observed observed duty delivery
characteristics care (ANC) services delivery services delivery facilities  duty schedule schedule services
Facility type
Hospital 91 94 84 90 80 46 98 99 44
Health centre 91 85 11 84 11 129 83 94 109
Dispensary 85 75 0 74 0 992 16 52 746
Clinic 30 26 0 24 0 21 41 72 5
Managing authority
Government 96 88 3 87 3 857 25 56 756
Private-for-profit 36 20 6 18 6 163 70 95 33
Parastatal 17 11 4 11 4 21 82 100 2
Faith-based 81 77 12 73 12 148 39 72 113
Residence: Tanzania
Total urban 59 41 10 39 9 324 49 72 132
Total rural 94 89 2 88 2 864 25 58 773
Residence: Mainland/
Zanzibar
Mainland urban 60 43 10 41 9 306 49 72 131
Mainland rural 94 91 2 90 2 838 25 58 767
Zanzibar urban 43 7 6 7 6 18 50 100 1
Zanzibar rural 90 23 1 23 1 26 17 19 6
Region
Mainland average/total 85 78 5 77 4 1,144 28 60 897
Dodoma 92 79 3 79 3 60 11 24 47
Arusha 75 51 6 51 6 52 28 43 26
Kilimanjaro 75 54 4 54 4 67 29 48 36
Tanga 84 80 5 80 5 59 39 94 47
Morogoro 90 89 5 88 5 61 27 33 54
Pwani 80 84 3 80 3 45 10 21 38
Dar es Salaam 52 23 7 22 6 96 60 98 22
Lindi 100 90 5 90 5 35) 23 48 32
Mtwara 98 99 2 98 2 35 14 40 35
Ruvuma 95 85 4 85 4 47 13 21 40
Iringa 93 93 4 93 4 39 26 72 37
Mbeya 94 89 4 89 4 72 22 99 64
Singida 82 94 4 82 4 34 38 50 32
Tabora 96 91 3 91 3 50 14 33 46
Rukwa 94 89 4 88 3 34 30 78 30
Kigoma 95 91 6 91 6 43 27 83 39
Shinyanga 81 88 4 81 4 32 37 68 28
Kagera 88 88 4 88 4 49 68 81 43
Mwanza 78 71 6 70 6 59 46 91 41
Mara 87 88 5 87 5 45 23 33 40
Manyara 93 92 4 85 4 27 32 52 25
Njombe 94 100 3 94 3 38 17 100 38
Katavi 91 84 3 82 2 11 65 91 9
Simiyu 90 95 2 90 2 30 23 48 29
Geita 82 81 5 81 5 23 31 72 19
Zanzibar average/total 70 17 3 17 3 44 23 34 7
Unguja average/total 61 11 3 11 3 29 40 55 3
Kaskazini Unguja 83 28 3 28 3 6 54 65 2
Kusini Unguja 88 16 2 16 2 7 15 15 1
Mijini Magharibi 43 4 4 4 4 17 50 100 1
Pemba average/total 88 27 3 27 3 15 8 17 4
Kaskazini Pemba 87 31 2 31 2 8 7 14 2
Kusini Pemba 89 22 5 22 5 7 11 21 2
National average/total 85 76 4 75 4 1,188 28 60 905
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Figure 7.1 Availability of maternal health services

Antenatal Care Normal Delivery Caesarean Delivery ANC and Normal All 3 services

(ANC) Delivery
TSPA 2014-15

7.3  SERVICE READINESS
7.3.1 Service Guidelines, Trained Staff, and Equipment for Delivery Services

The quality of delivery services depends partly on the availability of staff with up-to-date training,
service guidelines, and certain basic equipment, medicines and supplies.

Service Guidelines

On average, 30 percent of facilitiesthat offer normal delivery services had guidelinesrelated to delivery
and newborn care (guidelines on BEmMONC or CEmONC) available on the day of the survey. Health centres are
dlightly more likely than hospitals and other facility types to have guidelines on delivery and newborn care. In
2006, only seven percent of facilities offering normal delivery services had any guidelines or protocols on
delivery available on the day of the survey.

Trained Staff

About one-quarter of facilities offering normal delivery services have at |east one interviewed provider
of delivery and newborn care services who has received recent in-service training in labour and delivery care
(Table 7.2 and Figure 7.2).
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Table 7.2 Guidelines, trained staff, and equipment for delivery services

Among facilities offering normal delivery services, the percentages having guidelines, at least one staff member recently trained in delivery care, and basic equipment for routine
delivery available in the facility on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering normal delivery services that have:

Number of
Guide- Staff Suction facilities
lines on Guide-  trained in appara- Vacuum offering
BEmMONC lines on IMPAC, Emer- tus Manual  aspirator Neonatal normal
Background or newborn CEmONC gency Examina- Delivery (mucus vacuum orD&C  bagand Parto- delivery
characteristics CEmMONC' care or EmOC? transport® tion light'  pack®  extractor) extractor kit® mask graph”  Gloves®  services
Facility type
Hospital 44 69 37 93 54 98 79 52 40 97 96 100 44
Health centre 51 65 42 75 28 90 46 12 24 84 80 89 109
Dispensary 26 59 20 58 10 86 16 2 3 74 52 85 746
Clinic 15 44 29 59 73 100 33 6 15 73 41 90 5
Managing authority
Government 30 60 23 59 9 85 19 4 6 75 57 85 756
Private-for- profit 20 39 16 75 60 100 48 14 16 75 60 98 33
Parastatal 29 74 15 100 55 100 51 29 22 82 82 82 2
Faith-based 33 66 24 72 35 94 42 12 14 81 59 93 113
Residence: Tanzania
Total urban 32 61 23 58 38 94 46 18 17 86 68 92 132
Total rural 29 60 23 62 10 86 19 3 6 74 56 85 773
Residence: Mainland/
Zanzibar
Mainland urban 31 61 23 57 38 95 46 17 16 86 68 92 131
Mainland rural 30 60 23 63 10 86 19 3 6 75 56 85 767
Zanzibar urban 75 50 0 100 63 63 88 63 38 88 75 100 1
Zanzibar rural 26 53 6 33 28 52 28 3 22 38 58 96 6
Region
Mainland
average/total 30 60 23 62 14 87 23 5 7 76 57 86 897
Dodoma 13 22 22 67 3 77 28 2 3 69 35 94 47
Arusha 44 89 42 84 20 77 22 7 13 98 53 77 26
Kilimanjaro 55 79 12 62 35 91 32 4 14 89 90 98 36
Tanga 21 81 41 63 11 88 24 10 5 100 74 86 47
Morogoro 27 69 17 43 13 83 20 10 4 87 55 71 54
Pwani 65 65 32 53 20 89 7 5 14 89 61 100 38
Dar es Salaam 44 55 14 56 71 100 57 14 13 93 71 100 22
Lindi 50 97 44 32 8 86 10 2 1 100 76 89 32
Mtwara 17 59 7 40 13 84 34 2 3 68 77 72 35
Ruvuma 18 85 15 68 9 83 21 2 5 94 83 100 40
Iringa 52 93 18 45 6 100 23 2 8 94 76 89 37
Mbeya 4 53 20 55 20 92 33 2 1 86 41 99 64
Singida 19 41 17 92 4 100 11 6 8 100 68 93 32
Tabora 56 84 50 58 13 100 28 2 18 66 81 74 46
Rukwa 61 44 42 88 48 100 3 3 1 75 73 51 30
Kigoma 25 70 14 58 1 74 23 6 6 89 37 73 39
Shinyanga 16 11 7 60 2 75 31 2 9 27 81 87 28
Kagera 15 9 16 78 5 94 19 14 7 34 61 67 43
Mwanza 33 36 38 75 22 78 22 16 14 56 31 89 41
Mara 8 66 2 75 15 71 24 3 12 35 33 99 40
Manyara 28 42 23 81 15 100 10 5 2 97 31 99 25
Njombe 24 84 33 15 4 95 24 1 3 94 27 89 38
Katavi 18 69 25 94 0 100 35 0 0 16 55 77 9
Simiyu 24 44 14 88 3 69 10 3 12 31 23 90 29
Geita 36 50 13 63 1 84 23 3 11 71 55 83 19
Zanzibar
average/total 35 53 5 45 34 54 39 14 25 47 61 97 7
Unguja average/total 43 50 10 73 43 95 58 15 28 60 90 100 8
Kaskazini Unguja 22 65 11 43 32 100 43 11 22 65 100 100 2
Kusini Unguja 70 46 15 100 54 100 70 0 54 46 85 100 1
Mijini Magharibi 50 25 0 100 50 75 75 50 0 75 75 100 1
Pemba average/total 28 55 0 21 27 19 23 12 22 36 37 94 4
Kaskazini Pemba 24 57 0 14 7 17 14 7 7 14 14 90 2
Kusini Pemba 34 52 0 34 59 23 37 21 46 71 73 100 2
National averagef/total 30 60 23 62 14 87 23 5 7 76 58 86 905

Note: The indicators presented in this table comprise the staff and training and equipment domains for assessing readiness to provide delivery care within the health facility
assessment methodology proposed by WHO and USAID (2015).

1 BEmMONC (Basic Emergency Obstetric and Newborn Care) guidelines, or CEmONC (Comprehensive Emergency Obstetric and Newborn Care) guidelines

2 Facility has at least one interviewed staff member providing the service who reports receiving in-service training in IMPAC (Integrated Management of Pregnancy and Childbirth)
or CEmONC during the 24 months preceding the survey. The training must have involved structured sessions; it does not include individual instruction that a provider might
have received during routine supervision.

3 Facility had a functioning ambulance or other vehicle for emergency transport stationed at the facility and had fuel available on the day of the survey, or facility has access to
an ambulance or other vehicle for emergency transport that is stationed at another facility or that operates from another facility.

4 A functioning flashlight is acceptable.

5 Either the facility had a sterile delivery pack available at the delivery site or else all the following individual equipment must be present: cord clamp, episiotomy scissors, scissors
(or blade) to cut cord, suture material with needle, and needle holder.

¢ Facility had a functioning vacuum aspirator or else a dilatation and curettage (D&C) kit available.

7 A blank partograph at the service site

8 Disposable latex gloves or equivalent available at the service site
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Equipment

About six of ten facilities (62 percent) that offer normal delivery services have access to emergency
transport—a crucia factor in responding quickly to unexpected complications during labour and delivery. On
the day of the survey, amost nine of ten (87 percent) facilities providing normal delivery services had at least
one delivery pack available; dispensaries are less likely than the other facility typesto have adelivery pack even
though they make up the majority of facilities (in terms of absolute numbers) that offer normal delivery services.
Bag and mask for neonatal resuscitation are available in alarge proportion of facilities, including 97 percent of
hospitals, 84 percent of health centres, and 74 percent of dispensaries.

The partograph, a document used to monitor an individual woman’s labour, is promoted internationally
as away to improve the quality of care. It helps providers make appropriate and timely decisions based on the
progress of labour at every stage. Fifty-eight percent of facilities (including 96 percent of hospitals, 80 percent
of health centres, and 52 percent of dispensaries) had a blank partograph available on the day of the survey at
the delivery service site. In 2006, 62 percent of facilities had a blank partograph at the service site.

Equipment, such as an examination light (available in 14 percent of facilities), suction apparatus for
mucus extraction (available in 23 percent of facilities), vacuum extractor for assisted delivery (available in 5
percent of facilities), and vacuum aspirator or D& C kit for post abortion care (availablein 7 percent of facilities)
were lesslikely to be available in the facilities that offer normal delivery services.

Overall, hospitals are more likely than other facility types to have each of the nine pieces of basic
equipment for routine delivery available, even equipment that is not widely available. For example, 52 percent
of hospitals had a vacuum extractor while 40 percent had either avacuum aspirator or a D& C kit. These findings
show adecline sincethe 2006 TSPA, which found that 59 percent of hospital s had avacuum extractor, 47 percent
had a vacuum aspirator, and 42 percent had a D& C kit.

Figure 7.2 Items to support quality provision of delivery services

Guidelines on BEmMONC and CEmONC 30

Trained staff in IMPAC, CEmONC, and EmOC 23

Equipment and supplies

Manual vacuum extractor j 5
Vacuum aspirator or D&C kit j 7

Examination light 14

Suction apparatus 23

Partograph ‘ 58
Emergency transport ‘ 62
Neonatal bag and mask ‘ 76
Latex gloves ‘ 86
Delivery pack ‘ 87

TSPA 2014-15
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7.3.2 Medicines and Commodities for Delivery and Newborn Care

Table 7.3 and Appendix Tables A-7.3.1 through A-7.3.3 as well as Figure 7.3 provide information on
the availability of essentia medicines and commodities for care during labour and delivery, essential medicines
for newborns, and priority medicines for mothers.

Table 7.3 Medicines and commodities for delivery and newborn care: Facility type and managing authority

Among facilities offering normal delivery services, the percentages with essential medicines and commaodities for delivery care, essential medicines for newborns,
and priority medicines for mothers observed to be available on the day of the survey, by facility type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority
Health Govern-  Private-for- National
Medicines Hospital centre Dispensary Clinic ment profit Parastatal Faith-based average/total
Essential medicines for delivery*
Injectable uterotonic (oxytocin)? 97 88 76 94 79 78 82 79 79
Injectable antibiotic® 53 36 30 35 32 34 36 30 32
Injectable magnesium sulphate? 87 67 34 39 39 53 75 46 41
Injectable diazepam 76 57 54 64 55 64 57 52 55
Skin disinfectant 81 72 58 68 59 82 80 68 61
Intravenous fluids with infusion set* 86 69 43 84 45 63 64 68 48
Essential medicines for newborns
Antibiotic eye ointment for newborn* 46 34 26 65 24 49 55 a7 28
4% chlorhexidine! 18 14 11 16 11 7 13 16 12
Injectable gentamicin? 81 52 23 88 22 79 93 67 30
Ceftriaxone powder for injection 83 69 53 76 56 74 68 56 57
Amoxicillin suspension 85 73 60 73 60 67 82 77 63
Priority medicines for mothers®
Sodium chloride injectable solution 89 86 78 80 78 89 100 83 79
Injectable calcium gluconate 26 6 2 8 3 10 7 10 4
Ampicillin powder for injection 66 35 12 13 13 33 49 42 17
Injectable metronidazole 83 38 8 54 9 57 57 42 15
Misoprostol capsules or tablets 44 15 4 32 5 23 a7 16 7
Azithromycin capsules or tablets or
oral liquid 53 26 14 43 15 49 60 20 17
Cefixime capsules or tablets 16 6 3 28 3 14 39 10 4
Benzathine benzyl penicillin powder
for injection 79 81 76 72 80 72 68 61 77
Injectable betamethasone/
dexamethasone 54 10 1 25 2 35 42 15 5
Nifedipine capsules or tablets 85 41 12 51 13 57 69 51 20
Number of facilities offering normal
delivery services 44 109 746 5 756 33 2 113 905
Notes:
e Additional results for Table 7.3 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-7.3.1, A-7.3.2 and
A-7.3.3.

e The essential medicines and antibiotic eye ointment for children presented in this table comprise the medicines domain for assessing readiness to provide
basic obstetric care within the health facility assessment methodology proposed by WHO and USAID (2015).

1 All essential medicines for delivery, antibiotic eye ointment, and 4% chlorhexidine were assessed and must be available at the service delivery site.
2 Injectable uterotonic (e.g., oxytocin), injectable magnesium sulphate, and injectable gentamicin are also classified as priority medicines for mothers.
2 Injectable penicillin, injectable gentamycin, injectable ampicillin, or injectable ceftriaxone

4 Normal saline solution, lactated Ringer’s solution, or 5% dextrose solution

5The priority medicines for mothers are defined by WHO; the list is published at http://www.who.int/medicines/publications/A4prioritymedicines.pdf

Medicines for Delivery Care

Among essential medicines for care during labour and delivery, injectable uterotonic (oxytocin) was
available in the majority (79 percent) of facilities. It was more available in hospitals (97 percent) and clinics (94
percent) than in other facility types. In comparison, only one in ten facilities had injectable uterotonic available
at the service site in 2006. Magnesium sulphate was generally available in four of ten facilities, including 87
percent of hospitals and 67 percent of health centres. Injectable antibiotics were available in only a one-third of
facilities with hospitals being more likely to have them. Intravenous fluids with infusion sets were more
commonly available in hospitals (86 percent) than in health centres (69 percent) and dispensaries (43 percent).
Overall, six of ten facilities had skin disinfectant (compared with 77 percent in 2006), while 55 percent had
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injectable diazepam. Each of these essential medicines for care during labour and delivery is more likely to be
available in hospitals than other facility types, and more likely to be at the service site on the day of the
assessment visit.

Figure 7.3 Medicines and commodities for delivery and newborn care

Essential medicines for delivery

Injectable antibiotic
Injectable magnesium sulfate
IV fluids with infusion sets
Injectable diazepam

Skin disinfectant

Injectable uterotonic 79

Essential medicines for newborns

4% chlorhexidine

Antibiotic eye ointment
Injectable gentamicin
Cetriaxone powder for injection

Amoxicillin suspension

TSPA 2014-15
Essential Medicines for Newborns

Essential medicines for newborns are not widely available at health facilities. For example, on the day
of the assessment only 28 percent of facilities that offer normal delivery services had antibiotic eye ointment
available. The essential medicines most widely available are amoxicillin suspension and ceftriaxone powder for
injection, available in 63 percent and 57 percent of facilities, respectively. Only about three of ten facilities have
injectable gentamycin. Chlorhexidine ointment for cord care is available in even fewer facilities (12 percent).

Priority Medicines for Mothers

The most widely available priority medicines for mothers are normal saline solution and benzathine
benzyl penicillin powder for injection, each of which isavailablein more than seven of ten facilities (Table 7.3).
The other priority medicines are available in not more than 20 percent of facilities. For these other priority
medicines, hospitals are more likely to have them available than other facility types.

7.3.3 Infection Control

Infection control is vital during delivery care. Nearly al facilities that offer normal delivery services
had sharps containers on the day of the assessment visit and more than eight of ten had latex gloves available.
Two-thirds of facilities had supplies for hand hygiene, specifically soap and running water or else a cohol-based
hand disinfectant at the service site on the day of the visit (Table 7.4 and Figure 7.4). Hospitals and clinics that
offer normal delivery services are more likely to have supplies for hand hygiene. Government facilities are
comparatively less likely to have these supplies.
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Table 7.4 ltems for infection control during provision of delivery care

Among facilities offering normal delivery services, the percentages with indicated items for infection control observed to be available at the service site
on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering normal delivery services that have items for infection control

Soap and Number of
running facilities
water or else offering
Soap and Alcohol alcohol normal
Background Running running  based hand based and Latex Sharps Waste delivery
characteristics Soap water! water disinfectant disinfectant gloves? container  receptacle®  services
Facility type
Hospital 94 97 93 39 94 100 97 69 44
Health centre 80 85 75 27 79 89 96 63 109
Dispensary 65 67 57 21 64 85 92 52 746
Clinic 86 90 86 58 90 90 89 89 5)
Managing authority
Government 65 68 57 19 64 85 92 53 756
Private-for-profit 84 86 84 35 85 98 94 71 33
Parastatal 100 100 100 22 100 82 100 71 2
Faith-based 87 84 79 41 85 93 96 61 113
Residence: Tanzania
Total urban 83 82 77 30 82 92 95 70 132
Total rural 66 69 58 21 65 85 92 52 773
Residence: Mainland/
Zanzibar
Mainland urban 83 82 77 30 82 92 95 70 131
Mainland rural 66 69 58 21 65 85 92 52 767
Zanzibar urban 100 100 100 38 100 100 88 75 1
Zanzibar rural 83 87 74 29 83 96 96 60 6
Region
Mainland
average/total 68 71 61 22 67 86 93 54 897
Dodoma 41 47 36 0 36 94 90 8 47
Arusha 94 98 94 45 94 77 99 92 26
Kilimanjaro 90 91 81 42 82 98 99 68 36
Tanga 74 81 67 20 67 86 88 43 47
Morogoro 72 66 55 38 78 71 83 42 54
Pwani 71 78 66 22 77 100 100 22 38
Dar es Salaam 98 100 98 15 98 100 97 95 22
Lindi 53 64 53 6 53 89 100 60 32
Mtwara 57 83 57 10 62 72 90 67 35
Ruvuma 89 94 89 19 89 100 100 57 40
Iringa 83 82 82 35 82 89 99 68 37
Mbeya 65 78 64 19 71 99 99 59 64
Singida 68 54 54 36 54 93 81 55 32
Tabora 49 45 34 31 53 74 91 74 46
Rukwa 86 89 86 12 92 51 84 42 30
Kigoma 49 47 39 2 40 73 75 44 39
Shinyanga 37 43 30 23 37 87 99 86 28
Kagera 59 51 43 15 52 67 100 57 43
Mwanza 62 81 53 20 53 89 99 55 41
Mara 65 52 44 43 66 99 86 32 40
Manyara 67 58 58 58 75 99 90 63 25
Njombe 92 93 92 3 92 89 94 70 38
Katavi 63 81 59 9 59 77 95 12 9
Simiyu 80 81 71 23 75 90 95 39 29
Geita 54 55 45 14 54 83 93 79 19
Zanzibar average/total 86 89 79 30 86 97 94 63 7
Unguja average/total 95 90 85 45 95 100 95 62 3
Kaskazini Unguja 89 78 68 54 89 100 100 68 2
Kusini Unguja 100 100 100 46 100 100 100 61 1
Mijini Magharibi 100 100 100 25 100 100 75 50 1
Pemba average/total 79 89 74 18 79 94 94 64 4
Kaskazini Pemba 90 90 90 0 90 90 90 67 2
Kusini Pemba 62 87 50 46 62 100 100 59 2
National average/total 68 71 61 22 67 86 93 55 905

! Piped water, water in bucket with specially fitted tap, or water in pour pitcher
2 Non-latex equivalent gloves are acceptable.
8 Waste receptacle with plastic bin liner
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Figure 7.4 Items for infection control in delivery service area
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7.4  NEWBORN CARE PRACTICES
7.4.1 Signal Functions for Emergency Obstetric and Newborn Care

Complications of labour and delivery can be expected to occur in a certain percentage of deliveries.
However, it is usualy not possible to predict which women will experience any of these complications.
Therefore, facilities that offer normal delivery services should be prepared to provide the most important
interventions—commonly called emergency obstetric and newborn care (EmONC) signal functions—to manage
complications as they occur. The availability of these signal functions in a health facility reflects the ability of
the facility to respond to obstetric complications. The availability and density of facilities capable of providing
EmONC care are proposed as useful health system output indicators for monitoring progress towards full
availability of services to reduce maternal mortality (WHO, 2009). Table 7.5 reports on the performance of the
signa functions in facilities that offer normal delivery services. Fecilities are considered basic emergency

obstetric and newborn care (BEMONC) facilities if they provided the first seven signal functions’ over a
designated three-month period; they are considered comprehensive emergency obstetric and newborn care
(CEmONC) facilitiesif they provided all nine signa functionsin the last three months.

Eight of ten facilities that offer normal delivery services had administered parenteral oxytocic at least
once during the three months preceding the assessment. Dispensaries are less likely than other facility typesto
have administered parenteral oxytocic at least once during that period. Seven of ten facilities had carried out
assisted vagina delivery and half had carried out neonatal resuscitation at least once during the three months
preceding the survey. Less common were administration of parenteral antibiotics, parenteral anticonvulsants,
manual removal of placenta, and removal of retained products of conception.

' Previously, BEmONC was defined as six signal functions; recently, newborn resuscitation was added. The signal functions
are listed in order, from left to right, in the column headings of Table 7.5.
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Blood transfusion and caesarean delivery are rare except in hospitals because hospitals are most likely
to perform each of the nine signal functions.

Table 7.5 Signal functions for emergency obstetric care

Among facilities offering normal delivery services, percentages reporting that they performed the signal functions for emergency obstetric care at least once
during the three months before the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities that

applied parenteral: Percentage of facilities that carried out: Nl Gf
Removal of facilities
retained offering
Assisted Manual  products of Neonatal normal
Anticon- vaginal  removal of conception resus- Blood Caesarean delivery
Background characteristics ~ Antibiotics ~ Oxytocic vulsant delivery placenta (MVA) citation  transfusion delivery services
Facility type
Hospital 84 97 78 89 70 69 92 78 87 44
Health centre 60 91 32 73 45 51 73 9 12 109
Dispensary 27 82 7 68 30 31 47 0 0 746
Clinic 62 94 8 65 17 22 38 0 0 5
Managing authority
Government 32 84 11 69 33 35 51 3 3 756
Private-for-profit 61 93 18 62 19 30 48 18 26 33
Parastatal 67 100 46 75 40 55 93 36 36 2
Faith-based 39 80 28 72 45 40 62 13 15 113
Residence: Tanzania
Total urban 43 7 24 73 38 33 58 21 23 132
Total rural 33 85 11 69 33 36 51 2 3 773
Residence: Mainland/
Zanzibar
Mainland urban 42 76 24 73 38 32 58 20 23 131
Mainland rural 33 85 11 69 33 36 51 2 3 767
Zanzibar urban 63 100 75 88 88 75 88 75 88 1
Zanzibar rural 16 91 7 18 8 21 26 6 6 6
Region
Mainland average/total 34 84 13 70 34 35 52 5 6 897
Dodoma 45 79 5 100 42 45 36 3 4 47
Arusha 34 64 13 59 37 31 30 10 12 26
Kilimanjaro 35 97 19 88 35 25 39 5 7 36
Tanga 30 98 22 81 26 16 86 3 5 47
Morogoro 26 83 19 52 30 29 29 5 6 54
Pwani 15 83 18 54 17 11 39 3 4 38
Dar es Salaam 72 95 44 86 41 44 53 26 30 22
Lindi 35 83 6 74 66 44 67 4 5 32
Mtwara 19 100 5 77 54 27 50 3 2 35
Ruvuma 18 58 6 64 28 47 74 4 5 40
Iringa 27 82 14 55 38 40 75 2 4 37
Mbeya 39 92 7 41 19 3 66 4 5 64
Singida 41 100 16 55 22 73 69 4 5 32
Tabora 64 87 42 99 53 49 49 4 4 46
Rukwa 55 99 6 82 44 66 65 3 4 30
Kigoma 21 77 7 61 23 29 53 6 6 39
Shinyanga 21 86 7 74 17 26 29 4 4 28
Kagera 28 67 7 87 26 9 20 5 5 43
Mwanza 39 81 16 65 56 7 46 5 8 41
Mara 20 55 3 83 17 41 44 6 5 40
Manyara 74 100 26 69 46 88 91 3 4 25
Njombe 21 78 5 54 28 11 75 3 4 38
Katavi 37 100 12 72 37 57 22 4 4 9
Simiyu 26 90 4 55 34 43 31 2 2 29
Geita 41 71 9 7 40 17 48 5 5 19
Zanzibar average/total 24 92 19 31 23 31 37 18 20 7
Unguja average/total 30 83 15 40 30 53 48 20 30 3
Kaskazini Unguja 22 75 11 32 11 22 32 11 11 2
Kusini Unguja 15 85 0 30 30 85 54 15 15 1
Mijini Magharibi 75 100 50 75 75 75 75 50 100 1
Pemba average/total 19 100 23 23 17 12 28 17 12 4
Kaskazini Pemba 17 100 24 24 14 7 24 14 7 2
Kusini Pemba 23 100 21 21 21 21 34 21 21 2
National averagef/total 34 84 13 70 34 35 52 5 6 905

Note: MVA = manual vacuum aspiration
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7.4.2 Routine Newborn Care

To ensure the survival of newborns, it is crucial to follow appropriate newborn care practices routinely,
for every newborn. Facilitieswere asked if newborns and mothers delivering in their facilities underwent several
routine practices.

More than 90 percent of facilities that offer normal delivery services reported that it is routine practice
to deliver babiesto the abdomen (skin-to-skin), dry and wrap newbornsto keep them warm, initiate breastfeeding
within the first one hour, and do a complete examination of newborns before discharge (Table 7.6). Overall, 84
percent of facilities weigh newborns immediately after delivery, 80 percent give ora polio vaccine prior to
discharge, and about half give the newborns BCG vaccine prior to discharge. Only a third routinely apply
tetracycline eye ointment and even fewer (21 percent) offered kangaroo mother care, mainly hospitals (66
percent) and health centers (45 percent). Only three percent of health facilities provided vitamin K to newborns.

Some unnecessary or undesirable practices are till carried out in afew facilities. About 13 percent of
facilities report that they routinely suction the newborn with a catheter, a practice that may cause injury to the
newborn, and may risk mother-to-child transmission of HIV infection. Other undesirable practices such asgiving
the newborn afull bath shortly after birth (2 percent) and giving prelacteal fluidsto newborns (1 percent) are rate.

Table 7.6 _Newborn care practices: Facility type and managing authority

Among facilities offering normal delivery services, the percentages reporting the indicated practice is a routine component of newborn care, by facility
type and managing authority, Tanzania SPA 2014-15

Facility type Managing authority National
Health Govern-  Private-for- average/tot

Newborn care practices Hospital centre Dispensary Clinic ment profit Parastatal Faith-based al
Delivery to the abdomen

(skin-to-skin) 98 95 93 77 94 94 82 94 94
Drying and wrapping

newborns to keep warm 99 98 98 100 98 97 100 100 98
Kangaroo mother care 66 45 16 16 20 22 51 32 21
Initiation of breastfeeding

within the first hour 98 98 98 100 98 96 100 100 98
Routine complete (head-to-

toe) examination of

newborns before discharge 93 93 92 97 92 85 100 96 92
Suctioning the newborn with

catheter 37 21 10 7 10 31 15 29 13
Suctioning the newborn with

suction bulb 61 51 44 35 45 42 60 53 46
Weighing the newborn

immediately upon delivery 99 98 81 94 83 91 100 87 84
Administration of vitamin K

to newborn 17 2 3 0 3 7 15 3 3
Applying tetracycline eye

ointment to both eyes 48 37 31 62 29 51 72 48 33
Giving full bath shortly after

birth! 6 3 2 0 2 2 7 4 2
Giving the newborn oral

polio vaccine prior to

discharge 89 84 80 38 82 57 74 77 80
Giving the newborn BCG

prior to discharge 84 62 51 35 54 53 57 52 53
Giving the newborn

prelacteal liquids 3 1 0 0 1 1 7 0 1
Number of facilities offering

normal delivery services 44 109 746 5) 756 33 2 113 905

Note: Additional results for Table 7.6 presented by region (Mainland/Zanzibar) and residence (urban/rural) are found in Appendix Tables A-7.6.1,
A-7.6.2 and A-7.6.3.

1 Immersing newborn in water within minutes/hours after birth
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7.5

BAsIC MANAGEMENT AND ADMINISTRATIVE SYSTEMS

Table 7.7 presents aggregate information on supervision and training received by interviewed providers
of normal delivery or newborn care services in facilities that offer normal delivery services. Tables 7.8 and 7.9
report on in-service training related to specific topics in delivery care and immediate newborn care. A total of
3,958 providers of delivery or newborn services were interviewed.

7.5.1 Supervision

Supportive supervision helps to support and sustain providers knowledge and skills. Personal
supervision of providers of labour and delivery care is relatively common in Tanzania, with two-thirds (68
percent) of interviewed providers reporting that they had received personal supervision in the six months before
the assessment (Table 7.7). Providersin hospitals are dlightly lesslikely to report receiving personal supervision.
Around 50 percent or less of interviewed providers in the following regions report receiving personal
supervision: Dodoma, Morogoro, Pwani, Iringa, Mwanza, Njombe, Mjini Magharibi and Kusini Pemba.

Table 7.7 Supportive management for providers of delivery care

Among interviewed providers of normal delivery or newborn care services, the percentages who report receiving training related to their work and personal
supervision during the specified time periods, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed providers who received:

Training related to delivery
and/or newborn care during the

Personal supervision

Training related to delivery

and/or newborn care during the Number of interviewed

24 months and personal

providers of normal

Background 24 months preceding during the 6 months preceding supervision during the 6 delivery or newborn
characteristics the survey* the survey? months preceding the survey care services
Facility type
Hospital 34 61 24 714
Health centre 40 67 29 854
Dispensary 39 71 30 2,367
Clinic 18 67 11 22
Managing authority
Government 39 70 30 3,001
Private-for-profit 19 65 11 182
Parastatal 26 55 18 35
Faith-based 38 63 27 739
Residence: Tanzania
Total urban 33 66 24 968
Total rural 40 69 30 2,990
Residence: Mainland/Zanzibar
Mainland urban 33 66 24 955
Mainland rural 40 69 30 2,964
Zanzibar urban 37 49 22 12
Zanzibar rural 38 82 35 26
Region
Mainland average/total 38 68 28 3,919
Dodoma 14 52 11 189
Arusha 55 72 42 156
Kilimanjaro 49 77 41 202
Tanga 60 57 35 235
Morogoro 41 53 22 286
Pwani 51 47 30 157
Dar es Salaam 16 74 13 173
Lindi 60 86 52 140
Mtwara 12 63 10 160
Ruvuma 56 80 49 195
Iringa 56 53 32 166
Mbeya 36 73 33 218
Singida 60 80 53 118
Tabora 42 62 39 142
Rukwa 24 97 24 113
Kigoma 75 85 68 133
Shinyanga 21 97 20 110
Kagera 32 79 24 237
Mwanza 29 49 19 182
Mara 3 74 3 158
Manyara 37 84 33 96
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Table 7.7—Continued

Percentage of interviewed providers who received:
Training related to delivery

Training related to delivery o and/or newborn care during the Number of interviewed
and/or newborn care during the Personal supervision 24 months and personal providers of normal
Background 24 months preceding during the 6 months preceding supervision during the 6 delivery or newborn
characteristics the survey* the survey? months preceding the survey care services
Region
Njombe 41 45 15 131
Katavi 13 82 11 38
Simiyu 9 70 8 102
Geita 15 66 8 81
Zanzibar average/total 38 72 31 38
Unguja average/total 32 76 25 18
Kaskazini Unguja 41 92 36 8
Kusini Unguja 20 79 10 5
Mijini Magharibi 28 44 21 5
Pemba average/total 43 68 35 21
Kaskazini Pemba 68 84 59 9
Kusini Pemba 23 55 16 11
National average/total 38 68 28 3,958

1 Training here refers only to in-service training. The training must have involved structured sessions; it does not include individual instruction that a provider
might have received during routine supervision.

2 Personal supervision refers to any form of technical support or supervision from a facility-based supervisor or from a visiting supervisor. It may include, but
is not limited to, review of records and observation of work, with or without any feedback to the health worker.

7.5.2 Training

In-service trainings in maternal and newborn health care improve both knowledge and skills of health
care providers. Only 38 percent of interviewed providers of normal delivery or newborn care services reported
that they had received in-service training during the 24 months preceding the assessment. Providersin clinicsas
well as providers in parastatal facilities were least likely to have received recent training related to delivery
and/or newborn care (Table 7.7).

Only three of ten interviewed providers reported that they had received both recent training and
supervision. Providers at clinics were less likely to have received both recent training and supervision.

Training in delivery care

Regarding the specific in-service trainings received, providers' reports suggest that in-service training
in delivery care has not been widely received. One-third of interviewed providers had received recent training
in neonatal resuscitation (Table 7.8). One in ten providers or fewer had received recent training in any other
topic related to delivery care.
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Table 7.8 Training for providers of normal delivery services: Delivery care

Among interviewed providers of normal delivery or newborn care services, the percentages who report receiving in-service training on specific topics related to delivery and
newborn care during the 24 months preceding the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed providers of normal delivery or newborn care services who report receiving in-service training in:

- Number
Compre- Emergency Active o il
hensive obstetric care Any of management ]
emergency (EmOC)/ IMPAC, Routine care  of third stage providers
obstetric care lifesaving CEmONC, for labour and of labour Post-abortion Neonatal oF el
IMPAC (CEmONC) skills (LSS) EmOC delivery (AMTSL) care resuscitation delivery or
During During At During At  During During During At During At During newborn
Background past24 Atany past24 any past24 any past24 Atany past24 Atany past24 any past24 any past24 Atany care
characteristics months time months time months time months time months time months time months time months time services
Facility type
Hospital 7 13 6 17 11 22 12 25 11 21 12 22 8 17 29 40 714
Health centre 8 14 6 17 14 25 14 27 12 23 13 25 9 18 34 43 854
Dispensary 7 14 5 14 8 19 10 22 9 20 9 21 6 13 34 43 2,367
Clinic 7 17 7 16 12 26 12 31 17 29 17 29 11 22 12 23 22
Managing authority
Government 7 14 6 15 10 21 11 24 10 21 10 22 7 15 34 43 3,001
Private-for-profit 6 14 6 18 8 16 8 22 9 21 9 21 7 14 15 30 182
Parastatal 3 7 3 10 5 9 5 10 8 12 6 12 3 7 25 32 35
Faith-based 7 14 5 14 11 20 12 23 11 21 12 22 8 15 32 42 739
Residence: Tanzania
Total urban 6 11 4 15 8 18 9 21 8 18 9 18 5 12 30 40 968
Total rural 8 15 6 15 11 22 12 25 11 22 11 23 7 15 34 43 2,990
Residence: Mainland/
Zanzibar
Mainland urban 6 11 4 15 8 18 9 21 8 18 9 18 5 12 30 40 955
Mainland rural 8 15 6 15 11 22 12 25 11 22 11 23 7 15 34 43 2,964
Zanzibar urban 0 5 0 2 0 17 0 22 0 17 6 25 7 23 30 40 12
Zanzibar rural 2 6 1 8 2 14 3 16 2 13 3 20 5 17 30 45 26
Region
Mainland
average/total 7 14 6 15 10 21 11 24 10 21 11 22 7 15 33 42 3,919
Dodoma 7 11 5 9 5 9 7 15 7 17 8 16 2 6 4 17 189
Arusha 11 13 8 14 11 18 14 22 14 19 14 20 8 13 53 55 156
Kilimanjaro 4 15 3 19 6 22 7 26 7 28 7 25 4 18 46 48 202
Tanga 10 16 8 16 11 18 15 26 13 21 11 20 5 12 55 61 235
Morogoro 4 9 4 10 6 15 6 15 5 16 7 20 3 9 37 42 286
Pwani 10 17 7 25 23 34 24 40 14 22 16 26 12 15 48 62 157
Dar es Salaam 3 11 1 14 4 16 4 22 5 22 5 22 3 15 13 35 173
Lindi 7 12 5 17 17 27 20 31 19 31 19 31 11 17 52 65 140
Mtwara 2 8 2 8 3 17 3 18 3 20 3 14 2 12 8 28 160
Ruvuma 4 11 4 18 5 25 5 26 5 18 6 20 3 13 49 55 195
Iringa 6 12 4 15 6 22 7 25 5 17 5 19 5 13 56 66 166
Mbeya 9 12 6 11 4 9 9 14 9 13 10 14 8 13 30 38 218
Singida 6 14 3 7 9 19 9 21 8 16 8 20 5 10 59 7 118
Tabora 26 38 25 44 31 45 32 48 32 45 32 46 27 39 37 48 142
Rukwa 9 13 6 17 20 29 20 29 18 29 19 31 8 14 19 27 113
Kigoma 4 17 1 13 6 35 7 37 7 32 7 27 5 15 74 76 133
Shinyanga 2 5 1 5 3 5 3 6 3 6 3 6 2 3 8 9 110
Kagera 6 14 5 22 19 33 19 34 13 27 16 31 13 24 19 33 237
Mwanza 14 19 13 17 20 27 20 28 20 27 20 27 19 26 21 28 182
Mara 0 4 0 5 1 5 1 6 1 5 1 5 0 4 2 4 158
Manyara 7 14 6 13 11 19 11 19 8 15 12 19 2 7 36 41 96
Njombe 18 30 13 23 15 31 20 34 18 34 17 32 12 25 39 59 131
Katavi 4 12 1 7 6 14 8 18 6 16 8 18 6 13 3 13 38
Simiyu 3 7 3 8 7 12 8 13 7 10 7 10 6 10 4 7 102
Geita 3 14 3 13 5 15 5 17 4 16 4 16 3 11 8 19 81
Zanzibar
average/total 1 6 1 6 1 15 2 18 1 14 4 22 6 19 30 44 38
Unguja
average/total 3 10 1 9 3 21 4 26 3 16 4 18 3 17 23 40 18
Kaskazini Unguja 3 6 0 4 3 15 6 18 3 7 3 10 3 6 29 44 8
Kusini Unguja 5 23 5 27 5 32 5 37 5 27 10 27 5 37 15 33 5)
Mijini Magharibi 0 7 0 0 0 21 0 28 0 21 0 21 0 14 21 40 5)
Pemba
average/total 0 2 0 3 0 10 0 11 0 13 4 25 8 21 37 a7 21
Kaskazini Pemba 0 4 0 0 0 11 0 11 0 17 0 25 10 25 65 75 9
Kusini Pemba 0 0 0 5 0 9 0 11 0 9 7 26 7 19 13 23 11
National average/total 7 14 6 15 10 21 11 24 10 21 10 22 7 15 33 42 3,958

Notes:

e IMPAC = Integrated Management of Pregnancy and Childbirth
e Training here refers only to in-service training. The training must have involved structured sessions; it does not include individual instruction that a provider might have
received during routine supervision.
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Training in immediate newborn care

Regarding training in immediate newborn care, not more than a third (33 percent) of providers had
received recent training in any one topic; 25 to 42 percent of providers had ever received in-servicetraining in
any one topic (Table 7.9). While this level of training in immediate newborn care is low, it is higher than the
level of in-service training in labour and delivery care.

Table 7.9 Training for providers of normal delivery services: Immediate newborn care

Among interviewed providers of normal delivery or newborn care services, percentages who reported receiving in-service training on topics related to delivery and newborn care
during the 24 months preceding the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed providers of normal delivery or newborn care services

who reported receiving in-service training in: ‘Number of
Neonatal Early and Kangaroo mother |nter}(/j|eW9df
resuscitation using exclusive Newborn infection Sterile cord cutting care for low birth prc:1V|r:]rsl o
bag and mask breastfeeding management Thermal care and care weight babies deli?/er;/ior
During During During During During During newborn
Background past24  Atany past24 Atany past24 Atany past24 Atany past24 Atany past24  Atany care
characteristics months time months time months time months time months time months time services
Facility type
Hospital 29 40 19 30 17 25 21 30 20 29 18 26 714
Health centre 34 43 26 34 20 27 27 34 28 36 23 30 854
Dispensary 34 43 26 35 19 25 27 34 29 37 21 26 2,367
Clinic 12 23 17 31 12 25 12 25 17 30 12 26 22
Managing authority
Government 34 43 26 36 20 27 28 35 29 37 21 28 3,001
Private-for-profit 15 30 9 20 7 17 10 19 11 21 8 18 182
Parastatal 25 32 14 16 10 12 12 16 16 18 13 15 35
Faith-based 32 42 22 31 16 22 23 31 25 32 20 26 739
Residence: Tanzania
Total urban 30 40 21 30 16 23 22 30 22 31 16 22 968
Total rural 34 43 26 35 20 26 27 34 28 36 22 28 2,990
Residence: Mainland/
Zanzibar
Mainland urban 30 40 21 30 16 23 22 30 22 30 16 22 955
Mainland rural 34 43 26 35 20 26 27 34 28 36 22 28 2,964
Zanzibar urban 30 40 22 42 25 32 22 35 24 37 25 35 12
Zanzibar rural 30 45 30 49 20 32 26 36 28 42 24 37 26
Region
Mainland average/total 33 42 25 34 19 25 26 33 27 35 20 27 3,919
Dodoma 4 17 4 17 2 12 2 13 3 17 2 8 189
Arusha 53 55 23 27 11 13 41 44 43 45 18 21 156
Kilimanjaro 46 48 27 31 17 20 38 41 40 43 23 25 202
Tanga 55 61 46 53 38 44 47 50 53 58 37 43 235
Morogoro 37 42 29 34 21 24 26 28 26 30 24 27 286
Pwani 48 62 21 29 10 13 16 25 18 27 19 29 157
Dar es Salaam 13 35 11 27 10 24 8 21 8 27 6 11 173
Lindi 52 65 29 46 25 30 44 53 41 53 28 38 140
Mtwara 8 28 8 29 6 21 7 25 7 25 6 23 160
Ruvuma 49 55 32 39 17 26 25 34 30 37 31 34 195
Iringa 56 66 44 52 35 39 44 52 44 53 30 40 166
Mbeya 30 38 23 31 20 25 25 30 25 30 20 28 218
Singida 59 77 53 67 50 63 56 68 56 68 53 67 118
Tabora 37 48 38 48 28 37 35 44 35 43 25 35 142
Rukwa 19 27 17 26 14 21 18 26 16 24 16 24 113
Kigoma 74 76 62 70 55 59 72 77 72 77 54 58 133
Shinyanga 8 9 19 20 14 14 14 15 12 12 12 13 110
Kagera 19 33 16 31 15 22 15 24 16 30 11 20 237
Mwanza 21 28 13 23 13 19 16 23 16 23 13 20 182
Mara 2 4 1 3 1 1 1 3 1 3 1 2 158
Manyara 36 41 30 35 25 30 34 40 34 40 32 35 96
Njombe 39 59 29 43 19 29 31 43 34 45 22 34 131
Katavi 3 13 6 16 3 11 3 13 3 13 3 10 38
Simiyu 4 7 4 7 4 4 4 7 4 7 4 7 102
Geita 8 19 11 21 11 20 10 20 11 20 8 12 81
Zanzibar average/total 30 44 27 47 21 32 24 36 27 41 24 37 38
Unguja averagef/total 23 40 17 41 8 22 16 31 21 38 10 23 18
Kaskazini Unguja 29 44 29 50 13 23 25 28 32 42 15 21 8
Kusini Unguja 15 33 5 33 0 20 10 38 10 33 5 24 5
Mijini Magharibi 21 40 7 33 7 21 7 28 14 35 7 28 5
Pemba average/total 37 47 36 52 33 40 31 40 31 43 36 48 21
Kaskazini Pemba 65 75 65 86 58 68 58 71 58 71 62 79 9
Kusini Pemba 13 23 12 23 13 18 10 15 10 20 16 24 11
National averagef/total 33 42 25 34 19 25 26 33 27 35 20 27 3,958

Note: Training here refers only to in-service training. The training must have involved structured sessions; it does not include individual instruction that a provider might have
received during routine supervision.
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HIV/AIDS AND SEXUALLY TRANSMITTED 8
INFECTIONS

Dr. Geoffrey Somi

Key Findings
Service availability

o About eight of every ten health facilities in Tanzania have an HIV testing
system, as compared with one of every four in 2006.

¢ One-third of all facilities offer HIV/AIDS care and support services.

o Twenty-eight percent of all facilities provide ART services, compared with
only 4 percent in 2006.

e STI services are almost universally available in Tanzanian facilities.

Services readiness

e Among facilities offering HIV testing and counselling, less than six of every
ten had a staff member who received training on HIV testing and
counselling within 24 months prior to the survey.

e Among facilities that offer HIV/AIDS care and support services, six in ten
had guidelines for the clinical management of HIV/AIDS available in the
facility on the day of the assessment, while fewer than six in ten had at
least one staff member who had recently received training in HIV/AIDS
care and support services.

e ART guidelines are widely available in facilities offering antiretroviral
therapy; however, only slightly more than half of these facilities had a
provider with recent training in ART services.

o Although STI guidelines are readily available, only 32 percent of STI
facilities had syphilis rapid diagnostic test kits available, and only one in
ten had a recently trained provider.

o All facilities with an HIV testing system had HIV testing capacity (HIV rapid
test kits, ELISA, or other HIV testing mechanisms available).

¢ Only two-thirds of facilities had condoms at the HIV testing and
counselling site, while nearly all facilities were able to provide visual and
auditory privacy for clients during testing and counselling.

e More than nine of ten facilities that offer ART services had the first-line
adult ART regimen available on the day of the survey.

Infection control
e Fewer than six of every ten facilities with HIV testing capacity had

adequate hand cleaning supplies—soap and running water or alcohol-
based hand disinfectant—at the HIV testing location.

8.1 BACKGROUND

services in Tanzania. It highlights the key aspects of HIV/AIDS-related services, including

This chapter provides an overview of HIV/AIDS and sexually transmitted infection (STI)
the availability of diagnostic capacity, trained staff, and medicines.
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The tables presented in this chapter explore key issues relating to the provision of quality HIV/AIDS
and STI servicesin hedlth facilitiesin Tanzania. The chapter is organised as follows:

e Background. Section 8.1 provides background information on HIV/AIDS in Tanzania.

e HIV testing services. Section 8.2, including Tables 8.1.1 through 8.3 and Figure 8.1, explores
HIV/AIDS testing and counselling services in Tanzania and looks at service availability and the
readiness of health facilities to provide quality HIV/AIDS testing services. This part also discusses
supportive management practices in the provision of HIV testing and counselling services.

e HIV care and support services. Section 8.3, including Tables 8.4.1 and 8.4.2 and Figure 8.2,
addresses the availability of HIV care and support services in Tanzania s health facilities and the
readiness of facilitiesto provide quality services.

e Antiretroviral therapy services. Section 8.4, including Table 8.5 and Figure 8.3, examines the
availability of antiretroviral therapy (ART) services.

e Services for sexually transmitted infections. Section 8.5, including Table 8.6, presents
information on the availability of STI services and the readiness of facilities to provide those
services.

8.1.1 The HIV/AIDS Situation in Tanzania

HIV/AIDS was first identified in Tanzania in 1983, when three cases were clinically diagnosed in one
hospital in the Kagera region. By December 1986, all Mainland regions had reported cases to the Ministry of
Health and Social Welfare (MoHSW, 2008).

In response to the epidemic, the government of Tanzania, with technical support from WHO's Global
Programme on AIDS (WHO-GPA), formed the Nationa AIDS Control Programme (NACP) in Tanzania
Mainland and the Zanzibar AIDS Control Programme (ZACP) under the MOHSW. In Tanzania Mainland,
institutional effortsto combat HIV/AIDS started in 1985 with the establishment of a National Task Force within
the MoHSW. Later this task force was transformed into the fully fledged NACP, which was launched in April
1988. Beginning in 1989, AIDS control efforts were decentralised to the regions and districts, and, in 1992, these
efforts also began to be initiated within non-health sectors. The non-health governments sectors that joined the
NACP included the Ministries of Defence and Nationa Service; Education; Community Development,
Women’s Affairs and Children; Labour and Y outh Development; Agriculture; and Information Services. Non-
governmental organisations becameinvolved aswell. By 2000, 23 other sectors had joined the national response
to HIV/AIDS and together they developed AIDS action plansfor al of the country’s districts.

The 2012 TanzaniaHIV/AIDS and Malaria Indicator Survey (THMIS) showed that, HIV among adults
age 15-49 was 5.1 percent; the prevalence was higher among women, at 6.2 percent, than among men, at 3.8
percent (Tanzania Commission for AIDS[TACAIDS], et d., 2013).

In 2014, according to UNAIDS, there were an estimated 46,000 HIV-related deaths in Tanzania. The
total number of people living with HIV in 2014 was 1.5 million, of whom 100,000 were children age 0 to 14
(UNAIDS, 2014). By the end of 2014, the number of HIV patients alive and receiving ART was 640,084, with
161,404 initiating ART during that year (MoHSW, 2014).
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8.1.2 National Response to the HIV Epidemic

The national responseto HIV began with apurely sectoral responsein the Short Term Plan (STP) (1985-
1986) and the first Medium Term Plan (MTP 1) (1987-1991). Multisectoral participation was introduced in the
MTP 1l (1992-1996) and enhanced in the MTP 11 (1998-2002). In terms of coordination structures, the Task
Force on AIDS established in 1985 was responsible for the STP, which led to the establishment of the National
AIDS Control Programme in 1987 to oversee the MTP I, MTP II, and MTP IlI. A maor milestone was the
formation of the Tanzania Commission for AIDS in 2001 and the passing of the National AIDS Poalicy.
TACAIDS took over the role of coordinating, overseeing, and guiding the multi-sectoral response, while NACP
remained responsi blefor leading the health sector responses of the National Multi-sectoral Strategic Framework.

8.1.3 Service Utilisation

The past few years have seen increased use of HIV servicesin Tanzania. Results from the 2010 Tanzania
Demographic and Health Survey (TDHS) showed that 64 percent of women who gave birth in the two years
preceding the survey received HIV counselling during antenatal care and that 63 percent received post-test
counselling. About 59 percent of women and 43 percent of men had ever been tested for HIV and had received
the results of the test.

8.1.4 Definitions of HIV/AIDS Services
The 2014-15 TSPA assessed the following HIV/AIDS-related services.

HIV testing system:! The 2014-15 TSPA defines a facility as having an HIV testing system if clients
are offered an HIV test conducted within the facility or in an affiliated laboratory, or the facility has a system
for referring clients to an external testing site and receives test results back from that externa site to follow up
with clients after testing. A facility that ssimply refers clients elsewhere, expecting the other location to counsel
and follow up on test results, is not considered as having an HIV testing system or offering HIV counselling and
testing.

HIV careand support services (CSS): Care and support servicesinclude any servicesthat are directed
towards improving the life of a person living with HIV. These services often include treatment for opportunistic
infections and illnesses that are commonly associated with or worsened by HIV infection, such as tuberculosis
(TB), STls, and malaria. Care and support services also may include palliative care and nutritional rehabilitation
services.

Antiretroviral therapy: This refers to providing antiretroviral (ARV) medicines to treat HIV-positive
clients.

8.2 HIV TESTING AND COUNSELLING

HIV testing and counselling is one of the essential interventions in HIV prevention and care. It both
promotes the prevention of HIV infection and is an entry point to care and support, including ART. According
to the 2010 Tanzania DHS, 41 percent of women and 61 percent of men had never been tested for HIV (NBS
and ICF Macro, 2011). The government of Tanzania recognises the importance of HIV testing and counselling
and promotes it to enable al Tanzanians to know their HIV status and so to prevent HIV, to improve quality of
life, and, as needed, to obtain HIV treatment and care.

! This definition assumes that the facility counsels clients, before and after the HIV testing, on the prevention of HIV, the
meaning of the test, transmission of the virus, living with HIV/AIDS, care and support, and other aspects of the condition.
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8.2.1 Service Availability

HIV testing and counselling services may be provided in a specialised testing and counselling unit.
However, testing and counselling may be provided in amost any setting, wherever a client or provider
determines that the service is necessary. Therefore, the 2014-15 TSPA gathered information from all types of
health facilities, namely hospitals, health centres, dispensaries, and clinics. In these facilities, information
pertaining to testing and counselling was collected from the primary location where these services are offered.

Overall, about eight of every ten health facilitiesin Tanzania have an HIV testing system, including 96
percent of hospitals, 92 percent of health centres, and 80 percent of dispensaries (Table 8.1.1 and Figure 8.1).
Thisis asignificant improvement from 2006, when only 26 percent of health facilities in Tanzania had an HIV
testing system (NBS and |CF Macro, 2007). Nine of every ten government facilities (compared with 22 percent
in 2006) and eight of every ten faith-based facilities (compared with 32 percent in 2006) have an HIV testing
system, but only about four of every ten private-for-profit facilities have an HIV testing system. In 2006, a
third of private-for-profit facilities had an HIV testing system, indicating that the availability of HIV testing
servicesin the private sector has not changed substantially. By region, the availability of HIV testing systemsin
TanzaniaMainland ranges from 51 percent of facilitiesin Dar es Salaam to 100 percent in Njombe. Availability
in facilities in Zanzibar ranges from 21 percent in Mjini Magharibi to 80 percent in Kaskazini Pemba. Looked at
another way, al health facilitiesin Njombe, 95 percent of facilitiesin Iringa, and 84 percent of facilitiesin Mbeya
have an HIV testing system in place. These three regions, according to the 2012 THMIS, have the highest
prevalence of HIV (14.8 percent in Njombe, 9.1 percent in Iringa, and 9 percent in Mbeya) in the country
(THMIS, 2012).
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Table 8.1.1 Availability of HIV testing and counselling services

Among all facilities, the percentages that report having an HIV testing system and, among facilities with an HIV testing system, the percentages that have HIV
testing capacity at the facility and other items to support the provision of quality HIV testing and counselling services, by background characteristics, Tanzania
SPA 2014-15

Percentage of Percentage of facilities with HIV testing system that have:
all facilities HIV testing Number of
with HIV and Visual and facilities
Background testing Number of HIV testing counselling Trained auditory having HIV
characteristics system? facilities capacity? guidelines provider® privacy* Condoms®  testing system
Facility type
Hospital 96 46 100 78 76 98 61 45
Health centre 92 129 99 73 74 95 62 119
Dispensary 80 992 100 59 52 94 68 792
Clinic 42 21 100 54 42 100 43 9
Managing authority
Government 89 857 100 64 56 94 72 767
Private-for-profit 41 163 100 45 55 99 44 67
Parastatal 48 21 100 97 54 100 24 10
Faith-based 82 148 100 52 57 96 44 121
Residence: Tanzania
Total urban 64 324 100 58 58 98 63 206
Total rural 88 864 100 63 55 94 67 759
Residence: Mainland/Zanzibar
Mainland urban 66 306 100 59 58 98 63 201
Mainland rural 88 838 100 62 55 94 67 739
Zanzibar urban 23 18 100 45 92 92 74 4
Zanzibar rural 76 26 100 79 61 95 7 20
Region
Mainland average/total 82 1,144 100 62 55 94 66 940
Dodoma 91 60 99 67 43 94 64 54
Arusha 76 52 100 55 57 100 76 39
Kilimanjaro 76 67 100 69 65 94 81 51
Tanga 99 59 100 60 74 100 74 58
Morogoro 80 61 100 74 50 99 62 49
Pwani 80 45 100 51 62 56 74 36
Dar es Salaam 51 96 100 48 41 100 60 49
Lindi 95 35 100 65 29 99 68 33
Mtwara 99 35 100 68 52 95 71 35
Ruvuma 90 47 100 52 31 100 52 43
Iringa 95 39 100 82 60 94 68 37
Mbeya 84 72 100 71 37 98 88 60
Singida 89 34 100 32 40 100 44 30
Tabora 92 50 100 37 46 100 81 46
Rukwa 72 34 100 59 71 94 88 25
Kigoma 82 43 100 45 51 94 77 35
Shinyanga 82 32 100 91 66 93 76 26
Kagera 77 49 100 81 69 100 31 38
Mwanza 72 59 100 53 78 91 43 42
Mara 87 45 100 78 79 98 36 39
Manyara 85 27 100 51 70 100 76 23
Njombe 100 38 100 75 59 66 67 38
Katavi 93 11 100 58 81 100 72 10
Simiyu 77 30 98 54 55 93 83 23
Geita 79 23 100 48 53 100 31 18
Zanzibar average/total 54 44 100 73 67 95 76 24
Unguja average/total 42 29 100 66 71 100 78 12
Kaskazini Unguja 67 6 100 70 64 100 79 4
Kusini Unguja 69 7 100 84 61 100 79 5
Mjini Magharibi 21 17 100 35 91 100 74 4
Pemba average/total 78 15 100 81 63 89 75 12
Kaskazini Pemba 80 8 100 83 66 89 79 6
Kusini Pemba 75 7 100 77 59 89 71 5
National average/total 81 1,188 100 62 56 94 66 964

Note: The guidelines and trained staff indicators presented in this table correspond to the staff and training domain for assessing readiness to provide HIV
testing and testing services within the health facility assessment methodology proposed by WHO and USAID (2015). Similarly, the visual and auditory privacy
items comprise the equipment domain, HIV testing capacity comprises the diagnostic domain, and condoms comprise the medicines and commodities domain
for assessing readiness to provide HIV testing and counselling services within the WHO-USAID framework.

1 Facility reports conducting HIV testing in the facility or else in an external testing site and having an agreement with that external site that test results will be
returned to the facility.

2 Facility reports conducting HIV testing in the facility and had HIV rapid diagnostic test kits or ELISA testing capacity or dynabeads testing capacity or western
blot testing capacity observed in the facility.

3 Facility had at least one interviewed staff member providing HIV testing services who reported receiving in-service training in some aspect of HIV/AIDS
testing and counselling during the 24 months preceding the survey. The training must have involved structured sessions; it does not include individual
instruction that a provider might have received during routine supervision.

4 Private room or screened-off space available in HIV testing and counselling area that is a sufficient distance from sites where providers and/or other clients
may be so that a normal conversation could not be overheard, and the client could not be observed by others

5 Condoms available at the HIV testing and counselling site on the day of the survey
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Figure 8.1 Availability of HIV testing system

Hospital Health centre Dispensary Clinic National average
TSPA 2014-15

Integration of HIV Rapid Diagnosis into Specific Services

To maximise opportunities for people to learn their HIV status, HIV testing and counselling should be
available in combination with a wide variety of services that people seek for reasons other than HIV testing.
Table 8.1.2 shows the percentages of facilities offering specific services and, among those facilities and all
facilities, the percentage offering HIV rapid diagnostic testing (RDT). Integration of HIV testing in these service
delivery points was defined by the observed presence of HIV RDT kits.

Ninety-one percent of hospitals offer ANC services (see Tables 6.1 and 8.1.2). Among these hospitals,
89 percent have HIV rapid testing integrated within ANC services (Table 8.1.2). Similarly, 91 percent of
hospitals offer services focusing on prevention of mother-to-child transmission (PMTCT) of HIV. Among these
hospitals, 85 percent have HIV testing integrated within PMTCT services (i.e., they had HIV RDT available on
the day of the survey at the PMTCT service site) (Table 8.1.2). However, while amost al hospitals (98 percent)
offer STI services, lessthan half of these hospitals have HIV testing integrated within the service (Table 8.1.2).
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8.2.2 Service Readiness

Guidelines and Trained Staff

While a high proportion of facilities have an HIV testing system, only some of these facilities—56
percent—have a staff member who recently received training on HIV testing and counselling (Table 8.1.1).
Hospitals and health centres with an HIV testing system are more likely to have a staff member who recently
received training on HIV testing and counselling (76 percent and 74 percent, respectively) than dispensaries (52
percent) and clinics (42 percent). HIV testing and counselling guidelines were available in dightly more than
six of ten facilities. As with trained staff, hospitals and health centres are more likely to have these guidelines
than other types of facilities.

Laboratory Capacity

All facilitieswith an HIV testing system had HIV testing capacity (HIV rapid test kits, ELISA, or other
HIV testing mechanisms available) on the day of the assessment visit (Table 8.1.1).

Other Supplies

Only two-thirds of facilities had condoms at the HIV testing and counselling site. Nearly al facilities
were able to provide visual and auditory privacy for clients during testing and counselling.

8.2.3 Infection Control

All service providers who perform HIV tests must follow infection control procedures to protect
themselves and their clients. The 2014-15 TSPA assessed the availability, in facilities that provide HIV testing,
of items for infection control at the location where HIV testing is done (i.e., either at the HIV testing and
counselling service site or in the laboratory where HIV testing within the facility is carried out). Overall, fewer
than six of every ten facilities with HIV testing capacity had soap and running water or alcohol-based hand
disinfectant available at thetesting site (Table 8.2). Hospital s (81 percent) were most likely to have hand cleaning
supplies. About eight of every ten facilities had gloves and sharps containers, but relatively few (50 percent) had
waste receptacles.

Appendix Tables A-8.2.1, A-8.2.2, and A-8.2.3 present information similar to that shown in Table 8.2,
focusing only on laboratoriesin facilities having HIV testing capacity.

HIV/AIDS and Sexually Transmitted Infections



Table 8.2 Items for infection control during provision of HIV testing services at the service site

Among facilities having HIV testing capacity, the percentages with indicated items for infection control observed to be available at the service site on the
day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities with HIV testing system that have items for infection control

Soap and
running Number of
water or else facilities
Soap and Alcohol- alcohol- having HIV
Background Running running based hand based hand Latex Sharps Waste testing
characteristics Soap water? water disinfectant  disinfectant gloves? container receptacle® capacity
Facility type
Hospital 81 84 79 37 81 88 88 61 45
Health centre 59 60 53 21 57 69 76 49 118
Dispensary 56 54 48 18 56 79 85 50 792
Clinic 57 62 57 37 65 77 75 62 9
Managing authority
Government 56 55 48 18 56 83 90 50 766
Private-for-profit 57 59 57 17 59 61 57 50 67
Parastatal 98 98 98 54 98 93 97 58 10
Faith-based 60 58 57 30 62 59 57 50 121
Residence: Tanzania
Total urban 68 64 61 22 66 75 7 61 206
Total rural 54 54 48 19 55 79 86 47 758
Mainland/Zanzibar
location
Mainland urban 68 64 61 21 66 74 7 61 201
Mainland rural 54 54 48 19 55 79 86 47 738
Zanzibar urban 67 67 67 52 77 96 100 71 4
Zanzibar rural 64 54 47 24 60 79 90 57 20
Region
Mainland average/total 57 56 50 19 57 78 84 50 940
Dodoma 27 23 22 1 22 63 72 2 54
Arusha 69 71 68 28 68 71 71 75 39
Kilimanjaro 77 65 65 37 72 83 78 67 51
Tanga 68 80 63 16 63 93 90 40 58
Morogoro 71 56 56 35 82 90 96 50 49
Pwani 68 63 62 15 63 74 75 28 36
Dar es Salaam 65 57 56 10 57 68 76 55 49
Lindi 52 68 50 8 52 89 98 63 33
Mtwara 45 63 40 10 45 61 88 50 35
Ruvuma 65 76 65 17 65 89 89 46 43
Iringa 63 63 63 39 68 79 96 58 37
Mbeya 67 68 67 12 73 90 91 60 60
Singida 63 48 42 34 55 86 91 51 30
Tabora 22 28 22 29 49 73 73 62 46
Rukwa 69 65 62 15 70 44 77 34 25
Kigoma 30 30 29 13 29 79 77 49 35
Shinyanga 43 51 36 38 56 97 97 90 26
Kagera 70 50 49 14 61 70 95 55 38
Mwanza 30 41 22 5 22 67 68 56 42
Mara 48 26 25 30 47 80 79 28 39
Manyara 70 70 69 44 70 79 82 66 23
Njombe 73 73 73 9 73 79 85 50 38
Katavi 67 68 61 6 63 80 86 17 10
Simiyu 73 74 67 12 67 84 93 21 23
Geita 29 29 28 5 29 73 82 87 18
Zanzibar average/total 64 57 50 29 63 82 92 59 24
Unguja average/total 81 60 60 54 82 95 95 62 12
Kaskazini Unguja 81 49 49 49 75 90 90 66 4
Kusini Unguja 90 60 60 52 88 97 97 52 5
Mijini Magharibi 70 70 70 61 83 100 100 71 4
Pemba average/total 46 53 40 3 44 69 88 57 12
Kaskazini Pemba 37 54 37 0 37 72 92 54 6
Kusini Pemba 58 52 45 7 52 65 82 59 5
National averagef/total 57 56 50 19 57 78 84 50 964

Note: Data for laboratory and other service sites are found in Appendix Tables A-8.2.1, A-8.2.2, and A-8.2.3.

1 Piped water, water in bucket with specially fitted tap, or water in pour pitcher
2 Non-latex equivalent gloves are acceptable.
3 Waste receptacle with plastic bin liner
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8.2.4 Basic Management and Administrative Systems for HIV Testing and Counselling

Providers of HIV testing services may experience burnout as they support clients experiencing different
emotions. As a result, they need a great deal of support through training as well as personal support through
supervision. With increasing public access to information through the Internet and mass media, clients of HIV
testing services are prone to ask questions. To answer correctly, providers need to be knowledgeable and up to
date about HIV. The 2014-15 TSPA assessed capacity building for HIV testing providers through training and
personal supervision.

Supervision

Table 8.3 presents information on recent in-service training and recent personal supervision of providers
of HIV testing services. Supervision refers to any form of technical support from a senior member of the same
profession. Seven of every ten providers of HIV testing services reported receiving supervision during the six
months before the assessment. There is little variation by facility type or managing authority. There are
differences by region, however; providers in the following regions, at more than 80 percent, were most likely to
report having received supervision during the six months before the survey: Lindi, Singida, Rukwa, Kigoma,
Shinyanga, Kagera, Manyara, Katavi, Kaskazini Unguja, Kaskazini Pemba, and Kusini Pemba.
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Table 8.3 Supportive management for providers of HIV testing services

Among HIV testing service providers, the percentages who report receiving training related to their work and personal supervision
during the specified time periods, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed providers who received:
Training related to
HIV testing and

Training related to counselling during the
HIV testing and 24 months and Number of
counselling during the Personal supervision personal supervision interviewed providers
Background 24 months preceding during the 6 months  during the 6 months of HIV testing
characteristics the survey* preceding the survey? preceding the survey services
Facility type
Hospital 23 66 17 1,106
Health centre 26 68 21 1,102
Dispensary 30 72 22 2,667
Clinic 31 64 21 40
Managing authority
Government 29 71 22 3,520
Private-for-profit 21 68 16 379
Parastatal 24 64 22 69
Faith-based 25 66 19 947
Residence: Tanzania
Total urban 22 69 17 1,718
Total rural 30 70 23 3,197
Residence: Mainland/Zanzibar
Mainland urban 22 69 17 1,690
Mainland rural 30 70 23 3,133
Zanzibar urban 37 66 28 28
Zanzibar rural 41 85 35 64
Region
Mainland average/total 27 69 21 4,823
Dodoma 24 55 15 277
Arusha 25 74 23 252
Kilimanjaro 31 75 22 271
Tanga 31 57 23 332
Morogoro 19 56 14 300
Pwani 32 52 17 150
Dar es Salaam 13 76 9 350
Lindi 21 84 19 170
Mtwara 22 64 16 189
Ruvuma 16 78 15 218
Iringa 36 53 14 162
Mbeya 23 75 16 227
Singida 24 83 19 161
Tabora 28 59 23 223
Rukwa 38 99 38 107
Kigoma 27 81 22 144
Shinyanga 38 94 38 119
Kagera 27 84 25 264
Mwanza 36 52 24 212
Mara 37 76 31 175
Manyara 41 82 36 125
Njombe 32 45 16 162
Katavi 50 82 45 50
Simiyu 29 73 25 91
Geita 24 72 18 94
Zanzibar average/total 40 79 33 92
Unguja average/total 45 7 38 a7
Kaskazini Unguja 44 90 44 10
Kusini Unguja a7 78 37 19
Mijini Magharibi 45 68 35 18
Pemba average/total 33 82 28 45
Kaskazini Pemba 38 82 33 23
Kusini Pemba 29 81 24 22
National average/total 27 70 21 4,915

! Training refers only to in-service training. The training must have involved structured sessions; it does not include individual
instruction that a provider might have received during routine supervision.

2 Personal supervision refers to any form of technical support or supervision from a facility-based supervisor or from a visiting
supervisor. It may include, but is not limited to, review of records and observation of work, with or without any feedback to the health
worker.

HIV/AIDS and Sexually Transmitted Infections « 169



Training

Training refers only to structured in-service training. Overall, only 27 percent of the providers
interviewed reported that they had received training related to HIV testing and counselling during the 24 months
before the assessment.

There is very little difference by facility type or managing authority in the likelihood of providers
receiving supervision or training related to HIV testing and counselling.

8.3 HIV CARE AND SUPPORT SERVICES

A facility is defined as providing HIV/AIDS care and support servicesif it reports that providersin the
facility prescribe or provide avariety of services ranging from treatment of opportunistic infections to palliative
treatment to nutrition and family planning (see Table 8.4.1, note 1). Overall, 35 percent of health facilities in
Tanzania report that they offer HIV/AIDS care and support services (Table 8.4.1 and Figure 8.2). Not
surprisingly, nine of every ten hospitals and seven of every ten health centres, but less than one-third of
dispensaries, offer these services.

Table 8.4.1 Guidelines, trained staff, and items for HIV/AIDS care and support services

Among all facilities, the percentages offering HIV/AIDS care and support services and, among facilities offering HIV care and support services, the percentages
having indicated items to support the provision of quality HIV/AIDS care and support services, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering
HIV/AIDS care and support services

Percent- that have: Medicines
age of Guide- System
facilities lines for for Flucana- Number of
offering the screen- zole/IV facilities
HIV/ clinical ing and v treat- offering
AIDS manage- Guide- testing solution mentfor Cotri-  First-line HIV/AIDS
care and Number mentof lines for HIV+ with fungal moxa- treat- Pain care and
Background support of HIV/  palliative Trained clients infusion infec- zole ment for manage- Male support
characteristics services! faciliies  AIDS care staff? for TB® set tions tablets TB* ment condoms services
Facility type
Hospital 92 46 83 3 66 87 90 64 92 80 95 74 42
Health centre 73 129 87 2 67 81 92 51 78 73 83 78 94
Dispensary 28 992 49 3 50 39 79 23 80 24 66 79 273
Clinic 6 21 45 0 24 45 100 79 79 24 100 79 1
Managing authority
Government 38 857 60 3 57 52 80 27 78 40 70 84 327
Private-for-profit 12 163 48 3 57 81 98 72 73 38 78 66 20
Parastatal 35 21 100 0 37 52 94 86 94 37 94 48 7
Faith-based 38 148 70 2 52 54 93 55 98 51 86 51 56
Residence: Tanzania
Total urban 29 324 71 1 58 73 92 57 83 59 84 77 93
Total rural 37 864 59 4 55 48 80 27 80 36 70 79 317
Residence: Mainland/
Zanzibar
Mainland urban 29 306 73 1 59 75 95 60 85 60 86 76 89
Mainland rural 37 838 59 3 55 48 81 27 81 36 71 78 307
Zanzibar urban 22 18 33 0 52 28 36 11 39 33 40 100 4
Zanzibar rural 38 26 56 12 55 35 56 8 31 28 38 83 10
Region
Mainland average/total 35 1,144 62 3 56 54 84 35 82 42 74 78 397
Dodoma 17 60 69 0 28 45 93 56 97 51 97 36 10
Arusha 17 52 58 2 53 58 100 44 100 60 57 85 9
Kilimanjaro 39 67 51 0 34 32 64 49 100 49 84 84 26
Tanga 59 59 42 0 49 34 63 22 92 34 72 83 35
Morogoro 13 61 90 6 39 89 92 54 78 87 92 82 8
Pwani 19 45 91 2 76 90 69 11 52 95 58 100 8
Dar es Salaam 22 96 76 2 43 92 100 72 75 65 99 74 21
Lindi 48 35 100 0 71 76 44 43 97 26 62 82 17
Mtwara 64 35 60 8 64 54 91 9 83 27 63 71 23

(Continued...)
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Table 8.4.1—Continued

Percentage of facilities offering
HIV/AIDS care and support services

Percent- that have: Medicines
age of Guide- System
facilities lines for for Flucana- Number of
offering the screen- zole/IV facilities
HIV/ clinical ing and v treat- offering
AIDS manage- Guide- testing solution mentfor Cotri- First-line HIV/AIDS
care and Number mentof lines for HIV+ with fungal moxa- treat- Pain care and
Background support of HIV/  palliative Trained clients infusion  infec- zole ment for manage- Male support
characteristics services® facilies ~ AIDS care staff?  for TB® set tions tablets TB* ment condoms services
Region
Ruvuma 36 47 86 0 16 57 100 64 96 25 53 82 17
Iringa 62 39 45 0 78 37 100 21 86 35 63 78 24
Mbeya 14 72 89 0 33 49 100 43 100 89 57 98 10
Singida 10 34 82 0 59 100 100 59 100 79 92 75 3
Tabora 83 50 38 5 54 13 93 17 53 11 69 84 42
Rukwa 20 34 97 0 84 97 100 67 100 34 74 85 7
Kigoma 21 43 51 3 37 47 97 50 88 43 63 95 9
Shinyanga 32 32 64 0 59 83 100 52 86 7 76 93 10
Kagera 60 49 59 11 70 79 62 8 66 39 80 60 29
Mwanza 34 59 37 0 72 49 98 53 70 57 77 70 20
Mara 32 45 79 1 74 97 99 47 91 66 93 41 14
Manyara 25 27 85 4 58 63 96 89 96 63 100 92 7
Njombe 84 38 59 7 58 39 73 10 92 15 73 80 32
Katavi 22 11 79 0 79 100 86 49 93 7 93 86 2
Simiyu 27 30 83 0 71 66 95 19 44 41 75 92 8
Geita 14 23 89 5 53 94 94 53 76 76 83 76 3
Zanzibar average/total 31 44 49 9 54 33 50 9 33 29 38 88 14
Unguja average/total 45 29 a7 9 54 31 50 10 35 26 36 87 13
Kaskazini Unguja 84 6 39 17 55 35 67 8 16 39 50 92 5
Kusini Unguja 73 7 72 8 55 35 47 8 45 18 27 75
Mijini Magharibi 20 17 19 0 53 19 33 14 47 19 33 100 3
Pemba average/total 4 15 100 0 50 75 50 0 0 100 75 100 1
Kaskazini Pemba 4 8 100 0 50 100 50 0 0 100 100 100 0
Kusini Pemba 5 7 100 0 50 50 50 0 0 100 50 100 0
National average/total 35 1,188 61 3 56 54 83 34 80 41 73 78 410

Note: The indicators presented in this table correspond to staff and training, diagnostics and medicines, and commodities domains for assessing readiness to
provide HIV care and support services within the health facility assessment methodology proposed by WHO and USAID (2015).

1 Facility reports that providers in the facility prescribe or provide any of the following:
Treatment for any opportunistic infections or for symptoms related to HIV/AIDS, including treatment for topical fungal infections

Systematic intravenous treatment for specific fungal infections such as cryptococcal meningitis

Treatment for Kaposi's sarcoma

Palliative care, such as symptom or pain management, or nursing care for the terminally ill or severely debilitated patients
Nutritional rehabilitation services, including client education and provision of nutritional or micronutrient supplementation

Fortified protein supplementation
Care for paediatric HIV/AIDS patients

Preventive treatment for tuberculosis (TB), i.e., isoniazid with pyridoxine

Micronutrient supplementation, such as vitamins or iron

Primary preventive treatment for opportunistic infections, such as cotrimoxazole preventive treatment

General family planning counselling and/or services for HIV-positive clients

Condoms
Depo-Provera as integrated FP service

2 Facility had at least one interviewed provider of HIV care and support services who reported receiving training on aspects of HIV/AIDS care and support services
during the 24 months preceding the survey. Training refers only to in-service training. The training must have involved structured sessions; it does not include

individual instruction that a provider might have received during routine supervision.
3 Record or register indicating HIV-positive clients who have been screened and tested for TB
4 Four-drug fixed-dose combination (4FDC) is available, or else isoniazid, pyrazinamide, rifampicin, and Ethambutol are all available, or a combination of these
medicines, to provide first-line treatment.
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Figure 8.2 Availability of HIV/AIDS care and support services
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There are wide regional variations in terms of availability of HIV/AIDS care and support services. For
example, eight of every ten health facilities in Njombe, Tabora, and Kaskazini Unguja offer care and support
services, while only 14 percent of facilities in Mbeya, one of the three regions (along with Njombe and Iringa)
most affected by HIV, offer such services.

Guidelines and Trained Staff

Onthe day of the assessment visit, 61 percent of facilitiesthat offer HIV/AIDS care and support services
had guidelines for the clinical management of HIV/AIDS. In contrast, paliative care guidelines were almost
nonexistent. Fifty-six percent of facilitiesthat offer HIV/AIDS care and support services had at |east one provider
who had received training recently in the provision of HIV/AIDS care and support services. There is some
variation in the availability of providers with recent training by managing authority.

System for TB Screening

About half of health facilities in Tanzania have a system to screen and test HIV-positive clients for TB,
with hospitals (87 percent) and health centres (81 percent) most likely to have such a system. Availability of
records or aregister was considered evidence of asystem for routinely screening and testing HIV-positive clients
for TB. By managing authority, private-for-profit facilities that offer HIV/AIDS care and support services are
more likely than facilities managed by other authorities to screen HIV-positive clients for TB. At the regiona
level, the proportion of facilities that screen HIV-positive clients for TB ranges from 13 percent in Tabora to
100 percent in Singida, Katavi and Kaskazini Pemba (Table 8.4.1).

Medicines

Cotrimoxazole, used to prevent early opportunistic infections in people living with HIV/AIDS, was
available in 80 percent of facilities that offer HIV/AIDS care and support services; it was more likely to be
available in hospitals (92 percent) than in other types of facilities. Pain management medicines, male condoms,
and intravenous solutions were available in more than 70 percent of facilities. In contrast, only 41 percent of
facilities had first-line treatment for TB. Not surprisingly, hospitals (80 percent) and health centres (73 percent)
were more likely to havefirst-line treatment than other types of facilities.
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8.3.1 Specific Care and Support Services

As a result of their suppressed immune systems, people living with HIV are at risk of developing
opportunistic infections such as TB. Also, if they contract malaria, people living with HIV are likely to
experience more severe forms of the disease. Thus, one of the important HIV/AIDS care and support strategies
isimmediate treatment of opportunistic infections. Facilities that offer care and support services for HIV/AIDS
clients should aso be able to offer services for TB, STIs, and malaria. The 2014-15 TSPA assessed the
availability of specific services among facilities that offer HIV/AIDS care and support services, including
treatment and prevention of opportunistic infections (Table 8.4.2).

More than 90 percent of Tanzanian health facilitiesthat offer HIV/AIDS care and support services treat
opportunistic infections. Almost all (97 percent) offer preventive treatment for opportunistic infections, which
usualy involves cotrimoxazole prophylaxis. As shown in Table 8.4.1, 80 percent of these facilities had
cotrimoxazol e tabl ets available on the day of the assessment visit. Preventive treatment for TB is somewhat less
available, found in aquarter of facilities (Table 8.4.2).

Other HIV/AIDS care and support services that are commonly available include provision of condoms
(83 percent), family planning (FP) counselling or services (92 percent), and paediatric HIV care (73 percent). In
general, hospitals appear to offer the broadest range of services. Some services, such as systemic intravenous
treatment for fungal diseases (28 percent) and treatment for Kaposi’ s sarcoma (15 percent), are availablein fewer
than 30 percent of facilities. Just over half of facilities provide paliative care.

Table 8.4.2 HIV care and support services offered

Among facilities offering care and support services for HIV clients, the percentage offering specific services by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering specific CSS services

Con-
Preven- doms for Number of
tive treat- preven- facilities
Oppor-  Systemic Fortified ment for  Micro- ting offering
tunistic IV treat-  Treat- Nutri- protein  Paedi- Preven- oppor- nutrient FP further  HIV/AIDS
diseases ment for ment for tional supple- atric HIV tive treat- tunistic  suppl- counsel- transmis- care and
Background treat- fungal Kaposi's Palliative rehabili- menta- client mentfor infec- ementa- lingor sionof  support
characteristics ment diseases sarcoma  care tation tion care B tions tion services HIV services
Facility type
Hospital 100 83 44 84 67 30 88 60 99 81 86 79 42
Health centre 97 52 23 78 70 30 93 45 96 79 92 79 94
Dispensary 89 12 8 41 57 15 64 13 97 65 93 84 273
Clinic 100 41 21 66 79 45 66 24 86 100 100 100 1
Managing authority
Government 92 23 14 52 59 16 70 24 97 66 98 88 327
Private-for-profit 99 25 9 28 64 35 73 11 99 87 87 85 20
Parastatal 100 88 13 94 93 11 88 23 100 84 50 54 7
Faith-based 91 54 22 74 71 36 88 37 95 83 62 52 56
Residence: Tanzania
Total urban 95 40 22 60 66 28 78 36 99 70 88 79 93
Total rural 91 25 13 52 60 17 72 22 96 70 93 84 317
Residence: Mainland/
Zanzibar
Mainland urban 97 41 23 59 65 28 80 37 100 72 88 78 89
Mainland rural 92 25 13 52 59 17 73 22 97 70 94 84 307
Zanzibar urban 72 17 8 72 96 24 33 13 72 28 100 100 4
Zanzibar rural 79 9 13 59 88 12 21 20 67 54 78 73 10
Region
Mainland average/total 93 29 15 54 60 20 75 26 98 71 92 83 397
Dodoma 100 64 47 48 93 85 69 49 72 95 67 43 10
Arusha 100 46 20 81 57 54 62 19 100 80 89 85 9
Kilimanjaro 100 44 10 83 64 33 76 18 98 61 75 84 26
Tanga 100 24 5 46 41 3 40 20 100 40 99 98 35
Morogoro 100 65 18 86 88 47 92 62 100 73 86 88 8

(Continued...)
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Table 8.4.2—Continued

Percentage of facilities offering specific CSS services

Con-
Preven- doms for Number of
tive treat- preven- facilities
Oppor-  Systemic Fortified ment for  Micro- ting offering
tunistic IV treat-  Treat- Nutri- protein  Paedi- Preven- oppor- nutrient FP further  HIV/AIDS
diseases ment for ment for tional supple- atric HIV tive treat- tunistic  suppl- counsel- transmis- care and
Background treat- fungal Kaposi's Palliative rehabili- menta- client mentfor infec- ementa- lingor sionof  support
characteristics ment diseases sarcoma  care tation tion care B tions tion services HIV services
Region
Pwani 100 31 36 36 81 4 48 26 96 64 100 100 8
Dar es Salaam 100 30 12 30 60 29 93 14 100 85 88 89 21
Lindi 100 21 19 44 47 9 89 12 100 51 99 71 17
Mtwara 91 17 5 38 26 9 77 33 100 74 92 82 23
Ruvuma 100 67 24 59 78 66 99 60 98 98 96 82 17
Iringa 56 14 8 55 77 27 73 10 91 55 90 87 24
Mbeya 100 43 30 45 24 3 98 26 100 84 97 97 10
Singida 100 79 44 84 90 41 100 79 100 87 85 80 3]
Tabora 100 24 1 41 56 0 60 4 100 87 94 99 42
Rukwa 100 38 24 51 100 56 100 31 100 93 91 88 7
Kigoma 97 25 3 88 69 16 79 37 100 78 90 90 9
Shinyanga 81 19 12 45 58 2 50 68 100 65 83 74 10
Kagera 100 10 8 51 75 25 72 39 100 71 94 63 29
Mwanza 79 26 30 34 28 6 59 12 98 93 98 66 20
Mara 81 19 6 94 65 6 100 49 100 56 97 41 14
Manyara 100 56 85 67 78 4 96 54 100 60 89 89 7
Njombe 80 7 11 54 65 8 81 7 99 57 98 94 32
Katavi 100 58 28 100 100 86 100 28 100 100 100 86 2
Simiyu 95 51 20 73 61 22 100 29 92 75 100 75 8
Geita 94 59 41 76 70 18 100 70 94 70 100 76 3
Zanzibar average/total 77 11 12 63 90 16 25 18 69 46 84 81 14
Unguja average/total 76 8 11 61 91 14 21 16 67 45 83 80 13
Kaskazini Unguja 96 0 0 63 88 4 16 29 84 52 71 80 5
Kusini Unguja 63 17 25 55 88 20 27 12 52 55 83 67 5)
Mijini Magharibi 66 5 5 66 100 19 19 5 66 19 100 100 3]
Pemba average/total 100 75 25 100 75 50 100 50 100 75 100 100 1
Kaskazini Pemba 100 50 50 100 100 50 100 50 100 100 100 100 0
Kusini Pemba 100 100 0 100 50 50 100 50 100 50 100 100 0
National averagef/total 92 28 15 54 61 20 73 25 97 70 92 83 410
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8.4 ANTIRETROVIRAL THERAPY

Antiretrovira drugs inhibit the replication of HIV and thus can substantially prolong and improve the
quality of life of HIV-positive people. It is estimated that in Tanzania slightly more than half a million people
living with HIV are receiving ART. Still, 27 percent of those éligible for ART are not yet receiving it (NACP,

2014).

The Ministry of Health and Social Welfare, together with partners, has embarked on improvements to
the quality of ART programmes in Tanzania. The national ART programme guidelines call for the prescription
and provision of ART by trained health personnel, who should regularly monitor the condition of their clients to
ensure that an effective ARV regimen is being implemented and that side effects are properly managed.

Elements identified asimportant for providing good quality ART services include the following:

e Staff trained in the provision of relevant services

e Protocolsand guidelinesfor relevant care and support services

e A consistent supply of ARVs and good storage practicesto maintain their quality and security

e A system for making client appointmentsfor routine follow-up services
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e Anindividual client record to assure continuity of care for the client
e  Good record-keeping systemsto track ART compliance

8.4.1 Service Availability

Overall, more than a quarter of all facilities, including 85 percent of hospitals and 71 percent of health
centres, offer ART services (Table 8.5). Few dispensaries and very few clinics offer ART. Thirty-one percent of
government facilities and 33 percent of faith-based facilities offer ART services. In 2006, only 4 percent of all
facilitiesin Tanzania, amost exclusively hospitals (70 percent), prescribed ART; only onein ten health centres
offered ART services. The situation is much different now.

8.4.2 Service Readiness
Guidelines and Trained Staff

ART guidelines were available in 87 percent of facilities offering ART services (Table 8.5 and Figure
8.3). There is little variation, but dispensaries that offer ART services are dightly less likely to have ART
guidelines.

As part of the 2014-15 TSPA, providers were asked about training that they had received as part of their
jobs. Fifty-four percent of ART facilities had at least one staff member who received training in ART services
recently. By facility type, dispensaries are least likely to have at least one recently trained staff member (49
percent).

Laboratory Capacity

The survey also assessed the availability of laboratory services for monitoring ART clients. Fewer than
two of ten ART facilities had the laboratory capacity to perform complete blood counts, while approximately a
fourth could do CD4 cell counts. As expected, hospitals are most likely to have the capacity to perform these
tests. However, only 3 percent of hospitals had the capacity for RNA viral load testing.

Medicines

More than nine of ten facilities that offer ART services had the first-line adult ART regimen available
on the day of the survey. Dispensaries are dlightly less likely than other types of facilities to have the first-line
ART regimen available (Table 8.5 and Figure 8.3). Ninety-five percent of facilities in Tanzania Mainland had
the first-line ART regimen, as compared with only two of ten facilitiesin Zanzibar.
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Table 8.5 Guidelines, trained staff, and items for antiretroviral therapy services

Among all facilities, the percentages offering antiretroviral therapy (ART) services and, among facilities offering ART services, the percentages with indicated items to
support the provision of quality ART services, by background characteristics, Tanzania SPA 2014-15

Percentage of Either
Percent- facilities offering First-line First-line single or
age of ART services adult adult multiple
Percent- facilities that have: Laboratory diagnostic capacity for: ART ART drug Number
age of  offering regimen regimen dose of
facilities ART Renal or available available (TDF/3T facilities
offering services Number ART Complete liver (single  (multiple C/EFV or offering
Background ART as out- of guide-  Trained blood CD4 cell RNA viral function drug drug  AZT/3TC/ ART
characteristics services® reach? facilities lines staff® count* count load test dose)®  dose)® NVP)  services
Facility type
Hospital 85 32 46 97 61 67 67 3 71 99 68 99 40
Health centre 71 26 129 94 61 19 40 0 14 96 40 96 92
Dispensary 20 5 992 82 49 4 7 0 0 91 25 91 201
Clinic 4 0 21 100 68 0 0 0 0 100 68 100 1
Managing authority
Government 31 10 857 85 54 9 22 0 8 93 32 93 262
Private-for-profit 11 3 163 98 37 48 33 2 22 98 43 98 18
Parastatal 20 5 21 100 66 75 50 0 68 89 55 89 4
Faith-based 33 8 148 93 58 34 27 1 28 94 41 94 49
Residence: Tanzania
Total urban 29 7 324 94 53 36 35 1 31 96 48 96 93
Total rural 28 9 864 84 55 8 19 0 5 92 29 92 239
Residence: Mainland/
Zanzibar
Mainland urban 29 7 306 95 53 38 36 1 32 100 50 100 89
Mainland rural 28 9 838 85 55 8 19 0 5 93 29 94 236
Zanzibar urban 23 1 18 64 48 8 4 0 12 27 19 27 4
Zanzibar rural 14 1 26 75 21 5 5 0 5 9 5 9 4
Region
Mainland average/total 28 9 1,144 88 55 16 24 0 12 95 35 95 325
Dodoma 10 5 60 94 73 24 54 0 45 100 36 100 6
Arusha 12 3 52 87 7 48 37 3 39 100 61 100 6
Kilimanjaro 19 10 67 99 61 14 26 1 14 76 26 76 13
Tanga 20 14 59 100 67 9 28 0 13 97 60 100 12
Morogoro 13 4 61 96 45 32 43 0 38 100 38 100 8
Pwani 23 16 45 78 59 15 17 0 11 100 58 100 10
Dar es Salaam 22 2 96 99 20 55 54 3 29 98 72 98 21
Lindi 48 18 35 100 69 17 14 0 4 100 21 100 17
Mtwara 40 20 35 100 40 7 20 0 2 98 8 98 14
Ruvuma 41 23 47 88 28 4 11 0 7 98 81 98 19
Iringa 62 11 39 72 80 23 13 1 9 91 16 91 24
Mbeya 14 7 72 94 31 34 34 2 24 100 75 100 10
Singida 10 5 34 100 74 36 39 0 46 100 43 100 3
Tabora 42 5 50 69 66 9 13 0 8 90 32 90 21
Rukwa 20 16 34 97 77 7 21 0 5 100 7 100 7
Kigoma 12 3 43 100 46 34 37 0 18 89 56 89 5
Shinyanga 48 12 32 89 60 8 22 0 6 89 18 89 15
Kagera 49 1 49 87 57 10 14 0 9 89 10 89 24
Mwanza 33 11 59 57 69 10 25 0 11 100 11 100 19
Mara 32 3 45 100 44 9 21 0 10 100 39 100 14
Manyara 25 20 27 96 25 22 60 0 11 100 55 100 7
Njombe 89 15 38 82 48 5 15 0 5 94 20 94 34
Katavi 22 8 11 93 72 7 35 0 7 100 28 100 2
Simiyu 27 4 30 100 68 2 17 0 2 100 41 100 8
Geita 14 2 23 94 41 5 41 0 22 100 52 100 8
Zanzibar average/total 18 1 44 69 35 6 4 0 8 19 13 19 8
Unguja average/total 25 1 29 66 34 7 5 0 7 11 9 11 7
Kaskazini Unguja 56 3 6 70 5 5 5 0 5 5 0 5 3
Kusini Unguja 9 0 7 100 100 0 0 0 0 28 28 28 1
Mjini Magharibi 22 1 17 57 48 9 5 0 9 14 14 14 4
Pemba average/total 4 0 15 100 50 0 0 0 25 100 50 100 1
Kaskazini Pemba 4 0 8 100 50 0 0 0 0 100 50 100 0
Kusini Pemba 5 0 7 100 50 0 0 0 50 100 50 100 0
National average/total 28 9 1,188 87 54 16 23 0 12 93 34 93 333

Note: The indicators presented in this table correspond to the staff and training, diagnostics and medicines, and commodities domains for assessing readiness to
provide ART services within the health facility assessment methodology proposed by WHO and USAID (2015).

! Providers in the facility prescribe ART for HIV/AIDS patients or provide treatment follow-up services for persons on ART, including providing community-based
services.

2 Providers from another facility use this facility to prescribe ART for HIV/AIDS patients or provide treatment follow-up services for persons on ART.

3 Facility had at least one interviewed provider of ART services who reported receiving in-service training in some aspects of ART during the 24 months preceding the
survey. The training must have involved structured sessions; it does not include individual instruction that a provider might have received during routine supervision.

4 Facility had a functioning haematology analyzer or functioning haematological counter with the necessary reagents available in the facility.

5 Facility had the three country-specific first-line antiretroviral medicines for adult treatment available in the facility.
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Figure 8.3 Items to support quality provision of ART services
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8.5  SERVICESFOR SEXUALLY TRANSMITTED INFECTIONS
8.5.1 TSPA Approach to Collection of Information on Sexually Transmitted Infections

Sexually transmitted infections, including HIV/AIDS, and reproductive tract infections (RTIs) cause
major health problems the world over. STls and RTls affect high proportions of the population and lead to
infertility, morbidity, and even mortality in some cases. The presence of certain STls increases the risk of HIV
infection. The effects of STIs and RTIs on reproductive health are sometimes severe and life-threatening, and
more so in women than in men. Complications include pelvic inflammatory disease (PID), infertility (in both
men and women), and ectopic pregnancy. Pregnant women with STIs are more likely to have low birth weight
babies, premature babies, and stillborn births. Moreover, certain STls, such as HIV infection and syphilis, can
betransmitted congenitally.

Sexual contact is the most common route of HIV transmission. Hence, preventive measures for STIs
are equally relevant to the control of HIV. Also, treating common STIs may reduce transmission of HIV in a
population.

This section uses data from the 2014-15 TSPA to address the following questions:
e Towhat extent are STI services available?
e Towhat extent do facilities offering STI services have the capacity to support quality services?
8.5.2 Health Situation Regarding STIs and RTIs in Tanzania

STls and RTIs remain among the leading causes of disease burden in Tanzania today. Despite their
public health importance, however, they have been overshadowed in the last 10 to 15 years by the focus on
HIV/AIDS.
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In the 2010 Tanzania Demographic and Health Survey, respondents who had had sexual intercourse
were asked if, in the 12 months preceding the survey, they had experienced an infection acquired through sexual
contact or if they had experienced either of two symptoms associated with STls or RTIs. a bad-smelling,
abnormal discharge from the vagina or penis or a genital sore or ulcer. Seven percent of women and 6 percent
of men reported having had an STI or experiencing STI/RTI symptoms during the 12 months preceding the
survey.

Studiesdonein northern Tanzaniain 2009 showed that the most common STIS/RTIsin pregnant women
were HIV (6.9 percent), HSV-2 (33.6 percent), bacterial vaginosis (20.9 percent), chlamydia (17.5 percent), and
candida (11.4 percent) (Msuya et a., 2009). Further research has shown that genital ulcers in Tanzania are due
predominantly to herpes virus infection, followed by chancroid and syphilis. In terms of treatment, evidence
suggests that 50 to 60 percent of men presenting with STls at a health facility have been ineffectively treated
elsewhere, most often by atraditional healer.

Itisinview of thisevidence that the Ministry of Health and Social Welfare, through the National AIDS
Control Programme and in collaboration with various partners, has embarked on efforts to strengthen STI/RTI
service provision in all health facilitiesin Tanzania.

8.5.3 Service Availability

STI servicesare widely availablein Tanzania. Overall, 97 percent of facilities have in place servicesfor
management of STIs (Table 8.6). Nearly al facilities of all types and all management authorities provide such
services. This is consistent with the findings of the 2006 TSPA, when 96 percent of facilities provided STI
services.

Table 8.6 Guidelines, trained staff, and items for sexually transmitted infection services

Among all facilities, the percentages offering services for sexually transmitted infections (STIs) and, among facilities offering STI services, the
percentages with indicated items to support the provision of quality STI services, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering STI

services that have: Medicines and commodities*
Syphilis Number of
Percentage rapid Ciproflo- facilities
of facilities diagnostic xacin offering
Background offering STI Number of STI Trained test Male Metro-  capsules or Injectable STI
characteristics services!  faciliies  guidelines staff? capacity> condoms  nidazole tablets  ceftriaxone services
Facility type
Hospital 98 46 73 21 90 72 97 92 84 45
Health centre 100 129 81 16 61 73 81 83 71 128
Dispensary 98 992 74 8 25 69 66 76 56 967
Clinic 65 21 43 11 31 29 88 71 78 14
Managing authority
Government 98 857 78 8 23 80 62 77 56 838
Private-for-profit 95 163 57 14 51 38 88 84 72 155
Parastatal 85 21 69 26 28 27 62 55 57 18
Faith-based 97 148 72 11 58 45 95 80 63 144
Residence: Tanzania
Total urban 97 324 65 10 48 56 79 81 71 3115}
Total rural 97 864 78 9 25 74 66 77 54 839
Residecne: Mainland/
Zanzibar
Mainland urban 97 306 65 10 49 57 79 82 72 298
Mainland rural 97 838 77 9 26 73 66 78 55 814
Zanzibar urban 96 18 60 18 38 36 75 60 51 18
Zanzibar rural 99 26 91 17 11 79 49 38 23 26
Region
Mainland average/total 97 1,144 74 9 32 69 70 79 60 1,111
Dodoma 100 60 98 11 46 61 83 78 74 60
Arusha 83 52 57 8 45 80 78 75 67 43
Kilimanjaro 90 67 87 9 30 76 88 78 60 60
Tanga 99 59 75 15 75 74 79 97 76 58

(Continued...)
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Table 8.6—Continued

Percentage of facilities offering STI

services that have: Medicines and commodities*
Syphilis Number of

Percentage rapid Ciproflo- facilities

of facilities diagnostic xacin offering
Background offering STI Number of STI Trained test Male Metro-  capsules or Injectable STI

characteristics services! facilities  guidelines staff? capacity> condoms  nidazole tablets  ceftriaxone services

Region

Morogoro 100 61 82 4 26 61 51 74 69 61
Pwani 99 45 65 8 33 74 53 74 35 45
Dar es Salaam 94 96 43 2 47 48 75 83 70 90
Lindi 100 35 89 3 23 71 47 55 65 35
Mtwara 100 35 88 1 29 70 60 67 68 35
Ruvuma 95 47 83 7 44 58 67 78 45 45
Iringa 100 39 93 28 39 75 83 84 49 39
Mbeya 99 72 73 13 22 88 78 93 76 72
Singida 100 34 62 2 18 69 99 92 76 34
Tabora 96 50 50 10 18 7 47 72 67 48
Rukwa 100 34 61 24 26 78 48 50 39 34
Kigoma 100 43 50 1 17 85 59 71 61 43
Shinyanga 100 32 83 2 26 69 71 82 52 32
Kagera 94 49 78 2 18 68 72 86 51 46
Mwanza 98 59 77 9 27 51 65 80 52 58
Mara 100 45 72 7 14 41 86 87 29 45
Manyara 99 27 85 3 41 95 82 60 59 27
Njombe 100 38 88 33 23 78 50 78 56 38
Katavi 96 11 82 9 45 85 76 87 87 11
Simiyu 95 30 80 15 11 78 73 90 49 29
Geita 100 23 86 0 28 62 50 81 42 23
Zanzibar average/total 97 44 78 17 22 62 60 47 35 43
Unguja average/total 96 29 70 20 30 55 70 60 a7 28
Kaskazini Unguja 93 6 79 10 7 89 74 60 36 5
Kusini Unguja 100 7 94 31 19 69 61 68 50 7
Mjini Magharibi 95 17 56 19 42 38 73 57 49 16
Pemba average/total 100 15 93 12 8 73 40 23 12 15
Kaskazini Pemba 100 8 91 14 5 73 42 17 8 8
Kusini Pemba 100 7 96 10 12 73 37 29 17 7
National average/total 97 1,188 74 9 32 69 69 78 59 1,155

Note: The indicators presented in this table comprise the staff and training, diagnostics, and medicines and commodities domains for assessing
readiness to provide STI services within the health facility assessment methodology proposed by WHO and USAID (2015).

1 Providers in the facility diagnose STls or prescribe treatment for STIs or both.

2 At least one interviewed provider of STI services reported receiving in-service training on STI diagnosis and treatment during the 24 months preceding
the survey. The training must have involved structured sessions; it does not include individual instruction that a provider might have received during
routine supervision.

3 Facility had unexpired syphilis rapid test kits available.

4 Facility had unexpired listed medicines and commodities available

8.5.4 Service Readiness
Guidelines and Trained Staff

Three-fourths of facilities had STI guidelines available on the day of the assessment visit. However,
only onein every ten facilities had a provider recently trained in STI management.

Laboratory Capacity

Only athird of STI facilities had viable syphilis rapid diagnostic test kits available. This includes 90
percent of hospitalsand 61 percent of health centres. Private-for-profit and faith-based facilities were more likely
to have syphilis rapid diagnostic tests avail able than facilities managed by other authorities.
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Medicines

Asfor medicinesto treat STIs and RTls, seven of every ten ST facilities had metronidazole on the day
of the assessment visit, and 78 percent had ciprofloxacin capsul es or tablets. | njectable ceftriaxone was avail able
in about six of ten facilities. The facility type best supplied with these three medicines was hospital.
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NON-COMMUNICABLE DISEASES 9

Dr. Mariam Kalomo

Key Findings

Service availability

e Overall, only half of Tanzanian health facilities offer services for the
diagnosis and/or management of diabetes; hospitals and health centres
are most likely to offer diabetes services. Government health facilities are
less likely than those managed by other authorities to offer services for
diabetes.

e Cardiovascular and chronic respiratory disease services are offered in
less than seven in every ten facilities in Tanzania.

Service readiness

e On average, no more than 10 percent of facilities offering services for
diabetes, cardiovascular diseases, or chronic respiratory diseases have
providers who have received recent training in these services.

e Availability of guidelines for provision of non-communicable disease
(NCD) services is consistently low.

e Equipment such as blood pressure apparatus, weighing scales, and
stethoscopes is available in a majority of facilities that provide NCD
services. Other equipment, such as height boards, peak flow meters, and
spacer devices, is less available.

¢ The availability of essential medicines for these conditions is low in most
facilities other than hospitals.

9.1 BACKGROUND

2008 aone, 63 percent of the 57 million deaths across the globe (approximately 36 million) were due

to NCDs. Cardiovascular diseases (CVDs) account for most NCD deaths, followed by cancers,
respiratory diseases, and diabetes. About a quarter of NCD-related deaths occur among individual s less than age
60. Low- and middle-income countries suffer the mgjority of global mortality due to NCDs, and projections
show an upward trend. Worldwide, with the exception of the African region, mortality due to NCDs exceeds
that attributable to communicable, maternal, perinatal, and nutritional conditions combined. Moreover, the
prevalence of NCDs isrising rapidly in the African region, where infectious diseases are still rampant (WHO,
2013). Asawhole, NCDs share four risk factors—tobacco use, physical inactivity, harmful use of alcohol, and
unhedlthy diets—and they are a magjor contributor to poverty as well as an urgent development issue
(WHO, 2008).

N on-communicable diseases (NCDs) contribute significantly to morbidity and mortality worldwide. In

Using the information collected in the 2014-15 TSPA, this chapter addresses key questions focusing on
three NCDs, namely diabetes, cardiovascular diseases, and chronic respiratory diseases. The chapter is organized
asfollows:

e Background. Section 9.1 providesabrief background on the burden of non-communicable diseases
globally.
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e Tanzania situation. Section 9.2 describes the health situation in Tanzania regarding diabetes,
cardiovascular diseases, and chronic respiratory diseases.

o Diabetes. Section 9.3, including Tables 9.1 and 9.2 and Figures 9.1 and 9.2, describes the
availability of servicesfor diabetes and the extent to which facilities are prepared to provide quality
services.

e Cardiovascular diseases. Section 9.4, including Tables 9.3 and 9.4 and Figures 9.3 and 9.4,
describes the availability of services for cardiovascular diseases and the preparedness of facilities
to provide quality services.

e Chronicrespiratory diseases. Section 9.5, including Tables 9.5 and 9.6 and Figures 9.5 and 9.6,
explores the availability of services for chronic respiratory diseases in Tanzanian health facilities
and the readiness of facilities to provide these services.

9.2 HEALTH SITUATION REGARDING MAJOR NON-COMMUNICABLE DISEASES IN TANZANIA

In Tanzania, NCDs are a public health concern and a cause of growing burden of disease, mainly due
to demographic and lifestyle changes. The NCD burden isin addition to the already-existing infectious disease
burden, posing a challenge for the country to address a“double burden” of disease with limited resources.

Theincreasing burden of NCDs and risk factorsfor these di seases has been documented since the 1990s.
Recent information also highlights the high prevalence of NCD risk factors. For example, the 2012 Tanzania
National STEPS survey showed high rates of NCDsand NCD risk factorsamong adults age 25-64. In that survey,
26 percent of respondents had hypertension, 9 percent had diabetes, and 26 percent were overweight or obese.
In addition, 34 percent had elevated triglycerides, 26 percent had elevated cholesterol, and 97 percent consumed
fewer than 5 servings of fruits and vegetables each day. Finally, 16 percent of respondents used tobacco and 29
percent consumed alcohol.

Although NCDs have been documented across Tanzania, populations in urban areas are more affected.
For instance, while the prevalence of diabetesis estimated to be 2-3 percent in rural areas, rates of up to 5 percent
have been reported in some urban areas of the country (International Diabetes Federation, 2011). The higher
NCD prevalence in urban areas could be due to negative effects of globalization, rapid unplanned urbanization,
widespread smoking and alcohol consumption, increasingly sedentary lifestyles, and unheathy diets consisting
of increased consumption of saturated fatty acids, salt, and refined carbohydrates and reduced consumption of
fruits and vegetables.

Given the NCD situation in the country, there is a need to urgently institute prevention and control
measures. These efforts will have benefits that cut across individuals, families, and communities as well as the
nation at large.

In many resource-constrained countries, including Tanzania, the main focus is hospital-centred, with
patients presenting at hospitals when they become symptomatic or devel op acute conditions or complications. It
is evident that there is aneed to strengthen the complete spectrum of prevention interventions.

To overcome the challenge of the growing NCD burden, Tanzania established the Non-Communicable
Diseases and Mental Health Section in the Ministry of Health and Social Welfare (MoHSW) in 2008; this unit
is responsible for coordinating NCD activities. Some of the key implementation plans relating to management
of NCDsin Tanzania, as outlined in the National Non-Communicable Diseases Strategy of 2009-2015, include
prevention, through raising of awareness and advocacy for policies that minimize exposure to risk factors; early
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diagnosis (e.g., via hypertension screening); appropriate patient management through follow-up care in chronic
care clinics; and improved availability of diagnostic and medical supplies.

In Tanzania, NCD control services are decentralized from the central and district levels down to the
community level to increase access to services. Currently, the MoHSW is in the process of selecting regiona
and district NCD coordinators.

9.2.1 Diabetes

Diabetes is defined by afasting blood glucose level of 7.0 mmol/L or above (WHO, 2006). The 2012
TanzaniaNational STEPS survey reveded that the prevalence of diabetes in the general population age 25-64 is
9 percent. Ninety-one percent of the survey population (93 percent of men and 89 percent of women) had never
had their blood glucose measured. The prevalence of self-reported diabetes was found to be 2 percent (MoHSW
and WHO, 2012). Responding to these findings, the Non-Communicable Diseases and Mental Health Section,
the Tanzania Diabetes Association, and other implementing partners have embarked on a programme at all
service provision levels to reduce the burden of morbidity, disability, and avoidable mortality due to diabetes.

9.2.2 Cardiovascular Diseases

In Tanzania, cardiovascular diseases (including hypertension, heart diseases, and stroke) are a mgjor
national health problem. The 2012 Tanzania National STEPS survey identified the following CVD risk factors:
tobacco smoking, acohol consumption, physical inactivity, and being overweight or obese.

The 2012 STEPS survey also showed that 93 percent had blood pressure levels equal to or above 140/90
mmHg (excluding those on medication) as shown through measurements conducted during the survey (WHO,
2012).

Plansto improvethe CVD situation in the country include sustained public health promotion campaigns,
training for health care workers, and promotion of early care seeking and adherence to treatment at the
community level.

9.2.3 Chronic Respiratory Diseases

A study conducted in 2014 among secondary school students in Tanzania showed that asthma
prevalence ranged from 12.1 percent to 23.1 percent (Shimwela 2014).

According to the 2014 global status report on non-communicable diseases, the age-standardized desth
rate per 100,000 persons due to chronic respiratory diseases in Tanzania is 32 among males and 24 among
females (WHO 2014).

9.3 DIABETES: SERVICE AVAILABILITY AND READINESS

9.3.1 Availability of Services for Diabetes

Provision of services for diabetes is coordinated by the MoHSW through the National Diabetes
Programme. The Tanzania Diabetes Association implements diabetes programs, and the World Diabetes
Association provides financial and technical assistance. The 2014-15 TSPA assessed the availability of services
for diabetes as well as service delivery conditions. Table 9.1 provides information on service availability.
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Overall, half of health facilities in Tanzania (52 percent) offer services for the diagnosis and/or
management of diabetes. As expected, hospitals (91 percent) are most likely to offer diabetes services. Eight of
ten health centres also offer such services.

Less than half (45 percent) of government health facilities provide services for diabetes, as compared
with 75 percent of private-for-profit facilities, 66 percent of faith-based facilities, and 61 percent of parastatal
facilities.

Half (51 percent) of Tanzania Mainland facilities provide diabetes services, compared with 79 percent
of Zanzibar facilities.

9.3.2 Service Readiness for Diabetes

In addition to availability of services, the 2014-15 TSPA assessed the readiness of facilities to provide
quality diabetes services. Readiness to provide quality services is defined by the availability of service
guidelines, trained staff, equipment, and medicines. Although diabetes services can be provided in multiple sites
in large facilities, information on whether facilities have the capacity to provide quality diabetes services comes
only from the general outpatient department, which is usually the main diabetes service site.

Tables 9.1 and 9.2 and Figures 9.1 and 9.2 provide information on the extent to which facilities have
the infrastructure and resources to support diabetes diagnostic and treatment services.

Table 9.1 Guidelines, trained staff, and equipment for diabetes services

Among all facilities, the percentages offering services for diabetes and, among facilities offering services for diabetes, the percentages having guidelines, at least
one staff member recently trained on diabetes, and the indicated equipment observed to be available at the service site on the day of the survey, by background
characteristics, Tanzania SPA 2014-15

Percentage of facilities offering services for diabetes that have:

Percentage of Guidelines for Equipment Number of
facilities the diagnosis facilities
offering and offering

Background services for Number of management Blood pressure Adult weighing Height board or  services for
characteristics diabetes* facilities of diabetes Trained staff? apparatus® scale stadiometer diabetes
Facility type
Hospital 91 46 59 37 92 91 69 42
Health centre 81 129 47 25 91 81 53 104
Dispensary 47 992 36 4 87 7 41 462
Clinic 47 21 25 21 97 91 19 10
Managing authority
Government 45 857 40 10 85 73 46 387
Private-for-profit 75 163 41 7 93 88 35 122
Parastatal 61 21 50 10 100 58 58 13
Faith-based 66 148 30 15 93 91 48 97
Residence: Tanzania
Total urban 62 324 38 14 91 83 44 202
Total rural 48 864 39 8 87 77 44 417
Residence:
Mainland/Zanzibar
Mainland urban 60 306 38 14 90 84 46 184
Mainland rural 48 838 39 7 87 77 44 399
Zanzibar urban 96 18 39 18 98 74 21 18
Zanzibar rural 68 26 45 32 75 59 54 18
Region
Mainland average/total 51 1,144 39 9 88 79 45 583
Dodoma 44 60 29 1 88 97 36 26
Arusha 45 52 14 9 96 73 49 23
Kilimanjaro 60 67 34 27 92 84 71 40
Tanga 80 59 27 4 100 91 59 47
Morogoro 59 61 49 5 98 88 49 36
Pwani 57 45 45 17 92 82 12 26
Dar es Salaam 62 96 22 7 86 90 38 59
Lindi 15 35 26 26 90 92 50 )
Mtwara 29 35 77 19 78 100 89 10
Ruvuma 24 47 47 6 100 94 45 12

(Continued...)
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Table 9.1—Continued

Percentage of facilities offering services for diabetes that have:

Percentage of Guidelines for Equipment Number of
facilities the diagnosis facilities
offering and offering

Background services for Number of management Blood pressure Adult weighing Height board or  services for
characteristics diabetes* facilities of diabetes Trained staff? apparatus® scale stadiometer diabetes
Region
Iringa 59 39 86 9 82 88 58 23
Mbeya 48 72 41 7 98 78 56 35
Singida 88 34 42 0 80 52 10 30
Tabora 58 50 4 2 77 90 69 29
Rukwa 52 34 15 6 87 57 44 18
Kigoma 63 43 55 1 88 41 20 27
Shinyanga 56 32 44 18 99 78 62 18
Kagera 53 49 44 13 76 64 28 26
Mwanza 64 59 37 4 77 76 31 38
Mara 23 45 81 34 73 98 52 10
Manyara 21 27 77 24 95 95 92 6
Njombe 9 38 60 34 100 100 62 4
Katavi 100 11 70 17 86 71 45 11
Simiyu 37 30 30 16 72 74 31 11
Geita 59 23 55 6 86 51 27 14
Zanzibar average/total 79 44 42 25 87 67 37 35
Unguja average/total 87 29 43 24 98 82 48 25
Kaskazini Unguja 83 6 54 26 100 83 80 5
Kusini Unguja 69 7 40 38 91 82 91 5
Mijini Magharibi 95 17 40 19 100 82 26 16
Pemba average/total 65 15 41 27 56 26 9 10
Kaskazini Pemba 72 8 34 19 58 16 0 6
Kusini Pemba 57 7 50 40 53 41 21 4
National average/total 52 1,188 39 10 88 79 44 619

Note: The indicators presented in this table comprise the staff and training and equipment domains for assessing readiness to provide services for diabetes within
the health facility assessment methodology proposed by WHO and USAID (2015).

1 Providers in the facility diagnose, prescribe treatment for, or manage patients with diabetes.

2 At least one interviewed provider of diabetes services reported receiving in-service training in diabetes services during the 24 months preceding the survey. The
training must have involved structured sessions; it does not include individual instructions that a provider might have received during routine supervision.

3 Functioning digital blood pressure machine or manual sphygmomanometer with stethoscope

Service Guidelines

Availability of service guidelines does not necessarily result in their use; however, at least they will be
availableif needed. Among facilities offering diabetes services, only 39 percent had guidelinesfor diagnosis and
management of diabetes available at the service site (Table 9.1 and Figure 9.1). Hospitals, at 59 percent, are
more likely than other types of facilities to have these guidelines; clinics are least likely. Faith-based facilities
are lesslikely than facilities managed by other authorities to have guidelines.

Trained Staff

Among facilities reporting that they offer diabetes services, only 10 percent had a staff member who
had received recent training in provision of such services. Dispensaries, at only 4 percent, are less likely than
other types of facilities to have a provider with recent training. Twenty-five percent of facilitiesin Zanzibar, as
compared with only 9 percent of facilitiesin TanzaniaMainland, have a health care provider with recent training
in provision of diabetes services (Table 9.1 and Figure 9.1).

Equipment

Among facilities that offer diabetes services, 88 percent had blood pressure apparatus, 79 percent had
an adult weighing scale, and only 44 percent had a height board availablein the relevant service areas (Table 9.1
and Figure 9.1). Dispensarieswerelesslikely than other types of facilitiesto have either blood pressure apparatus
or an adult weighing scale, while clinics were less likely to have a height board.
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Figure 9.1 Items to support quality provision of diabetes services

Guidelines 39

Trained staff 10

Equipment

BP apparatus 88

Adult weighing scale 79

Height board 44

TSPA 2014-15

Diagnostic Capacity

Among facilities offering diabetes services, 39 percent had the capacity to conduct blood glucose tests,
43 percent had the capacity to conduct urine protein tests, and 41 percent had the capacity to conduct urine
glucosetests (Table 9.2 and Figure 9.2). In all cases, hospitals are much more likely than other types of facilities
to have the capacity to conduct these tests, and dispensaries are least likely to have testing capacity. By managing
authority, government facilities are least likely to have these tests. Diagnostic facilities are lessavailablein rura
than urban aress.

Medicines

The overall availability of medicines for managing diabetes is low; however, as expected, the four
medicines assessed are generally more available in hospitals than in other types of facilities.

186 » Non-Communicable Diseases



Table 9.2 Diagnostic capacity and essential medicines for diabetes

Among facilities offering services for diabetes, the percentages having indicated diagnostic capacity and essential medicines observed at the service site on the
day of the survey, by background characteristics, Tanzania SPA 2014-15

Diagnostic capacity Medicines Number of
facilities
Injectable offering
Background Injectable glucose services for
characteristics Blood glucose! Urine protein? Urine glucose®  Metformin  Glibenclamide insulin solution diabetes
Facility type
Hospital 94 90 89 83 79 82 65 42
Health centre 60 69 67 38 33 16 23 104
Dispensary 29 32 30 18 14 2 8 462
Clinic 70 57 56 39 33 4 15 10
Managing authority
Government 19 29 26 12 9 6 12 387
Private-for-profit 81 62 63 49 35 12 19 122
Parastatal 60 52 54 50 46 20 15 13
Faith-based 64 72 73 54 52 24 18 97
Residence: Tanzania
Total urban 72 69 68 52 40 22 24 202
Total rural 23 30 28 14 13 4 9 417
Residence: Mainland/
Zanzibar
Mainland urban 73 70 68 56 43 24 26 184
Mainland rural 23 30 28 14 13 4 10 399
Zanzibar urban 61 68 68 10 11 5 6 18
Zanzibar rural 29 25 26 8 7 7 4 18
Region
Mainland average/total 39 42 41 27 23 10 15 583
Dodoma 21 36 24 17 15 4 7 26
Arusha 67 55 56 45 27 10 11 23
Kilimanjaro 39 45 45 55 55 17 13 40
Tanga 18 56 43 7 21 3 5 47
Morogoro 54 57 57 32 30 9 9 36
Pwani 32 39 39 16 18 4 6 26
Dar es Salaam 92 73 74 68 54 26 38 59
Lindi 68 85 82 16 31 25 25 5]
Mtwara 32 36 36 26 33 28 9 10
Ruvuma 31 32 29 39 20 9 15 12
Iringa 23 31 31 8 6 7 4 23
Mbeya 38 40 41 13 11 10 10 35
Singida 15 18 16 6 5 4 5 30
Tabora 32 27 26 6 5 6 3 29
Rukwa 16 12 12 14 1 3 28 18
Kigoma 27 22 21 21 16 5 9 27
Shinyanga 26 29 16 10 8 4 19 18
Kagera 26 42 41 54 40 10 25 26
Mwanza 32 46 46 20 7 7 20 38
Mara 61 73 97 56 22 31 9 10
Manyara 80 82 82 67 27 25 51 6
Njombe 79 66 79 50 36 42 23 4
Katavi 5 15 11 11 7 2 42 11
Simiyu 19 8 7 3 2 5 17 11
Geita 39 16 16 11 9 8 8 14
Zanzibar average/total 45 47 47 9 9 6 5 35
Unguja average/total 54 58 58 7 9 3 5 25
Kaskazini Unguja 39 31 35 12 4 7 4 5
Kusini Unguja 35 47 44 9 12 3 7 5
Mijini Magharibi 64 69 69 5 9 1 5 16
Pemba average/total 23 17 19 15 10 14 6 10
Kaskazini Pemba 14 16 16 9 6 10 6 6
Kusini Pemba 35 19 24 25 15 19 6 4
National averagef/total 39 43 41 26 22 10 14 619

Note: The indicators presented in this table comprise the diagnostics and medicines and commodities domains for assessing readiness to provide services for
diabetes within the health facility assessment methodology proposed by WHO and USAID (2015).

! Facility had a functioning glucometer and unexpired glucose test strips in the facility on the day of the survey, or a functioning chemistry analyser.
2 Facility had unexpired urine dipsticks for testing urine protein available in the facility on the day of the survey.
3 Facility had unexpired urine dipsticks for testing urine glucose available in the facility on the day of the survey.
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Figure 9.2 Diagnostic capacity and medicines to support quality provision
of diabetes services

Diagnostic capacity

Blood glucose 39

Urine glucose 41

Urine protein 43
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TSPA 2014-15

9.4 CARDIOVASCULAR DISEASES: SERVICE AVAILABILITY AND READINESS
9.4.1 Service Availability for Cardiovascular Diseases

Table 9.3 provides information on the availability of services for cardiovascular diseases. Overall, 65
percent of health facilities offer such services. Almost all hospitals and nine out of ten health centres offer these
services, as compared with six in every ten dispensaries and half of clinics. More than 70 percent of private,
parastatal, and faith-based facilities provide services for cardiovascular diseases, compared with 61 percent of
government facilities.

9.4.2 Service Readiness for Cardiovascular Diseases

The 2014-15 TSPA assessed systems and supplies for supporting quality services for cardiovascular
diseases. Readiness to provide quality servicesis defined by the availability of service guidelines, trained staff,
equipment, and medicines. Tables 9.3 and 9.4 and Figures 9.3 and 9.4 provide information on whether facilities
have the resources to support diagnosis and/or treatment services for cardiovascular diseases.

Service Guidelines

Fewer than half (42 percent) of facilities that offer services for cardiovascular diseases had guidelines
for diagnosis and management of these diseases (Table 9.3 and Figure 9.3). Clinics are less likely than other
types of facilitiesto have service guidelines.

Trained Staff

As with diabetes services, only 10 percent of facilities that offer services for cardiovascular diseases
have a staff member with recent training in provision of these services. Similar to other indicators, hospitals and
health centres are more likely than other types of facilities to have trained providers. Facilities in Zanzibar (22
percent) are more likely than facilitiesin Tanzania Mainland (9 percent) to have trained providers (Table 9.3).
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Table 9.3 Guidelines, trained staff, and equipment for cardiovascular diseases

Among all facilities, the percentages offering services for cardiovascular diseases and, among facilities offering services for cardiovascular diseases, the percentages
having guidelines, at least one staff member recently trained on cardiovascular diseases, and the indicated equipment observed to be available at the service site on
the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering services for cardiovascular
diseases that have:

Percentage of Guidelines for Equipment Number of
facilities diagnosis and facilities
offering management offering

services for of services for
Background cardiovascular ~ Number of cardiovascular Blood pressure cardiovascular
characteristics diseases! facilities diseases Trained staff?  Stethoscope apparatus® Adult scale diseases
Facility type
Hospital 98 46 53 33 97 93 91 45
Health centre 91 129 51 25 95 91 82 117
Dispensary 60 992 40 5 93 86 74 597
Clinic 52 21 29 15 100 97 84 11
Managing authority
Government 61 857 46 9 92 85 71 519
Private-for-profit 77 163 36 9 100 93 88 126
Parastatal 71 21 62 19 100 100 64 15
Faith-based 75 148 31 13 95 93 89 110
Residence: Tanzania
Total urban 69 324 38 12 97 91 82 223
Total rural 63 864 44 9 92 86 74 547
Residence:
Mainland/Zanzibar
Mainland urban 67 306 38 11 97 90 83 205
Mainland rural 63 838 43 8 93 87 75 525
Zanzibar urban 96 18 42 18 97 98 74 18
Zanzibar rural 86 26 61 26 86 78 55 22
Region
Mainland average/total 64 1,144 42 9 94 88 77 730
Dodoma 75 60 29 6 89 87 88 45
Arusha 47 52 17 25 98 96 74 24
Kilimanjaro 85 67 54 17 100 94 83 57
Tanga 84 59 18 3 100 100 92 50
Morogoro 75 61 46 5 99 98 84 46
Pwani 90 45 60 16 95 90 83 41
Dar es Salaam 62 96 18 7 100 86 89 60
Lindi 38 35 31 10 83 81 56 13
Mtwara 46 35 76 7 100 86 79 16
Ruvuma 26 47 48 10 100 100 94 12
Iringa 65 39 87 7 92 84 89 26
Mbeya 61 72 32 7 99 98 72 44
Singida 88 34 48 1 86 80 52 30
Tabora 62 50 13 11 93 79 91 31
Rukwa 53 34 40 6 88 87 58 18
Kigoma 95 43 46 1 89 68 38 41
Shinyanga 78 32 39 14 93 99 84 25
Kagera 83 49 44 8 100 84 69 41
Mwanza 72 59 33 5 79 78 79 42
Mara 32 45 62 25 79 81 99 14
Manyara 21 27 79 29 100 95 95 6
Njombe 16 38 79 13 100 100 100 6
Katavi 100 11 79 16 90 86 71 11
Simiyu 38 30 45 3 74 73 74 11
Geita 89 23 71 5 93 78 41 20
Zanzibar average/total 90 44 53 22 91 87 63 40
Unguja averagef/total 93 29 48 23 98 98 81 27
Kaskazini Unguja 90 6 66 31 100 100 77 5
Kusini Unguja 88 7 53 30 100 93 79 6
Mijini Magharibi 95 17 40 18 97 100 82 16
Pemba averagef/total 86 15 63 20 75 62 27 g
Kaskazini Pemba 86 8 53 16 59 57 13 7
Kusini Pemba 86 7 75 25 94 69 44 6
National averagef/total 65 1,188 42 10 94 88 77 770

Note: The indicators presented in this table comprise the staff and training and equipment domains for assessing readiness to provide services for cardiovascular
diseases within the health facility assessment methodology proposed by WHO and USAID (2015).

1 Providers in the facility diagnose, prescribe treatment for, or manage patients with cardiovascular diseases.

2 At least one interviewed provider of cardiovascular diseases services reported receiving in-service training in cardiovascular diseases during the 24 months preceding
the survey. The training must have involved structured sessions; it does not include individual instruction that a provider might have received during routine supervision.
3 Functioning digital blood pressure machine or manual sphygmomanometer with stethoscope

Non-Communicable Diseases « 189



Figure 9.3 Items to support quality provision of services for cardiovascular
diseases (CVDs)

Guidelines 42

Trained staff 10

Equipment

Stethoscope 94

BP apparatus 88

Adult weighing scale 77

TSPA 2014-15

Equipment

Overall, 94 percent of al facilities that offer services for cardiovascular diseases had a stethoscope, 88
percent had blood pressure apparatus, and 77 percent had an adult weighing scale available in the relevant service
sites (Table 9.3 and Figure 9.3). Government facilities are less likely than other facilities to have blood pressure
apparatus.

Medicines

Among facilities offering services for cardiovascular diseases, aspirin is the most widely available
medicine (74 percent). By comparison, one-third of facilities had calcium channel blockers available on the day
of the visit, two of ten had beta blockers, and one of ten had angiotensin-converting enzyme (ACE) inhibitors
(Table 9.4 and Figure 9.4). Most of these medicines, in truth, are not expected to be available in lower-level
facilities such as dispensaries. As the data show, hospitals are more likely than other types of facilities to have
medicines for management of cardiovascular diseases.
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Table 9.4 Availability of essential medicines and commodities for cardiovascular diseases

Among facilities offering services for cardiovascular diseases, the percentages having indicated essential medicines and commodities observed at the service site
on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering services for cardiovascular diseases that have Number of
the indicated medicines and commodities facilities offering
services for
Background Any ACE Beta blockers Any calcium cardiovascular
characteristics inhibitor Thiazide (atenolol) channel blocker Aspirin Oxygen! diseases
Facility type
Hospital 28 24 75 86 83 45 45
Health centre 17 7 34 51 78 25 117
Dispensary 8 3 12 25 73 4 597
Clinic 11 14 38 68 33 6 11
Managing authority
Government 4 1 10 21 82 4 519
Private-for-profit 25 16 44 61 51 25 126
Parastatal 27 29 29 60 35 15 15
Faith-based 22 9 36 57 66 16 110
Residence: Tanzania
Total urban 24 13 42 59 68 24 223
Total rural 5 2 10 23 76 4 547
Residence: Mainland/
Zanzibar
Mainland urban 25 12 44 59 72 26 205
Mainland rural 5 2 10 24 79 4 525
Zanzibar urban 12 21 17 57 28 2 18
Zanzibar rural 5 1 11 19 5 7 22
Region
Mainland average/total 11 5 20 34 7 10 730
Dodoma 3 1 9 11 83 7 45
Arusha 20 18 50 38 84 15 24
Kilimanjaro 22 6 20 58 64 14 57
Tanga 7 2 16 32 99 9 50
Morogoro 3 3 17 33 7 3 46
Pwani 5 0 16 31 87 3 41
Dar es Salaam 36 20 63 68 61 40 60
Lindi 3 1 10 20 83 2 13
Mtwara 12 0 18 39 61 16 16
Ruvuma 7 4 15 25 57 19 12
Iringa 22 2 9 29 49 5 26
Mbeya 2 4 10 15 62 4 44
Singida 2 4 19 12 93 5 30
Tabora 1 2 13 36 77 2 31
Rukwa 3 1 12 15 95 2 18
Kigoma 6 1 9 27 78 1 41
Shinyanga 1 1 12 21 82 10 25
Kagera 8 2 23 40 88 3 41
Mwanza 14 5 8 35 71 6 42
Mara 38 31 37 61 96 28 14
Manyara 17 6 25 45 94 29 6
Njombe 3 11 38 51 85 59 6
Katavi 0 0 5 33 75 0 11
Simiyu 0 0 6 28 86 0 11
Geita 1 0 13 9 79 2 20
Zanzibar average/total 8 10 14 36 15 5 40
Unguja average/total 9 13 15 46 18 6 27
Kaskazini Unguja 0 0 14 26 3 13 5
Kusini Unguja 17 0 19 29 17 10 6
Mijini Magharibi 8 22 13 58 23 2 16
Pemba average/total 6 3 11 14 9 2 13
Kaskazini Pemba 2 0 7 10 7 0 7
Kusini Pemba 11 7 16 20 11 3 6
National average/total 10 5 19 34 74 10 770

Note: The indicators presented in this table comprise the medicines and commodities domain for assessing readiness to provide services for cardiovascular
diseases within the health facility assessment methodology proposed by WHO and USAID (2015).

L In cylinders or concentrators or an oxygen distribution system
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Figure 9.4 Medicines and commodities to support quality provision of services for CVDs

Thiazide ] 5

ACE inhibitors 10

Oxygen 10

Beta blockers (atenolol) 19

Calcium channel blockers 34

Aspirin 74
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9.5 CHRONIC RESPIRATORY DISEASES: SERVICE AVAILABILITY AND READINESS

The 2014-15 TSPA assessed the availability of services for chronic respiratory diseases in Tanzanian
health facilities as well as the readiness of facilities to provide these services. Table 9.5 providesinformation on
the availability of chronic respiratory disease services.

9.5.1 Service Availability for Chronic Respiratory Diseases

Among all facilities, 61 percent offer services for chronic respiratory diseases. Almost all hospitals and
nine of ten health centres offer such services (Table 9.5). Private-for-profit and faith-based facilities (around 70
percent) are more likely to offer services for chronic respiratory diseases than facilities managed by other
authorities. Ninety-five percent of facilitiesin Zanzibar offer respiratory disease services, as compared with 60
percent of facilities in Tanzania Mainland.

9.5.2 Service Readiness for Chronic Respiratory Diseases

The 2014-15 TSPA assessed systems and supplies for supporting quality servicesfor chronic respiratory
diseases. Readiness to provide quality servicesis defined by the availability of service guidelines, trained staff,
equipment, and medicines. Tables 9.5 and 9.6 and Figures 9.5 and 9.6 provide information on whether facilities
have the resources to support diagnosis and/or treatment services for chronic respiratory diseases.

Service Guidelines

Fewer than half (41 percent) of facilities that offer services for chronic respiratory diseases have
guiddines for diagnosis and management of these diseases (Table 9.5 and Figure 9.5). Facilitiesin Zanzibar (57
percent) are more likely than facilities in Tanzania Mainland (40 percent) to have guidelines available.
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Table 9.5 Guidelines, trained staff, and equipment for chronic respiratory diseases

Among all facilities, the percentages offering services for chronic respiratory diseases and, among facilities offering services for chronic respiratory
diseases, the percentages having guidelines, at least one staff member recently trained on chronic respiratory diseases, and the indicated equipment
observed to be available at the service site on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering services for chronic
respiratory diseases that have:

Percentage of Guidelines Number of
facilities for diagnosis Equipment facilities
offering and offering

services for managemen services for
chronic t of chronic chronic
Background respiratory Number of respiratory Peak flow Spacers for respiratory
characteristics diseases! facilities diseases Trained staff? Stethoscope meter inhalers diseases
Facility type
Hospital 98 46 52 32 97 13 18 45
Health centre 88 129 52 22 96 10 12 113
Dispensary 56 992 38 3 92 1 4 554
Clinic 48 21 24 12 100 0 6 10
Managing authority
Government 58 857 45 8 91 1 3 495
Private-for-profit 70 163 29 6 100 9 18 114
Parastatal 45 21 82 4 100 7 5 9
Faith-based 71 148 34 9 95 4 10 104
Residence: Tanzania
Total urban 65 324 38 13 97 6 13 210
Total rural 59 864 42 6 92 1 3 513
Residence:
Mainland/Zanzibar
Mainland urban 63 306 38 11 97 6 14 193
Mainland rural 58 838 41 5 92 1 3 488
Zanzibar urban 96 18 42 26 97 2 4 18
Zanzibar rural 94 26 67 35 85 7 6 24
Region
Mainland average/total 60 1,144 40 6 93 3 6 681
Dodoma 66 60 27 3 88 1 1 39
Arusha 46 52 28 18 98 1 1 24
Kilimanjaro 55 67 38 12 100 13 25 37
Tanga 66 59 15 3 100 0 2 39
Morogoro 73 61 41 5 99 0 0 45
Pwani 90 45 65 9 95 1 0 41
Dar es Salaam 57 96 18 6 100 7 26 55
Lindi 27 35 41 17 95 0 0 10
Mtwara 46 35 87 7 100 0 1 16
Ruvuma 31 47 38 8 100 7 6 15
Iringa 65 39 87 7 92 3 3 26
Mbeya 76 72 33 5 99 0 1 54
Singida 100 34 43 1 82 0 1 34
Tabora 46 50 6 1 91 1 0 23
Rukwa 53 34 33 6 88 0 1 18
Kigoma 95 43 45 0 89 0 17 41
Shinyanga 49 32 37 9 89 0 0 16
Kagera 78 49 34 8 100 0 2 38
Mwanza 72 59 33 5 80 5 5 42
Mara 38 45 54 6 83 16 21 17
Manyara 28 27 57 12 100 6 10 8
Njombe 16 38 84 16 100 3 6 6
Katavi 100 11 73 14 90 0 0 11
Simiyu 42 30 49 3 77 0 0 13
Geita 66 23 89 12 90 1 0 15
Zanzibar average/total 95 44 57 31 90 5 5 42
Unguja average/total 94 29 52 33 98 6 7 27
Kaskazini Unguja 90 6 66 51 100 0 3 5
Kusini Unguja 94 7 71 41 100 12 18 7
Mijini Magharibi 95 17 40 24 97 5 4 16
Pemba average/total 97 15 65 27 74 3 1 15
Kaskazini Pemba 100 8 56 28 58 0 0 8
Kusini Pemba 93 7 77 27 94 6 3 7
National average/total 61 1,188 41 8 93 3 6 723

Note: The indicators presented in this table comprise the staff and training and equipment domains for assessing readiness to provide services for
chronic respiratory diseases within the health facility assessment methodology proposed by WHO and USAID (2015).

1 Providers in the facility diagnose, prescribe treatment for, or manage patients with chronic respiratory diseases.

2 At least one interviewed provider of services for chronic respiratory diseases reported receiving in-service training in chronic respiratory diseases
during the 24 months preceding the survey. The training must have involved structured sessions; it does not include individual instruction that a provider
might have received during routine supervision.
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Trained Staff

Among facilities that provide services for chronic respiratory diseases, only 8 percent have staff with
recent training in service provision. Facilities in Zanzibar are more likely than those in Tanzania Mainland to
have a staff member with recent training (Table 9.5).

Equipment

Overall, 93 percent of facilities that offer services for chronic respiratory diseases have a stethoscope.
Other equipment, such as peak flow meters (3 percent) and spacers for inhalers (6 percent), is much less likely
to be available, even in hospitals and health centres (Table 9.5 and Figure 9.5).

Figure 9.5 Items to support quality provision of services for chronic respiratory diseases

Guidelines 41

Trained staff 8

Equipment

Stethoscope 93

Spacers for inhalers 6

Peak flow meter ] 3

TSPA 2014-15
Medicines

Among facilities offering services for chronic respiratory diseases, injectable epinephrine is the most
widely available medicine (64 percent), followed by hydrocortisone tablets (47 percent) and prednisolone tabl ets
(37 percent). By comparison, only one of five facilities had salbutamol inhalers available on the day of the visit,
and only 4 percent had beclomethasone inhalers. Oxygen was available in only one of ten facilities (Table 9.6
and Figure 9.6). Hospitals were more likely than other facilities to have medicines for management of chronic
respiratory diseases (Table 9.6). Also, medicines and commodities were morelikely to be available in urban than
inrural facilities.
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Table 9.6 Availability of essential medicines and commaodities for chronic respiratory diseases

Among facilities offering services for chronic respiratory diseases, the percentages having the indicated essential medicines and commodities
observed at the service site on the day of the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering services for chronic respiratory diseases that have the indicated Number of
medicines and commodities facilities offering
services for
Beclo- Hydro- chronic
Background Salbutamol methasone Prednisolone cortisone Injectable respiratory
characteristics inhaler inhaler tablets tablets epinephrine Oxygen' diseases
Facility type
Hospital 60 10 81 84 81 45 45
Health centre 23 4 56 59 68 25 113
Dispensary 14 3 29 41 62 4 554
Clinic 23 10 64 74 53 6 10
Managing authority
Government 10 1 20 32 68 4 495
Private-for-profit 36 11 83 86 62 28 114
Parastatal 26 3 68 96 37 24 9
Faith-based 40 7 64 74 48 17 104
Residence: Tanzania
Total urban 35 10 70 73 65 25 210
Total rural 12 1 24 37 64 4 513
Residence: Mainland/
Zanzibar
Mainland urban 37 10 70 73 67 27 193
Mainland rural 11 1 23 36 65 4 488
Zanzibar urban 20 1 68 74 48 2 18
Zanzibar rural 19 0 37 43 29 6 24
Region
Mainland average/total 19 4 36 47 66 11 681
Dodoma 21 1 18 31 41 8 39
Arusha 14 2 60 54 35 15 24
Kilimanjaro 19 1 79 72 42 21 37
Tanga 28 0 36 41 67 12 39
Morogoro 20 7 17 42 70 2 45
Pwani 9 0 39 71 64 3 41
Dar es Salaam 52 32 88 90 67 43 55
Lindi 32 0 42 51 84 4 10
Mtwara 14 0 24 27 46 16 16
Ruvuma 28 3 41 22 61 16 15
Iringa 16 2 38 53 71 5 26
Mbeya 3 1 19 26 80 3 54
Singida 5 1 24 62 71 5 34
Tabora 17 0 16 50 38 3 23
Rukwa 11 0 32 19 83 2 18
Kigoma 10 0 10 32 79 1 41
Shinyanga 12 0 9 41 66 15 16
Kagera 12 0 10 35 58 3 38
Mwanza 18 1 41 37 95 6 42
Mara 41 2 74 41 72 24 17
Manyara 40 2 70 54 88 21 8
Njombe 19 3 58 56 44 59 6
Katavi 2 0 40 42 66 0 11
Simiyu 25 0 29 38 85 0 13
Geita 4 0 19 26 57 2 15
Zanzibar average/total 19 0 50 56 37 4 42
Unguja average/total 21 0 56 66 a7 6 27
Kaskazini Unguja 30 0 40 67 40 13 5
Kusini Unguja 20 0 44 48 36 9 7
Mjini Magharibi 19 0 66 73 54 2 16
Pemba average/total 16 1 38 38 19 1 15
Kaskazini Pemba 20 2 44 44 9 0 8
Kusini Pemba 11 0 32 31 30 3 7
National averagef/total 19 4 37 a7 64 10 723

Note: The indicators presented in this table comprise the medicines and commodities domain for assessing readiness to provide services for chronic
respiratory diseases within the health facility assessment methodology proposed by WHO and USAID (2015).

1 In cylinders or concentrators or an oxygen distribution system
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Figure 9.6 Medicines and commodities to support quality provision of services for
chronic respiratory diseases
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TUBERCULOSIS

10

Basra Esmail Doullas

Key Findings

Service availability
¢ A large proportion of hospitals and health centres offer TB diagnostic
and/or treatment services, while dispensaries and clinics are less likely to
do so. Overall availability of TB services appears to have declined over
the last decade.
Service readiness
e Guidelines for TB diagnosis and treatment are available in about six of ten
facilities offering TB services. Other TB guidelines, including guidelines for
the management of HIV and TB co-infection, are less widely available.
¢ First-line medicines for treating TB are available at over 80 percent of
facilities that offer TB treatment services.
e Almost all hospitals and health centres that offer TB services have
systems for diagnosing HIV among TB patients.
¢ Less than 40 percent of facilities that offer TB services had at least one
staff member trained in service provision in the 24 months before the
survey.
Infection control
e About six of every ten facilities offering TB services had hand-washing
supplies, specifically soap and running water or alcohol-based hand
disinfectant. More than eight of ten TB facilities had adequate ventilation
at the service site.

10.1 BACKGROUND

highlights the key aspects of TB-related client services, including the availability of diagnostic capacity,

This chapter provides an overview of services for tuberculosis (TB) in Tanzanian hedlth facilities. It

trained staff, and medicines.

The chapter is organised as follows:

Background. Section 10.1 provides background information on tuberculosis, both globally and in

Tanzania

Availability of services. Section 10.2, including Table 10.1 and Figure 10.1, presents information

on the availability of TB diagnostic and/or treatment servicesin Tanzania.

Service readiness. Section 10.3, including Tables 10.1 through 10.4 and Figure 10.2, provides
information on a range of measures designed to assess the readiness of facilities to provide good-
quality TB services, including the availability of TB service guidelines, trained staff, diagnostic

capacity, and medicines.
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e Basic management and administrative systems. Section 10.4, including Tables 10.4 and 10.5,
considers certain aspects of management and administrative systems in support of quality TB
services, including personal supervision and in-service training for service providers.

10.1.1 Global Burden of Tuberculosis

The global burden of TB remains high. An estimated 8.6 million people devel oped tuberculosisin 2012
and 1.3 million died from the disease, including 320,000 deaths among HIV -positive people (WHO, 2012).

Although the numbers of TB cases and deaths remain high, there has been significant progress towards
global targets for reductions in the burden of disease. For example, the 2015 Millennium Development Goal
(MDG) target of halting and reversing TB incidence has been achieved, with TB incidence falling worldwide at
an average rate of about 1.5 percent per year between 2000 and 2013. The TB mortality rate fell by 45 percent
between 1990 and 2013, and the Stop TB Partnership target of a 50 percent reduction by 2015 is within reach.
Mortality and incidencerates arefalling in al six WHO regions and in most of the 22 high-burden countries that
account for over 80 percent of the world's TB cases (WHO, 2014).

However, the African and European regions are currently not on track to achieve mortality and
prevalence targets, and progress towards targets for diagnosis and treatment of multidrug-resistant TB (MDR-
TB) isfar off-track. More than 2.8 million new cases of tuberculosis still occur in Africa each year. Fuelled by
the HIV epidemic, the number of new cases each year in sub-Saharan Africa has more than doubled since 1990.
The most productive age group is highly affected, reducing their contribution to socioeconomic development
(WHO, 2014).

10.1.2 Health Situation Regarding Tuberculosis in Tanzania

TB closely follows HIV and malaria as amajor cause of morbidity and mortality in Tanzania, especialy
among adults. Theincidence of TB hasincreased drastically in the last two decades, driven by the spread of HIV
infection. The National Tuberculosis and Leprosy Programme (NTLP) strives to help Tanzania achieve the
targets of the TB-related MDG: a 50 percent reduction in the TB mortality rate and a 25 percent reduction in the
TB incidence rate by 2020.

In Tanzania, the annual number of new TB cases began to increase rapidly around 1985 as a result of
the growing HIV epidemic. There were approximately 8,000 new cases that year. Ten yearslater, in 1995, there
were around 19,500 new cases, increasing to approximately 24,000 new casesin 2000. Nearly 26,000 new cases
were recorded in 2005 (NTLP Annual Report from 1985 to 2005).

In 2011, WHO identified 22 high-burden countries that account for more than 80 percent of the global
TB burden. Nine of these 22 countries, including Tanzania, were in Africa (WHO, 2012). Through the NTLP,
Tanzania has been amodel in the implementation of the WHO-recommended directly observed treatment, short
course (DOTS) TB control strategy, maintaining 100 percent population coverage since 1995. The five key
elements of this strategy are (1) conducting passive TB case detection (using smear microscopy); (2) providing
and monitoring directly observed, standardised short course therapy (8 months in duration); (3) ensuring a
continuous and reliable drug supply; (4) maintaining an efficient recording and reporting system; and
(5) ensuring political commitment. Increased coordination between HIV/AIDS and TB programmes is also
recognised as critical for TB control in this era of high rates of TB and HIV co-infection. Despite Tanzania' s
100 percent DOTS coverage, it isimportant to note that the actual detection rate of new TB cases has remained
relatively low, at about 50 percent (as compared with the WHO target of 70 percent case detection by 2015)
(WHO/CDS/TB/2002.295, 2002).
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Between July 2006 and August 2007, national anti-tuberculosis surveillance conducted among 1,019
new and 148 re-treatment patients showed that the adjusted prevaence of Mycobacterium tuberculosis strains
resistant to any of the four first-line drugs in new patients was 8.3 percent, while the prevalence of MDR-TB
was 1.2 percent among new patients and 3.9 percent among previously treated patients. Patientsin urban settings
accounted for al diagnosed MDR-TB cases (Chonde et al., 2010).

10.1.3 Response of the Tanzania National Tuberculosis and Leprosy Programme

The mission of the NTLP is to provide high-quality TB and leprosy interventions at all levels, and its
godl isto eliminate TB and leprosy in Tanzania by 2020. To achieve this goal, the programme has developed a
strategic approach aligned with the global Stop TB Partnership strategy. This strategy involves the following
seven components:

e Expanding and enhancing high-quality DOTS

e Addressing TB-HIV, MDR-TB, and the needs of poor and vulnerable populations
e Contributing to health system strengthening based on primary health care

e Engaging al care providers

e Empowering people with TB and communities through partnerships

e Facilitating and promoting research

e Strengthening TB programme monitoring and evaluation

In 2005, the Ministry of Health and Socia Welfare (MoHSW) declared tuberculosis a nationd
emergency in order to raise awareness and advocate for more action by all stakeholders as a way of containing
the TB problem.

Directly Observed Treatment, Short Course

In 2005, Tanzaniaintroduced fixed-dose combination therapy of six months' duration for all new cases
in al hedth facilities, whether public or private. The exception is TB meningitis, which is treated for nine
months. All re-treatment cases must be treated for eight months. At the community level, health surveillance
assistants coordinate TB control activities. Several non-government organizations (NGOs) and community
organisations operate community-based TB control interventions involving volunteers and community health
workers, who provide important linkages with health facilities (NTLP, 2013).

Multidrug-resistant TB

After asuccessful Green Light Committee application for second-line anti-TB drugsin 2010, Tanzania
established a medical ward for MDR-TB patients at Kibong' oto Hospital along with a laboratory complex to
support MDR-TB services. The NTLP has built up MDR-TB management capacity at the central and district
levels in through the DOTS-Plus Coordinating Committee and MDR-TB clinical management teams
(NTLP, 2012).

MDR-TB cases are treated for 24 months, using second-line TB treatment. This is done through
treatment supporters in the community and health workers of all cadres at the health facility level. The NTLP
has strengthened its community-based approach by involving community sputum volunteers and community
nurses in DOTS, providing nutritional support and enablers to patients, and briefing community leaders on
MDR-TB.
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Record Management of Tuberculosis Services

Monitoring and evaluation isan integral part of TB control with respect to tracking the TB programme’s
performance and its impact on all aspects of DOTS. The NTLP continues to monitor progress in programme
implementation through monthly, quarterly, biannual, and annual reports and reviews at the district, zonal, and
national levels. All suspected TB clients, confirmed TB cases, and TB/HIV co-infected cases are entered into
the TB programme system. The TB programme also transferred the electronic TB register from DOS to the
Windows operating system to update reporting and treatment outcomes for all forms of TB in line with WHO
recommendations.

10.2 AVAILABILITY OF TB SERVICES

10.2.1 TB Diagnostic Services

Achieving effective TB control requires concerted efforts at al levels. As shown in Table 10.1, on
average, 27 percent of all facilities offer TB diagnostic services (Table 10.1). There appears to be a decline in
the availability of TB diagnostic servicesrelative to 2006, when 41 percent of facilitiesin Tanzania offered such
services. As expected, hospitals (90 percent, compared with 100 percent in 2006) and health centres (73 percent,
compared with 80 percent in 2006) are much more likely than other types of facilities to offer TB diagnostic
services. Parastatal and private-for-profit facilities (18 percent and 20 percent, respectively) are dlightly less
likely than government and faith-based facilities (both at 29 percent) to offer TB diagnostic services.

10.2.2 TB Treatment and/or Follow-up Services

Only 21 percent of facilitiesoffer TB treatment and/or treatment follow-up services. Thisissignificantly
lower than the 53 percent of facilities offering such services in 2006. As with TB diagnostic services, hospitals
and health centres (82 percent and 67 percent, respectively) are more likely than dispensaries and clinics (13
percent and 1 percent, respectively) to offer TB treatment and/or follow-up services. Government and faith-
based facilities (both at 23 percent) are more likely than private-for-profit (11 percent) and parastatal (14 percent)
facilitiesto offer TB treatment and/or follow-up services.

Altogether, about three of ten (29 percent) facilities in Tanzania offer some form of TB services (i.e.,
TB diagnosis, treatment, and/or treatment follow-up services) (Table 10.1), as compared with 61 percent of
facilitiesin 2006. A large proportion of hospitals (90 percent) and health centres (77 percent) offer TB diagnosis,
treatment, and/or treatment follow-up services. In contrast, only 20 percent of dispensaries and 7 percent of
clinics offer such services. Parastatal facilities, at 18 percent, are least likely to offer any of these services.

10.3 SERVICE READINESS
10.3.1 Guidelines and Trained Staff

Service Guidelines

TB treatment protocols for all treatment service indicators are expected to be available at al diagnostic
and treatment sites. However, most facilities that offer TB services did not have them on the day of the survey.
Guidelines for the diagnosis and treatment of susceptible TB were present, on average, in 61 percent of heath
facilities offering TB services. Guidelines for management of HIV-TB co-infection were available in about half
of facilities, while only 15 percent had guidelinesfor diagnosis and treatment of MDR-TB. In all cases, hospitals
and health centres were more likely to have guidelines than other types of facilities. By managing authority,
private-for-profit facilities were least likely to have guidelines.
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A little more than one-quarter of TB facilities had guidelines for TB infection control available on the
day of the survey (Table 10.1). Among hospitals offering TB services, 36 percent had such guidelines. Among
other typesof facilities, availability of infection control guidelines ranged from 11 percent in clinicsto 30 percent
in health centres.

Trained Staff

Thirty-six percent of facilities that offer TB services had at least one staff member trained in service
provision in the 24 months before the survey (Table 10.1). Hospitals (66 percent) are more likely than other
types of facilitiesto have arecently trained service provider. By managing authority, parastatal and private-for-
profit facilities (67 percent and 58 percent, respectively) are most likely to have atrained provider. Government
facilities (31 percent) are comparatively less likely to have arecently trained provider.

Table 10.1 Availability of tuberculosis services, guidelines, and trained staff for tuberculosis services

Among all facilities, the percentages offering any tuberculosis (TB) diagnostic services or any treatment and/or treatment follow-up services and, among
facilities offering any TB services, the percentages having TB guidelines and at least one staff member recently trained in TB services, by background
characteristics, Tanzania SPA 2014-15

Percentage of facilities offering any TB Number of
Percentage of all facilities offering: services that have guidelines for: facilities
Any TB offering any
diagnos- B
Any TB tic, treat- diagnostic,
Screening treatment  ment, Diagnosis Managem treatment,
and and/or and/or Diagnosis and ent of HIV and/or
referral for Any TB treatment treatment Number and treatment and TB B treatment
Background B diagnostic follow-up follow-up of treatment of co- infection  Trained  follow-up
characteristics diagnosis® services? services® services facilities of TB MDR-TB infection  control staff* services
Facility type
Hospital 26 90 82 90 46 83 37 73 36 66 42
Health centre 31 73 67 77 129 77 23 60 30 49 99
Dispensary 10 19 13 20 992 48 7 44 23 23 199
Clinic 1 7 1 7 21 19 0 0 11 19 2
Managing authority
Government 14 29 23 30 857 64 16 53 27 31 261
Private-for-profit 7 20 11 20 163 40 4 36 22 58 33
Parastatal 11 18 14 18 21 83 25 43 63 67 4
Faith-based 10 29 23 29 148 58 15 55 25 44 43
Residence: Tanzania
Total urban 18 37 26 37 324 58 15 53 28 44 121
Total rural 10 24 19 25 864 63 15 51 26 31 220
Residence: Mainland/
Zanzibar
Mainland urban 19 38 27 38 306 58 16 54 29 44 116
Mainland rural 9 23 20 25 838 63 15 51 24 30 206
Zanzibar urban 4 27 7 27 18 39 10 26 7 53 5
Zanzibar rural 40 55 10 55 26 68 7 50 51 56 14
Region
Mainland
averagef/total 12 27 22 28 1,144 61 15 52 26 35 322
Dodoma 4 18 20 24 60 56 26 73 28 22 14
Arusha 5 20 14 21 52 57 20 54 24 75 11
Kilimanjaro 16 37 21 37 67 42 13 37 27 35 24
Tanga 25 36 26 36 59 81 25 52 59 22 21
Morogoro 9 21 22 22 61 76 15 42 42 33 14
Pwani 10 29 29 29 45 80 9 7 24 35 13
Dar es Salaam 17 27 24 27 96 52 11 45 28 47 26
Lindi 8 23 12 23 35 78 10 72 12 75 8
Mtwara 17 30 17 30 35 65 9 70 41 28 11
Ruvuma 5 11 11 11 47 91 28 78 41 59 5
Iringa 13 27 27 27 39 100 26 37 13 39 11
Mbeya 13 30 24 30 72 52 32 32 6 18 22
Singida 10 28 10 28 34 36 20 69 18 25 9
Tabora 3 12 11 12 50 87 12 69 5 91 6
Rukwa 5 10 9 10 34 88 19 47 35 33 3]
Kigoma 17 54 20 63 43 23 3 24 17 13 27
Shinyanga 18 33 33 38 32 64 25 66 30 14 12
Kagera 9 26 26 26 49 68 9 61 34 63 12

(Continued...)
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Table 10.1—Continued

Percentage of facilities offering any TB

e X ! et Number of
Percentage of all facilities offering: services that have guidelines for: facilities
Any TB offering any
diagnos- B
Any TB tic, treat- diagnostic,
Screening treatment  ment, Diagnosis Managem treatment,
and and/or and/or Diagnosis and ent of HIV and/or
referral for Any TB treatment treatment Number and treatment and TB B treatment
Background B diagnostic follow-up follow-up of treatment of co- infection  Trained  follow-up
characteristics diagnosis® services? services® services facilities of TB MDR-TB infection  control staff* services
Region
Mwanza 6 24 33 33 59 77 15 46 10 41 19
Mara 27 38 33 40 45 47 3 57 22 30 18
Manyara 7 20 20 20 27 90 31 75 38 81 5)
Njombe 23 27 27 27 38 76 8 87 34 20 11
Katavi 0 14 12 14 11 44 0 33 0 67 2
Simiyu 7 21 21 21 30 48 21 66 9 23 6
Geita 2 42 18 42 23 65 4 44 32 16 10
Zanzibar average/total 25 43 9 43 44 60 8 44 40 55 19
Unguja average/total 27 51 10 51 29 66 8 48 47 59 15
Kaskazini Unguja 47 80 22 80 6 70 9 55 65 61 4
Kusini Unguja 68 88 17 88 7 88 10 67 60 65 6
Mijini Magharibi 2 25 4 25 17 30 4 15 8 49 4
Pemba average/total 21 28 6 28 15 41 8 28 17 39 4
Kaskazini Pemba 24 31 4 31 8 36 7 13 0 29 3
Kusini Pemba 17 24 8 24 7 50 10 50 42 55 2
National average/total 12 27 21 29 1,188 61 15 52 27 36 341
Notes:

e The guidelines and trained staff indicators presented in this table comprise the staff and training domain for assessing readiness to provide TB services
within the health facility assessment methodology proposed by WHO and USAID (2015).
e DR-TB = multidrug-resistant tuberculosis

1 Facility reports that it refers clients outside the facility for TB diagnosis, and there is documentation on the day of the survey visit to support the contention.
2 Facility reports that providers in the facility make a diagnosis of TB by using any of the following methods: sputum smear only, X-ray only, either sputum
or X-ray, both sputum and X-ray, or based on clinical symptoms only; or else the facility reports that it refers clients outside the facility for TB diagnosis,
and a register was observed indicating clients who had been referred for TB diagnosis.
3 Facility reports that it follows one of the following TB treatment regimens or approaches:

o Directly observe for two months and follow up for four months

* Directly observe for six months

« Follow up clients only after the first two months of direct observation elsewhere

» Diagnose and treat clients while in the facility as inpatients, and then discharge elsewhere for follow-up

* Provide clients with the full treatment with no routine direct observation phase

* Diagnose, prescribe, or provide medicines with no follow-up
4 At least one interviewed provider of any one of the following TB services reported receiving in-service training relevant to the particular TB service during
the 24 months preceding the survey: TB diagnosis and treatment, management of HIV and TB co-infection, MDR-TB treatment, identification of need for

referral, or TB infection control. The training must have involved structured sessions; it does not include individual instruction that a provider might have
received during routine supervision.
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Figure 10.1 Availability of TB services, Tanzania 2006 and 2014-15
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10.3.2 Diagnostic Capacity

Early case detection and diagnosis are critical for TB control. Sputum microscopy remains the mainstay
of diagnosisfor pulmonary tuberculosis. The 2014-15 TSPA assessed the availability of TB diagnostic capacity
in facilities that offer any TB diagnostic services.

TB Diagnostic Capacity

Except for hospitals, few facilities had supplies and equipment for any method of TB diagnosis on the
day of the survey (Table 10.2). On average, only one-quarter of facilities had TB smear microscopy capacity,
while 12 percent had X-ray capacity. TB smear microscopy was available in 48 percent of hospitals and 42
percent of health centres, while 70 percent of hospitals had X-ray capacity. Overal, only 9 percent of hospitals
had culture medium for diagnosing TB, and 11 percent had TB rapid diagnostic test kits.

HIV Diagnostic Capacity

Nine of every ten facilities had the capacity to conduct HIV testing on the day of the visit (Table 10.2).
There is little difference in availability among urban and rural facilities. However, facilities in Kigoma (75
percent) and Unguja (69 percent) are less likely than those in other regions to have HIV testing.

TB and HIV/AIDS Collaboration

In Tanzania, as in most of the developing world, the problems of TB and HIV are so intertwined that
they arereferred to as atwin epidemic, or co-epidemic. With acompromised immune system brought on by HIV
infection, TB infection is reactivated in individuals who may have latent TB infection. At the sametime, active
TB increases the HIV viral load while decreasing the CD4 count, thus causing faster HIV disease progression.
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Treating TB, therefore, leads to increases in CD4 counts and better outcomes even though the viral load does
not necessarily improve.

HIV infection is associated with several morbidities, known as opportunistic infections. Common
opportunistic infections in Tanzania are diarrhoeal diseases, certain cancers, various fungal infections, and
various bacterial infections, including tuberculosis. All forms of tuberculosis are seenin HIV patients at varying
levels of immune suppression; however, there has been a disproportionate rise in smear-negative and extra-
pulmonary tuberculosis among those living with HIV.

Findings from the 2014-15 TSPA show that, although HIV diagnostic capacity is high among facilities
that offer TB services, only two-thirds (67 percent) have a system in place for diagnosing HIV among TB clients
(Table 10.2). At 89 percent and 84 percent, respectively, hospitals and health centres are more likely than the
other facility types to have such a system.

Table 10.2 Diagnostic capacity and availability of medicines for tuberculosis treatment

Among facilities offering any tuberculosis (TB) diagnostic services, the percentages that have TB and HIV diagnostic capacity, and among facilities
offering treatment and/or treatment follow-up services, the percentage that had medicines for TB treatment available in the facility on the day of the
survey, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities Number of
that have the following  facilities

Percentage of facilities that have the following ~ Percentage of facilities medicines for offering
TB diagnostic capacity that have: Number of treating TB any TB
facilities treatment
System for  offering and/or
TB smear TB rapid HIV diagnosing any TB First-line  Injectable treatment
Background micro- Culture  diagnostic diagnostic HIV among diagnostic treatment  strepto-  follow-up
characteristics scopy* medium?  testkits  TB X-ray capacity® TBclients* services for TB® mycin services
Facility type
Hospital 48 9 11 70 97 89 42 91 70 38
Health centre 42 0 3 7 94 84 94 82 28 86
Dispensary 12 0 0 1 92 53 187 80 14 126
Clinic 0 0 0 28 73 29 2 100 100 1
Managing authority
Government 23 1 2 6 95 68 244 82 24 196
Private-for-profit 8 1 1 28 77 51 33 73 61 17
Parastatal 29 0 9 27 100 88 4 94 24 3
Faith-based 52 2 5 28 95 69 43 90 33 34
Residence: Tanzania
Total urban 22 3 4 23 91 67 121 89 48 84
Total rural 27 0 1 5 94 67 203 79 17 166
Residence: Mainland/
Zanzibar
Mainland urban 22 3 4 24 92 68 116 90 48 83
Mainland rural 29 0 1 5 95 69 189 79 17 163
Zanzibar urban 26 0 3 7 65 43 5 65 52 1
Zanzibar rural 6 0 2 1 80 43 14 64 6 3
Region
Mainland
average/total 26 1 2 12 94 68 305 83 28 246
Dodoma 20 2 2 9 92 53 11 94 16 12
Arusha 21 0 0 13 100 61 10 86 27 7
Kilimanjaro 23 1 2 24 86 45 24 100 25 14
Tanga 30 1 1 7 100 70 21 77 15 15
Morogoro 24 1 0 12 100 77 13 74 23 14
Pwani 18 0 1 6 84 84 13 96 17 13
Dar es Salaam 6 3 2 26 98 86 26 98 92 23
Lindi 14 2 0 12 100 53 8 100 34 4
Mtwara 38 0 2 24 100 75 11 96 18 6
Ruvuma 37 0 3 31 100 97 5 81 19 5
Iringa 17 0 0 8 100 78 11 78 24 10
Mbeya 39 1 2 13 100 56 21 94 12 17
Singida 20 4 6 14 100 36 9 79 56 3
Tabora 40 3 5 16 100 95 6 81 15 6
Rukwa 60 5 5 10 100 88 3 77 23 3

(Continued...)
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Table 10.2—Continued

Percentage of facilities Number of
that have the following  facilities

Percentage of facilities that have the following  Percentage of facilities medicines for offering
TB diagnostic capacity that have: Number of treating TB any TB
facilities treatment
System for  offering and/or
TB smear TB rapid HIV diagnosing any TB First-line  Injectable treatment
Background micro- Culture  diagnostic diagnostic HIV among diagnostic treatment  strepto- follow-up
characteristics scopy* medium?  testkits  TB X-ray capacity® TBclients* services for TB® mycin services
Region
Kigoma 10 1 1 3 75 28 23 46 19 9
Shinyanga 17 0 6 5 100 84 10 77 14 10
Kagera 81 1 0 7 100 99 12 92 25 12
Mwanza 23 4 11 11 100 95 14 78 19 19
Mara 37 2 3 4 82 63 17 82 28 15
Manyara 17 0 14 21 100 86 5) 95 30 5)
Njombe 10 0 2 10 100 93 11 46 20 11
Katavi 78 0 0 11 100 89 2 13 13 1
Simiyu 37 0 0 5 75 78 6 51 5 6
Geita 35 0 2 5 94 46 10 91 56 4
Zanzibar
average/total 11 0 2 3 76 43 19 64 21 4
Unguja
average/total 9 0 1 2 69 44 15 54 11 3
Kaskazini Unguja 4 0 0 4 75 53 4 73 14 1
Kusini Unguja 3 0 0 0 72 46 6 50 0 1
Mijini Magharibi 23 0 4 4 60 33 4 27 27 1
Pemba
average/total 19 0 6 4 100 37 4 100 58 1
Kaskazini Pemba 17 0 10 0 100 13 3] 100 50 0
Kusini Pemba 22 0 0 10 100 73 2 100 63 1
National average/total 25 1 12 93 67 324 83 27 250

Note: The indicators presented in this table comprise the diagnostics and medicines and commodities domains for assessing readiness to provide
services for TB within the health facility assessment methodology proposed by WHO and USAID (2015).

1 Functioning microscope, slides, and all stains for Ziehl-Neelson test (carbol-fuchsin, sulphuric acid, and methyl blue) were available in the facility on
the day of the survey visit.

2 Solid or liquid culture medium (e.g., MGIT 960)

3 HIV rapid diagnostic test kits available, or ELISA with reader, incubator, and specific assay; or dynabeads with vortex mixer; or western blot

4 Record or register indicating TB clients who had been tested for HIV

5 Four-drug fixed-dose combination available, or else isoniazid, pyrazinamide, rifampicin, and ethambutol are all available, or a combination of these
medicines is available, to provide first-line treatment

10.3.3 Treatment and Availability of Medicines

The NTLP continues to address challenges to maintaining an uninterrupted supply of anti-TB drugs at
all levels by working in close collaboration with its partners. The initial phase of the needs assessment was
conducted in 2011 in order to identify gaps, and thiswas followed by training of coordinators (i.e., TB, TB/HIV,
DOT nurse, TB district, and TB regiona coordinators) on use of the database and on quantification and
forecasting of needed anti-TB drugs. The next phase will involve installation of a database for drug
guantification. TB laboratory commodities will be introduced at a later time point.

On the day of the TSPA visit, more than eight of ten facilities that offer TB treatment and/or treatment
follow-up services had first-line medicines for treating TB (i.e., a four-drug fixed-dose combination; isoniazid,
pyrazinamide, rifampicin, and ethambutol; or a combination of the latter four medicines were available) (Table
10.2). The comparablefigurein 2006 was 60 percent, although in that year availability of first-line TB medicines
wasdefined asavailability of any combination of isoniazid, rifampicin, ethambutol, and pyrazinamide. I njectable
streptomycin was available in only 27 percent of facilities, mostly hospitals.

10.3.4 Infection Control

Infection control is vital to overall service quality. Around eight of every ten facilities that offer TB
diagnostic, treatment, and/or treatment follow-up services had latex gloves available at the TB service site on
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the day of the assessment visit. About six of every ten had hand-washing supplies, specifically soap and running
water or acohol-based hand disinfectant (Table 10.3 and Figure 10.2). Adequate ventilation at the service site
is of particular importance in provision of TB services. More than eight of ten TB facilities had adequate
ventilation.

Table 10.3 Items for infection control during provision of TB services

Among facilities offering any tuberculosis (TB) services, the percentages with indicated items for infection control observed to be available at the service site on
the day of the survey, by background characteristics, Tanzania SPA 2014-15

Items for infection control Number of
facilities offering
Soap and any TB
running diagnostic,
water or else treatment,
Soap and Alcohol- alcohol- and/or treatment
Background Running running based hand based hand Waste Adequate follow-up
characteristics Soap water! water disinfectant disinfectant Latex gloves? receptacle®  ventilation services
Facility type
Hospital 78 81 77 32 78 86 63 84 42
Health centre 64 66 58 21 62 73 51 82 99
Dispensary 54 57 50 15 54 80 49 85 199
Clinic 72 45 45 37 72 56 72 72 2
Managing authority
Government 58 60 53 15 56 81 50 85 261
Private-for-profit 58 63 57 32 69 65 60 79 33
Parastatal 83 83 79 25 79 88 57 83 4
Faith-based 71 74 70 32 72 71 52 82 43
Residence: Tanzania
Total urban 64 63 59 25 65 77 60 80 121
Total rural 57 62 54 15 56 79 47 86 220
Residence: Mainland/
Zanzibar
Mainland urban 63 63 60 24 65 7 59 79 116
Mainland rural 56 61 53 14 55 78 46 86 206
Zanzibar urban 67 58 58 47 67 90 86 97 5
Zanzibar rural 83 73 68 38 76 86 68 93 14
Region
Mainland
average/total 58 62 55 18 59 78 50 83 322
Dodoma 65 65 65 5 65 87 13 99 14
Arusha 91 91 89 49 89 94 66 91 11
Kilimanjaro 58 58 58 19 58 55 35 53 24
Tanga 82 94 80 30 80 92 62 100 21
Morogoro 66 89 60 27 66 72 40 95 14
Pwani 47 47 47 16 47 95 14 87 13
Dar es Salaam 66 69 66 6 66 84 52 87 26
Lindi 92 94 92 28 94 87 66 96 8
Mtwara 66 89 66 16 66 71 62 96 11
Ruvuma 78 72 72 44 72 97 75 97 5
Iringa 55 58 55 16 55 94 26 71 11
Mbeya 50 51 50 5 50 80 31 55 22
Singida 49 49 49 40 72 78 53 78 9
Tabora 73 71 68 21 78 83 41 100 6
Rukwa 67 88 67 19 81 72 47 74 3
Kigoma 32 38 31 1 31 59 46 75 27
Shinyanga 22 40 22 25 36 98 80 83 12
Kagera 66 32 29 20 38 81 82 94 12
Mwanza 41 48 41 25 60 71 87 91 19
Mara 53 38 34 5 34 59 26 78 18
Manyara 92 90 86 66 86 90 73 100 5
Njombe 74 94 74 12 74 72 72 86 11
Katavi 22 33 11 11 22 33 33 78 2
Simiyu 88 88 88 3 88 97 36 91 6
Geita 27 29 25 10 27 73 77 94 10
Zanzibar average/total 79 69 65 40 73 87 73 94 19
Unguja average/total 84 72 70 52 80 92 68 97 15
Kaskazini Unguja 100 75 75 67 92 100 84 100 4
Kusini Unguja 81 76 71 39 76 83 41 93 6
Mjini Magharibi 74 64 64 55 74 96 92 100 4
Pemba average/total 61 58 49 0 49 71 87 83 4
Kaskazini Pemba 64 64 64 0 64 83 93 71 3
Kusini Pemba 55 48 25 0 25 52 78 100 2
National average/total 60 62 56 19 59 78 51 84 341

1 Piped water, water in bucket with specially fitted tap, or water in pour pitcher
2 Non-latex equivalent gloves are acceptable
3 Waste receptacle with plastic bin liner
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Figure 10.2 Items for infection control at TB service area

Waste receptacle

Soap and running water or else alcohol-based hand
disinfectant

Latex gloves

Adequate ventilation 84

TSPA 2014-15

10.4 BASIC MANAGEMENT AND ADMINISTRATIVE SYSTEMS

Personal supervision may help sustain health worker capacity, since it should identify a worker’'s
strengths and weaknesses. Table 10.4 presents information on recent in-service training and recent personal
supervision of providers of TB services. Seven of every ten interviewed providers of TB services reported
receiving personal supervision during the six months before the assessment. Although thereisvery littlevariation
by facility type, providers in parastatal and private-for-profit facilities are less likely to report personal
supervision than providers in government and faith-based facilities. At the regional level, providers in Njombe
are least likely to report personal supervision.
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Table 10.4 Supportive management for providers of TB services

Among interviewed TB service providers, the percentage who report receiving training related to their work and personal
supervision during the specified time periods, by background characteristics, Tanzania SPA 2014-15

Percentage of interviewed providers who received:
Training related to TB
during the 24 months
and personal

Training related to TB  Personal supervision supervision during the Number of
Background during the 24 months  during the 6 months 6 months preceding interviewed providers
characteristics preceding the survey! preceding the survey? the survey of TB services
Facility type
Hospital 24 69 18 596
Health centre 20 72 17 578
Dispensary 15 70 11 584
Clinic 60 73 44 5
Managing authority
Government 19 71 15 1,237
Private-for-profit 34 65 19 129
Parastatal 23 54 13 32
Faith-based 21 72 16 365
Residence: Tanzania
Total urban 23 71 16 754
Total rural 18 70 15 1,009
Residence: Mainland/
Zanzibar
Mainland urban 23 71 16 732
Mainland rural 17 69 14 967
Zanzibar urban 39 63 20 22
Zanzibar rural 38 88 34 43
Region
Mainland average/total 19 70 15 1,698
Dodoma 20 55 19 86
Arusha 24 74 23 100
Kilimanjaro 27 69 21 113
Tanga 14 54 6 88
Morogoro 14 63 9 84
Pwani 20 53 15 66
Dar es Salaam 20 66 10 147
Lindi 38 90 35 64
Mtwara 16 57 10 60
Ruvuma 19 81 19 54
Iringa 14 60 10 54
Mbeya 13 69 10 75
Singida 19 84 14 585
Tabora 37 67 25 48
Rukwa 10 89 10 16
Kigoma 9 83 7 91
Shinyanga 13 85 11 38
Kagera 26 84 21 119
Mwanza 24 65 16 101
Mara 10 85 10 84
Manyara 27 82 24 31
Njombe 11 39 9 53
Katavi 37 96 37 6
Simiyu 16 69 10 25
Geita 6 75 4 40
Zanzibar average/total 38 80 29 65
Unguja average/total 38 82 29 53
Kaskazini Unguja 33 93 33 17
Kusini Unguja 41 87 34 21
Mjini Magharibi 41 62 19 15
Pemba average/total 38 69 27 11
Kaskazini Pemba 39 71 30 6
Kusini Pemba 36 68 25 6
National average/total 20 70 15 1,763

! Training refers only to in-service training. The training must have involved structured sessions; it does not include
individual instruction that a provider might have received during routine supervision.

2 Personal supervision refers to any form of technical support or supervision from a facility-based supervisor or from a
visiting supervisor. It may include, but is not limited to, review of records and observation of work, with or without any
feedback to the health worker.
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Providers who have received recent training can be expected to have more up-to-date knowledge about
their particular service area. Only two of every ten interviewed providers of TB services reported receiving
training related to TB during the 24 months before the assessment.

Overadll, only 15 percent of interviewed providers reported receiving both training related to TB during
the 24 months and personal supervision during the six months before the assessment.

With respect to the specific topics of training, 11 percent or fewer providers of TB services had received
recent in-service training in any one topic (Table 10.5). About one in every ten had received recent in-service
training on management of TB-HIV co-infection. Fewer reported receiving training in any of the other topics.

Table 10.5 Training for TB service providers

Among interviewed TB service providers, the percentage who report receiving in-service training on topics related to TB during the specified time periods
preceding the survey, by background characteristics, Tanzania SPA 2014-15

Percentage of providers of TB services who report receiving in-service training on:

Diagnosis of TB Treatment Management of
based on prescription TB-HIV co- Management of ~ Management of Number of
sputum for TB DOTS! infection MDR-TB TB in children [
During During During During During During viewed
the past the past the past the past the past the past providers
Background 24 At any 24 At any 24 At any 24 At any 24 At any 24 At any of TB
characteristics months  time months  time months  time months  time months time  months time services
Facility type
Hospital 9 22 10 26 9 24 13 34 8 20 12 25 596
Health centre 6 21 8 26 8 27 11 31 6 18 9 22 578
Dispensary 5 21 6 25 4 25 7 29 3 16 4 19 584
Clinic 41 60 60 79 51 70 44 70 44 70 44 70 5
Managing authority
Government 6 19 8 24 7 24 9 28 6 17 9 22 1,237
Private-for-profit 8 32 8 36 8 35 18 42 1 25 2 21 129
Parastatal 8 21 14 34 14 35 21 46 14 33 10 24 32
Faith-based 7 25 8 27 8 27 13 37 7 19 10 21 365
Residence: Tanzania
Total urban 8 25 8 26 8 27 12 35 7 19 9 24 754
Total rural 6 19 8 25 7 24 10 29 6 17 8 21 1,009
Residence: Mainland/
Zanzibar
Mainland urban 8 26 8 27 8 28 13 35 7 20 9 24 732
Mainland rural 6 19 7 25 7 24 9 29 5 17 8 20 967
Zanzibar urban 4 11 4 14 4 11 4 16 4 10 18 27 22
Zanzibar rural 9 16 13 29 15 30 17 31 13 21 17 26 43
Region
Mainland
average/total 7 22 8 26 7 25 11 32 6 18 8 22 1,698
Dodoma 8 21 9 24 9 23 9 24 5 15 13 22 86
Arusha 8 23 8 23 6 21 13 28 6 19 9 25 100
Kilimanjaro 8 21 14 34 7 23 13 41 10 24 10 22 113
Tanga 6 17 5 12 6 21 9 17 5 12 7 13 88
Morogoro 4 17 9 24 10 21 10 26 6 18 10 20 84
Pwani 7 23 10 35 11 37 16 44 9 25 15 31 66
Dar es Salaam 6 33 7 34 6 35 13 44 2 24 2 33 147
Lindi 10 15 10 16 7 15 17 31 14 21 25 32 64
Mtwara 0 15 1 15 6 23 7 27 2 12 2 16 60
Ruvuma 8 17 9 23 9 24 13 31 8 13 9 22 54
Iringa 10 33 10 42 10 40 10 43 11 33 10 35 54
Mbeya 8 30 9 30 8 22 10 26 8 21 8 21 75
Singida 3 14 6 25 5 22 8 32 3 11 4 19 55
Tabora 19 30 22 37 18 34 24 44 18 33 25 37 48
Rukwa 1 30 1 34 0 38 4 42 2 29 2 26 16
Kigoma 1 11 2 25 2 22 6 26 0 10 2 12 91
Shinyanga 5 24 5 29 5 30 8 37 2 10 6 24 38

(Continued...)
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Table 10.5—Continued

Percentage of providers of TB services who report receiving in-service training on:

Diagnosis of TB Treatment Management of
based on prescription TB-HIV co- Management of ~ Management of Number of
sputum for TB DOTS?! infection MDR-TB TB in children [
During During During During During During viewed
the past the past the past the past the past the past providers
Background 24 At any 24 At any 24 At any 24 At any 24 At any 24 At any of TB
characteristics months time  months time months time months time months time months  time services
Region
Kagera 10 25 9 23 6 23 11 32 6 16 9 15 119
Mwanza 5 31 7 34 8 34 11 36 4 21 9 21 101
Mara 6 14 6 12 5 17 5 18 6 9 1 6 84
Manyara 11 24 6 20 5 22 8 23 4 14 4 11 31
Njombe 2 15 5 28 6 28 6 37 4 19 6 28 53
Katavi 11 26 15 37 15 41 22 52 19 30 15 33 6
Simiyu 6 12 7 12 7 21 9 23 5 14 8 20 25
Geita 1 12 1 19 1 19 2 20 1 6 1 17 40
Zanzibar
average/total 8 14 10 24 11 24 12 26 10 17 17 26 65
Unguja
average/total 5 9 8 21 11 25 13 26 9 15 19 27 53
Kaskazini Unguja 1 5 6 9 15 23 18 26 10 14 17 22 17
Kusini Unguja 11 18 15 41 15 39 18 38 13 23 20 31 21
Mijini Magharibi 2 3 2 8 2 8 2 10 2 6 22 25 15
Pemba
average/total 19 36 19 37 11 20 8 26 16 28 8 26 11
Kaskazini Pemba 27 37 27 37 11 15 11 21 27 31 11 21 6
Kusini Pemba 12 35 12 37 12 25 5 32 5 25 5 32 6
National average 7 22 8 26 7 25 11 31 6 18 8 22 1,763

Note: Training refers only to in-service training. The training must be structured sessions; it does not include individual instruction that a provider might
have received during routine supervision.

1 DOTS: Directly observed treatment, short course
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MALARIA 1 1

Dr. Renata Mandike

Key Findings
Service availability

o Nearly all Tanzanian health facilities offer malaria diagnosis and treatment

services.
Service readiness

e About six of every ten health facilities have at least one staff member
recently trained in malaria diagnosis and/or treatment. Only about three of
every ten have a staff member recently trained in intermittent preventive
treatment (IPTp).

» Nine of every ten facilities that offer malaria diagnosis and/or treatment
services had the first-line artemisinin combination therapy on hand the day
of the assessment visit.

o Sulfadoxine/pyrimethamine for IPTp is available in about half of health
facilities that provide malaria services.

Malaria management

e About three of every ten sick children were diagnosed with malaria. Of

these children, 32 percent received the first-line treatment.

11.1 BACKGROUND

many as 3.2 hillion peoplelivein areasat risk of malariain 97 countriesor territories. WHO estimates

that 198 million cases of malaria occurred globally in 2013, with 584,000 deaths. Ninety percent of
deaths occurred in the African region, and deaths in children under age 5 accounted for 78 percent of al deaths
(WHO, 2014).

Worldwide, malaria ranks fifth among causes of death from infectious diseases. It is estimated that as

This chapter explores the following key issues relating to provision of quality malaria prevention and
treatment servicesin Tanzania:

e Background. Section 11.1 provides a brief background on malaria.

e Availability of services. Section 11.2, including Table 11.1, examines the availability of malaria
diagnosis and treatment services.

e Service readiness. Section 11.3, including Tables 11.1 through 11.4 and Figures 11.1 and 11.2,
addresses the readiness of facilities to provide good-quality malaria treatment and diagnosis,
including the availability of trained staff, guidelines, medicines, and laboratory diagnostic capacity.

e Malariaservicespractices. Section 11.4, including Table 11.5, reports on the frequency of diagnosis
of malariain sick children and on the care provided to these children.

Malaria
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11.1.1 Health Situation Regarding Malaria in Tanzania

Malaria remains a major public health challenge in Tanzania Mainland. It is the leading cause of
morbidity and mortality among children under age 5. In 2014, about 7.4 million cases of malaria were reported
in public health facilities, and these cases accounted for 32 percent of all outpatient visits. The disease is
estimated to be responsible for about 20 percent of all deaths occurring in hospitals (Ministry of Health and
Social Welfare (MoHSW, 2014).

The incidence of malaria (suspected cases) declined by about 50 percent between 2004 and 2014, from
332 to 161 cases per 1,000 population. There has also been a significant reduction in malaria mortality, from 41
deaths per 100,000 population in 2004 to about 20 deaths per 100,000 population in 2013 (MoHSW, 2014).

The incidence of malariain children under age 5 has dropped remarkably in Zanzibar, from 16 cases
per 1,000 population in 2005 to 2 per 1,000 population in 2012. Malaria deaths have aso declined, from more
than 100 in 2003 to 3in 2013 (MoHSW, 2013).

The malaria situation in Tanzania Mainland has changed over the past decade. The risk of malaria
transmission has dropped; between 2000 and 2010, therewas more than a 53 percent reductionin malariaparasite
prevalence among children (National Malaria Control Programme [NMCP] et al., 2013). There has also been a
shift of the proportion of Tanzania's population living in areas with high rates of transmission, from 11.6 percent
in 2000 to only 2.3 percent in 2010. Correspondingly, the proportion of residents who live in lower risk areas
increased from 30 percent in 2000 to 60 percent in 2010 as aresult of reductions in areas of high transmission
(NMCP et d., 2013). The Tanzania HIV and Malaria Indicator Surveys (conducted in 2007-08 and 2011-12)
also showed areduction in the prevalence of malaria (based on rapid diagnostic testing [RDT]), from 18 percent
in 2007-08 to 9 percent in 2011-12 (Tanzania Commission for AIDS [TACAIDS] et a., 2008; TACAIDS et
al., 2013). In 2012, there was marked regional variation in microscopy-based malaria prevalence, with the Great
Lakes zone (8.1 percent) and the Western zone (6.5 percent) having the highest prevalence. The Central and
Southern Highlands zones had the lowest preval ence (lessthan 1 percent). Climatic conditionsremain favourable
for transmission throughout almost the entire country, with close to 96 percent of Tanzania Mainland at risk.
Pregnant women and people living with HIV, asaresult of their compromised immunity, and children under age
5, due to their low immunity, are at the greatest risk.

In Zanzibar, the prevalence of asymptomatic infection in the general population declined from more
than 25 percent in 2005 to less than 1 percent in 2010.

The overall incidence of confirmed malariareported by health facilities declined fourfold between 2005
and 2012, from 8 per 1,000 population to 2 per 1,000 population; there was a twofold decline among children
less than age 5, from 4 per 1,000 to 2 per 1,000. These reductions in malaria cases are complemented by
reductions in the proportion of hospital admissions due to malaria, which declined from more than 30 percent in
2003 to lessthan 7 percent in 2012. More importantly, there have been significant reductions in deaths attributed
to malaria, with a decrease from more than 100 malaria deaths per 100,000 population per year before 2003 to
3 deaths per 100,000 population in 2013 (MoHSW, 2013; Malaria Strategic Plan 2013/14-2017/18).

Plasmodium falciparum is the most common malaria parasite species in Tanzania Mainland. Other
common species include P. malariae and P. ovale. According to drug efficacy studies conducted in 2012, the
susceptibility of these parasites to the first-line antimalarial medicine (artemisin-based combination therapy)
stands at 95 percent.

In 2007, two plasmodia species were found in Zanzibar: P. falciparum and P. malariae accounted for
74 percent and 23 percent of infections, respectively, while mixed P. falciparumy/P. malariae infections
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accounted for 3 percent. There were no reports of P. vivax or P. ovale. More recently (2012), popul ation surveys
revealed the presence of several cases of P. vivax infection (Cook et al., 2015).

11.1.2 Malaria Control Strategy

The vision of the 2014-2020 malaria control strategy for Tanzania Mainland is to have a society free
from malaria; the mission isto ensure that all Tanzanians have access to quality, effective, safe, and affordable
malaria preventive and curative interventions through timely and sustainable collaborative efforts with partners
and stakeholders at all levels. Recommended malaria control strategies are as follows:

1. Integrated malariavector control, including access to and use of long-lasting insecticide-treated bed
nets (LLINS), indoor residual spraying (IRS), larviciding, and environmental management

2. Improved Malaria diagnosis, treatment, preventive therapies, and vaccines

3. Behaviour change, communication, and advocacy

4. Programme management, partnership development, and resource mobilization
5. Surveillance monitoring and evaluation

Current Malaria Policy

Malaria prevention and control strategies are implemented through various approaches, including:

e Periodic LLIN mass distribution campaigns to restore waning coverage levels (catch-up strategy)
and school-based distribution campaignsin three regionsin the Southern zone to maintain coverage
achieved through mass campaigns (keep-up strategy).

e Indirect delivery of LLINs to pregnant women and infants through a national voucher scheme,
beneficiaries of which received a voucher that enabled them to accessan LLIN at identified retail
outlets. This program ended in July 2014.

e Direct LLIN delivery through antenatal care (ANC) clinics, expected to commence in 2016. In
Zanzibar, ANC delivery of LLINsis ongoing.

e [RSintargeted regions and larviciding in urban areas.

e Intermittent preventive treatment (IPTp) using sulfadoxine/pyrimethamine (SP), provided to
pregnant women as part of ANC services.

In Zanzibar, malariaprevention is based on mass distribution of LLINs every three years and continuous
net distribution at the health facility and community levels. Based on epidemiological information from routine
surveillance, geographical reconnaissance, and malaria risk mapping, selected areas are targeted for indoor
residual spraying. Selective larviciding and environmental management activities are conducted in targeted
areas. In both TanzaniaMainland and Zanzibar, these interventions are implemented at no cost to the beneficiary.

Treatment services are integrated into the routine health service delivery system. Maaria treatment is
the most common treatment provided by the health system, with over 11 million doses of malaria medicines
issued in 2014 in public health facilities and faith-based organization (FBO) facilitiesin Tanzania Mainland. A
subsidy programme is available in Tanzania Mainland to increase access to quality-assured artemisinin
combination therapy (ACT) among clients who seek care from the private sector.
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Artemether-lumefantrine (ALu) and amodiaguine-artesunate (ASAQ) are the first-line treatments for
uncomplicated malariain Tanzania Mainland and Zanzibar, respectively. Both treatments are provided free of
charge to al patients in public and FBO health facilities. Dihydroartemisinin-piperaquine (DPQ) is the second-
line drug of choice for treatment of uncomplicated malariain TanzaniaMainland, and ALu is the recommended
second-line treatment in Zanzibar. In the private sector, other ACTs are available in addition to ALu. Oral
quinine is recommended for treatment of uncomplicated malaria during the first trimester of pregnancy in both
Tanzania Mainland and Zanzibar. ALuisused in Mainland and ASAQ in Zanzibar during the second and third
trimesters.

Parenteral artesunate is the recommended first-choice treatment for severe malaria in both Tanzania
Mainland and Zanzibar. In Tanzania Mainland, parenteral quinine is the medicine of choice for treatment of
severe malaria in the first trimester of pregnancy, and injectable artesunate is recommended in the second and
third trimesters. In Zanzibar, parenteral artesunate is the drug of choice for treatment of severe malaria during

pregnancy.

Commodities are supplied quarterly to health facilities. ALu is delivered in four different weight-
specific packages (6, 12, 18, and 24 tablets), each with specific pictorial descriptions of appropriate use. In the
absence of particular ALu packages, treatment is still possible but subject to improvisationsin dispensing, either
by cutting or combining different packs.

Malaria Diagnosis Policy

Accurate diagnosis of malaria is based on good history-taking, a thorough clinical examination, and
laboratory investigations. Malaria RDTs are performed at all levels of the health service delivery system when
uncomplicated malaria is suspected. Malaria microscopy is primarily done to confirm treatment failure and in
severe malaria cases.

Following recommendations from the Roll Back Malaria partnership, Tanzaniain 2008 adopted apolicy
of definitive diagnosis-based treatment for all suspected cases of malaria. Parasitological confirmation of malaria
is now recommended for all age groupsin all epidemiological settings to improve case management quality and
reduce wastage of medicines.

11.2 AVAILABILITY OF SERVICES FOR MALARIA

Findings from the 2014-15 TSPA show that malaria services are widely available in Tanzanian health
facilities. Practically all facilities other than clinics (72 percent) offer malaria diagnosis and/or treatment services
(Table 11.1). By managing authority, more than 95 percent of government, private-for-profit, and faith-based
facilities offer such services. The findings of the 2006 TSPA were similar, with 99 percent of facilities offering
malaria services. These results show that availability of malaria services has been consistent over the years.

11.3 SERVICE READINESS
11.3.1 Guidelines, Trained Staff, and Diagnostics

Service Guidelines

Guidelines provide a standard management reference for care of patientswith malariaat different levels
of health care. Trained providers are expected to manage patients according to guidelines, which improves
quality of care. Thus, availability of guidelinesisimportant for quality management of patients.
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Resultsfrom the 2014-15 TSPA show that guidelines for malariadiagnosis and treatment were available
on the assessment day in about seven of ten facilities that offer malaria services (Table 11.1 and Figure 11.1).

Table 11.1 Availability of malaria services and availability of guidelines, trained staff, and diagnostic capacity in facilities offering malaria services

Among all facilities, the percentages offering malaria diagnosis and/or treatment services and, among facilities offering malaria diagnosis and/or treatment services,
the percentages that have guidelines, trained staff, and diagnostic capacity to support the provision of quality malaria services, by background characteristics,
Tanzania SPA 2014-15

Percent-
age of all Guidelines Trained staff Diagnostics Number of
facilities facilities
offering Staff offering
malaria trained in malaria
diagnosis Guide- Guide- malaria Any diagnosis
and/or lines for  lines for Guide-  diagnosis Staff Malaria malaria and/or
Background treatment Number of diagnosis treatment lines for and/or  trainedin  Malaria micro- diagnos- treatment
characteristics services® facilities of malaria of malaria IPT? treatment® IPT# RDT® scopy® tics’ services
Facility type
Hospital 99 46 62 67 39 79 57 93 56 97 46
Health centre 100 129 78 82 39 80 54 89 45 94 128
Dispensary 100 992 71 71 28 53 29 79 12 82 988
Clinic 72 21 47 50 12 40 10 69 28 82 15
Managing authority
Government 100 857 7 76 34 58 36 86 10 86 857
Private-for-profit 96 163 49 55 8 48 13 63 38 74 156
Parastatal 85 21 49 57 11 25 9 60 21 60 18
Faith-based 100 148 67 64 31 59 35 72 38 82 147
Residence: Tanzania
Total urban 98 324 61 61 21 52 23 70 34 79 317
Total rural 100 864 75 75 33 58 36 84 11 85 860
Residence: Mainland/
Zanzibar
Mainland urban 98 306 62 62 23 52 24 72 33 79 299
Mainland rural 100 838 75 75 33 57 37 84 12 86 835
Zanzibar urban 96 18 44 53 0 54 1 43 48 78 18
Zanzibar rural 99 26 86 90 17 91 22 81 7 82 26
Region
Mainland average/total 99 1,144 72 71 31 56 33 81 17 84 1,134
Dodoma 100 60 74 66 22 38 25 79 12 84 60
Arusha 100 52 43 41 32 57 29 83 17 83 52
Kilimanjaro 95 67 75 77 41 52 17 94 21 94 64
Tanga 99 59 87 89 27 70 36 88 22 90 58
Morogoro 99 61 7 73 37 68 52 7 22 83 61
Pwani 99 45 76 71 35 76 56 66 16 68 45
Dar es Salaam 96 96 51 43 19 36 13 63 25 73 92
Lindi 100 35 77 93 46 63 48 90 4 90 35
Mtwara 100 35 99 98 65 83 57 49 12 55 35
Ruvuma 100 47 89 74 62 48 26 85 15 90 47
Iringa 100 39 83 87 56 54 30 84 11 84 39
Mbeya 100 72 66 66 20 30 20 95 17 95 72
Singida 100 34 67 79 24 57 6 92 7 94 34
Tabora 100 50 59 48 10 54 53 94 24 95 50
Rukwa 100 34 54 44 37 71 64 93 11 99 34
Kigoma 100 43 51 65 21 19 10 76 15 81 43
Shinyanga 100 32 76 76 20 65 29 88 7 88 32
Kagera 100 49 87 92 23 89 50 77 27 77 49
Mwanza 98 59 63 63 24 61 38 71 24 73 58
Mara 100 45 7 84 23 71 35 91 22 91 45
Manyara 99 27 68 82 31 36 20 62 5 62 27

(Continued...)
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Table 11.1—Continued

Percent-
age of all Guidelines Trained staff Diagnostics Number of
facilities facilities
offering Staff offering
malaria trained in malaria
diagnosis Guide- Guide- malaria Any diagnosis
and/or lines for  lines for Guide-  diagnosis Staff Malaria malaria and/or
Background treatment Number of diagnosis treatment lines for and/or  trainedin  Malaria micro- diagnos- treatment
characteristics services! facilites of malaria of malaria IPT? treatment® IPT* RDT® scopy® tics’” services
Region
Njombe 100 38 87 81 46 38 36 83 4 84 38
Katavi 100 11 80 88 23 61 24 89 16 93 11
Simiyu 100 30 84 89 17 80 47 86 16 90 30
Geita 100 23 85 98 18 68 46 82 29 89 23
Zanzibar average/total 97 44 69 75 10 76 13 66 24 81 43
Unguja average/total 96 29 64 71 11 71 14 60 32 81 28
Kaskazini Unguja 93 6 72 93 15 89 31 89 17 93 5
Kusini Unguja 100 7 100 91 34 94 34 85 5 88 7
Mijini Magharibi 95 17 45 55 0 55 0 39 50 75 16
Pemba average/total 100 15 78 82 8 85 12 76 9 79 15
Kaskazini Pemba 100 8 72 79 7 79 19 82 9 86 8
Kusini Pemba 100 7 85 85 10 93 3 69 8 71 7
National average/total 99 1,188 71 72 30 57 33 81 18 84 1,177

Note: The indicators presented in this table comprise the staff and training and diagnostic domains for assessing readiness to provide services for malaria within
the health facility assessment methodology proposed by WHO and USAID (2015).

! This is based on facilities self-reporting that they offer malaria diagnosis and/or treatment services. Facilities offering antenatal care services that reported that
they provide malaria rapid diagnosis tests (RDTs) or were found on the day of the survey visit to be conducting such tests at the ANC service site were counted
as offering malaria diagnosis and/or treatment services.

2 Guidelines on intermittent preventive treatment (IPT) of malaria

3 Facility had at least one interviewed provider of malaria services who reports receiving in-service training on malaria diagnosis and/or treatment during the 24
months preceding the survey. The training must have involved structured sessions; it does not include individual instruction that a provider might have received
during routine supervision.

“ Facility had at least one interviewed provider of ANC services who reports receiving in-service training on some aspects of IPT during the 24 months preceding
the survey. The training must have involved structured sessions; it does not include individual instruction that a provider might have received during routine
supervision.

5 Facility had unexpired malaria rapid diagnostic test kits available somewhere in the facility.

8 Facility had a functioning microscope with glass slides and relevant stains for malaria microscopy available somewhere in the facility.

7 Facility had either malaria RDT capacity or malaria microscopy capacity.

Figure 11.1 Items to support quality provision of malaria services

Guidelines: treatment 72
Guidelines: diagnosis 71
Trained staff: diagnosis/treatment 57
Trained staff: IPT 33
Guidelines: IPT 30

Laboratory tests

Malaria microscopy 18
mRDT capacity 81
Any diagnostic capacity 84

TSPA 2014-15
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Trained Staff

With respect to staff training, 57 percent of facilities had at least one staff member who had received
in-service training in malaria diagnosis and/or treatment in the 24 months before the assessment.

In Tanzania Mainland, the percentage of facilities with staff recently trained in malaria diagnosis and/or
treatment ranged from 19 percent in Kigomato 89 percent in Kagera. In seven of the 25 Mainland regions, fewer
than 50 percent of facilities had a provider with recent training. In Zanzibar, about three-quarters of health
facilities had staff trained in malaria diagnosis and/or treatment, with the lowest percentage in Mjini Magharibi
(55 percent) and the highest in Kusini Unguja (94 percent).

These findings may in part reflect the phased rollout of the new malaria diagnosis and treatment
guidelines in Tanzania Mainland. The first phase was conducted between 2012 and 2014 and covered hospitals
and health centres in all but four Mainland regions. The second phase (September 2014 to June 2015) covered
all dispensaries, hospitals, and health centres in the four regions not covered during the first phase. The main
topics addressed included use of injectable artesunate for treatment of severe malaria and the new IPTp
guidelines.

Diagnostics

Confirmation of the presence of malaria parasites in suspected malaria cases is important to target use
of costly antimalarial medicines to only those in need. Confirmation also improves patient quality of care, as
negative malaria test results will indicate those for whom further investigations should be conducted and
appropriate medication provided.

Findings from the 2014-15 TSPA show that eight of every ten facilities that offer malaria services had
malaria rapid diagnostic test kits (MRDTs) available on the day of the survey (Table 11.1 and Figure 11.1).
Malaria RDTs are available in a high percentage for each type of health facility, although availability declines
as one moves down the hierarchy of facilities. At the regional level, availability of mRDTs ranged from 49
percent in Mtwarato over 90 percent in several Mainland regions, while in Zanzibar availability ranged from 39
percent in Mjini Magharibi to 89 percent in Kaskazini Unguja. The high percentage of dispensaries having
MRDTs reflects the successful implementation of the new policy on malaria diagnosis, which demands
confirmation of all suspected cases, and the introduction of these kits starting in 2008. In 2006, no dispensaries
had mRDTs (National Bureau of Statistics [NBS] and Macro International, 2007).

As noted, the majority of facilities in Tanzania (81 percent), including 93 percent of hospitals and 86
percent of government facilities, rely on malaria rapid tests for diagnosis. Overall, only 18 percent of facilities
have malaria microscopy (i.e., a functioning microscope with glass dides and relevant stains). This includes
dlightly more than half of hospitals (56 percent) and dlightly less than half of health centres (45 percent).

11.3.2 Medicines and Commodities for Malaria Services

Given the widespread and frequent occurrence of malaria in Tanzania, appropriate medicines need to
be widely available for management of both uncomplicated and severe malaria.

First-line ACT

On average, 90 percent of facilities that offer malaria diagnosis and/or treatment services had the first-
line ACT (ALu or ASAQ) in stock on the day of the survey (Table 11.2 and Figure 11.2). Clinics (53 percent)
were far less likely than other types of facilities (90 percent or above) to have ACTs available. In 2006, 95
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percent of facilities had all first-line medicines (sulfadoxine/pyrimethamine, amodiaguine, and Coartem)
available on the day of the assessment.

A higher proportion of government and faith-based facilities (95 percent and 84 percent, respectively)
than private or parastatal facilities had first-line ACTs available on the day of the visit. As noted earlier, the
government of Tanzania supplies AL u to both government and faith-based facilities. The private sector benefits
from a subsidy programme; at the time the 2014-15 TSPA was conducted, supplies from this programme were
generally limited.

On average, 91 percent of facilitiesin TanzaniaMainland had first-line ACTs (ALu or ASAQ) available,
as compared with only half of facilities in Zanzibar (where the first-line ACT is ASAQ). Only one-third of
facilitiesin Kaskazini Pembaand Mjini Magharibi had the first-line ACT (ASAQ) on the day of the assessment.

Although currently non-artemisinin monotherapies are not recommended for management of malariain
Tanzania, some facilities still carry them. Non-artemisinin monotherapies are generaly rare in Mainland
facilities with the exception of Dar es Salaam (32 percent). The majority of facilities with non-artemisinin
monotherapies were in Zanzibar; Kusini Pemba had the lowest percentage of such facilities (23 percent) and
Kaskazini Ungujathe highest (79 percent).

Table 11.2 Availability of malaria medicines and commodities in facilities offering malaria services

Among facilities offering malaria diagnosis and/or treatment services, the percentages that have malaria medicines, sulfadoxine/pyrimethamine,
paracetamol, and insecticide-treated bed nets (ITNs) available in the facility on the day of the survey, by background characteristics, Tanzania SPA

2014-15
Other medicines and Number of
Antimalarial medicines commodities facilities
offering
malaria
First-line  Non-arte- diagnosis
ACT anti- misinin  Injectable Artesunate Para- and/or
Background malarial mono- arte- suppose- Oral Injectable cetamol treatment
characteristics medicine  therapy sunate toiry quinine quinine Spt tablet ITN? services
Facility type
Hospital 91 24 52 3 80 92 64 92 25 46
Health centre 91 14 40 3 66 85 48 91 22 128
Dispensary 90 8 25 2 67 80 53 82 7 988
Clinic 53 33 29 0 19 26 44 81 6 15
Managing authority
Government 95 4 27 1 70 83 50 81 10 857
Private-for-profit 73 31 34 5 52 67 54 87 7 156
Parastatal 38 5 28 0 76 93 34 76 3 18
Faith-based 84 19 25 4 64 77 65 95 10 147
Residence: Tanzania
Total urban 84 21 35 3 64 77 57 88 11 317
Total rural 92 5 25 2 68 82 51 82 9 860
Residence: Mainland/
Zanzibar
Mainland urban 86 20 37 3 68 81 60 88 10 299
Mainland rural 93 3 25 1 70 84 52 82 7 835
Zanzibar urban 36 52 9 0 0 5 2 79 27 18
Zanzibar rural 60 51 12 3 2 5 3 80 75 26
Region
Mainland averagef/total 91 8 28 2 69 83 54 84 8 1,134
Dodoma 96 5 18 4 82 91 33 80 1 60
Arusha 74 17 10 6 69 68 40 86 8 52
Kilimanjaro 78 9 15 5 48 58 58 95 18 64
Tanga 95 6 29 1 71 94 35 90 18 58
Morogoro 94 11 29 0 94 89 55 99 9 61
Pwani 79 7 35 5 48 93 49 74 5 45
Dar es Salaam 78 32 45 2 63 73 60 80 7 92
Lindi 100 1 24 0 51 83 64 58 2 35
Mtwara 89 5 57 1 29 93 67 54 4 35
Ruvuma 90 1 45 5 49 70 65 86 9 47
Iringa 89 7 11 0 39 72 87 65 4 39
Mbeya 89 1 3 0 79 83 53 88 7 72

(Continued...)
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Table 11.2—Continued

Other medicines and Number of

Antimalarial medicines commodities facilities
offering
malaria

First-line  Non-arte- diagnosis

ACT anti- misinin  Injectable  Rectal Para- and/or
Background malarial mono- arte- arte- Oral Injectable cetamol treatment
characteristics medicine  therapy sunate sunate quinine quinine Spt tablet ITN? services
Region

Singida 94 8 2 0 98 94 42 99 10 34
Tabora 95 1 55 0 82 87 27 82 11 50
Rukwa 100 0 29 0 62 80 53 81 5 34
Kigoma 100 5 70 0 81 99 37 80 6 43
Shinyanga 100 7 39 1 76 99 37 99 7 32
Kagera 99 2 8 0 90 88 80 93 17 49
Mwanza 100 16 31 7 69 93 64 92 7 58
Mara 98 1 36 1 100 85 59 87 0 45
Manyara 96 3 24 0 7 92 46 99 4 27
Njombe 100 2 3 0 48 71 74 61 6 38
Katavi 95 0 9 0 68 93 73 93 9 11
Simiyu 100 0 23 1 95 90 69 77 1 30
Geita 89 6 50 1 51 75 55 86 2 23
Zanzibar average/total 50 51 11 2 1 5 3 79 55 43
Unguja average/total 50 59 14 3 2 6 1 84 51 28
Kaskazini Unguja 68 79 33 7 0 3 0 89 86 5
Kusini Unguja 67 57 17 6 6 9 0 94 85 7
Mijini Magharibi 36 54 7 0 0 6 3 78 25 16
Pemba average/total 51 37 5 0 0 3 5 71 64 15
Kaskazini Pemba 31 49 4 0 0 0 3 70 64 8
Kusini Pemba 74 23 6 0 0 7 7 73 63 7
National average/total 90 9 27 2 67 81 52 84 9 1,177

Notes:
The indicators for first-line antimalarial medicines, sulfadoxine/pyrimethamine, paracetamol, and ITNs presented in this table correspond to the
medicines and commodities domains for assessing readiness to provide services for malaria within the health facility assessment methodology

proposed by WHO and USAID (2015).

ACT = Artemisinin combination therapy. For Zanzibar facilities, only artemisin-amodiaquine (ARTE-AMO) tablets are included; for all other facilities,

either ALU or ARTE-AMO tablets are included.

SP = sulfadoxine/pyrimethamine (Fansidar)

1 Facility had SP for intermittent preventive treatment of malaria in pregnancy (IPTp).

2 Facility had ITNs or vouchers for ITNs available in the facility for distribution to clients.

Figure 11.2 Availability of antimalarial medicines and other medicines and commodities
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Injectable Artesunate

About one-quarter of facilities had injectabl e artesunate, mostly hospitals (52 percent) and health centres
(40 percent). Among the regions, availability ranged from alow of 2-3 percent in Singida, Mbeya, and Njombe
toahigh of 70 percent in Kigoma. At least half of facilitiesin threeregions (in addition to Kigoma) had injectable
artesunate: Mtwara (57 percent), Tabora (55 percent), and Geita (50 percent). In most regions, less than half of
facilities had injectable artesunate available. The phased rollout of the new malaria diagnosis and treatment
guiddlines introducing this regimen might have contributed to the observed variations among the regions. On
average, only 11 percent of facilities in Zanzibar had injectable artesunate, as compared with 28 percent in
Tanzania Mainland.

Oral Quinine

Ora quinineisimportant in the management of uncomplicated malariain pregnancy. About two-thirds
of health facilities that offer malaria services had oral quinine. Hospitals (80 percent) were more likely than
health centres (66 percent) and dispensaries (67 percent) to have ora quinine; clinics, at 19 percent, were least
likely to have this medicine. Availability anong Mainland regions ranged from 29 percent of facilitiesin Mtwara
to 100 percent in Mara. In Zanzibar, none of the facilities other than the 6 percent in Kusini Unguja had oral
guinine on the day of the assessment.

Injectable Quinine

Eight of every ten facilities that offer malaria services had injectable quinine avail able on the day of the
survey. The medicine was available in at least 80 percent of hospitals, health centres, and dispensaries but only
in one-fourth of clinics. By managing authority, availability ranged from 67 percent of private facilities to 93
percent of parastatal facilities. In Zanzibar, injectable quinine was available in 5 percent of health facilities.

Paracetamol

Paracetamol, a common fever-reducing medicine, was available in 84 percent of facilities that offer
malaria services. There was very little variation in availability by type of facility, managing authority, or region.

Malaria Prophylaxis in Pregnancy

Sulfadoxine/pyrimethamine (SP, or Fansidar) is used for IPTp. About half of health facilities had SP on
the day of the assessment visit (Table 11.2 and Figure 11.2). Hospitals (64 percent) were more likely to have SP
than dispensaries (53 percent), health centres (48 percent), or clinics (44 percent). In Mainland regions, SP
availability ranged from 27 percent of facilities in Tabora to 87 percent of facilities in Iringa; SP was an
extremely rare commodity in Zanzibar.

Insecticide-Treated Mosquito Nets

Only 9 percent of facilities that offer malaria services had insecticide-treated mosquito nets (ITNS)
available on the day of the assessment (Table 11.2 and Figure 11.2). ITNs are more common in Zanzibar than
in Tanzania Mainland, where only 8 percent of facilities had ITNs. This finding for Tanzania Mainland is not
surprising. As noted above, through the national voucher scheme, pregnant women and infants were given a
voucher at ANC clinics to be redeemed at an identified retail outlet; however, this program ended in 2014. In
Zanzibar, ITNSLLINs are stocked at ANC clinics and given to pregnant women routinely.
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11.4 MALARIA SERVICES IN FACILITIES OFFERING CURATIVE CARE FOR SICK CHILDREN

Since children under age 5 are the most vulnerable to malaria, it is important for health services that
serve sick children to be able to correctly diagnose and treat malaria.

11.4.1 Diagnosis Readiness

Among facilities that offer curative care for sick children, 81 percent had mRDTs available on the day
of the survey, 17 percent had malaria microscopy capability, and 84 percent had either mRDTs or microscopy
(Table 11.3). These percentages are similar to those seen for all facilities offering malaria services (Table 11.1);
however, facilitiesthat offer curative carefor sick children are less likely to have a staff member recently trained
in MRDTs (41 percent). Likewise, a limited proportion (37 percent) of facilities had a provider trained in
microscopy. About two-thirds of facilities had an mRDT protocol available. Training in mRDTs was conducted
between 2008 and 2011.

Only 29 percent of facilities that offer curative care for sick children had full diagnostic capacity—that
is, mRDTs or microscopy, a recently trained staff member, and a protocol for use of mRDTs. Hospitals (63
percent) and health centres (52 percent) were far more likely than other types of facilities to have full diagnostic
capacity. Among the regionsin Tanzania Mainland, the percentage of facilities with diagnostic capacity ranged
from 8 percent in Kigoma to 54 percent in Kagera. In Zanzibar, Kaskazini Unguja had the highest proportion
(81 percent) of facilities with diagnostic capacity, while Mjini Magharibi had the lowest (18 percent).

Table 11.3 Malaria diagnostic capacity in facilities offering curative care for sick children

Among facilities offering curative care for sick children, the percentages having malaria diagnostic capacity on the day of the survey, by background
characteristics, Tanzania SPA 2014-15

Percentage of facilities offering curative care for sick children that have: Number of
o i ; ; - facilities
Malaria diagnostics Personnel trained in: offering
Either RDT Malaria curative
Background Malaria Either RDT or RDT Diagnostic  care for sick
characteristics RDT! Microscopy? or microsopy RDT?® Microscopy* microscopy  protocol® capacity® children
Facility type
Hospital 92 56 96 61 62 68 82 63 46
Health centre 90 44 94 61 60 66 7 52 128
Dispensary 79 11 82 38 32 42 61 24 972
Clinic 68 24 81 31 34 39 59 23 15
Managing authority
Government 85 10 86 44 38 49 67 31 854
Private-for-profit 62 35 73 27 26 29 53 22 149
Parastatal 72 25 72 24 23 24 66 21 15
Faith-based 72 38 82 37 39 46 54 21 143
Residence: Tanzania
Total urban 70 34 79 35 33 40 57 26 306
Total rural 84 11 85 43 38 48 66 29 854
Residence: Mainland/
Zanzibar
Mainland urban 72 33 79 35 33 39 59 26 288
Mainland rural 84 11 85 42 37 47 66 29 829
Zanzibar urban 43 48 78 38 37 47 33 19 18
Zanzibar rural 81 7 82 81 71 88 72 57 25
Region
Mainland
average/total 81 17 84 40 36 45 64 28 1,117
Dodoma 79 12 84 33 20 33 65 24 60
Arusha 83 17 83 32 19 32 58 25 52
Kilimanjaro 94 21 94 34 29 40 78 29 64
Tanga 92 23 94 56 35 58 78 50 55
Morogoro 76 18 82 31 43 43 62 17 58
Pwani 66 16 68 51 50 56 57 32 45
Dar es Salaam 63 24 72 21 21 21 61 15 90
Lindi 90 4 90 52 25 53 81 41 35
Mtwara 49 12 55 71 61 81 63 37 35
Ruvuma 85 15 90 44 16 45 65 29 47

(Continued...)
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Table 11.3—Continued

Percentage of facilities offering curative care for sick children that have: Number of
Malaria diagnostics Personnel trained in: facilities
offering
Either RDT Malaria curative
Background Malaria Either RDT or RDT Diagnostic  care for sick
characteristics RDT?! Microscopy? or microsopy RDT® Microscopy* microscopy  protocol® capacity® children
Region
Iringa 84 11 84 46 46 52 76 31 39
Mbeya 95 17 95 21 22 22 78 20 72
Singida 92 7 94 44 55 55 50 30 34
Tabora 94 21 95 25 25 25 40 16 48
Rukwa 93 11 99 49 43 64 81 38 34
Kigoma 76 15 81 14 18 18 19 8 43
Shinyanga 88 7 88 47 54 54 77 42 32
Kagera 77 27 77 77 57 83 77 54 49
Mwanza 71 24 73 44 45 46 48 11 58
Mara 90 18 90 49 50 65 59 31 40
Manyara 62 5 62 32 32 33 42 22 27
Njombe 82 5 83 27 28 28 82 28 36
Katavi 89 16 93 40 26 47 88 36 11
Simiyu 86 16 90 64 69 70 66 46 30
Geita 82 29 89 59 66 66 61 35 23
Zanzibar
average/total 65 24 80 63 57 71 56 41 43
Unguja
average/total 59 32 81 54 53 64 51 36 28
Kaskazini Unguja 89 18 92 89 78 89 89 81 5
Kusini Unguja 85 5 88 65 73 85 68 46 7
Mijini Magharibi 39 49 74 39 37 47 31 18 16
Pemba
average/total 76 9 79 80 64 84 66 51 15
Kaskazini Pemba 82 9 86 73 59 76 78 49 8
Kusini Pemba 69 8 71 87 69 93 52 52 7
National average/total 81 17 84 41 37 46 64 29 1,160

Note: See Chapter 4 (Table 4.1) for information on the proportion of all facilities offering curative care for sick children.

! Facility had unexpired malaria rapid diagnostic test (RDT) kits available somewhere in the facility.

2 Facility had a functioning microscope with glass slides and relevant stains for malaria microscopy available somewhere in the facility.

3 Facility had at least one interviewed provider of child curative care services who reports receiving in-service training on malaria RDT during the 24
months preceding the survey. The training must have involved structured sessions; it does not include individual instruction that a provider might have
received during routine supervision.

4 Facility had at least one interviewed provider of child curative care services who reports receiving in-service training on malaria microscopy during the
24 months preceding the survey. The training must have involved structured sessions; it does not include individual instruction that a provider might
have received during routine supervision.

5 RDT protocol refers to any written instruction on how to perform a malaria RDT.

8 Facility had unexpired malaria RDT kits or a functioning microscope with relevant stains and glass slides, a staff member recently trained in either RDT
or microscopy, and a malaria RDT protocol available in the facility.

11.4.2 Treatment
Treatment Readiness

Among facilitiesthat provide curative carefor sick children, 90 percent had first-line treatment medicine
available on the day of the survey (Table 11.4). About eight of ten facilities had malaria treatment guidelines;
however, only 48 percent had at least one provider who had recently received training related to malaria
diagnosis or treatment. When these three components of care are considered aong with diagnostic capacity (see
Table 11.3), only 24 percent of facilities had al components of service readiness in place to treat malaria.
Hospitals (46 percent) and health centres (44 percent) were much more likely than other types of facilities to
have all service components. Government facilities were more likely than other facilities to have al service
readiness components; however, less than a third of government facilities had all components. The malaria
service readinessindex was 50 percent or abovein only two of the 25 regionsin TanzaniaMainland. In Zanzibar,
70 percent of facilitiesin Kaskazini Unguja had all of the components in place to treat malaria.

222 « Malaria



Table 11.4 Malaria treatment in facilities offering curative care for sick children

Among facilities offering curative care for sick children, the percentages having indicated items for the provision of malaria services available on
the day of the survey, and malaria service readiness index, by background characteristics, Tanzania SPA 2014-15

Percentage of facilities offering curative care

for sick children that have: Number of facilities
Background Malaria diagnosis or  First-line treatment Malaria service offering curative care
characteristics treatment guidelines medicine* Trained personnel? readiness index® for sick children
Facility type
Hospital 72 91 69 46 46
Health centre 86 91 69 44 128
Dispensary 78 91 44 21 972
Clinic 54 53 39 10 15
Managing authority
Government 82 95 51 28 854
Private-for-profit 61 73 29 15 149
Parastatal 67 45 24 6 15
Faith-based 74 84 49 17 143
Residence: Tanzania
Total urban 71 84 40 20 306
Total rural 81 93 50 26 854
Residence: Mainland/
Zanzibar
Mainland urban 72 87 40 22 288
Mainland rural 80 94 49 25 829
Zanzibar urban 53 35 47 3 18
Zanzibar rural 93 61 88 39 25
Region
Mainland average/total 78 92 47 24 1,117
Dodoma 74 96 33 19 60
Arusha 50 74 33 10 52
Kilimanjaro 77 78 40 17 64
Tanga 99 99 63 50 55
Morogoro 82 99 54 17 58
Pwani 76 79 68 25 45
Dar es Salaam 62 78 21 8 90
Lindi 93 100 53 40 35
Mtwara 100 89 81 35 35
Ruvuma 94 90 45 24 47
Iringa 88 89 52 29 39
Mbeya 67 89 22 17 72
Singida 85 94 56 30 34
Tabora 63 95 26 13 48
Rukwa 64 100 65 36 34
Kigoma 65 100 18 8 43
Shinyanga 77 100 54 41 32
Kagera 93 99 83 52 49
Mwanza 69 100 54 8 58
Mara 83 98 65 31 40
Manyara 84 96 33 21 27
Njombe 92 100 28 26 36
Katavi 91 95 47 27 11
Simiyu 90 100 75 45 30
Geita 98 89 67 35 23
Zanzibar average/total 7 50 71 24 43
Unguja average/total 73 50 64 23 28
Kaskazini Unguja 97 70 89 70 5
Kusini Unguja 100 67 85 34 7
Mijini Magharibi 55 36 47 3 16
Pemba average/total 82 51 84 26 15
Kaskazini Pemba 79 31 76 14 8
Kusini Pemba 85 74 93 40 7
National average/total 78 90 48 24 1,160

1 For Zanzibar facilities, only ARTE-AMO tablets are included; for all other facilities, either ALU or ARTE-AMO tablets are included.

2 At least one interviewed provider of child curative care services reports receiving in-service training in malaria diagnosis and/or treatment during
the 24 months preceding the survey. The training must have involved structured sessions; it does not include individual instruction that a provider
might have received during routine supervision.

3 Facilities having malaria diagnostic capacity (unexpired malaria rapid diagnostic test [RDT] kits or a functioning microscope with relevant stains
and glass slides, a staff member recently trained in either RDT or microscopy, and a malaria RDT protocol available in the facility), malaria treatment
guidelines, first-line medicines, and personnel recently trained in malaria diagnosis and/or treatment available.
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Diagnosis and Treatment

Among all observed sick children, one-third were diagnosed as having malaria (Table 11.5). About a
third (32 percent) of diagnosed children either received or were prescribed ACTSs.

Table 11.5 Treatment of malaria in children

Among sick children whose consultations were observed, the percentages diagnosed as having malaria, fever, or both and, among sick children who were
diagnosed as having malaria, fever, or both, the percentages for whom artemisinin combination therapy (ACT) was either prescribed or provided, by
background characteristics, Tanzania SPA 2014-15

Percent-
Percent- Percent- age of sick
age of sick age of sick children
children children diagnosed
diagnosed diagnosed as having Number of
as having Number of as having Number of malaria or sick
. i malaria for sick fever for sick fever for children
Among all observed sick children, Total whom ACT  children whom ACT children whom ACT diagnosed
percentage diagnosed as having:  nymper of was diagnosed was diagnosed was as having
Background Malaria* or  observed prescribed as having prescribed as having prescribed malaria or
characteristics Malaria® Fever fever sick children or provided malaria® or provided  fever or provided fever
Facility type
Hospital 34 5 37 680 20 230 1 37 18 254
Health centre 32 7 37 840 30 268 2 56 27 307
Dispensary 33 7 38 3,409 35 1,142 6 237 31 1,293
Clinic 4 3 7 33 47 1 12 1 27 2
Managing authority
Government 32 7 37 4,010 35 1,296 6 289 31 1,485
Private-for-profit 30 3 32 369 27 112 1 12 25 119
Parastatal 23 7 25 37 0 8 0 3 0 9
Faith-based 41 5 45 545 20 225 1 28 18 243
Residence: Tanzania
Total urban 31 5 35 1,439 28 448 1 70 25 496
Total rural 34 7 39 3,522 34 1,193 6 262 30 1,360
Residence: Mainland/
Zanzibar
Mainland urban 34 5 37 1,332 28 448 1 66 26 491
Mainland rural 36 8 40 3,329 34 1,188 6 251 30 1,347
Zanzibar urban 1 4 5 106 48 1 0 4 7 5
Zanzibar rural 2 5 7 193 7 5 0 10 3 13
Region
Mainland averagef/total 35 7 39 4,662 32 1,636 5 317 29 1,838
Dodoma 31 0 31 145 63 45 100 1 63 45
Arusha 1 6 6 202 0 1 0 12 0 13
Kilimanjaro 6 7 13 210 0 13 0 16 0 28
Tanga 29 12 36 279 20 80 0 33 16 101
Morogoro 40 5 42 339 3 136 0 16 3 144
Pwani 65 8 68 122 1 79 0 10 1 82
Dar es Salaam 31 3 32 190 27 60 0 5 27 61
Lindi 37 1 37 190 69 69 0 2 67 71
Mtwara 47 1 48 246 70 116 0 3 69 118
Ruvuma 49 10 58 218 17 106 0 22 14 127
Iringa 13 8 21 106 2 14 4 8 3 22
Mbeya 9 8 17 170 0 16 0 13 0 29
Singida 11 4 14 167 57 18 0 7 42 24
Tabora 52 9 56 302 20 157 0 27 18 170
Rukwa 23 19 36 91 29 21 0 17 18 33
Kigoma 56 15 63 354 47 200 29 54 42 222
Shinyanga 44 8 a7 136 24 60 0 11 23 63
Kagera 51 0 51 380 26 192 0 1 26 193
Mwanza 26 3 29 182 81 48 4 5) 74 53

(Continued...)
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Table 11.5—Continued

Percent-
Percent- Percent- age of sick
age of sick age of sick children
children children diagnosed
diagnosed diagnosed as having Number of
as having Number of as having Number of malaria or sick
X i Total malaria for sick fever for sick fever for children
Among all observed sick children,  ymber of whom ACT children whom ACT  children whom ACT diagnosed
percentage diagnosed as having:  gpserved was diagnosed was diagnosed was as having
Background Malaria® or sick prescribed as having prescribed as having prescribed malaria or
characteristics Malaria® Fever fever children or provided malaria® or provided fever or provided fever
Region
Mara 50 16 55 143 16 71 0 23 14 79
Manyara 20 4 21 93 50 19 0 4 48 20
Njombe 7 3 10 81 5 6 0 2 4 8
Katavi 31 21 46 48 0 15 0 10 0 22
Simiyu 10 7 16 129 40 13 0 9 25 21
Geita 58 6 64 141 54 82 0 8 49 90
Zanzibar average/total 2 5 6 299 13 5 0 14 4 18
Unguja average/total 1 7 8 170 28 3 0 13 5 13
Kaskazini Unguja 2 6 7 50 35 1 0 3 10 8
Kusini Unguja 3 15 15 37 0 1 0 5 0 5
Mjini Magharibi 0 5 6 83 100 0 0 4 8 5
Pemba average/total 2 1 4 129 0 3 0 2 0 5
Kaskazini Pemba 1 1 2 65 0 0 0 1 0 1
Kusini Pemba 4 2 6 64 0 3 0 1 0 4
National average/total 33 7 37 4,961 32 1,641 5 332 29 1,856

1 Diagnosis of malaria based on information provided by the health worker. The diagnosis may be based on rapid diagnostic test or microscopy.
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ADDITIONAL TABLES Appendix

Table A-2.1.1 Distribution of facilities in sample frame and final sample selection, by managing authority and region

Number of facilities of each type of managing authority in the sample frame, number of each type selected for the survey
sample, and percentages of eligible facilities of each managing authority that were included in the sample, by region,
Tanzania SPA 2014-15

Managing authority

Region/Number of facilities ~ Government  Private-for-profit Parastatal Faith-based Total
Dodoma

Sample frame 301 16 28 10 355

Number selected 39 4 0 5 48
Arusha

Sample frame 171 67 58 12 308

Number selected 22 8 1 14 45
Kilimanjaro

Sample frame 225 49 106 18 398

Number selected 28 4 3 17 52
Tanga

Sample frame 278 36 31 22 367

Number selected 31 5 3 9 48
Morogoro

Sample frame 240 34 63 26 363

Number selected 30 3 3 13 49
Pwani

Sample frame 201 24 25 20 270

Number selected 29 4 2 6 41
Dar es Salaam

Sample frame 111 368 54 39 572

Number selected 16 64 6 9 95
Lindi

Sample frame 192 3 9 6 210

Number selected 33 0 0 4 37
Mtwara

Sample frame 168 11 17 13 209

Number selected 30 2 0 5 37
Ruvuma

Sample frame 220 9 a7 5 281

Number selected 29 1 0 12 42
Iringa

Sample frame 162 20 44 7 233

Number selected 24 7 1 7 39
Mbeya

Sample frame 321 51 44 12 428

Number selected 30 13 1 9 53

(Continued...)
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Table A-2.1.1—Continued

Managing authority

Region/Number of facilities ~ Government  Private-for-profit Parastatal Faith-based Total
Singida

Sample frame 165 1 29 8 203

Number selected 28 1 0 8 37
Tabora

Sample frame 249 6 35 10 300

Number selected 34 2 0 8 44
Rukwa

Sample frame 170 7 22 4 203

Number selected 28 1 0 8 37
Kigoma

Sample frame 211 13 23 9 256

Number selected 32 2 0 7 41
Shinyanga

Sample frame 141 24 18 6 189

Number selected 26 6 0 3 35
Kagera

Sample frame 216 19 42 14 291

Number selected 27 4 0 13 44
Mwanza

Sample frame 246 55 28 20 349

Number selected 28 10 0 10 48
Mara

Sample frame 187 32 36 14 269

Number selected 26 5 1 9 41
Manyara

Sample frame 136 13 24 1 174

Number selected 25 2 1 6 34
Njombe

Sample frame 181 7 35 6 229

Number selected 24 1 1 13 39
Katavi

Sample frame 54 6 6 0 66

Number selected 29 2 0 4 35
Simiyu

Sample frame 153 8 15 2 178

Number selected 30 1 0 3 34
Geita

Sample frame 104 20 12 1 137

Number selected 29 4 1 1 35
Kaskazini Unguja

Sample frame 27 6 0 0 33

Number selected 17 3 0 0 20
Kusini Unguja

Sample frame 35 4 1 2 42

Number selected 17 2 1 0 20
Mjini Magharibi

Sample frame 34 64 0 1 99

Number selected 9 21 0 0 30
Kaskazini Pemba

Sample frame 42 6 0 0 48

Number selected 16 4 0 0 20
Kusini Pemba

Sample frame 35 7 0 0 42

Number selected 17 2 0 1 20
Total
Number of facilities

Sample frame 4,976 986 852 288 7,102

Number selected 783 188 25 204 1,200
Percentage of total eligible

facilities selected for
Tanzania SPA sample 16 19 3 71 17
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Table A-2.1.2 Distribution of facilities in sample frame and final sample selection, by facility type and region

Number of facilities of each type in the sample frame, number of each type selected for the survey sample, and
percentages of eligible facilities of each type that were included in the sample, by region, Tanzania SPA 2014-15

Region/Number of facilities Hospital Health centre Dispensary Clinic Total
Dodoma

Sample frame 8 35 311 1 355

Number selected 8 17 22 1 48
Arusha

Sample frame 13 45 250 0 308

Number selected 13 18 14 0 45
Kilimanjaro

Sample frame 17 43 337 1 398

Number selected 17 17 17 1 52
Tanga

Sample frame 11 39 313 4 367

Number selected 11 17 18 2 48
Morogoro

Sample frame 14 43 304 2 363

Number selected 13 17 18 1 49
Pwani

Sample frame 7 24 236 3 270

Number selected 7 13 20 1 41
Dar es Salaam

Sample frame 42 48 423 59 572

Number selected 42 12 19 22 95
Lindi

Sample frame 9 17 184 0 210

Number selected 9 11 17 0 37
Mtwara

Sample frame 5 20 184 0 209

Number selected 5 14 18 0 37
Ruvuma

Sample frame 10 28 243 0 281

Number selected 10 14 18 0 42
Iringa

Sample frame 7 25 198 3 233

Number selected 7 14 16 2 39
Mbeya

Sample frame 20 37 358 13 428

Number selected 20 11 17 5 53
Singida

Sample frame 9 19 174 1 203

Number selected 9 12 15 1 37

(Continued...)
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Table A-2.1.2—Continued

Facility type

Region/Number of facilities Hospital Health centre Dispensary Clinic Total
Tabora

Sample frame 7 22 269 2 300

Number selected 7 13 22 2 44
Rukwa

Sample frame 3 21 179 0 203

Number selected 3 15 19 0 37
Kigoma

Sample frame 6 27 223 0 256

Number selected 6 16 19 0 41
Shinyanga

Sample frame 4 22 163 0 189

Number selected 4 11 20 0 35
Kagera

Sample frame 14 30 244 3 291

Number selected 14 13 15 2 44
Mwanza

Sample frame 15 43 284 7 349

Number selected 15 15 14 4 48
Mara

Sample frame 9 40 216 4 269

Number selected 9 16 14 2 41
Manyara

Sample frame 7 22 143 2 174

Number selected 7 13 12 2 34
Njombe

Sample frame 11 21 197 0 229

Number selected 11 12 16 0 39
Katavi

Sample frame 1 12 53 0 66

Number selected 1 12 22 0 35
Simiyu

Sample frame 3 13 162 0 178

Number selected 3 11 20 0 34
Geita

Sample frame 3 19 115 0 137

Number selected 3 16 16 0 35
Kaskazini Unguja

Sample frame 0 9 23 1 33

Number selected 0 9 11 0 20
Kusini Unguja

Sample frame 0 5 36 1 42

Number selected 1 5 14 0 20
Mjini Magharibi

Sample frame 7 19 53 20 99

Number selected 