Leadership and Governance
In Primary Healthcare

An Exemplar for Practice in Resource
Limited Settings

EDITED BY
Mackfallen G. Anasel,
@ CRC Press Ntuli A. Kapologwe,

Taylor & Francis Group a nd A|b| no Ka IOIO



Leadership and
Governance in
Primary Healthcare

Good leadership and governance at all levels of the healthcare system are
necessary for better performance of the system and health outcomes. A lack
of good leadership and governance practices can lead to the misuse of health
system inputs such as human resources, health commodities and financial
resources, hence lowering the quality of services delivered. Thus, this practical
handbook was developed through collaborative efforts to respond to the need
to improve good governance practices at the primary healthcare level in
resource-limited healthcare systems.

Key Features:

* Improves the management of primary health facilities.

» Helps the health facility managers and teams at the primary healthcare
level to effectively and efficiently lead and manage facilities.

* Enumerates practical scenarios on health issues that commonly occur
in health facilities and provides alternative ways of addressing the
issues raised in these scenarios.



Taylor & Francis
Taylor & Francis Group

http://taylorandfrancis.com


http://taylorandfrancis.com

Leadership and
Governance 1n

Primary Healthcare
An Exemplar for Practice in
Resource Limited Settings

Edited by
Mackfallen G. Anasel

Senior Lecturer and Researcher
Department of Health Systems Management,
School of Public Administration and Management, Mzumbe University, Tanzania

Ntuli A. Kapologwe
Director of Health, Social Welfare and Nutrition Services at the
President’s Office Regional Administration and
Local Government, Tanzania

Albino Kalolo

Senior Lecturer and Researcher
Department of Public Health, Faculty of Medicine
St. Francis University College of Health and Allied Sciences,
Ifakara, Tanzania

CRC Press
Taylor & Francis Group

Boca Raton London New York
CRC Press is an imprint of the
Taylor & Francis Group, an informa business




First edition published 2023
by CRC Press
6000 Broken Sound Parkway NW, Suite 300, Boca Raton, FL. 33487-2742

and by CRC Press
4 Park Square, Milton Park, Abingdon, Oxon, OX14 4RN

CRC Press is an imprint of Taylor & Francis Group, LLC

© 2023 selection and editorial matter, Mackfallen Anasel, Albino Kalolo and Ntuli
Kapologwe; individual chapters, the contributors

This book contains information obtained from authentic and highly regarded
sources. While all reasonable efforts have been made to publish reliable data

and information, neither the author[s] nor the publisher can accept any legal
responsibility or liability for any errors or omissions that may be made. The
publishers wish to make clear that any views or opinions expressed in this book
by individual editors, authors or contributors are personal to them and do not
necessarily reflect the views/opinions of the publishers. The information or
guidance contained in this book is intended for use by medical, scientific or
health-care professionals and is provided strictly as a supplement to the medical
or other professional’s own judgement, their knowledge of the patient’s medical
history, relevant manufacturer’s instructions and the appropriate best practice
guidelines. Because of the rapid advances in medical science, any information

or advice on dosages, procedures or diagnoses should be independently verified.
The reader is strongly urged to consult the relevant national drug formulary and
the drug companies’ and device or material manufacturers’ printed instructions,
and their websites, before administering or utilizing any of the drugs, devices or
materials mentioned in this book. This book does not indicate whether a particular
treatment is appropriate or suitable for a particular individual. Ultimately it is the
sole responsibility of the medical professional to make his or her own professional
judgements, so as to advise and treat patients appropriately. The authors and
publishers have also attempted to trace the copyright holders of all material
reproduced in this publication and apologize to copyright holders if permission to
publish in this form has not been obtained. If any copyright material has not been
acknowledged please write and let us know so we may rectify in any future reprint.

The Open Access version of this book, available at www.taylorfrancis.com, has
been made available under a Creative Commons Attribution-Non Commercial-No
Derivatives 4.0 license.

Trademark notice: Product or corporate names may be trademarks or registered
trademarks and are used only for identification and explanation without intent to
infringe.

ISBN: 978-1-032-38799-4 (hbk)
ISBN: 978-1-032-38796-3 (pbk)
ISBN: 978-1-003-34682-1 (ebk)

DOI: 10.1201/9781003346821

Typeset in Times
by Apex CoVantage, LLC


http://www.taylorfrancis.com
https://doi.org/10.1201/9781003346821

Contents

Foreword

Preface
Acknowledgments
About the Editors
About the Contributors

1 Leadership and Governance
Ntuli A. Kapologwe, Idda Lyatonga Swai, Anosisye
Mwandulusya Kesale and James Kengia

2 Management and Governance of Health Facilities
Anosisye Mwandulusya Kesale and Idda Lyatonga Swai

3 Health Service Delivery
Albino Kalolo and Mwandu Kini Jiyenze

4 Health Workforce
Godfrey Kacholi and Mackfallen G. Anasel

5 Health Information Systems
Mackfallen G. Anasel and Godfrey Kacholi

6 Health Commodities and Technologies
Mackfallen G. Anasel and Albino Kalolo

7 Health Financing and Financial Management
Mwandu Kini Jiyenze, Albino Kalolo, Boniphace Richard &
Mackfallen G. Anasel

Vii
Xi
Xiii
XV
XVii

13

27

43

55

65

79



vi Contents

8 Community Health Systems Management
and Governance 91
Ntuli A. Kapologwe, Albino Kalolo, James Kengia, Idda
Lyatonga Swai, Anosisye Mwandulusya Kesale, Godfrey
Kacholi, Mwandu Kini Jiyenze & Mackfallen G. Anasel

Index 107



Foreword

Tanzania is a pioneer in primary healthcare. Since 1961, Tanzania has been
implementing health policies to achieve primary healthcare for all. These
policies were decades in advance of the 1978 World Health Organiza-
tion’s landmark Alma Ata Declaration of Health for All, based on primary
healthcare. By 1978, Tanzania had already built and staffed a health services
infrastructure placing a staffed primary care health facility within 5 km of
90% of its largely rural population—a remarkable achievement unmatched
anywhere else in Africa at the time. The basic, well-tested architecture of the
Tanzanian health system remains fundamentally the same today, with its hier-
archy of at least one regional hospital at the regional level, at least one district
hospital at the district level, one health center at the division level and one dis-
pensary at the ward level, matching the administrative governance structures
of the county.

In the mid-1980s, I had the privilege of working with the Tanzania Min-
istry of Health and witnessing the early years of this endeavor. At that time,
the Primary Health Care Unit in the Ministry of Health was led by Dr Faustin
Magari, working out of a closet-sized office in the Ministry’s headquarters
along Samora Avenue Street in Dar es Salaam. In those days, Tanzanian pri-
mary healthcare efforts were focused on exploring the use of community health
workers supporting the communities in the catchment areas of their nearest
dispensary. These lightly trained community health workers were intended to
bring the most commonly needed primary healthcare curative services beyond
the district level to the village or community level, providing accessible care
while taking some of the load off of dispensaries for the most common, easily
treated conditions.

In the meantime, a global debate developed among international health
development partners fearing that the original ideals of Alma Ata for “com-
prehensive primary healthcare”, with its strong emphasis on community par-
ticipation and intersectoral collaboration and characterized by a continuum
of promotive, preventive, rehabilitative and curative services to sustainably
address underlying causes of ill health, would be too slow, costly and impracti-
cal. Donor attention was diverted away from comprehensive primary health-
care and instead, development partners invested heavily in primary healthcare
focused on “selective primary healthcare” with the intention of more rapid

vii
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interim gains based on professional technical inputs for selected curative and
preventive health services such as immunization, growth monitoring and oral
rehydration. As a result, efforts directed at less qualified community health
worker services came to an end in Tanzania and a disease-driven, rather than
health-driven, prioritization in the health sector emerged and prevailed for
many years.

Fast forward 35 years to today, and a wealth of experience in managing
the complex and evolving primary healthcare scene in Tanzania has accrued.
In this interval, the whole context of the health sector has evolved. Decen-
tralization has been more carefully executed. Health system definitions and
frameworks, such as the six building blocks, have been widely adopted. New
metrics for the burden of disease have been developed and applied. A new
appreciation of the relative cost-effectiveness of interventions and strategies
has improved resource allocation and the efficiency of health services. Major
global investments have been addressing selected high-burden diseases such
as HIV/AIDS, tuberculosis and malaria for highly cost-effective immuniza-
tion. Most importantly, child mortality has been reduced by over 70%, and
overall life expectancy in Tanzania has improved dramatically. Today, there is
a movement back toward more comprehensive primary healthcare approaches
under the umbrella of health systems for universal health coverage.

Nevertheless, problems and questions remain. How best can primary
healthcare be integrated into the health system still dominated by the disease
approach, especially given the rising ratio of chronic, non-communicable dis-
ease to declining communicable disease rates? How best can primary health-
care be managed within rapidly changing complex adaptive systems such as
the health system which, in turn, is embedded in the wider, ever-changing
socio-political-economic systems of which it is a part? How best can system-
wide thinking be applied to the prevailing framework of the health system?
There has been well-documented attention, investments and progress across
most of the health system framework’s building blocks, especially health ser-
vices, health financing, health informatics, medicines and technologies and,
to some extent, in health human resources, but virtually no progress in the
governance of health systems.

This handbook, edited by Anasel, Kapologwe and Kalolo, puts a much-
needed focus on practical leadership and governance issues for primary health-
care in Tanzania. It is based on contemporary, real-world scenarios and lessons
from the front lines. The scenarios chosen as worked examples are fascinat-
ing and vexing governance problems faced by communities, health workers,
managers and other stakeholders. Important in the authors’ approach is that
they have gone far beyond the Governance building block of health systems
to unpack governance issues as they play out in each of the other five health
building block sub-systems of health service delivery, workforce, information
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systems, commodities and technologies and financing and financial manage-
ment. In addition to the rich description and systems analysis of the scenar-
ios, the authors complete the story for each scenario with guidance on how to
shape an action plan to resolve the issues.

This handbook is a welcome approach given that so much of the literature
on governance in health systems has been abstract, academic and theoretical.
Reflecting on the primary healthcare efforts of the *80s in Tanzania, I recall
that in every dispensary there were well-worn, practical handbooks on the
shelf such as Mahali Pasipo na Daktari (Where there is no Doctor) and other
practical guides and handbooks for community health and community health
workers at the primary care level. It is high time that such a handbook for the
governance of primary healthcare is now available as an essential resource to
front-line managers and management teams.

Don de Savigny
Professor of Health Systems and Policies
Swiss Tropical and Public Health Institute
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Preface

Leadership and governance at all levels of the healthcare system are corner-
stones for improved system performance and health outcomes. When leader-
ship and governance structures operate optimally, often there are gains such
as effective, accountable, responsive, high-quality and inclusive health service
delivery to the population. Lack of good leadership and governance practices
instead can lead to misuse of health system inputs such as human resources,
infrastructures, health commodities and financial resources, hence lowering
the quality of services delivered. Thus, this handbook was developed through
collaborative efforts envisioned to respond to the needs of improving leader-
ship and governance practices at the primary healthcare level in the Tanzanian
healthcare system.

This handbook is a first edition geared to improve the management of
primary health facilities in Tanzania. This handbook’s objective is to improve
the ability of primary healthcare facility managers and management teams,
as well as to assist them in leading and managing the facilities in an effective
and efficient manner. The handbook provides a practical guide and scenarios
regarding health issues that commonly occur in health facilities, along with
alternative ways of addressing them.

This practical handbook provides various methods that can be used to
improve the performance of health facilities. Therefore, it has been developed
to reflect the six World Health Organization (WHO) health system building
blocks, namely, management of health facilities, service delivery, health work-
force, health information systems, health commodities and technologies, and
health financing and financial management.

This handbook highlights the ongoing government initiatives to enhance
Tanzanians’ health status and develop the country’s health systems by foster-
ing good governance and leadership in primary healthcare and beyond. There-
fore, the Ministry of Health (MoH) and the President’s Office—Regional
Administration and Local Government (PO-RALG) urge all health facility
in-charges and management teams to use this practical guide consistently. The
handbook is envisaged to serve as a quick, day-to-day reference for leading
and managing all facility operations such as planning, budgeting, implementa-
tion, monitoring and evaluation processes.
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The readers will find this handbook useful in leadership and governance
that respond to the needs of improving good governance practices at the pri-
mary healthcare level, especially in resource-limited countries. We hope this
handbook will stimulate practitioners, students and researchers to study these
examples and come up with new ones for others to learn.

We would like to express our gratitude to all of the authors who contrib-
uted chapters to this handbook, as well as to the publishers for all of their sup-
port throughout the entire publishing process. We want to express our sincere
gratitude to Himani Dwivedi and Shivangi Pramanik in particular for their
tireless efforts, persistent reminders and patience with us during the editing
process.
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NeliccBEN BN I N

1.1 BACKGROUND INFORMATION

The concepts of leadership and governance are relatively new to health systems
(Smith et al., 2012). The definition of leadership focuses on leaders’ traits and
attributes, exercising of power and influence, roles and relationships between
leaders and subordinates. The definition of governance, on the other hand,
focuses on a set of values, policies and institutions through which social, eco-
nomic and political processes are managed on the basis of interaction among
the government, civil society and private sectors. Leadership is the ability of
a person to influence the behavior of others to willingly take responsibility to
accomplish or achieve a common goal. It is about the ability to convince or
seek compliance from followers and, by doing so, to comply with the directives
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or wishes of the leader to achieve a common purpose. Leadership is defined
as a social influence process in which the leader seeks the voluntary partici-
pation of subordinates in an effort to reach organizational goals (Afegbua &
Adejuwon, 2012). Followers are an important part of the leadership process,
and all leaders are sometimes followers as well (Daft, 2014). Leadership is the
most influential factor in shaping organizational culture and ensuring direc-
tion, alignment and commitment within teams and organizations. In the health
system, leadership is the ability of health managers to influence their subor-
dinates to willingly accept their responsibilities and perform them to achieve
health system outcomes (Daft, 2014). Therefore, it is expected that health
managers will not only use managerial powers and authorities to run health
institutions but will also apply leadership skills and techniques to complement
managerial power in the course of managing their health institutions.

Governance is about how society, organizations and individual groups
make and implement collective choices. It comprises shifting decision-making
responsibilities from individuals to a governing authority, with implementation
by one or more institutions and with accountability systems to monitor and
assure the progress of the decisions taken. Governance in the health system is
the way in which powers and control are exercised and shared among health
stakeholders over health facilities for the best interest of the whole community.
For instance, governance in the health sector involves a variety of stakehold-
ers who share a common set of interests, privileges and means of community
control. In order to operate a health system or a health facility, professionals in
leadership and managerial positions must coordinate and support the efforts of
all stakeholders to provide input for improving the health system.

Strong leadership contributes to good governance by facilitating inter-
agency collaboration, common understanding and defined roles and duties.
Approaches to leadership and governance, particularly in healthcare systems,
vary substantially (Smith et al., 2012). Leadership contributes to good gover-
nance by ensuring that the requirements of clients, patients and healthcare pro-
viders remain at the forefront of the agenda. Indeed, leaders at all levels give
health stakeholders opportunities to offer support in enhancing the effective-
ness of the healthcare system. In turn, governance structure provides strategic
direction for leaders, helps to build commitment and shared goals and holds
individuals accountable.

Governance frameworks play an important role in providing strategic
direction for leadership and establishing accountability arrangements, which
is partly leadership and partly governance. When things are taken under
scrutiny, the process is governance and the way it is pitched is leadership.
While leadership sets a direction and makes sure that it happens, governance
maintains accountability. Accountability is central to ensuring that decision
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making is transparent and consequently allows leadership to flourish. Gover-
nance, as a structural and important element of monitoring and evaluation, is
put in place to underpin the leadership focus on improving health outcomes.
Governance directs leadership and provides boundaries for leadership.

The leadership and governance block of the health system is central
to improving the performance of the healthcare system and achieving Uni-
versal Health Coverage. The World Health Organization (WHO) category
of leadership and governance is among the health system building blocks,
along with service delivery, health workforce, health information systems,
health commodities and technologies and health financing. The leader-
ship and governance building block is viewed as the cornerstone for proper
operation of other WHO building blocks. This is due to the fact that the
leadership and governance block is a cross-cutting component that provides
the basis for the overall policy and regulation of all other health system
blocks (Manyazewal, 2017; World Health Organization, 2010). Leadership
and governance play a coordinating role at any level of the health system
to make sure all other health systems run efficiently and effectively and
improve the performance of the health system. Therefore, leadership and
governance in the health sector can also be operationalized as new organi-
zational practices and policies, best use of all types of resources, appropriate
use of staff working hours, satisfaction of clients and providers and capacity
of health facilities to collect, utilize and manage resources (Manyazewal,
2017; Savedoff & Smith, 2011). Through leadership and governance, both
health managers and health stakeholders such as communities, civil societ-
ies and the private sector define their boundaries, roles and influence in
health service provisions.

Different aspects of the health system building blocks require unique
leadership and governance mechanisms to be effective (Fryatt et al., 2017).
For instance, procurement of health commodities and medical supplies
requires governing entities to make decisions on the services to be provided,
the roles of the purchaser(s) and providers and the level of resources required
to meet service entitlements and improve access (Pezzola & Sweet, 2016).
To ensure that health workers perform to the desired standard, leadership
and governance are essential. This can be accomplished by health managers
when they make critical leadership decisions to enhance the performance of
health workers, such as through hiring, training and development, perfor-
mance management, motivation and disciplinary action. These differences
have an influence on the measurement of governance. Governance in the
health sector is measured based on its determinants and outcomes (Savedoff,
2011), whether a governing entity is in place and functioning (structure),
whether the decisions made are being implemented (process) and whether
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there is desired improvement in the performance of health outcomes (Greer
et al., 2016; Savedoff & Smith, 2011). Governance and leadership are thus
critical due to the fact that most conceptualizations and descriptions of
health systems developed over the past decade refer to aspects of governance
in terms of stewardship, regulation, oversight or governance itself and its
effectiveness in the health sector (Fryatt et al., 2017).

In Tanzania, reports from various supportive supervisions and assess-
ments conducted by the MoH and PO-RALG in primary healthcare facilities
found that weak leadership and governance practices are among the major
hindrances to the delivery of quality health services in Tanzania. For instance,
the assessment conducted by PO-RALG in 2020 to evaluate the performance
of constructed and renovated health centers that provide comprehensive emer-
gency obstetric and newborn care (CEmONC) services indicated that over
95% of health centers were manned by medical doctors, according to cen-
tral government directives. However, most of these medical doctors were
newly recruited to public services and had never been oriented on leader-
ship and managerial roles or responsibilities. It was also found that there was
no guideline that provided practical guidance to these doctors in managing
health facilities and related health services. The development of a practical
handbook guide for quick reference was deemed important to provide practi-
cal guidance to the health facilities in-charge and management teams. This
guide aims to promote the practice of good leadership and governance at the
primary healthcare level.

This handbook covers and provides practical guidance on the following
dimensions of good governance:

(i) Participation: All key actors should have a voice in decision mak-
ing (assessment, planning, management, evaluation) for health,
either directly or indirectly. The government in many countries
today pledges their citizens to come forward and participate in deci-
sion making to debate on complex and difficult issues (Davies et al.,
2006; Dent, 2007). Participation is seen as empowerment by hand-
ing over a degree of control to improve responsiveness. Participation
in healthcare decision making is categorized into three dimensions:
(1) information exchange, (2) deliberation and (3) control over the
final decision. Patients are the key stakeholders in healthcare whose
preferences for each of the dimensions vary and thus reflect the
complex nature of their engagement when it comes to participation
in healthcare visits (Davies et al., 2006)

(i) Transparency: Transparency is one of the crucial elements of
good governance in facilitating decision making and better health
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outcomes. Existence, sharing and use of result-oriented informa-
tion and audit-reporting mechanisms are key factors to understand
and monitor health matters and resources. Transparency allows both
leaders and subordinates to monitor the implementation of activi-
ties and evaluation of their performance. Increased transparency
in healthcare management, policy and practice can facilitate the
important prioritizations that are likely needed over the next decade
(Afegbua & Adejuwon, 2012; Jaffe et al., 2000).

(iii)) Accountability: Leadership and governance approaches high-
light issues of state responsiveness and accountability, as well as
the impact of these factors on the development of health systems
(Afegbua & Adejuwon, 2012). Health managers and staff in health
facilities are accountable to the public and to institutional stake-
holders. There are theoretical relations between transparency and
accountability, such that when transparency exists, accountability
is likely to be in place. Transparency facilitates horizontal account-
ability, strengthens vertical accountability and reduces the need for
accountability. Under certain conditions and situations, transparency
contributes and facilitates accountability when there is a significant
increase in the available information and utilization of the same
information, especially when there is a direct or indirect impact on
the government or public agency (Meijer, 2014). Strong community
health system accountability in primary healthcare is vital to cre-
ating accountable community health systems (Kesale et al., 2022;
Kessy, 2014).

(iv) Responsiveness: Responsiveness in health services refers to
meeting the expectations of clients and caregivers. Health manag-
ers and health facilities are expected to serve all stakeholders to
ensure that the policies, programs and services are responsive to
the health and non-health needs of its users. Clients’ views and
opinions are being recognized as an appropriate measurement of
health system responsiveness (Robone et al., 2011). The concept
of responsiveness is multi-dimensional and is measured across
various domains, including prompt attention, dignity, communi-
cation, autonomy, choice of provider, quality of facilities, confi-
dentiality and access to family support (Kapologwe et al., 2020;
Mohammed et al., 2013)

(v) Health equity: All men and women should have opportunities to
improve or maintain their health and well-being, or “the absence
of systematic disparities in health (or in the major social determi-
nants of health) between groups with different levels of underlying
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(vi)

(vii)

social advantage/disadvantage—such as wealth, power, or prestige”
(Braveman & Gruskin, 2003). Pursuing health equity means striv-
ing for the highest possible standard of health for all people and
giving special attention to the needs of those at the greatest risk of
poor health based on social conditions (Braveman, 2014). Health
equity must take into account how resources are allocated and social
arrangement is linked with other features of the state of affairs (Sen
et al., 2004).

Effectiveness and efficiency: Processes and organizations
should produce results that meet population needs, influence
health outcomes and make the best use of resources. Common
measures of organizational performance are effectiveness and
efficiency (BartuSevi¢iené & Sakalyté, 2013). Health organiza-
tions assess their performance in terms of effectiveness, focusing
on the extent to which they have achieved their mission, goals,
vision and efficiency in terms of the resources used to achieve the
goals.

Rule of law: Refers to the presence and impartial enforcement of
policies, laws, regulations and guidelines pertaining to health. The
Rule of Law, accountability and transparency are technical and legal
issues that interact to produce institutions that are legitimate and
effective by ensuring the enforcement of policies, laws and regu-
lations (Johnston, 2006). Legitimate institutions are entrusted by
the people and provide law and order, protect fundamental human
rights and ensure rule of law and due process of law (Afegbua &
Adejuwon, 2012).

(viii) Ethics: Ethics is concerned with the rules and standards for deter-

mining what is “correct” conduct and behavior. The idea that ethics
is important in any organization is central to healthcare systems
(Kolthoff, 2007). Ethics is about following or adhering to accepted
principles of healthcare ethics in health service provision and
research, or promoting ethical management and standards among
health professionals. Ethics determine how the organizational
objective/goals are established and implemented, as well as the
ethical reasoning that involves explaining how the decisions were
reached. Healthcare organizations are likely to face new, business-
oriented ethical issues due to changes in the delivery and financ-
ing of healthcare. Addressing these issues, among others, requires
clear guidance of healthcare professionals to ensure that healthcare
ethical standards are ensured in the whole process of delivery of
primary healthcare.



1 e Leadership and Governance 7

1.2 ORGANIZATION OF THE
HEALTHCARE SYSTEMS IN TANZANIA

The national healthcare system operates under a decentralized system of
governance. It is organized in a referral pyramid, made up of three main lev-
els: (1) primary level, (2) secondary level and (3) tertiary level. This guide is
intended for the primary level.

At the primary level, council and all other hospitals are referral centers
for all primary health facilities, including both public and private dispensa-
ries and health centers. The facilities at this level are fully fledged to provide
services to both inpatient and outpatient clients. In the current arrangement,
the local government authorities through their technical team—for example, a
council health management team (CHMT) headed by a district medical officer
(DMO)—have a full mandate for planning, implementation, monitoring and
evaluation of health services within the council.

1.3 WHAT IS THE PURPOSE
OF THIS PRACTICAL HANDBOOK?

The purpose of this practical handbook is to provide guidance on leadership
and governance issues in primary healthcare facilities and to improve the qual-
ity of health service provisions. Furthermore, the guide is envisaged to serve as
a quick, day-to-day reference for leading and managing all facility operations.
The facility operations in this guide revolve around six WHO health system
building blocks, where leadership and governance are unpacked as they play
out in each of the other building blocks.

1.4 FOR WHOM WAS THIS PRACTICAL
HANDBOOK DESIGNED?

The handbook is for everyone involved in the management of health facilities
at the primary health facility level. More specifically, the guide is designed
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for health facility in-charges, health facility management teams (HFMTs),
facility quality improvement teams (FQITs), heads of sections/units, facility
medicine and therapeutic committees (FMTCs) and working improvement
teams (WITs).

1.5 HOW WAS THIS PRACTICAL
HANDBOOK DEVELOPED?

In October 2020, the MoH and PO-RALG convened in a panel of individu-
als from different institutions with expertise in healthcare service delivery,
health systems, local government, leadership and governance and shared
reports highlighting weak leadership and governance that affected the deliv-
ery of quality services in primary healthcare in Tanzania. The reports further
indicated that most of the health centers were manned by medical doctors who
were newly recruited and had never been oriented to leadership and manage-
rial roles. The panel came to a consensus to develop a practical handbook and
implementation plans informed by the best available evidence to serve as a
guide. The process of developing this handbook involved the following steps:

(1) Inception meeting: An inception meeting between experts and
management of the PO-RALG and MoH was held to share and
digest various assessments and supportive supervision reports con-
ducted in the primary healthcare facilities. Weak leadership and
governance in the primary healthcare facilities was among the
major concerns that needed immediate attention. This called for the
development of a practical guide handbook to serve as a quick refer-
ence for managers of health facilities. Experts were given terms of
reference to guide the development of the practical handbook.

(i) Desk review: Experts in collaboration with the technical team from
the PO-RALG conducted a desk review. The review was aimed at
identifying leadership and governance elements that were not fea-
tured in the assessments, along with supportive supervision reports.
Through desk review, the components of governance that were either
left out or omitted in the assessments and supportive supervision
reports were captured and embedded in WHO’s six health building
blocks to inform the development of the practical handbook to suit
the Tanzanian context.
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(iii) Development of a draft practical handbook: The development of
the draft practical handbook was guided by the information gathered
from the inception meeting and the desk review.

(iv) Stakeholder’s forum: The draft of a practical handbook that was
developed based on the assessment and desk review was presented
to stakeholders. The stakeholders included representatives from
dispensaries and health centers, medical officers in charge (MOls),
district medical officers (DMOs), regional medical officers (RMOs),
district health secretaries (DHSs), regional health secretaries (RHSs)
and officials from both the MoH and the PO-RALG. The stakehold-
ers provided technical and practical experiences in managing health
facilities. Their inputs contributed significantly to improving the
contents and the structure of the draft. Specifically, the stakeholders
developed two scenarios that have been included in this practical
guide.

(v) Ministerial review workshop: The draft practical guide was pre-
sented to the management and staff of the PO-RALG and MoH,
as well as co-opted members from the regional health management
team (RHMT), council health management team (CHMT) and facil-
ity health management team (FHMT), and their input facilitated
improvement and finalization of the guide. The ministry officials
provided policy implementation practices and experiences regard-
ing the management of health facilities that were very pertinent in
shaping the finalization of the practical guide.
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2.1 INTRODUCTION

Health system management and governance are cornerstones of health system
performance. Indeed, facility management and governance guarantee a smooth
running of health facility operations at the primary healthcare level. Embrac-
ing good management and governance practices in primary health facilities
contributes to the achievement of health facility goals (Desta et al., 2020; Yuan
et al., 2017) and the improvement of health outcomes of the population in the
catchment area and beyond. Poor performing facilities, on the other hand, are
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constrained by their own weaknesses, such as poor management and leader-
ship capacities of the council health management team (CHMT) and lack of
motivation among facility staff and allied health workers (Mpambije, 2017).
Managing and governing healthcare facilities while encouraging openness,
responsibility, participation and responsiveness is a step toward delivering
high-quality medical services. Managing and governing health facilities con-
tains two principles that are crucial for the performance of health facilities and
the delivery of health services that are responsive, effective and efficient. The
first component is the management of health facilities. This entails the general
execution of managerial functions at the health facility. Facility management
has been a necessary component of high-quality primary healthcare to opti-
mize the effectiveness and efficiency of many health service fields (Desta et al.,
2020). The functions include the preparation of facility plans and budgets,
supervision of health workers, management of health facility infrastructures,
insurance of quality improvement, management of facility finances, procure-
ment and insurance of the availability of health commodities and availability
of a functional health information system to ensure health service delivery.
The managerial functions should be carried out jointly by the health facility
management team under the supervision of the health facility in-charge.
Governance of health facilities is a second component that entails the
extent to which a wider range of stakeholders within and surrounding the
health facilities jointly participate in decision making on health service provi-
sion at the given health facility. This component should be implemented within
the facility by exercising governance principles such as participation, transpar-
ency, rule of law, accountability and responsiveness. Therefore, facility manag-
ers and whoever holds a position in the health facility are expected to engage
fellow health workers, be transparent enough, embrace the rule of law, be fair
and respond timely to health workers’ concerns. Outside of the organization,
the health facility management led by the health facility in-charge is expected
to engage all health stakeholders such as communities, civil societies, non-
governmental organizations, faith-based institutions and the private sector in
planning, implementation and evaluation of facility service delivery to increase
the functionality of community governance systems (Kesale et al., 2022).
Managing and governing a health facility is an important endeavor that is
key to realizing gains in other health system building blocks. Health facility
managers have the great role of managing the day-to-day routines of the health
facility, including planning for the future of their health facilities. These man-
agers have to play the coordination and integration roles of the health work-
force and other resources. The decisions of the health facility in-charge should
be collective to create ownership among healthcare workers and a common
understanding with other primary healthcare actors. Management and gover-
nance are among managerial attributes that enhance linkage and collaborations
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between the facilities, communities, stakeholders and government structures
such as ward development committees (WDCs) and village governments.

In the Tanzanian context, the management of primary health facilities is
structured and organized at different levels, starting from the district coun-
cil to the community. Each level has separate mandates to perform to ensure
accountability and checks and balances between the levels. The levels are fun-
damental for achieving universal health coverage if all work as intended. To
effectively carry out their mandates, there are separate management levels and
community governance structures. Managerial structures are technical teams
composed of technical persons from different areas of specialization within
the health system at a particular level. On the other hand, community struc-
tures are the structures composed of members of the community who are pri-
marily mandated with oversight roles of the given level of the health system,
from the council to the health delivery point. These managerial and commu-
nity governance structures are explained in detail herewith.

(i) Management and governance structures of health services: The
healthcare system under local government authority is managed and
governed by various structures (organs), which are placed at different
levels. At the council level, there is a council health management
team (CHMT), while at the lower level of primary healthcare facili-
ties (health centers and dispensaries), there is a health facility man-
agement team (HFMT). Each structure has mandates, roles and
functions, as elaborated in the subsequent sections.

(ii) CHMT: Under the local government authorities, the CHMT is com-
posed of coordinators of specific services within the council health
system. The CHMT is led by the council (district) medical officer
of a given council. The CHMT is responsible for the coordination
of planning, implementation and management of health and welfare
services in the council. The CHMT is also responsible for providing
technical assistance to the primary healthcare facilities while ensur-
ing direction, alignment and commitment within teams and organi-
zations and making sure that achievements are consistent with the
vision, values and strategy of the organization (Desta et al., 2020;
Kapologwe et al., 2019). Specifically, the CHMT is responsible for
the following:

* Building capacities of the health facilities through coaching and
mentorship.

e Performing analysis for continuous management improvement.

e Gathering community opinions regarding priorities and chal-
lenges in accessing healthcare services to inform the planning
process.
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Preparing council comprehensive health plans (CCHPs) accord-
ing to the existing national policies and guidelines.

Supporting health facility teams in developing health facility
plans.

Ensuring that health services are provided as per comprehensive
health plans.

Carrying out supportive supervision of health staff at all levels
of the council.

Collecting, analyzing and utilizing data and providing feedback
mechanisms at all levels.

Monitoring and evaluating the implementation of health activi-
ties by the council.

Collaborating with stakeholders working in the council to ensure
that all activities are incorporated into CCHPs.

Maintaining and liaising with regional health management
teams (RHMTs) during the preparation of CCHPs.

Supporting and ensuring functionality of the council health ser-
vice board (CHSB) and facility health governing committees
(HFGCs).

Collaborating with and supervising private health facilities
within the council.

(iii)) HFMT: At the primary health facility level, the HFMT is composed
of the heads of units and sections of a given health facility. The num-
ber of members in that HFMT is determined by the type of the health
facility. The HEMT is led by the health facility in-charge. Overall,
the HFMT is responsible for planning, coordinating and managing
provision of health and social welfare services at the health facility
and community levels.

The specific functions of the HFMT are as follows:

Preparing and executing the facility annual plans and budget.
Managing income and expenditure of the facility through com-
pliance with the financial guidelines and standards through the
facility financial accounting and reporting system (FFARS).
Monitoring and reviewing facility financial and physical imple-
mentation progress of health expenditure against budgets.
Organizing and mobilizing the community to join the improved
community health fund (iCHF) and other health insurances.
Constructing, renovating and maintaining facility infrastruc-
tures and equipment in a timely manner.

Ensuring that facility organization structure is displayed and
known to the staff.

Assessing performance of health workers.



2 e Management and Governance of Health Facilities

17

Conducting monthly meetings with their subordinates.
Disseminating and ensuring implementation of policies, rules,
regulations, guidelines, standards and government directives.
Assessing the constraint of facility performance in health ser-
vice delivery and developing the appropriate solutions.
Managing the procurement of health commodities according to
established policies, regulations and standards.

Keeping facility records by following regulations and standards.
Conducting surveillance and rapid response to diseases outbreaks.
Monitoring the quality of services provided to clients, including
patient complaints and satisfaction in the facility.

Supporting and facilitating functions of health facility govern-
ing committees.

Engaging the community in planning, management, monitoring
and evaluation of health services.

Ensuring that facility quality improvement teams (FQITs), facil-
ity medicine and therapeutic committees (FMTCs) and working
improvement teams (WITs) are functional.

Collecting and using facility data for planning and service
improvement.

(iv) Community governance structures: At the primary healthcare
level in Tanzania, community participation is effectively represented
through the two established community health governing structures.
At the council level, there is a council health service board (CHSB),
while at the primary healthcare facilities, there are health facility
governing committees. These structures are established to strengthen
community participation in the management and governance of
health service delivery, as stipulated in health policy and guidelines.

(v) CHSB: The CHSB has the following roles and responsibilities:

Ensuring that the population receives appropriate, quality,
affordable and timely healthcare services.

Discussing and approving health plans, budgets and reports
from the CHMT and submitting such reports to the full council
for approval.

Supporting the CHMT in managing and administering health
resources.

Promoting community involvement through sensitization.
Ensuring distribution and efficient use of resources based on the
needs of all levels of service.

Receiving and analyzing implementation reports from CHMTs.
Designing various sources of revenue and mobilizing sufficient
resources to run council health services.
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e Coordinating and supervising health development interven-
tions, including the primary health services development plan
(PHSDP; popularly known as “MMAM” in the area of jurisdic-
tion (Council area).

e Advising the council on the availability of staff in accordance
with the staffing levels of the council.

e Conducting healthcare monitoring and evaluation activities.

(vi) Health facility governing committee: The empowered health facil-
ity governing committees are able to oversee healthcare provider
accountability and improve health service provision (Kesale et al.,
2022). Specifically, the health facility governing committee has the
following functions:

» Ensuring that residents have access to affordable health services.

* Ensuring availability of sufficient resources to improve health
facility services.

e Receiving, analyzing, reviewing and approving health facility
plans prepared by HFMT.

e Receiving and discussing quarterly and annual implementation
reports prepared by the HFMT.

* Designing/establishing various sources of revenue and mobiliz-
ing sufficient resources to run health facility services.

e Collaborating with other health committees and various stake-
holders in the provision and improvement of health services.

* Reporting to the CHSB the staffing gap in accordance with the
staffing levels of the relevant facility.

e Involving the community in planning and informing them on the
implementation progress of healthcare plans in the health facility.

Figure 2.1 shows the health sector governance structure at the local gov-
ernment authorities (LGAs) in mainland Tanzania. Solid lines indicate admin-
istrative interactions, dashed lines indicate technical and political advisory
interactions and stakeholders within the dotted box belong to the dispensary
and health center. The dispensary and health center are overlapping with the
ward and village levels because the health centers and dispensaries are admin-
istered at ward and village levels, respectively. The health facility in-charge and
the health management team report the facility’s performances and challenges
to the CHMT. In addition, the facility in-charge is required to attend meetings
at ward and village levels to report the facility operations, achievements and
challenges. The facility in-charge should collaborate with the village social
service committee, which includes multi-sectoral AIDS committees, and other
committees dealing with special groups such as the elderly, people with dis-
abilities and children.
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FIGURE 2.1 Health Governance Structure in Local Government Authority

The primary focus of this chapter is to build an understanding of the
leadership and management of health facilities by focusing on the key
components of leadership and governance, which include transparency,
accountability, participation and responsiveness, and linking with the
health services and health facility management of the health facility
whilst simultaneously improving health outcomes.

2.2 SCENARIO

Isabula Health Centre has been in operation since 2016, but service delivery
has been inadequate and unresponsive since then. To address this issue, the
district medical officer (DMO) replaced the health facility in-charge in 2018



20 Leadership and Governance in Primary Healthcare

with a newly recruited medical doctor who graduated in 2017 with the idea that
this young and dynamic doctor would improve the facility’s operations.

In the course of managing the facility, the in-charge has made all facility
decisions without consulting or engaging with the FHMT, employees or the
health facility governing committee (HFGC) because when he arrived at the
facility, he learned that some of the FHMT members were not trustworthy and
embezzled some of the facility funds. For instance, he has developed the facil-
ity’s annual plan alone for the last two years, and when he needed information
from the outpatient department (OPD), he bypassed the head of the OPD and
obtained it from other members. Only three FHMT meetings have occurred in
the two years since his appointment, all of which took place in 2018.

The in-charge has also not called for HFGC meetings because he believes
that HFGC members are illiterate and hence have nothing to offer in terms of
professional matters such as health. When the committee chairperson asked
the in-charge when the meeting would be held, the in-charge responded that
the facility was running low on cash, thus, there was no money to pay the
allowance of the HFGC members. As a result of this alarming condition, the
members of the FHMT and the facility in-charge are no longer speaking to one
another or even daring to welcome one another. The in-charge insists on using
his authority to reprimand them.

The HFGC chairperson has already informed the CHSB of the concern with
the absence of HFGC meetings. The condition of health services is at a critical
juncture. Community residents have almost completely quit using the facility’s
services in favor of the nearby private hospital. Even individuals who have joined
the iCHF are not accessing the facility’s services because they do not appreciate
its value to the community members from several villages in the ward.

The facility in-charge has never appeared at any of the meetings held by
the village government to report on the status of the health facility service
provision, using the justification that he had to travel to the district council
headquarters to follow up on crucial issues pertaining to the facilities. Even
worse, when members of the HFGC were asked by the village government to
provide an update on the facility operations, the response was that they were
unaware of anything because they had not been informed.

In an open letter to the CHMT, the village government, HFGC and WDC
expressed their disappointment with the facility’s deficiencies and the health
facility manager’s inappropriate behavior. The CHMT made the decision to
supervise the facility. When they arrived and evaluated the facility’s opera-
tion, the CHMT was shocked to find the serious issues at the facility and real-
ized that the WDC, HFGC and village government’s complaints were very
much genuine. The CHMT made the decision to suspend the in-charge of the
health facility and asked the Prevention and Combating of Corruption Bureau
(PCCB) to investigate the conduct of the in-charge and any abuse of power
and authority.
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2.2.1 Consider these Questions

1. What are the key leadership and governance challenges experienced
by this facility?

2. Does your health facility experience similar challenges?

. What could be the possible causes of these problems?

4. Can these challenges be resolved by a person or by the collective
efforts of the health system?

W

2.2.2 Reflection

This situation serves as a reminder of the value of knowledge and abilities in
leadership and governance for the management of healthcare facilities. Health
facility management is supposed to be a collaborative effort, not the sole respon-
sibility of one person. The in-charge prepared the facility plans, made all deci-
sions pertaining to the facility and neither organized nor attended any meetings
at the facility, village or ward level. These decisions were made without consult-
ing any authorities, structures or bodies at the facility, ward or council level.
The facility in-charge displayed poor knowledge and abilities of governance and
leadership and, as a result, was penalized. This scenario also informs managers
of the importance of abiding to management principles and incorporating this
practical handbook package in newly recruited staff induction courses/training.

2.2.3 Addressing the Problem and
Developing an Action Plan

Step 1: Addressing the Problem

The aforementioned managerial challenges could be addressed by doing the
following:

(i) Participation

e Involving the FHMT and HFGC in the preparation of the facil-
ity’s annual plan and budget.

e Having the HFGC read, discuss and endorse the annual plan
and budget.

* Conducting monthly FHMT meetings to discuss the operation
of the facility.

* Presenting facility operations in the HFGC meetings.

* Engaging relevant authorities in the facility, village, ward and
council to solve facility challenges.
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(ii)

(iii)

(iv)

)

Transparency

Sharing all information from the upper level (council level)
with the HFMT, health workers and HFGC in line with the
guidelines.

Discussing facility annual plans and budget activities with each
member of the facility management team and their subordinates.
Discussing income and expenditure of the facility with staff and
publishing it on the facility notice board.

Presenting operations of the facility to the HFGC at quarterly
meetings.

Presenting the status of service provision, facility plans and
activities to the WDC and at village meetings.

Accountability

Conducting monthly health facility management meetings.
Submitting financial information to the HFGC and CHMT.
Aligning facility activities with the annual plan and budget.
Disclosing the client service charter to the health workers, cli-
ents and community.

Conducting department/section meetings before the FHMT
meeting.

Attending WDC and village/Mtaa meetings.

Conducting a monthly client satisfaction exit survey.
Publishing and informing the community on the costs of health
services, delivery options and available resources.

Responsiveness

Supervising the implementation of FHMT meeting resolutions.
Preparing and using a plan of action to address community
challenges and provide feedback.

Addressing clients’ and patients’ issues and challenges and pro-
viding feedback through available mechanisms.

Motivating staff by rewarding best performers, punishing poor
performers and proactively addressing aggressive, inappropri-
ate and unacceptable behaviors displayed by staff in accordance
with governing rules and regulations.

Linkages and collaborations

The link between facility management teams and CHMTs:

e The FHMT should submit to the CHMT quarterly and
annual financial reports and reports on the implementation
of the facility plan.

* Requests to use funds should be submitted to the DMO in a
timely manner.
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e The link between the FHMT, the WDC and village assemblies:

e The facility in-charge should have regular meetings and

discussions with community resource persons, such as com-
munity health workers and volunteers.

* The facility in-charge has to submit a progress implementa-
tion report at WDC and village meetings.

e The health in-charge has to attend all WDC and village/
Mtaa meetings.

e The health in-charge has to participate in all development
activities and campaigns conducted by the WDC and vil-
lage assembly.

e The FHMT has to collect views and health challenges from
the WDC and village meetings and address them.

* The report on the status of the iCHF should be submitted to
the Ward Health Committee.

e The link between the facility and other stakeholders:

* [Establish a relationship with both private and non-
government organizations to tape resources for improving
service provision.

Step 2: Developing an Action Plan

After problem analysis, the facility in-charge is required to develop an action
plan that will address the identified shortfalls using the correct measure(s).
This action plan should be used to undertake self-assessment and catalyze
analysis of the identified problems. In order to develop the action plan, the
facility in-charge should state and describe the problem, identify potential
causes of the problems, propose strategies to address the problems, suggest the
responsible person to address the problem and follow timelines, as indicated
by the example in Table 2.1.

2.2.4 Other Potential Issues

The proposed solutions based on the aforementioned scenario aim to give an
overview of how the leadership of the facility can address day-to-day chal-
lenges affecting the functioning of the health facilities. It is important to
note that the issues presented in the scenario are not exhaustive. This chapter
suggests that the health facility in-charge and other FHMT members should
always consider other potential issues while executing their functions. Exam-
ples of other potential issues are presented in Box 2.1.



TABLE 2.1 An Action Plan for Managing a Health Facility

DEADLINE FOR
DESCRIPTION OF THE ~ POTENTIAL CAUSES  PROPOSED ACTIVITIES TO ~ RESPONSIBLE ADDRESSING THE
PROBLEM PROBLEM OF THE PROBLEM ADDRESS THE PROBLEM PERSON PROBLEM
Weak The health facility e No orientation or e Conduct orientation and  Facility in-charge Two weeks after
Teamwork in-charge was coaching coaching to newly developing an
performing the facility e Lack of skills to appointed managers action plan
activities alone build and work o Take initiative to
without engaging with teams learn from other
other members, experienced managers
including the FHMT. e Prepare a meeting
schedule that will
govern the FHMT
meetings
e Provide on-job training
on building and working
with a team
Lack of HFGC and FHMT e No time tables e Conduct supervision Facility in-charge  Within a week of
meetings meetings were not e No supervision or and coaching the development

conducted on a coaching
quarterly and monthly e Failure to follow
basis guidelines

e Prepare a timetable of an action plan
e Conduct monthly

meetings

Keep FHMT Meetings

records

Go through guidelines
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Poor There have been ¢ No orientation Conduct supportive Facility in-charge  Within a week of
relationship  claims that the facility e Not attending supervision and the development
between the in-charge was not village meetings orientation of an action plan
facility, sharing or involving ¢ Not organizing Organize HFGC
community  the HFGC, village HFGC meetings meetings quarterly
and other government or other e Attend WDC and village
government  stakeholders in the meetings
structures/ facility actions
stakeholders  Healthcare workers e No awareness e Conduct coaching Facility in-charge Immediately

were not seen to be e No plan e Prepare a plan
engaged with local e Engage in local
community concerns community concerns
related to healthcare related to healthcare
delivery delivery
The Facility Health ¢ No timetable for e Perform orientation/ Facility in-charge Immediately
Management Team FHMT meetings coaching

did not plan specific e Poor relationship e Plan for specific
interventions to between the interventions to address
address local health in-charge and local health concerns

concerns and improve ~ FHMT and improve services
services
HFGC did not give e No HFGC e Conduct HFGC Facility in-charge Two weeks after
feedback to the meetings meetings development of an
broader community ¢ Give feedback to the action plan

village/ward social
service committee or
village/ward assembly
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BOX 2.1 POTENTIALS ISSUES TO BE CONSIDERED

. Compliance with government directives.

. Preparation for disaster and epidemic management.

3. Awareness of available disciplinary structures, professional boards
and professional councils.

4. Understanding of community and other stakeholder expectations.

5. Familiarity with all guidelines, rules, public service standing or-

ders, policies and codes of conduct that govern health service pro-

visions.

o =
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3.1 INTRODUCTION

Leadership and governance are driving forces toward the provision of quality
health services. Good governance and leadership in the healthcare system are
prerequisites for optimal operation of health service delivery building block
(Smith et al., 2012; World Health Organization, 2010). Service provision, as
an immediate output of the health system inputs such as health workforce,
procurement and supplies and financing, is expected to ensure the availability
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of health services that meet a minimum quality standard (Manzi et al., 2012;
World Health Organization, 2007; Yip et al., 2015). In any well-functioning
health system, service delivery should have the following key characteristics
(World Health Organization, 2010):

(i) Comprehensiveness: A broad range of health services appropri-
ate to the needs of the target population is delivered, including pre-
ventative, curative, palliative and rehabilitative services and health
promotion activities.

(i) Accessibility: Services are directly and permanently accessible
with no undue barriers of cost, language, culture, gender, physicality
or geography. Services may be provided in the health facilities, the
community (through outreach and mobile services), the workplace
or the home, as appropriate.

(iii)) Coverage: Service delivery is designed so that all people in a defined
target population are covered, that is, the sick and the healthy, all
income groups and all social groups.

(iv) Continuity: Service delivery is organized to provide an individual
with continuity of care across the network of services, health condi-
tions and levels of care, and over their life cycle.

(v) Quality: Health services are of high quality, that is, they are effec-
tive, safe, centered on the patient’s needs and given in a timely
fashion.

(vi) Person-centeredness: Services are organized around the person,
not the disease or the financing. Users perceive health services to
be responsive and acceptable for them. There is participation from
the target population in service delivery design and assessment.
People are partners in their own healthcare. The person is not only
the client/patient but the family, relative and caretakers are also
included.

(vii) Coordination: Local area health service networks are actively coor-
dinated across types of providers, types of care, levels of service
delivery and for both routine and emergency preparedness. The pri-
mary healthcare provider works in collaboration with other levels
and providers to facilitate a smooth route through which the patient
and client receives needed services. Coordination also takes place
with other sectors (e.g. social services) and partners (e.g. commu-
nity organizations).

(viii) Accountability and efficiency: Health services are well managed
so as to achieve the aforementioned core elements with minimum
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wastage of resources. Managers are allocated the necessary author-
ity to achieve planned objectives and are held accountable for
overall performance and results. Assessment includes appropriate
mechanisms for the participation of the target population and civil
society.

In order to manage the health service, there is a need for service delivery
monitoring. Shortage of medicines, uneven distribution of both health service
and human resource workforces, including poor availability of equipment or
guidelines, must all be taken into account as parts of basic service manage-
ment. This could be possible if leadership and governance issues are taken into
account in the health service delivery building block.

This chapter on health service delivery intends to give a highlight of
the role of leadership and governance, focusing on the facility-based
and community health services in the catchment area. The key elements
of leadership and governance to be addressed by this chapter include
equity, transparency, accountability, professionalism and ethics, partici-
pation, responsiveness and quality of services.

3.2 SCENARIO ONE

Sikitu, a 39-year-old widow living with her four children in a village located
30 km from the district hospital, presented with symptoms of cervical cancer
when she went to see a doctor at a public district hospital. She had been com-
ing to the hospital almost every month for the past year or so to see a certain
doctor. She had always paid the doctor after the services, but the problem
was still going on despite the fact that some procedures (“kusafishwa’) had
been performed on her. She was then scheduled to come again regularly for
follow-up visits and was required to pay some money whenever she accessed
services.

Upon one of her follow up visits, she happened to be attended by another
doctor who was on duty. After a physical examination, Sikitu asked the doc-
tor, “how much should I pay you for all these services I have received?” The
doctor replied,
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cancer services in this country are offered for free (without payment), like other
services which are also exempted by policy such as HIV/AIDS, services for under-
five children and pregnant women; you are also not supposed to pay directly to the
doctor if there are associated costs.

Sikitu was surprised to hear that and was pretty much speechless when she
reflected on what had been happening to her and other poor people. Then she
burst into tears. When asked why she was crying, she explained that she was
very surprised that all this time, she had been suffering from a disease that
she wasn’t told about, and she was paying for free services. The doctor later
referred her to the cancer institute in Dar es Salaam for further treatment on
account of advanced cervical cancer. She went home and sold the few goats
she had to get money for her travel and living expenses (for when she receives
treatment in Dar es Salaam).

3.2.1 Consider these Questions

1. How many people experience a similar situation to the scenario
described here?

2. What might be the cause of the governance challenges experienced
in this scenario?

3. What are the roles of the in-charge of the health facility and the man-
agement team to address the governance challenges experienced in
this scenario?

4. What could be looked at during internal supportive supervision at
the health facility to address governance challenges?

3.2.2 Reflection

This scenario reminds the in-charge of the health facility and HMT of the bar-
riers to accessing quality healthcare, especially among the poor segment of the
population, which is the majority in our communities. Most of the barriers to
quality care experienced at the facility level are results of poor leadership and
governance of health service delivery. Sikitu was forced to pay for services that
are exempted by policy and also received inappropriate care for the problem
she was having.

This points out the problems of accountability and professional miscon-
duct among health workers in the facility where she was receiving care. More-
over, it is clear that there was a lack of transparency at the health facility in
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terms of displaying to clients the services offered at the health facility and
associated costs. Sikitu should have known if the services required payments
and where to pay, instead of paying directly to the doctor.

3.2.3 Addressing the Problem and
Developing an Action Plan

Step 1: Addressing the Problem

The governance and leadership issues in health service delivery presented
in this scenario relate to transparency, accountability, equity and quality of
health services. To address these aspects of governance and leadership, the
in-charges should:

(i) Transparency

* publicly display all health services provided at the facility and
their costs (elaborate on which ones are offered for free and
which ones are paid out of pocket or through health insurance).

e provide daily announcements during health education regard-
ing the health services provided, their costs and a list of the
exempted services for those who cannot read.

e inform the council health service board (CHSB), the ward
development committee (WDC) or the village council and the
community health workers (CHWSs) of the health services pro-
vided, including their costs and all other exempted services.

(i) Accountability

e follow up on clinical and nursing care of patients by obtain-
ing reports from the outpatient and inpatient service points on a
daily basis and comparing them with the revenue collected.

e conduct internal supportive supervision in all departments and
sections in the health facility.

e take disciplinary action against staff who do not abide by pro-
fessional standards and ethics through appropriate disciplinary
structures and professional bodies.

(i) Equity

e provide all services to all groups, paying attention to vulner-
able groups such as children, pregnant women, indigents and
the elderly.

e provide patient-centered services regardless of any vulnerability,
such as social exclusion or socioeconomic status.
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(iv) Quality of health services

ensure that quality improvement teams (QITs) meet regularly
(as per guidelines) to discuss and deliberate on quality improve-
ment issues.

ensure that QITs regularly provide quality assessment of the
health services provided.

abide by all guidelines, standard operating procedures (SOPs)
and protocols in service provision sites (departments, units,
wards) and review their utilization.

conduct data quality assessments (DQAs) and data review
meetings (DRMs) monthly. The data synthesized from the
health management information system (HIMS), resolutions
from meetings and research should be used to improve the
quality of services conducted weekly during continuous pro-
fessional development (CPD) sessions at the health facility
(face to face or virtual, as opportunities and resources dic-
tate). This should be encouraged in all professions and sections
in the health facility to allow cross-learning and strengthen
teamwork.

monitor client feedback on service provision by reviewing a
complaint and compliment register and conducting exit
interviews at least monthly. This should also include moni-
toring of disrespect, contempt and abuse in service provi-
sions, thus promoting good conduct and people-centered
care.

Step 2: Developing an Action Plan

The in-charge is required to address the identified shortfall using a plan of
action indicating the set of activities to address the problem. The plan might
include what will be done, when and the responsible person and the expected
output as per the example indicated in Table 3.1. The in-charge should share
and discuss the identified problem, possible causes and solutions with the
health facility committee, health staff, and the health facility management
committee. In addition, the in-charges should monitor the implementation
of the action plan to know whether they lead to an improvement. The results
of the monitoring should be shared with the health facility governing com-
mittee, facility quality improvement teams and Health Facility Management

Teams.



TABLE 3.1 Action Plan for Improving Accountability and Transparency to Improve Health Service Delivery

DEADLINE FOR
DESCRIPTION OF THE ~ POTENTIAL CAUSES PROPOSED ACTIVITIES TO RESPONSIBLE ~ ADDRESSING
PROBLEM PROBLEM OF THE PROBLEM ADDRESS THE PROBLEM PERSON THE PROBLEM
Corruption Client was paying for e Lack of directions e Display costs of services and ~ Health facility = Within two
services she was not at the health payment systems on the accountant weeks of
supposed to pay for facility on where facility notice boards and (Juma Ali) developing an
and paying directly and how to pay units (including a big billboard action plan
to the doctor. at the entrance gate)
e Lack of knowledge e Provide community Health facility ~ Every month
in the surrounding education on policies related  in-charge for a year
community on to financing health services (Jane Felix)
policies related to once a month in village/
financing health community meetings
services
e lack of a e Prepare and implement a Heads of Every month
corruption monthly corruption departments  for a year
monitoring system monitoring plan (exit
at the health interviews, suggestion box,
facility text messages) in all
departments and submit
reports at monthly health
facility management meeting
Lack of The doctor performed e Lack of CPD at the e Prepare and implement a Heads of Starting next
professionalism  a procedure that he/ health facility weekly CPD plan per departments  week
and ethics she knew would not department

help the patient.

(continued)
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TABLE 3.1 (Continued)

DEADLINE FOR
DESCRIPTION OF THE ~ POTENTIAL CAUSES PROPOSED ACTIVITIES TO RESPONSIBLE ~ ADDRESSING
PROBLEM PROBLEM OF THE PROBLEM ADDRESS THE PROBLEM PERSON THE PROBLEM
e Lack of internal e Conduct monthly internal Chairperson  Every month,
supportive supportive supervision and of the quality  starting next
supervision and assessment for all improvement  month
quality assessment departments at the facility committee
at the facility (Mwajuma
Mawazo)
Poor quality of ~ The “usual” doctor e Lack of CPD e Prepare referral protocols Nursing In three weeks’
services did not refer a e Lack of referral (internal and external) officer time
patient for further protocols at the in-charge
treatment and did facility (internal (Husna
not explain the and external Jumbe)
problem the patient referrals)
was suffering from.
Not all patients were e Inadequate e Monitor new and Nursing Starting next
registered at the tracking system of reattending clients at the officer in week
OPD patients in the OPD charge of
medical records/ the OPD (Ally
registration room Juma)

Note: There is a need to identify areas that may require mentorship/capacity-building from high levels in service delivery, in this case:
1. Capacity-building for customer care, ethics and professionalism
2. Capacity-building for quality improvement
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3.3 SCENARIO TWO

A 34-year-old woman, G6P5L4, who received her first antenatal care (ANC)
visit at 18 weeks, completed four ANC visits at Kabatange Health Centre and
used a “bodaboda’ for transport from home to the health center, a commute of
one hour. At 32 weeks, gestation age (GA) was admitted at Kabatange Health
Centre with labor pain at around 3:00 pm; three hours later (6:00 pm), she deliv-
ered by spontaneous vaginal delivery (SVD) four babies weighing 1,500 gm,
1,000 gm, 900 gm, and 800 g. After the delivery health provider went home
to rest, relatives started complaining and requesting a referral, which was then
heard by calling an ambulance.

The mother and babies were kept in the delivery room for six hours post-
delivery until when the ambulance arrived at around 11:00 pm; two hours later
(1:00 am) they arrived at Kilimani A. Hospital. All this time, thermal care was
poor, as the mother commented “walipigwa na baridi sana, maana sikujua
kama nitajifungua mtoto zaidi ya mmoja, nilikuja na nguo chache hazikuto-
sha kuwafunika wote vizuri”, translated as: “they were very much exposed to
the cold, I did not know I was going to deliver more than one baby, I had few
clothes and they were not enough to cover all of them adequately”.

On arrival at the hospital, one of them had died, the other three and mother
were admitted to the Kangaroo Mother Care (KMC) room, but the mother
mentioned that two of them were in critical condition. Mother was asked to
keep the two babies in KMC care, and the relative was asked to keep one
baby in the KMC position too. About 30 minutes later, the mother noticed the
second baby had stopped breathing and was flabby. Within a short time, the
third baby died too. Three weeks later, a team of NICU assessors arrived at
the hospital and found only one baby alive, the one with an 800 g birth weight,
weighing 930 g in the KMC room.

However, the quality of KMC care was inadequate, as there was no appropriate
thermal care and throughout the stay. The baby has never been checked for hypo-
glycemia or infections, and vitamin K1 had never been given. It was the mother
who told the team the story; there was no other documentation about this case
scenario, no file, and even the perinatal forms for these cases were not available.

3.3.1 Consider these Questions

1. How applicable is this scenario to your facility?
2. What might be the cause of the governance challenges experienced
in this scenario?
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3. What are the roles of the in-charge of the health facility and the man-
agement team to address the governance challenges experienced in
this scenario?

4. What could be looked at during internal supportive supervision at
the health facility to address governance challenges?

3.3.2 Reflection

This scenario reminds us of leadership and governance in health service
delivery at the facility and in the community. Specifically, the governance
and leadership issues that guide reflection were, in this case, related to
accountability, quality of care and professional obligations of the providers
at the point of care. The scenario stipulates that the woman completed four
ANC visits, but it looks like the ANC health workers did not detect a multiple
pregnancy, or if they detected it, they did not take appropriate actions related
to the plan of delivery. This points to the fact that the quality of ANC care in
the facility or the outreach sites of the facility was poor and needed urgent
intervention.

The fact that the healthcare worker disappeared after the woman delivered
the four premature and low birth weight babies without giving proper care,
such as keeping the babies warm and providing emergency referral, points
out a serious problem of accountability and professionalism. It is noted that
relatives complained and requested the referral, meaning that the healthcare
worker was unwilling to provide a referral based on clinical assessment of the
client or pressure from the relatives, although it was obvious that the babies
and their mother needed emergency referral.

The absence of suitable infrastructure to keep the babies warm at the facil-
ity and proper medications also indicates poor planning by the management
team. This points to accountability and lack of duty of care. The in-charge and
the health facility workers have a legal obligation to adhere to a standard of
reasonable care while performing their duties.

Moreover, the observation that the babies did not receive proper assess-
ment and treatments (failure to check for hypoglycemia and infections and
failure to give vitamin K) points to a possible lack of skills to handle the
preterm/low birth weight babies, and also a possible lack of accountability
and lack of duty of care among the health workers. Promoting CPD for all
healthcare workers at the facility and ensuring the use of standards in ser-
vice provision are leadership obligations of the facility in-charge and the
management team.
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3.3.3 Addressing the Problem and
Developing an Action Plan

Step 1: Addressing the Problem

The governance and leadership issues in health service delivery presented in
this scenario relate to transparency, accountability, responsiveness and quality
of health services. To address these aspects of governance and leadership, the
in-charges should:

(i) Transparency

e share information on health facility performance with the public
and promote transparency of quality measurements/assessment.

e display publicly health services and their related costs on the
health facility notice boards and in other areas.

e inform the clients on the services available at the health facility.

e display referral procedures on the facility notice boards.

e inform clients to submit their complaints or complements in the
case of dissatisfaction or satisfaction, respectively, with services
provided at the health facility (provide a suggestion box at every
health service provision site).

» display the phone numbers of facility in-charge in the notice board.

e conduct an exit interview whenever necessary to monitor ser-
vice delivery.

* manage complaints by addressing them immediately.

e improve feedback mechanisms through a suggestion box, text
messages, phone calls and exit interviews to reduce violence
against patients and health workers.

(i) Accountability

e develop a comprehensive health facility plan to guide the
improvement of health services.

e create special rooms or wards for clients with insurance and
fast-track services to improve health services.

* allocate jobs effectively to health workers to ensure that care is
provided to clients day and night.

e monitor the performance of health workers in the health facility.

e assess daily performance reports by collecting daily reports
from all provision sites.

* manage all referrals of clients according to health service guidelines.

e conduct periodic reviews of workload versus the number of
health workers available.
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» periodically assess/measure quality of services by assessing
adequacy and appropriateness of resources, processes of care,
outputs of care, outcomes (including client satisfaction with
care) of care and impacts of care to clients.

* share and use the findings obtained to improve quality of health
services.

* conduct weekly CPD sessions at the health facility.

e allow cross-learning and strengthen teamwork in all professions
and sections in the health facility.

e supply working tools like perinatal management forms and
medical record files.

e promote continuous development of the knowledge, skills and
abilities of staff by encouraging and rewarding innovation and
supporting short and long courses.

(iii) Responsiveness

e publicly display the responsibilities and rights of both the clients
and staff.

* ensure that the staff are familiar with what they are required to do.

e address issues raised in village/ward development committee
and health facility governing committee meetings.

(iv) Ethics

* monitor professionalism and ethics in public services of all staff
in the health facility.

e form a committee that will address professional conduct and
ethics of health workers.

» take appropriate disciplinary actions with staff who do not
abide by professional and ethical standards through the conduct
and ethics committee of the health facility.

(v) Rule of law

* mobilize and actively disseminate key guidelines that guide the
provision of health facilities.

e ensure that all staff provide care according to treatment guide-
lines and standard operating procedures.

e ensure that all referrals from the health facility are conducted
according to agreed procedures and guidelines.

Step 2: Developing an Action Plan

The in-charge is required to address the identified shortfall using a plan of
action indicating the set of activities to address the problem. The plan might
include what will be done, when it will be done, the responsible person and
the expected output, as per the example indicated in Table 3.2. The in-charge



TABLE 3.2 Action Plan for Improving the Quality of Maternal and Child Health Services to Improve Health Service Delivery

at the Facility

DEADLINE FOR
DESCRIPTION OF THE POTENTIAL CAUSES OF PROPOSED ACTIVITIES TO RESPONSIBLE ~ ADDRESSING
PROBLEM PROBLEM THE PROBLEM ADDRESS THE PROBLEM PERSON THE PROBLEM
Poor quality High-risk pregnancies e Lack of qualified e Reallocate personnel and make  Nursing officer Next week
of prenatal were not detected personnel in antenatal  sure that the antenatal clinic has in charge
services in antenatal visits. clinics qualified personnel (registered
The woman in the nurses and midwives, dedicated
scenario was clinicians)
multiparous and e Lack of guidelines and e Provide guidelines and Reproductive  Immediately
had a multiple equipment equipment to the ANC clinic and Child
pregnancy. Health (RCH)

Poor quality Inappropriate care of e
of delivery  the mother and
services babies at the health

facility, includinga o
lack of proper
examination and
management of the
babies

Lack of CPD at the
health facility

Lack of internal
supportive supervision
and quality
assessment at the
facility

Lack of patient
treatment/nursing
plans and partographs

in-charge
Prepare and implement a weekly Heads of
CPD plan per department departments
Conduct monthly internal Chairperson of
supportive supervision and the quality
assessment to all departments improvement
at the facility committee

Supervise nursing care plansin  Nursing officer
all departments and partographs in charge
in the labor room of the facility

Starting next
week

Starting next
month

Starting next
week

Note: The following areas may require mentorship/capacity-building from high levels in service delivery:

1. Orientation on some selected guidelines

2. Availability of clinical audit guides and checklists
3. Disciplinary guidance for staff who violate medical ethics or if there are conflicts at the health facility between the health facility workers
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should share and discuss the identified problem, possible causes and solutions
with the health facility committee and health staff. In addition, the in-charge
should monitor the results of the action plan to know whether they lead to an
improvement. The results of the monitoring should be shared with the health
facility management teams, facility quality improvement teams and health
facility governing committee.

3.3.4 Other Potential Issues

The proposed solutions based on the scenario aim to give an overview of how
the leadership of a facility can address day-to-day challenges affecting the
functioning of the health facility. It is important to note that issues presented
in the scenario are not exhaustive. This chapter suggests that health facility
in-charge and other HMT members should always consider other potential
issues while executing their functions. Examples of other potential issues are
presented in Box 3.1.

BOX 3.1 OTHER POTENTIAL ISSUES IN
IMPROVING SERVICE DELIVERY

1. Working with the community: Cooperate with communities in
improving and maintaining acceptable levels of healthcare.

2. Increasing health service coverage: Support community health
workers and other community resource persons to extend service
coverage beyond the health facility settings, that is, outreach ser-
vices, community health education and promotion.

3. Providing infrastructure and equipment for service delivery:
Construct and equip the service delivery units in the facility with
infrastructure and equipment that enhances quality, equity and
accountability. For example, you could check whether there are
facilities for persons with disabilities—is the environment friendly
to persons with disabilities? How are the toilets set? Are the build-
ings in general friendly to persons with disabilities? Is all equip-
ment available at the service delivery points? How about daily
stock of medicines and equipment?

4. Managing emergency cases: Establish a special task force to deal
with emergencies and disasters at the health facility. This should
also go hand-in-hand with developing a protocol on how to han-
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dle emergency cases. For example, how is a person who has been
assaulted and injured by other people handled at the hospital? How
are power cuts handled at the hospital?

5. Monitoring patient satisfaction with services: Collect data on
patient satisfaction with services through exit interviews, use of
suggestion boxes and complaint and compliment bench (office).
This will help to address quality issues for both clinical and
non-clinical aspects in the health facility.

6. Managing the referral system: The facility management team
should prepare a referral protocol (referral within the facility and
outside the facility). This should stipulate who has to be notified
such that all necessary resources for referral are mobilized, which
resources are necessary for effective referral and what servic-
es need to be provided at the health facility and on the way. The
in-charge of the health facility should have contact details (such
as phone numbers) of all the nearby referral facilities and the
district/regional medical officer for emergency contacts to facili-
tate smooth referral. Before referral, the in-charge should call the
referral facility to inform them that there are patients who have
been referred to their facility.

3.4 REFERENCES

Manzi, F., Schellenberg, J. A., Hutton, G., Wyss, K., Mbuya, C., Shirima, K., Mshinda,
H., Tanner, M., & Schellenberg, D. (2012). Human resources for health care
delivery in Tanzania: A multifaceted problem. Human Resources for Health,
10(1), 1-10.

Smith, P. C., Anell, A., Busse, R., Crivelli, L., Healy, J., Lindahl, A. K., Westert, G., &
Kene, T. (2012). Leadership and governance in seven developed health systems.
Health Policy, 106(1), 37-49.

World Health Organization (2007). Everybody’s business—strengthening health sys-
tems to improve health outcomes: WHO'’s framework for action. World Health
Organization. https://apps.who.int/iris/handle/10665/43918

World Health Organization (2010). Monitoring the building blocks of health systems:
A handbook of indicators and their measurement strategies. World Health Organ-
ization. https://apps.who.int/iris/handle/10665/258734

Yip, W., Hafez, R., & World Health Organization (2015). Improving health system effi-
ciency: Reforms for improving the efficiency of health systems: Lessons from 10
country cases. World Health Organization.


https://apps.who.int
https://apps.who.int

Taylor & Francis
Taylor & Francis Group

http://taylorandfrancis.com


http://taylorandfrancis.com

Health Workforce

Godfrey Kacholi and Mackfallen G. Anasel

Contents

4.1 Introduction 43

4.2 Scenario 44
4.2.1 Consider these Questions 46
4.2.2 Reflection 46
4.2.3 Addressing the Problem and Developing an Action Plan 47
4.2.4 Other Potential Issues 50

4.3 References 53

4.1 INTRODUCTION

The health workforce is one of the major resources that play an important role
in the success of health facilities and healthcare systems overall (Sirili et al.,
2017; Guilbert, 2006). Therefore, proper management of human resources
for health is of paramount importance for the health facility to deliver qual-
ity healthcare services while simultaneously improving patients’ health out-
comes. The World Health Organization defines the health workforce as all
people engaged in actions whose primary intent is to enhance health. The
health workforce is a combination of clinical staff, such as medical staff
(physicians), nurses and midwives, and dentists, as well as allied health pro-
fessionals such as dietitians, occupational therapists, pharmacists, physiother-
apists (World Health Organization, 2006). The health workforce also includes
management and support staff—who do not provide direct service but are
important for the performance of the health facility, such as health managers,
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ambulance drivers, laundry workers, security guards, electrical technicians
and accountants.

Despite advancements in science and technology, the performance of any
health facility depends mainly on the academic qualifications (knowledge),
skills, and motivation of its health workforce for delivering quality health ser-
vices (Sales et al., 2013). The first and foremost challenge that most health
facilities are facing is the mismanagement of human resources for health. This
challenge prevents health facilities from performing optimally, which can
result in poor productivity, non-compliance with facility and national policies,
demotivation and high staff turnover.

Sound leadership and governance capacity of the managers of health
facilities is considered fundamental in developing, organizing and manag-
ing the health workforce to improve and sustain the performance of health
facilities and ultimately contribute to improved health outcomes (Manzi
et al., 2012). Leadership that complies with principles of good governance
is key in tackling health workforce systematic challenges, such as short-
ages, distribution imbalances and employee skillset gaps (Dieleman &
Hilhorst, 2010).

4.2 SCENARIO

The health facility in-charge of Gambacharo Health Centre, located in Gam-
bacharo Ward, was invited to attend a three-day stakeholder meeting that
involved eye health implementing partners at the regional level. On the side-
lines of the stakeholders’ meeting, the health facility in-charge requested one
of the implementing partners to support Gambacharo Health Centre with
optometry equipment to improve eye care services. The implementing partner
showed interest in supporting the facility.

The health facility in-charge was asked by the implementing partner to
prepare a financial proposal with a detailed list of optometry equipment and
related supplies, including drugs needed. The facility in-charge was given a
maximum of one week to submit the financial proposal for funding. The health
facility in-charge, who had six months of working experience after completion
of his medical internship, decided to lock himself in his office for two days to
prepare the budget. He managed to submit the financial proposal to the funder
within the given time. The facility in-charge was informally informed that
the budget has been approved and that he would receive equipment and drugs
within one week. He therefore made announcements to the general public that,
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starting from June 18th, all people with eye problems should visit the facility
for eye screening and treatment.

Within one week, the funder delivered all of the optometry equipment
and drugs requested to the health facility. The ophthalmic assistant, who
was around at the time of delivery, hesitated to receive the equipment due
to the fact that members of the health facility management team were not
aware of this plan. Also, the health facility in-charge was not around, and
he did not delegate his duties to any of the members of the health facil-
ity management team. After consulting the facility in-charge, the ophthal-
mic assistant received the equipment and drugs. However, the ophthalmic
assistant noted that a phoropter, a slit lamp and a stool for the eye care
practitioner were neither delivered nor in the delivery note. The ophthal-
mic assistant contacted the health facility in-charge for feedback about the
missing items of what the ophthalmic assistant called “key equipment” in
the delivery of eye care services. The facility in-charge shouted at the oph-
thalmic assistant, saying “your job is to receive and keep in the store, and
that’s what I instructed you to do”. However, the facility in-charge con-
tacted the funder to request the missing equipment and was informed that
there was no additional budget.

The ophthalmic assistant was unhappy with the decisions made by his
boss. When the facility in-charge discovered that the ophthalmic assistant was
complaining to other staff about his decisions, the relationship between the
two began to deteriorate day by day. This led some other staff in the facility to
be on the side of the ophthalmic assistant; hence, the facility in-charge began
to lose cooperation from his subordinates.

The District Medical Officer (DMO) visited Gambacharo Health Cen-
tre three weeks after the postponed scheduled visit. At the health facility,
this was a surprise visit. Meanwhile, all of the people with eye problems
who had been informed about the availability of eye care services from the
aforementioned date had arrived at the facility. The DMO was very sur-
prised to see that the facility was overcrowded at the reception, and patients
were complaining bitterly. The DMO went straight to the staff at the recep-
tion. He introduced himself to the staff at reception and asked why there
was overcrowding. He wanted more from the answers given at the recep-
tion. Immediately, the facility in-charge came to the reception after being
informed that the DMO had come. The DMO asked the in-charge why there
was overcrowding. The facility in-charge narrated the whole story. The
DMO decided to inspect the facility store to see the eye equipment and
drugs supplied by the partner without his knowledge. However, at that time,
nobody knew where the keys were kept. The DMO decided to get in his car
and return to his office.
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Three days later, the council health management team (CHMT), under
the leadership of the DMO, visited Gambacharo Health Centre. This time,
the DMO informed the facility in-charge about their visit; the proposed time
of arrival was 14:00 hours. Ideally, the CHMT wanted to have a meeting
with facility staff, including an inspection of the facility when patient and
client inflow was minimal. Facility staff were asked to openly share their
own working experiences and challenges they were facing, and to propose
what should be improved. During the meeting, some staff complained that
most of the time, the facility in-charge worked alone with an assumption
that he was more knowledgeable than anyone at the health facility; this
included performing activities that are out of his profession. One staff mem-
ber, who had been working in the facility for the past two years, reported
to the CHMT that even mid-year staff performance reviews were not con-
ducted, and there were no plans to conduct annual performance appraisals
for the ending year.

The CHMT, under the leadership of DMO, collected all opinions from
the facility staff. The DMO thanked the staff on behalf of the CHMT and
promised to address their concerns as soon as possible. Then, the CHMT had
a brief meeting with the facility in-charge to get some clarifications on some
of the issues.

4.2.1 Consider these Questions

1. What is your own experience in relation to this scenario?

2. What are the major health workforce leadership and governance
issues that the scenario is trying to portray?

3. What do you propose should be done to improve health workforce
leadership and governance-related issues in the health facility?

4. How can supportive supervision, mentorship and coaching to the
facility health workforce by the higher-level authorities improve the
performance of health facilities?

4.2.2 Reflection

The scenario aims to remind us of the importance of participation, transpar-
ency, accountability, adherence to rules and procedures and inclusion of the
health workforce in the planning, budgeting and implementation processes of
various activities of health facilities. The scenario underscores how poor lead-
ership and governance can cause frustration, affect staff morale and ultimately
affect the performance of health facilities and health outcomes.



4 e Health Workforce 47

4.2.3 Addressing the Problem and
Developing an Action Plan

Step 1: Addressing the Problem

To improve governance-associated elements such as adherence to rule of law,
insurance of transparency, promotion of accountability and active participa-
tion and engagement of the health workforce; the health facility in-charge
should observe the following aspects:

(i) Rule of law

e Entering into contractual agreements or partnerships with
implementing partners, voluntary organizations or any other
public or non-public organizations in accordance with the gov-
ernment procedures and regulations.

e Conducting staff performance appraisals according to the set
procedures.

e Adhering to the rules, guidelines, laws, standard operational
procedures and protocols.

e Delegation and separation of power/division of labor.

(i) Transparency

e Involving the health workforce in health facility planning,
budgeting, implementation and reporting processes as early as
possible:

* Providing them with a planning schedule and what you
expect from them.

e Orienting them on the importance of planning and budgeting.

* Conducting hands-on training on how planning and budget-
ing are carried out.

* Supporting them (technically) to develop plans and budgets
for their units/sections.

* Encouraging teamwork during planning and budgeting,
and reporting processes by assigning tasks to each staff
member.

e Communicating all contractual agreements or any support
received from within or outside of the government system
through relevant authorities:

* Becoming familiar with the available procedures and regu-
lations that guide contractual agreements.

* Sharing and agreeing with the facility management team
before entering into any contractual agreement or accepting
any support.
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* Consulting relevant authorities about the envisioned con-
tracts, agreements or any support to be received for guid-
ance and approval.

» Keeping the contractual agreements in safe custody for
future reference and retrieval.

e Using formal reporting structures for communication and coor-
dination within and across levels of the health facility.
(iii) Participation
* Embracing the use of formal meetings to decide which are the
most serious problems or priorities in the facility and what can
be done to address them:

* Preparing and disseminating meeting schedules with staff
in a timely manner.

* Developing agendas and share with staff and frequently col-
lecting issues from staff to guide the preparation of agendas.

* Setting the date, time and venue for the meetings; these
should be formally communicated in advance.

* Asking everyone to freely contribute during the meeting.

* Managing time but being flexible to enhance participation.

*  Documenting minutes for future reference and follow-up.

* Developing practices of making follow-ups on the issues
agreed upon in the meetings.

* Developing a relaxed working climate for the health workforce
to share ideas, innovations and expectations:

* Accommodating ideas of every staff member.

* Recognizing hard workers by announcing them in different
meetings and notice boards, and providing them with recog-
nition letters.

» Showing trust to each staff member.

* Involving staff in planning time for fun and enjoyment.

* Being a role model (trusted and respected) at the workplace.

* Participating in social events such as weddings, funerals
and other ceremonies of staff and their families.

e Improving interpersonal relationships among health facility
staff, especially between the facility management and staff:

* Controlling emotions of staff and yourself (in-charge).

* Developing a culture of respecting and recognizing others’
experiences and expertise.

* Being active listeners and encouraging staff to be resilient
to each other.
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* Avoiding treating staff as inhuman.

* Providing time for staff to do their job without unnecessary
interference.

* Discouraging practices of spreading baseless rumours by
encouraging open discussion through meetings.

* Passing on correct and reliable information to staff using
formal channels.

* Avoiding the use of harsh language with staff.

e Enhancing mutual trust, understanding and cooperation among
staff in the health facility:

* Always telling staff the truth and encouraging staff to do so.

* Not hesitating to admit when you are wrong.

* Explaining to staff your thoughts and asking them to share
their ideas.

» Taking responsibility for the failure while avoiding blaming
your staff.

e Providing staff with informational updates on policies or new
recommended practices:

* Communicating with relevant authorities to learn about new
policies or guidelines.

* Collecting the policies and guidelines.

e Taking time to read and understand new guidelines and
policies.

* Disseminating the new policies and guidelines to staff by
having dissemination sessions.

* Following up to learn if staff are complying with the
guidelines.

e Sharing and discussing expectations, challenges and recom-
mendations of the staff with the health facility management
team:

* Guiding the facility management team to identify areas of
strength and weakness; these should be objective.

* Leading the facility management team to develop strategies
to solve identified problems.

* Providing constructive feedback to individual staff mem-
bers and, where necessary, to all staff through scheduled
staff meetings.

* Always remembering to address challenges collectively.

* Leading the facility management team and individual staff
members to set their targets and strategies for improvement.
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(iv) Accountability

e Preparing job descriptions that describe clearly the roles and
responsibilities of each health facility staff member in accor-
dance with their professions.

e Providing a basis for rewarding staff in relation to their contri-
bution to health facility goals:
» Using the available performance appraisal system to iden-

tify high-performing employees.

* Involving staff to determine criteria for rewarding facility staff.
* Giving awards openly.

* Applying agreed-upon work standards of performance and
specifying the procedures for the appraisal of staff performance.

e Identifying staff that need specific training for one or other
aspect of their work.

e Conducting timely performance appraisal.

» Establishing a disciplinary committee to deal with misconduct
of staff.

* As aleader, protecting your staff against external interference.

Step 2: Developing an Action Plan

After problem analysis, the in-charge is required to address the identified
shortfall using the correct measures. In order to address the identified chal-
lenges genuinely, the health facility in-charge is expected to involve staff from
each unit, section and department to identify potential challenges and col-
lectively suggest the possible solutions. The identified challenges must be put
into an action plan for operationalization. An example of the action plan is
indicated in Table 4.1.

4.2.4 Other Potential Issues

The proposed solutions based on the scenario aim to give an overview of how
the leadership of a facility can address day-to-day challenges affecting the
functioning of the health facilities. It is important to note that issues presented
in the scenario are not exhaustive. This chapter suggests that health facilities
in-charge and other HMT members should always consider other potential
issues while executing their functions. Examples of other potential issues are
presented in Box 4.1.



TABLE 4.1 An Action Plan for Managing the Health Workforce

DEADLINE OF
DESCRIPTION OF THE ~ POTENTIAL CAUSES OF  PROPOSED ACTIVITIES TO ~ RESPONSIBLE ~ ADDRESSING
PROBLEM PROBLEM THE PROBLEM ADDRESS THE PROBLEM PERSON THE PROBLEM
Transparency  Staff with relevant e Lack of trust in e Enhance mutual trust, Medical Two weeks
professions and subordinates understanding and officer in after
experience in eye ¢ Subordinates have no cooperation among staff  charge (Mol)  preparation of
health were not interest in the health facility the action
involved in the e Prepare job descriptions plan
planning and that describe clearly the
budgeting process. roles and responsibilities
of each health facility
staff member in
accordance with their
professions and jobs
e The storekeeper was e Develop procedures and Immediately
not around and keys practices for delegation
could not be found and hand-over
Participation  Staff had no ¢ No formal meetings e Embrace the use of Health facility Having
opportunity to share were conducted for formal meetings to secretary quarterly
their feelings; hence, sharing ensure that staff are facility
rumors were inevitable well-informed meetings
Keys for the  The storekeeper was e Challenges related to e Develop procedures and Mol Immediately

not around and keys
could not be found

store were
not available

delegation and office
hand-over

practices for delegation
and hand-over
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BOX 4.1 OTHER POTENTIAL ISSUES IN
MANAGING THE HEALTH WORKFORCE

1. Conducting workload analysis to identify staff shortages and sur-
plus within the facility: Use the workload analysis results to plan
for task shifting and task sharing. Ensure proper allocation and
replacement of staff.

2. Using available performance management systems such as
OPRAS to improve the performance of the health workforce at
the facility: Distribute each staff member with a clear and detailed
job description. Regularly, make sure that tasks as indicated in the
job description of each staff are performed. Use OPRAS and other
easy and cheap methods to conduct training needs assessments of
health facility staff—this should be done annually.

3. Establishing staff motivation and retention mechanisms (may not
necessarily be financial): Show new and old staff that you trust
them by giving them responsibilities that enable them to grow.
Respect and appreciate staff regardless of their positions. Provide
financial rewards (if available) and non-financial rewards such
as letters of appreciation and recognition for their performance.
Provide on-going mentorship support. Create professional devel-
opment opportunities such as attending short and long courses.
Provide staff with working space and tools needed for their jobs.
Manage conflicts timely and use the appropriate disciplinary meas-
ures and structures. Facilitate the payment of statutory benefits and
motivation to staff.

4. Conducting staff meetings in accordance with the laws and regula-
tions: Use appropriate, credible and approved channels of commu-
nication to convey messages to staff and other relevant authorities.
Prepare meeting agendas, dates, and venues; write minutes.

5. Improving interpersonal relationships by creating feedback mech-
anisms: Conduct staff induction and orientation for new staff, in-
cluding staff assuming new roles and responsibilities in the facility
(use available staff induction guidelines if need be). Prepare and
give new staff a tour to all places and offices at the workplace.
Introduce new staff to all supervisors and to all staff in the facility.
Give them all necessary equipment and working space for them to
start working. Tell new staff about important rules and procedures
that should be observed. Attach them to specific staff members,
such as seniors, for mentorship and back-up during the orientation
period (if need be) and make a follow-up.
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6. Conducting internal supportive supervision to units, structures
(QIT, WITs), wards and non-clinical services within the facility:
Plan and arrange for supportive supervision, focusing on coaching
and mentoring. Provide supportive supervision feedback—both
written and oral.

7. Make use of volunteers: Define why you need them (volunteers)
and follow procedures of engaging them. Provide them with excel-
lent induction. Make the volunteers feel part of the working team
by giving them basic support such as working space, tools, and
opportunities to show their innovations. Establish good communi-
cation and trust between them and the available staff. Make sure
that they are respected and appreciated to make them feel needed.

8. Professional ethics: Use public address (PA) systems to educate
the clients and patients on corruption and how to report it in the
facility and to higher authorities.
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5.1 INTRODUCTION

Sound and reliable information systems, as stated by the WHO, are the foun-
dation of leadership and governance in the health sector. Health information
systems have four key functions: (1) data generation, (2) data compilation, (3)
data analysis and synthesis and (4) data communication and use. In addition
to being essential for monitoring and evaluation, health information systems
serve to provide alerts and early warnings, support patients and health facil-
ity management, enable planning, stimulate research, permit situation and
trend analyses and reinforce health changes for diverse users (World Health
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Organization, 2018). Essentially, governance and leadership are of paramount
importance in ensuring that accessible, high-quality health data is produced
through health information management systems in accordance with the trans-
parency and accountability principles of the health systems.

5.2 CULTURE OF DATA USE

Despite having health information systems that have the capability of data
analysis, previous studies (Anasel et al., 2019; Ikonje, 2014; Nutley & Li,
n.d.) indicate that the collected data is rarely analyzed and used for informed
decision making, especially at lower levels of the health system where front-
line health workers such as nurses and clinical officers are responsible for
data-related tasks and service delivery (Hamad, 2019). The staff needs soft
skills to access, analyze and interpret data for decision making at the facil-
ity, district, and national levels. There is a significant relationship between
the availability of health information systems and data use (Seid et al., 2021).
Also, it is assumed that data systems available within healthcare units are
used to guide every decision made, action taken, and change made in that
health unit and influenced by outside policies, norms and regulations (Hey-
wood & Rohde, 2001). However, it was noted that in a study conducted by
the Japan International Cooperation Agency (JICA) in collaboration with
MOH that among 28 Regional Referral Hospitals (RRHs) in which human
resources health information system (HRHIS) and health management
information system (HMIS) were implemented; 16 (57.1%) and 11 (39.3%)
hospitals were not updating and not using data, respectively. These systems
have data visualization and data sharing capabilities, which facilitate data
use for informed decision making. Despite the availability of HMIS, the
JICA report further showed that 8 (28.6%) hospitals did not have systems
for tracking medical errors. This shows the need of imparting a culture of
data use along with an emphasis on improving data systems to support data
usage. This is according to Heywood and Rohde (2001), who argue that
information use is made easier if is ritualized and routines are set up as part
of the “information culture”.

Data use at the national and subnational levels is highly influenced by
leadership and governance between those who produce data and those who use
data for informed decisions. In Tanzania, there is limited interaction between
health service providers (those who produce data) and managers (those who
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use data) to make decisions. This affects the whole chain of data flow from
data collection to synthesis, analysis, interpretation and use. Data producers in
facilities are often ignored by those making decisions and make assumptions
about perceived information needs and incentives for acting on data, resulting
in data generated without local relevance or practical utility (Darcy et al., 2017;
Matee et al., 2017). They also have limited knowledge of leadership, decision-
making cycles, strategic priorities and plans based on data generated at the
facility by health information systems.

5.3 LEADERSHIP AND GOVERNANCE IN
HEALTH INFORMATION SYSTEMS

Leadership and governance have long been underscored as keys to improving
performance in the health sector. The interplay between leadership and gover-
nance and health information systems is critical for health planning processes,
local health service accountability mechanisms, availability of information
on provider performance, clarity of health sector legislation, enforcement of
health regulations and availability of procedures to report misuse of resources
(Fryatt et al., 2017). The health information system (HIS) is a service delivery
engine whereby health data are recorded, stored, retrieved and processed for
informed decision-making (Krishnan et al., 2010; World Health Organization,
2010). The HIS is one of the six core building blocks of the health system
and provides data needed for other components (World Health Organization,
2010). Data delivered through the HIS come from service delivery reports and
administrative records kept as part of routine transactions at health facilities
and management offices. Leadership and governance of the HIS is an important
element that ensures the data collected are processed and transformed, com-
municated and used to improve decisions toward improved health outcomes.
It is important to remember that the health information system is crucial
to inform facility management teams of the status of health services in the
facility (Endriyas et al., 2019; Mutale et al., 2013). The facility requires data to
make informed decisions related to different levels of data collection, such as:

e individual level data relevant for clinical decision making, patient
tracking, etc.

e health facility data, such as procurement records and staff perfor-
mance, which enables managers to determine resource needs.
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» community level data; for example, household surveys are useful for
public health decision making, since they include both service users
and non-users.

» surveillance data focusing on defining problems and providing a
timely basis for action, for example in epidemic response.

In addition, it has been recognized that governance and HIS have been identi-
fied as key, interacting levers of health system strengthening (De Savigny &
Adam, 2009; Scott & Gilson, 2017). The HIS, meanwhile, is commonly under-
stood as a tool of governance used in decision-making and allowing oversight
of resources deployed and outcomes achieved (World Health Organization,
2008). There has, therefore, been considerable focus on and investment in HISs
for health system strengthening in resource-limited countries to enhance the
governance of health service delivery (AbouZahr & Boerma, 2005; Shakarish-
vili et al., 2010; Stansfield et al., 2011; World Health Organization, 2007).

This chapter aims to vividly demonstrate the application of leadership
and governance in ensuring the collection of quality data and the analy-
sis and use of said data. The essential element of leadership and gover-
nance presented in this chapter is accountability.

5.4 SCENARIO

On October 30th, 2020, the CHMT visited Maekani Health Centre for normal
supportive supervision. Upon arrival at the OPD, they found a long queue of
clients and patients waiting for services from the clinician while complaining
that they were not given services on time. One patient clarified that they had
waited for a long time without getting the services.

The CHMT noted that only two doctors’ rooms out of five had clini-
cians. The team decided to investigate the possible causes for the observed
shortfall. The team obtained the list of the clinicians available at the facil-
ity and the ones allocated to the OPD. The facility had seven (7) clinicians,
including one medical doctor, three AMOs, and three clinical officers. It
was also noted that five clinicians were allocated to the OPD on the day of
supervision; two clinicians were absent and one was in the laboratory chat-
ting with laboratory staff.
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TABLE 5.1 Recorded Data in the MTUHA Book 5/GoTHOMIS

PATIENT SUMMARY &
CLINICIAN ~ REGISTER (N)  TALLY (N) DHIS2 (N) DISCREPANCIES (N)
1 988 1024 1024 + 36
2 512 497 497 -15
3 400 723 723 + 323
4 220 102 102 - 118
5 152 125 125 -27
6 436 435 435 -1
7 105 78 78 -27

Note: In normal situations, the data at the OPD are expected to be higher than those at the
laboratory. Likewise, in the facility that has an IPD, the data of the OPD plus that of the IPD
must be greater or the same as the data at the Laboratory.

The team decided to conduct a vigorous analysis of the case to identify
whether there were issues to be addressed. The number of patients saved
for the last month was assessed and the result was shocking. The monthly
summary book and DHIS 2 indicated that the OPD served 2,984 patients
with different illnesses, while the laboratory data indicated 3,987 patients
who were tested. This information triggered the team to do a further assess-
ment to identify the daily performance of each clinician. The GoTHO-
MIS/MTUHA Book 5, which includes patients’ registers, tally sheets, and
summary books, were examined. Again, the data indicated discrepancies
between patients’ registers and tally sheets for the seven clinicians as indi-
cated in Table 5.1.

5.4.1 Consider these Questions

1. How does this scenario apply to your facility?

2. Why do some clinicians not report each patient/client after provid-
ing services?

3. How can this problem be addressed?

5.4.2 Reflection

Poor reporting of OPD data in GoTHOMIS/MTUHA Book 5 is a serious
problem observed in the scenario. Poor OPD records at Maekani Health Cen-
tre may lead to inadequate fund disbursement because the available data in
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DHIS 2 indicated few clients. The scenario indicates that the data of clients
and patients who attend the OPD are underreported, which suggests a lack of
accountability.

5.4.3 Addressing the Problem and
Developing an Action Plan

Step 1: Addressing the Problem

(i) Accountability

e Conduct regular meetings with the OPD in-charge to discuss
filling of MTUHA 5/GoTHOMIS and correctness of collected
data. Document the meeting for follow up and future reference.

e Execute internal facility disciplinary measures that include
writing warning letters to staff who repeatedly fail to fill in the
data in MTUHA/GoTHOMIS.

e Ensure that MTUHA Book 5 is available and used by each cli-
nician to record all clients/patents attended.

e Ensure that GOTHOMIS is functional and follow up to ensure
that all health service provision points are connected.

e Ensure that the OPD staff roster is fairly distributed among the
staff.

e Conduct daily monitoring of the performance of each staff
member by evaluating the number of patients/clients attended
based on GOTHOMIS/MTUHA individual data.

e Organize and facilitate job training/refresher courses on
health information management systems, especially for new
employees.

e Ensure that each staff member provides data on daily
performance.

e Ensure that the department/section conducts daily spots and
cross-checks the correctness of the data.

e Ensure that the QIT conducts monthly data review meetings;
reflect on the numbers that are collected daily in the facility and
share the review findings with the HMT.

e Conduct DQA and data triangulation from different sources in
the facility to assess whether they convey the same message on
a quarterly basis.
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e Supervise the smooth running of GoTHOMIS and other soft-
ware and systems available at facility, such as FFARS, PlanRep
and eLMIS.

* Analyze and discuss the data at the facility level before submit-
ting them to a higher authority.

e Use and disseminate data by displaying them on each depart-
ment/section notice board in accordance with national indica-
tors. Ideally, the display should be in the form of a bar chart for
comparison and a line graph showing the trend over time.

* Make use of available data to inform evidence-based decisions
related to facility operations such as staff allocation, planning
and budgeting.

e Inform the staff of the link between budget allocation at the
facility and accurate data.

e Seek technical assistance from the HMIS Coordinator and
CHMT regarding any issue related to HISs.

Step 2: Developing an Action Plan

The facility in-charge is required to lead the HMT to prepare an action plan
to address the identified shortfalls. The plan should include the activity, time
frame, responsible person and the expected results, as indicated in Table 5.2.
The facility in-charge should share and discuss the identified problem, possible
causes and the action plan with the OPD staff and other departments/sections
for learning and improvement. This will be followed by monitoring of the
changes in data reporting. The accountability of individual staff members at
health facilities should be strengthened to ensure that complete, accurate and
quality data are generated for informed decisions.

5.4.4 Other Potential Issues

The proposed solutions based on the scenario aim to give an overview of how
the leadership of the facility can address day-to-day challenges affecting the
functioning of the health facility. It is important to note that the issues pre-
sented in the scenario are not exhaustive. This chapter suggests that health
facility in-charge and other HMT members should always consider other
potential issues while executing their functions. Examples of other potential
issues are presented in Box 5.1.



TABLE 5.2 Action Plan for Addressing Absenteeism and Data Collection/Reporting

DESCRIPTION POTENTIAL DEADLINE OF
OF THE CAUSES OF THE PROPOSED ACTIVITIES TO ADDRESS THE ~ RESPONSIBLE ~ ADDRESSING
PROBLEM PROBLEM PROBLEM PROBLEM PERSON THE PROBLEM
Poor quality ~ The scenario ¢ Not knowing e Cross-check the data quality and Facility Two weeks from
of the indicates the importance accuracy by assessing different points for  in-charge the date action
collected underreporting  of data data collection and HS plan has been
and reported of OPD data. e Lack of culture e Analyze the report of MTUHA Book 5/ proposed
data There is a to collect and GOoTHOMIS and other systems available
discrepancy in make use of at facility
data from data e Check and document the number of
different ¢ Misconception clients attended by each clinician and
sources. that the data share the reports with the staff

are collected for
high levels and
not for them to
use

Poor
documentation
Increased
workload due
absenteeism of
some staff

Highlight the sources of the discrepancies
observed and share with the staff

Inform the clinician of the importance of
recording the patients/clients’ medical
records after consultation

Create a plan for regular follow-up to
ascertain whether the observed shortfalls
have been addressed

Identify staff who were absent from their
working station

e Check if they have official permission

Identify the average number of days they
have been outside of the working station
Remember, if the staff has spent more than
fourteen days on private issues, they should
be deducted from his/her monthly leave
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BOX 5.1 OTHER POTENTIAL ISSUES TO CONSIDER
IN HEALTH INFORMATION SYSTEMS

1. Working with the community: Sensitize community members to
report household and community data such as people with disabili-
ty, home deliveries and deaths, children, elders and pregnant wom-
en. Involve the village council, health facility governing committee
and community health workers to collect the community data as a
requirement of the facility budgeting process.

2. Increasing health service coverage: Use data to understand health
service coverage for different groups such elders, people with dis-
abilities and indigents. Use data to plan for other services to be
provided at the facility, such as ultrasound services, delivery ser-
vices and IPD services. Use findings from assessments, evaluation
reports and research to improve the services provisions.

. Conducting operational research.

. Ensuring data protection.

5. Ensuring accurate collection of vitals registration (birth and death

data) and report to relevant authorities in a timely manner.

W

5.5 REFERENCES

AbouZahr, C., & Boerma, T. (2005). Health information systems: The foundations of
public health. Bulletin of the World Health Organization, 83(8), 578-583.

Anasel, M. G., Swai, I. L., & Masue, O. S. (2019). Creating a culture of data use in Tan-
zania: Assessing health providers’ capacity to analyze and use family planning
data. MEASURE Evaluation.

Darcy, N. M., Somi, G., Matee, M., Wengaa, D., & Perera, S. (2017). Data dissemina-
tion and use (DDU) strategy development: Design of the DDU strategy method-
ology. Journal of Health Informatics in Africa, 4(1).

De Savigny, D., & Adam, T. (2009). Systems thinking for health systems strengthening.
World Health Organization.

Endriyas, M., Alano, A., Mekonnen, E., Ayele, S., Kelaye, T., Shiferaw, M., Misganaw,
T., Samuel, T., Hailemariam, T., & Hailu, S. (2019). Understanding performance
data: Health management information system data accuracy in Southern nations
nationalities and people’s region, Ethiopia. BMC Health Services Research,
19(1), 1-6.

Fryatt, R., Bennett, S., & Soucat, A. (2017). Health sector governance: Should we be
investing more? BMJ Global Health, 2(2), e000343. https://doi.org/10.1136/
bmjgh-2017-000343


https://doi.org/10.1136/bmjgh-2017-000343
https://doi.org/10.1136/bmjgh-2017-000343

64 Leadership and Governance in Primary Healthcare

Hamad, W. B. (2019). Current position and challenges of e-health in Tanzania: A review
of literature. Global Scientific Journal, 7(9).

Heywood, A., & Rohde, J. (2001). Using information for action: A manual for health
workers at facility level. The Equity Project.

Ikonje, A. (2014). Strengthening data management and use in decision making to improve
health care services: Lessons learnt. University Research Co. LLC (URC).
Krishnan, A., Nongkynrih, B., Yadav, K., Singh, S., & Gupta, V. (2010). Evaluation of
computerized health management information system for primary health care in

rural India. BMC Health Services Research, 10(1), 1-13.

Matee, M. L., Somi, G., Wengaa, D., Darcy, N., & Perera, S. (2017). Data dissemination
and use (DDU) strategy development: Design of the DDU strategy methodology.
Journal of Health Informatics in Africa, 4(1).

Mutale, W., Chintu, N., Amoroso, C., Awoonor-Williams, K., Phillips, J., Baynes, C.,
Michel, C., Taylor, A., & Sherr, K. (2013). Improving health information systems
for decision making across five sub-Saharan African countries: Implementation
strategies from the African health initiative. BMC Health Services Research,
13(2), 1-12.

Nutley, T., & Li, M. (n.d.). Conceptualizing and measuring data use: A review of assess-
ments and tools. Retrieved June 2018, from https://www.Measureevaluation.Org/
Resources/Publications/Wp-18-214

Scott, V., & Gilson, L. (2017). Exploring how different modes of governance act across
health system levels to influence primary healthcare facility managers’ use of
information in decision-making: Experience from Cape Town, South Africa.
International Journal for Equity in Health, 16(1), 1-15.

Seid, M. A., Bayou, N. B., Ayele, F. Y., & Zerga, A. A. (2021). Utilization of routine
health information from health management information system and associated
factors among health workers at health centers in Oromia special zone, Ethiopia:
A multilevel analysis. Risk Management and Healthcare Policy, 14, 1189.

Shakarishvili, G., Atun, R., Berman, P., Hsiao, W., Burgess, C., & Lansang, M. A.
(2010). Converging health systems frameworks: Towards a concepts-to-actions
roadmap for health systems strengthening in low and middle income countries.
Global Health Governance, 3(2).

Stansfield, S. K., Walsh, J., Prata, N., & Evans, T. (2011). Information to improve deci-
sion making for health. 2nd ed. World Bank. PMID: 21250312.

World Health Organization (2007). Everybody’s business—strengthening health sys-
tems to improve health outcomes: WHO's framework for action. World Health
Organization. https://apps.who.int/iris/handle/10665/43918.

World Health Organization (2008). Toolkit on monitoring health systems strengthening
health information systems. World Health Organization.

World Health Organization (2010). Monitoring the building blocks of health systems:
A handbook of indicators and their measurement strategies. World Health Organ-
ization. https://apps.who.int/iris/handle/10665/258734.

World Health Organization (2018). Analysis and use of health facility data: General
principles. Health statistics and information systems. https://www.who.int/
healthinfo/Facility Analysis_GeneralPrinciples.pdf?ua=1


https://www.Measureevaluation.Org
https://www.Measureevaluation.Org
https://apps.who.int
https://apps.who.int
https://www.who.int
https://www.who.int

Health
Commodities

and Technologies

Mackfallen G. Anasel and Albino Kalolo

Contents

6.1
6.2

6.3

6.4

6.5

Introduction

Governance and Leadership in Health Commodities

and Technologies

Scenario One

6.3.1 Consider these Questions

6.3.2 Reflection

6.3.3 Addressing the Problem and Developing an Action Plan
Scenario Two

6.4.1 Consider these Questions

6.4.2 Reflection

6.4.3 Addressing the Problem and Developing an Action Plan
6.4.4  Other Potential Issues

References

65

66
67
68
68
69
70
73
73
74
76
77

6.1 INTRODUCTION

Leadership and governance ensure that policy and legal framework, struc-
tures, and systems for organizing, financing and regulating the system and
facilitating coordination, participation and accountability are established
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and enforced (MSH, 2017; Rauscher et al., 2018). Governance and lead-
ership practices in primary health facilities play a significant role in the
constant availability of essential health commodities (medicines, medical
supplies and equipment) and technologies for effective service delivery
(Kuwawenaruwa et al., 2020). The availability of quality medicines in the
provision at primary health facilities is an integral part of universal health
coverage (UHC) (Prinja et al., 2016). Evidence suggests that the availability
of medicines is essential for healthcare service delivery (Bigdeli et al., 2015;
Obare et al., 2014).

Leadership and governance practices are vital for a well-functioning
health system that is envisaged to ensure equitable and sustainable access to
essential medical products, vaccines and technologies whilst ensuring high
quality of service, safety and affordable healthcare-related costs (Atif et al.,
2019). The availability of health commodities and technologies in health
facilities is challenged by such factors as inadequate funding, weak supply
chain management, shortage of pharmaceutical personnel, suboptimal ration-
ing of medicines and rapid change in diagnostic technologies, which could
be addressed by good governance and leadership practices (Cameron et al.,
2009; Yadav, 2015).

6.2 GOVERNANCE AND LEADERSHIP
IN HEALTH COMMODITIES
AND TECHNOLOGIES

Good governance and leadership at the health facility level are essential for
an effective supply chain system and management of medicines, vaccines
and other essential health commodities and technologies. Managers of health
facilities have a role to play to ensure effective planning and forecasting,
procurement, storage and use of health commodities. When leadership and
governance are ignored, it attracts corruption, diverts government resources
and jeopardizes the quality of services provided. The potential for corruption
exists in all levels of health systems. This could be collusion in the procure-
ment process, price-fixing of supplies, and leakages or diversion in the distri-
bution chain. Proper management of health commodities helps to minimize
waste of commodities, thus preventing stockouts at the health facility and its
units or departments.
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This chapter focuses on health commodities and technologies. Gover-
nance and leadership elements that are important in addressing availabil-
ity of health commodities in health facilities are presented and include
transparency, accountability, equity and inclusiveness and participation.

6.3 SCENARIO ONE

Mr. Mabula and his wife Koku are farmers and have two children, Lwiza
(daughter) and Levi (son). Mr. Mabula’s family lives in Nkana, which is one
of the villages in the catchment area of the Nkana Health Centre. The family
lives 10 km away from the health center. One day, Lwiza had a high fever and
was carried to the health facility by her father using a bicycle. Mr. Mabula
explained to the attending clinician at the facility that his daughter had been
with a fever for the past seven days. The clinician ordered a rapid test for
malaria (mRDT), which showed that Lwiza had malaria. The clinician pre-
scribed an antipyretic (paracetamol) and an antimalarial (artemether lume-
fantrine [ALu]) for Lwiza. Thereafter, the clinician directed Mr. Mabula to go
to the facility pharmacy to collect the medicines. At the pharmacy, the medi-
cine dispenser told Mr. Mabula that antimalarials were out of stock, and only
paracetamol (a blister pack) was available. The dispenser advised Mr. Mabula
to find medicine at a private medicine outlet (duka la dawa muhimu), where
he could buy ALu. However, in the entire Nkana village there was no private
medicine outlet around, so Mr. Mabula was left with no other option than tak-
ing Lwiza home with only paracetamol.

The following night, Lwiza’s condition worsened, so Mr. Mabula decided
to take her back to the health facility and told the clinician that he did not
find ALu and his daughter was seriously sick. During that time, the facility
in-charge referred Lwiza to Kanazi District Hospital, which is 40 km from
Nkana, and called an ambulance from the district hospital to come and pick
Lwiza, as she was seriously ill. One hour later, an ambulance arrived and the
journey to the district hospital started. Upon arrival at the hospital, Lwiza
was admitted, received investigation, and was diagnosed with malaria with
severe anemia. A blood grouping and compatibility test was done, and found
that she was blood group A positive. The doctor also found that the medicine
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(paracetamol) that was given to Lwiza at the health center had expired a
month ago.

The doctor told Mr. Mabula that there was no blood to transfuse Lwiza, as
it was out of stock. While Mr. Mabula was searching for a relative to donate,
John, a CHMT member who came for supervision at the district hospital and
heard Lwiza’s story, decided to donate blood. Surprisingly, the laboratory
technician told him that there were a few blood bottles left in the blood bank,
so they would transfuse Lwiza.

Mabula’s incident made the CHMT members follow up with both the
district hospital and Nkana Health Centre. In their assessment, they found
serious problems in planning, procurement, storage and use of health com-
modities. Specifically, for Nkana Health Center, they found that Asha, a
medicine dispenser, had very little knowledge of the management of health
commodities.

6.3.1 Consider these Questions

1. To what extent is the scenario relevant to your situation?

2. What problems can be highlighted in this scenario?

3. What might be the possible causes of the problems experienced in
the scenario?

4. What can be done to address the identified problems?

6.3.2 Reflection

The scenario shows the challenges encountered by patients to get medicine
at the point of care. The whole scenario delineates the issues associated with
poor leadership and governance, manifested as poor planning and procure-
ment of health commodities. Transparency, accountability, equity and inclu-
siveness and participation in management of medicine and equipment were
lacking, causing the health facilities to have frequent stockouts of essential
medicines. For example, it was not clear why the laboratory personnel didn’t
give blood to Lwiza until the CHMT member decided to donate blood, and
then told the CHMT member that blood was available to transfuse Lwiza.
Also, the finding that Asha had inadequate knowledge on management of
commodities could have been identified earlier. The scenario also reminds
managers of health facilities of the importance of preventing frequent stock-
outs and overstocking to avoid expiry of medicines. The scenario alerts the
managers of health facilities to strengthen monitoring and evaluation systems
of health commodities.
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6.3.3 Addressing the Problem and

Using the scenario, the in-charge will assess the elements of leadership and
governance that were not observed. The facility in-charge is required to con-
duct an investigation to determine the root causes of the problems highlighted
in the scenario. The elements analyzed are transparency, accountability, equity

Developing an Action Plan

and inclusiveness and participation.

Step 1: Addressing the Problem

(i) Transparency

Acquire and document information related to the criteria used
when ordering medicine and other health commodities to know
whether disease burden/top ten diseases and tracer medicines
were considered.

Share with clinicians the available medicine at the facility
every day.

Share with HMT and HFGC regarding ordered and received
medicines, adjustment of ordered medicine and expired
medicines.

Display all information related to the price of medicines on
health facility notice boards.

(i) Accountability

Separate the roles of the storekeeper and dispenser at the health
facility to ensure checks and balances.

Conduct daily facility stock of medicines to establish the status
of available medicines, determine daily consumption and moni-
tor utilization.

Record all medicines dispensed to exempted patients.

Review the FFARS report to establish the percentage of funds
from all sources of funding used to purchase medicines and
supplies, reagents and equipment in order to ascertain whether
stockouts are caused by inadequate funding.

Conduct regular visits to the facility store and dispensing room
to check the stock, arrangement of medicines, expired medi-
cines, status of the rooms (if they are in good condition), pres-
ence of thermometers to monitor room temperature and effective
utilization of medicines.

Conduct monthly stock-taking to identify the status of health
commodities that include available medicine and expiration dates.
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e Orient staff on the rational use of medical equipment and other
technologies.

e Ensure health commodity recording and reporting tools, such as
prescriptions, ledgers, MTUHA 4/GoTHOMIS/eLMIS and bin
cards are available at the facility.

* Ensure that therapeutic committee meetings are conducted as
frequently as needed and documented accordingly.

(iii) Participation

* Ensure full participation of all members of the HFGC, HMT and
therapeutics committee in meetings discussing issues related to
procurement, availability and utilization of health commodities
and technologies.

(iv) Equity and inclusiveness

* Facilitate availability of health commodities for all vulnerable
groups, including pregnant women and people with disabilities;
for instance, oxytocin, albino oil and hats.

* Facilitate blood availability at the facility blood bank.

Step 2: Developing an Action Plan

The health facility in-charge is required to address the identified shortfall using
a plan of action that indicates the set of activities to address the problem. The
plan might include the problem and its causes, the activity, the time frame and
the responsible person, as indicated in Table 6.1. The in-charge should share
and discuss the identified problem, possible causes and action plan with the
health facility committee, health staff and the management committee for the
health facility. In addition, the in-charge should monitor the results of the action
plan to determine whether it leads to an improvement, and should share the
results of the monitoring. The accountability mechanisms in the health facili-
ties should be strengthened to ensure access and availability of health commod-
ities and technologies. This will include the use of health-related guidelines and
standard operating procedures, frequent management meetings, record keeping
and tracking, supportive supervisions of all levels and experience sharing.

6.4 SCENARIO TWO

A pharmaceutical assistant of Mkunanzini Health Centre ordered medicines
and dental equipment on February 5th, 2020, through report and request
(R&R) forms. Items ordered were dental equipment, ketamine and oxytocin.



TABLE 6.1 Action Plan to Address Stockouts, Overstocking and Technical Skills at the Health Facility

DEADLINE FOR
DESCRIPTION OF  POTENTIAL CAUSES ~ PROPOSED ACTIVITIES TO ADDRESS ~ RESPONSIBLE ~ ADDRESSING
PROBLEM THE PROBLEM OF THE PROBLEM THE PROBLEM PERSON THE PROBLEM
Stockouts of  Stockouts e Failure to plan e Reporting on stock status Health facility One week from
health occurs in the and budget (ordered and received, in-charge the date the
commodities  health facility e Poor management adjustment) action plan

Overstocking
and expiry
of health
commodities

when there are
no health
commodities or
technology
temporarily

Overstocking
occurs when
there excess of
required health
commodities,
leading to

expiry

Poor data use

Failure to plan
Poor management
of medicine and
health
commodities
Failure to
document and
trace expiry dates
Failure to separate
the expired
commodities

e Reporting daily consumption of
medicines

e Physically verifying the availability
of 10 tracers for issue to clients

¢ Informed planning and budgeting
for essential health commodities

e Reporting on expired
commodities

e Separating the expired
commodities waiting for disposal,
or removing them from the
inventory

e Checking if the fridge is working
with a reliable power source—
temperature monitoring records

e Visiting the storage areas:
checking if the room is secured,
well ventilated, protected from
heat and light, well arranged and
cleaned with adequate shelves
and a worktop for record keeping

was developed

Two weeks from
the date the
action plan
was developed

Health facility
in-charge

(continued)
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TABLE 6.1 (Continued)
DEADLINE FOR
DESCRIPTION OF  POTENTIAL CAUSES ~ PROPOSED ACTIVITIES TO ADDRESS ~ RESPONSIBLE ~ ADDRESSING
PROBLEM THE PROBLEM OF THE PROBLEM THE PROBLEM PERSON THE PROBLEM
Lack of This problem e Lack of training e Seeking training opportunities on  Health facility Two weeks from
technical occurs when opportunities elLMIS and for management of in-charge the date the
skills the health e Limited short and medicine and medical supplies action plan
providers do refresher courses e Updating health worker skills was developed

not have the
required skills
in procurement
and supply of
health
commodities,
as well as skills
related for
planning,
budgeting and
management
of the same

on dispensing,
eLMIS, and other
related skills
Failure to
document skill
profile and
qualification

profile for each cadre
Documenting the qualifications
of the staff at the health facility
tasks among available
professionals according to task
sharing, as per the policy
guidelines
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However, dental equipment was out of stock; thus, the MSD advised the facil-
ity’s pharmaceutical assistant to prepare a special procurement order, which
would take six months before delivery.

Moreover, anesthetic drugs and oxytocin were out of stock as well, though
the MSD could not give an out-of-stock notice to permit procurement from the
prime vendor. Despite not having a written out-of-stock notice from the MSD,
the facility pharmaceutical assistant decided to request the missing items from
prime vendor; however, some of the ordered items were out of stock as well.
The facility pharmaceutical assistant decided to inform the facility in-charge,
who in turn requested permission from the council director through the DMO
office to procure the missing items from other short-listed vendors. Council
procurement officer advised council director not to honor the facility request
simply because there was no written out-of-stock notice from the MSD.

The facility pharmaceutical assistant and facility in-charge decided to
share the matter in their morning clinical meeting for discussion, and it was
agreed that they should keep waiting until the items were available and deliv-
ered from the MSD and not otherwise, in order to avoid audit queries. Further-
more, clients kept seeking health services from Mkunanzini Health Centre
without dental services and procuring missing medicines from nearby private
drugs outlet at the Accredited Drug Dispensing Outlet (ADDO).

6.4.1 Consider these Questions

1. Is this scenario relevant in your health facility? How often does it
happen?

2. Who is responsible for challenges experienced in the scenario and
how can they be held accountable?

3. How can the challenges experienced in the scenario be addressed?

6.4.2 Reflection

The scenario portrays challenges that are sometimes beyond the capacity of
the facility in-charge and HMT. The facility ordered the medicines and equip-
ment, but the equipment was out of stock at the MSD. The out-of-stock notice
was not issued by the MSD to allow the facility to procure from the prime ven-
dor. The facility attempted to use various ways to procure the missing equip-
ment but failed and decided to keep waiting until the items became available
at the MSD to avoid audit queries. Health facilities are frequently challenged
for not having essential medicine and health commodities, but the scenario
expands other possible causes of stockouts to the MSD and prime vendors,
who are essential in the supply chain.



74 Leadership and Governance in Primary Healthcare

6.4.3 Addressing the Problem and

Using the indicators highlighted in the scenario, the health facility in-charge
will need to evaluate the elements of leadership and governance that were not
observed. Investigation to determine the root courses related to procurement
challenges is important. The elements analyzed are transparency, accountabil-

Developing an Action Plan

ity, equity and inclusiveness and participation.

Step 1: Addressing the Problem

(i) Transparency

Share the difficulties faced by the facility in the procurement of
health commodities to different authorities such as the CHMT,
committees, health boards and the WDC.

Share updates of the commodities and technologies ordered
and feedback from the MSD and prime vendors to all relevant
structures to know what is going on, including village leaders
and the WDC.

(i) Accountability

Make close follow-up on commodities ordered from the MSD,
prime vendor and other suppliers and document all follow-ups
made.

Consult a council procurement officer to hold tender board
meetings when there is a stockout at the MSD and prime ven-
dors. Attach all documents and written correspondences with
the MSD and prime vendors.

Make an appointment and meet with the MSD representative
to share the challenges faced in relation to the procurement of
health commodities.

Use the status of medicine and health commodity data when
ordering the same from the MSD.

Procured commodities should be inspected by the facility
inspection committee and facility therapeutic committee before
storage.

(iii) Participation

Organize meetings with all responsible facility governing struc-
tures for procuring health commodities.

Step 2: Developing an Action Plan

An action plan is developed to address the problems identified in the health
facility. This is the role of the health facility in-charge. The plan of action



TABLE 6.2 Action Plan to Address Procurement Challenges at the Health Facility

DEADLINE OF
DESCRIPTION OF ~ POTENTIAL CAUSES PROPOSED ACTIVITIES TO RESPONSIBLE ADDRESSING
PROBLEM THE PROBLEM OF THE PROBLEM ADDRESS THE PROBLEM PERSON THE PROBLEM
Procurement  Procurement of Late order e Make the order on time, Health facility Two weeks from
of health health Lack of skills for preferably a month or in-charge the date the
commodities  commodities procurement of more before stockout action plan was
becomes a health commodities e Frequently update developed

problem when
the facility orders
the items but
does not receive
them on time or
in completeness
and is not
supported to
order the same
from the prime
vendor. Therefore
the facility lacks
such medicine
and health
commodities.

Failure to issue an
out-of-stock notice
by the MSD
Depending on only
one prime vendor
Lack of networking
skills

Not making
enough follow-ups
Not using the
existing structures
when procuring
commodities

Not sharing bad
experiences of
procuring health
commodities

procurement skills and
experience sharing

Make follow-ups with the
MSD and, if possible, ask
to meet them to know the
status of your order

Seek advice on the
possibility to use more
than one prime vendor
Communicate with other
facilities to know how
they have managed to
secure health commodities
Inform the existing
structures to get their
support

Consult council pharmacist
frequently for advice and
assistance in procuring
health commodities
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indicates the set of activities, including identifying the causes of the problem,
the responsible individual to implement the activity and the time frame. The
health facility in-charge is advised to share with the staff the action plan, dis-
cuss and agree and provide feedback on the implementation. The in-charge is
also reminded to use health-related guidelines and standard operating proce-
dures when developing the activities to avoid conflicting activities.

6.4.4 Other Potential Issues

The proposed solutions based on the scenario aim to give an overview of how
the leadership of the facility can address day-to-day challenges affecting the
functioning of the health facility. It is important to note that issues presented
in the scenario are not exhaustive. This chapter suggests that the health facil-
ity in-charge and other HMT members should always consider other potential
issues while executing their functions. Examples of other potential issues are
presented in Box 6.1.

BOX 6.1 OTHER POTENTIAL ISSUES IN HEALTH
COMMODITIES AND TECHNOLOGIES

1. Working with the community: Cooperate with communities to
improve and maintain acceptable levels of healthcare. Conduct
meetings with the community for awareness creation. Sensitize the
community to the issue of blood donation and the need to donate
blood.

2. Increasing health service coverage: Support community health
workers by extending health coverage of the public. Ensure that
enrollment in iCHF is increased.

3. Making use of available supporting structures: Have regular com-
munication with pharmacists and do frequent consultation on the
procurement of health commodities.

4. Ensuring efficient use of the vendor system: Propose to have more
than one prime vendor when necessary to ensure availability of
health commodities.

5. Providing collaborative healthcare: Distribute/share the medicines
that are due to expiry with nearby facilities. Document and share
best practices related to management health commodities and tech-
nologies.



6 e Health Commodities and Technologies 77

6. Including planned preventive maintenance (PPM) for facility in-
frastructure and equipment in facility plans and budgets.

7. Assessing the shelf life, packaging and means of transport of the
commodities procured.

8. Ensuring rational use of medicine according to standard treatment
guidelines.

9. Establishing a facility pharmacy, which should have the medicines
that are not available at normal facility medicine outlets.
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7.1 INTRODUCTION

Finance is one of the key resources that facilitate acquisitions of human and
material resources for the provision of health services and social welfare at
health facility and community levels. Health financing entails how financial
resources are mobilized, pooled, and utilized to maintain and improve facil-
ity operations and, ultimately, improve health outcomes. Health financing is
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linked closely with financial management (Cammack, 2007; Cashin et al.,
2017). Good financial management supports health organizations in achieving
their objectives (Richard & Daniel, 2001). Financial management is a pro-
cess of planning, mobilizing, keeping and using financial resources effectively
and efficiently to meet the needs or objectives of the organization (Borghi
et al., 2006; Paramasivan, 2009; Richard & Daniel, 2001). It is regulated
and guided by various policies, laws, regulations, guidelines and principles
(MOHCDGEC, 2016).

To manage financial resources effectively and efficiently, health facility
management team (HFMT) members perform a range of activities/functions
including the following: financial planning and budgeting, mobilizing financial
resources from various sources, disbursing and allocating funds for various
uses, preparing financial reports, and supporting audit and risk management
of funds (Kalolo et al., 2021; Kapologwe et al., 2019; Kuwawenaruwa et al.,
2019; Wishnia & Goudge, 2021). In performing these functions, health facility
managers experience challenges that negatively affect the provision of health
services to individuals and communities overall (Fritzen, 2007). This chapter
attempts to address these challenges by outlining how health facility managers
can apply good practices and principles of leadership and governance to the
field of health financing and financial management. The next section presents
a scenario used to demonstrate how to address challenges related to finance in
primary health facilities.

7.2 SCENARIO

A team of officials from the ministries (President’s Office—Regional Admin-
istration and Local Government [PO-RALG] and Ministry of Health [MOH])
conducted supportive supervision (SS) of health facilities in three regions in
mainland Tanzania. In one of the health centers (HCs), it was found that the
quality of health services was poor. Upon visiting the pharmacy store, the
team observed that critical health commodities were not available, and clients
mostly were asked to buy at nearby private pharmacies. The health center had
inadequate health staff, and they worked overtime to provide services. The
staff were not paid their allowances, including on-call and extra duty allow-
ances. The team was shocked by these findings and planned to use two days to
review the facility budget plan and study the different sources of funds. This
was in December, but the HC had not received funds from the central level.
The team also assessed the National Health Insurance Fund (NHIF) source
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and found that no revenue was received from NHIF for more than months;
the team was shocked to see that NHIF claims for the past three months were
not submitted to the NHIF regional office. The team asked the council health
management team (CHMT) members if they made any follow-up of this chal-
lenge, but they denied being informed by the HC management. Furthermore,
there were no funds received by the facility from the improved Community
Health Fund (iCHF) and the in-charge said they had tried to push claims of
one month with rejections; they reported the issue to the district medical offi-
cer (DMO)’s office. In total, there were more than 400 claims kept in the box
at the medical officer in charge (MOI)’s office, despite the fact that iCHF
members received treatment with little satisfaction because of a lack of labora-
tory services and medicines.

In addition, the team found that funds generated through user fees was
about 1,100,000 TZS per month from of 3200 patients who visited and were
admitted to the HC. The average number of patients served per day was 110,
and 40% of these qualified for exemption through exemption and waiver
mechanisms; the exemption cost data were not collected. The HC did not have
any billing system or electronic mechanisms for fund collection. Funds were
collected by a medical attendant who had no financial background. There was
limited availability of supplies like infection prevention and control (IPC)
materials, utility bills were not paid for more than four months and it was
found that the facility did not have a procurement plan to guide the procure-
ment of goods and services. The bank statement of the HC had a balance of
approximately 3,200,600 TZS, with which the in-charge had ordered some
health commodities, payment of utilities and other facility requirements, but
there was no feedback from the district executive director (DED)’s office about
the stage of approval. The request was sent to the DMO office three weeks
ago, and CHMT teams replied that they were still awaiting a response from the
DEDs’ office because there were some items that had to undergo procurement
procedures in order not to violate the law.

Furthermore, the team assessment indicated that some key financial and
procurement acts, regulations and guidelines were not available, and that staff
had limited understanding of these documents. Review of the expenditure file
indicated that some payment vouchers were missing, and some adequate pay-
ments were not supported with relevant documents. The team also found inad-
equate segregation of duties for staff involved in financial management and
procurement, and collected funds were not deposited according to the require-
ments of financial regulations.

Moreover, the team reviewed the performance of the health facility
governing committee and health facility management team. The team
found that most of the health facility’s governing committee agenda was
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usually to seek approval for purchasing medicines or spending money on
certain activities that were not reflected in the annual plan. Many emer-
meetings were conducted to seek approval of expenditures, and
revenue and expenditure reports were not submitted or discussed in the
meetings. In addition, recorded meeting minutes rarely showed the depth
of discussion of the agenda. Resolutions from previous meetings were not
documented at all. The resolutions were mixed up within the agenda, not
given a timeline and, in most facilities, not discussed in subsequent meet-
ings to track implementation. Health facility management team members
had not conducted any meetings for the last six months to discuss and

gency

address health services.

7.2.1 Consider these Questions

1

. What revenue management challenges are presented in this scenario?

2. Do the revenue management challenges identified in this scenario

apply to your organization or health facilities?

. Why do revenue management challenges exist in your health

facilities?

. Why do health facility management teams:

a) Make payments out of plan?
b) Fail to properly seek proper authorization?
¢) Fail to properly keep payment vouchers and related documents?

. What procurement challenges are presented in the scenario, and

why do these procurement challenges exist in this health facility?

. Why do health facility committees not discuss revenue and expen-

diture reports adequately? Why do health facility committees con-
duct emergency meetings for approving expenditure related to
procurement?

. Why does inadequate understanding of key financial policies, laws,

regulations and guidelines exist among health staff?

. What can be done to address the financial challenges reported in

this scenario?

7.2.2 Reflection

The aforementioned scenario demonstrates that health facility manage-
ment faces a number of challenges related to health financing and financial
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management. These challenges are reported in the annual reports of the con-
trol and auditor general, and they fall under four themes as follows:

(i) Revenue management challenges
e Missing revenue earning receipt books.
* Failure to adequately collect revenue from various sources.
* Failure to monitor revenue collection.
(ii)) Cash management challenges
e Bank reconciliation is not done on a monthly basis.
e A surprise cash survey is not conducted.
(iii) Expenditure management challenges
e Funds used for fruitless expenditure; unnecessary expenditure
due to inadequate financial management and controls.
e Payments for unbudgeted activities.
* Inadequately supported expenditures.
e Missing payment vouchers.
e Missing acknowledgment receipts from recipients of funds.
* Expenditure charged to wrong account codes.
e Payments not subjected to pre-audit.
e Lack of proper authorization of expenditure.
e Expenditure incurred contrary to financial and planning
guidelines.
e Outstanding claims not paid.
(iv) Procurement challenges
e Procurements made outside of annual procurement plans.
e Procurement of goods and services without tender board
approval.
e Procurements made without raising a local purchase order
(LPO).
e Procurement of services from unapproved suppliers.
e Payment for goods and services not delivered or rendered.
* Procurements made without competitive bidding.
* Stores/supplies not recorded in ledgers.
e Inadequate documentation of contracts and projects.

The scenario presented just some of the financial challenges that health facil-
ity in-charges and other health facility management (HFMT) team members
face. The challenges reported in the scenario include absence of billing and
electronic mechanisms for fund collection, delays in submitting and mak-
ing follow-ups on claims at NHIF and non-compliance with financial and
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procurement procedures and regulations. These are some of the indicators of
weak leadership and governance at the health facility. These challenges could
have been avoided if the health facility in-charge was using good practices and
principles of management, leadership and governance.

7.2.3 Addressing the Problem and
Developing an Action Plan

Using the aforementioned challenges, the in-charge has to assess the use of
principles of leadership and governance at his or her health facility. Spe-
cifically, the facility in-charge is required to assess the root causes of the
problems related to health financing and financial management. These chal-
lenges can be addressed by using good practices and principles of manage-
ment, leadership and governance in the field of health financing and financial
management. The good practices and principles are presented herewith
under the themes of accountability, inclusiveness and participation, trans-
parency, rule of law and equity. To address the challenges reported in the
scenario, health managers can use the principles of management, leader-
ship and governance as follows. For each principle, the specific practices or
actions are listed.

Step 1: Addressing the Problem

(i) Accountability

» Establish/create new sources for generating revenue for the
health services.

* Choose specific areas/sites for collection of revenue.

» Establish/create new sources of funding/financing mechanisms.

e Identify and closely monitor revenue from various sources.

e Properly fill and submit timely claims to various insurance
schemes.

e Follow up on all insurance claims so that they are paid on time.

* Properly keep revenue books in safe and secure places.

* Issue receipts for all received money in the health facility.

* Deposit collected revenues from all sources in an appropriate
bank account in a timely manner.

e Appoint a financial focal person who will ensure proper filling
of NHIF/CHF forms and claims.

e Conduct bank reconciliation on a monthly basis.

* Seek approval from relevant authorities to use imprest at health
facilities for emergency purposes.
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(ii)

Prepare quarterly technical and financial reports and submit
them to relevant authorities on time.

Conduct surprise cash surveys.

Prepare an appropriate health facility plan covering key ser-
vices and activities.

Approve expenditure for items and activities in the budget and
compare expenditure against budget.

Support each expense with relevant attachments/documents.
Properly keep payment vouchers and related documents in a
safe and secure place.

All actions by staff should be supervised by appropriate people
and officials.

Budget and allocate funds for payment of staff allowances and
other benefits.

Conduct regular continuing education on financial management.
Properly adhere to procedures and principles outlined in finan-
cial policies, laws, regulations and guidelines.

Prepare a health facility annual plan and procurement plan.
Purchase goods and services in line with the health facility pro-
curement plan.

Procure services and goods from approved suppliers using
appropriate procurement methods.

Record all goods received in a store ledger.

Maintain/keep key documents and contracts related to
procurement.

Establish a team that will respond to queries raised by auditors.

Participation and inclusiveness

Present and allow members of the health facilities commit-
tee, facility management team and staff to discuss revenue and
expenditure reports.

Present and allow members of the health facilities committee,
facility management team and staff to discuss implementation
of the health facility procurement plan.

Present and allow members of the health facilities committee to
discuss the implementation of the health facility procurement
plan.

Seek approval of the health facility procurement plan from the
health facility committee.

Conduct health facility management meetings on a monthly
basis.

Discuss any increase or decrease in revenue and reasons for the
same with HFMT.
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(iii) Transparency
* Seek authorization for procurement from relevant authorities.
e Present revenue and expenditure to the HFGC, HFMT and staff.
(iv) Rule of law

e Obtain and use key financial policies, laws, regulations and
guidelines.

e Orient or train health staff on key financial policies, laws, regu-
lations and guidelines.

e Purchase goods and services according to the public procure-
ment act and its regulations.

* Manage and monitor exemptions at health facilities in line with
national health policies and guidelines.

e Follow procedures for receiving goods from tenderers/suppliers
outlined in financial policies, laws, regulations and guidelines.

(v) Equity

e Create community and household awareness of joining health
insurance plans.

e Identify exempted individuals with insurance cards to use the
cards to pay for health services.

e Assign staff to monitor exemption and waiver processes/mecha-
nisms; record exemption and waiver costs.

Step 2: Developing an Action Plan

The in-charge is required to address the identified challenges by developing an
action plan that indicates a set of activities to address identified problems. The
plan should indicate the activities, time frame, and responsible person, as indi-
cated in Table 7.1. The in-charge should share and discuss the identified prob-
lems and proposed action plan with the health facility governing committee,
health staff and the management team of the health facility. In addition, the
in-charge should monitor the results of the action plan to determine whether
it is leading to the expected improvement, and should share the results of the
monitoring. A sample action plan is prepared (see Table 7.1) to address some
of the challenges reported in the scenario.



TABLE 7.1 Action Plan to Address Challenges Related to Health Financing and Financial Management

DESCRIPTION OF

PROBLEM THE PROBLEM

POTENTIAL CAUSES
OF THE PROBLEM

DEADLINE OF
PROPOSED ACTIVITIES TO RESPONSIBLE ~ ADDRESSING
ADDRESS THE PROBLEM PERSON THE PROBLEM

Allowances not The health staff
paid work beyond
normal working
hours, but they
are not paid their
entitlements/
allowances.

The health facility
offered services
through the NHIF
but did not
submit the claim
for payments.

Delayed claims
submission to
the NHIF

Absence of
procurement
plans

The facility had no
procurement plan
to guide
procurement of
goods and
services.

e lack of budgeting e
e Shortage of funds

e Reluctance

e Lack of skills to fill
the claim forms

e Frequent
deductions from
the NHIF, which °
discouraged the
staff to fill the .
forms

e Lack of planning o

e Lack of awareness

e Lack of relevant
skills

Include on-call and other
allowances in the facility plan
and budget

Prepare on-call allowances and
extra duties payments

Health facility One week after
in-charge the preparation
of the action
plan

Prepare and submit monthly
claims to the NHIF and iCHF
regional offices

Orient staff on filling out NHIF
forms

Seek clarification on deductions
from the NHIF

Share feedback to staff on
errors noted in submitted forms

Prepare and seek approval of
the procurement plan to guide
procurement of goods and
services in the facility

Seek technical support from
CHMT members

Health facility Monthly
in-charge

Facility
in-charge

By next month

(continued)
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TABLE 7.1 (Continued)
DEADLINE OF
DESCRIPTION OF  POTENTIAL CAUSES PROPOSED ACTIVITIES TO RESPONSIBLE ~ ADDRESSING
PROBLEM THE PROBLEM OF THE PROBLEM ADDRESS THE PROBLEM PERSON THE PROBLEM
Limited Staff were lacking e Absence of acts e Communicate with relevant Health facility Immediately
understanding  basic knowledge and regulations at authorities to determine the in-change
of financial on financial and facility missing guidelines
and procurement e Lack of knowledge e Orient health facility staff on
procurement management and skill health financing and financial
acts and management
regulations
Poor Exemptions and e Limited knowledge e Appoint a staff member to Health facility Immediately
management  waivers were not on how to manage  manage exemptions and in-charge
of exemptions  monitored, and exemptions and waivers
and waivers there was no waivers e QOrient the staff on how to
data/information handle exemptions and waivers
for exempted
people
Poor Members of the e Health facilities Orient health facility governing Health facility Immediately
participation health facilities governing committee members on roles in in-charge
of decision- governing committee not financial management
making bodies  committee did knowing their roles
or structures not discuss

revenue and
expenditure
reports
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8.1 INTRODUCTION

A community health system is a combination of local actors, their relationships
and their processes in producing, advocating and supporting health in com-
munities and households, beyond but in relation to the formal health system
structures (Schneider et al., 2022; Schneider & Lehmann, 2016). As a social
system, a community health system is characterized by both hierarchical and
horizontal elements based on networking and relying on trust and accept-
ability (Sacks et al., 2019; Schneider, 2019). Its management involves making
use of the existing local actors and their relationships to ensure that activities
and processes are well planned, organized, coordinated and controlled in an
effort to improve community health. This involves the effective use of a human
workforce and materials in healthcare settings and ensures that each actor is
aware of their roles and responsibilities in attaining desired goals.

Over the years, Tanzania has embraced community healthcare as a part
of the healthcare system and has made several improvements. Notable efforts
to improve community health systems can be traced back to the Arusha
declaration (1967), which put forward a clear policy of expanding primary
healthcare services at the grassroots level by constructing health facilities and
training village health workers to conduct community outreach (Bech et al.,
2013; Dominicus & Akamatsu, 1989). In the early 2010s, the Community-
Based Health Program (CBHP) was formulated to address the lack of coordi-
nation, standardization, monitoring, supervision and support across a range of
community health programs operating at the local level (Shelley et al., 2020).
In 2014, the government formulated the National Community-Based Care
Policy Guidelines and established the National Community-Based Health Pro-
gramme (NCBHP) in the Health Promotion section of the Ministry of Health
(MOH) to oversee the implementation (Brown, 2018). The Community-Based
Health Policy 2014 officially recognized and standardized community health
worker (CHW) cadres and the services that they deliver, as reflected in the 2013
National Essential Health Care Interventions Package—Tanzania (NEHCIP).
In early 2020, the 2014 National Community-Based Health Program Policy
Guideline was replaced by the Policy Guidelines for Community-Based Health
and Social Welfare Services, which was made to address the challenges of the
earlier version. In these new guidelines, the government focused on locally
grown solutions that could be implemented by the community without exter-
nal sources. These new guidelines re-introduce the use of volunteer CHWs
nationwide. The newly proposed approach is based on the success of the Uturo
community in the Mbarali district, Mbeya region, which used community
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volunteers to address issues of maternal and newborn deaths successfully,
famously known as the Uturo Model (Kanjanja, 2021).

The 2020 Policy Guidelines also provide a governance framework for
implementing CBHC services that includes elaborating the systems and struc-
tures for organization, management and coordination, and assigning roles and
responsibilities for each level. The guidelines provide a framework for partner-
ship, collaboration and coordination for all stakeholders including the govern-
ment, development partners and private sector.

The MOH oversees the CBHP, while the PO-RALG is chiefly responsible
for its implementation. Non-governmental organizations (NGOs), donors and
other partners support CBHP planning and implementation at all levels, includ-
ing goal- and objective-setting, resource mobilization and information-sharing.

Making community systems work also depends on how the community
is engaged. Community engagement (also known as community participation
or community involvement) is a process concerned with raising awareness,
with the ultimate involvement of individuals, families and communities in the
planning, implementation and control of activities geared towards improv-
ing health and general welfare through self-reliance (Chaskin, 2001; King &
Cruickshank, 2012). It also refers to voluntary involvement of the public or
community members in activities that affect them, that is, identification of a
problem, planning, implementation and providing resources to find the solu-
tion up to the point of evaluation by the community, which means the com-
munity manages the process (Christophe & Neiland, 2006; Zakus & Lysack,
1998). The process of community involvement involves an exchange of infor-
mation leading to action by the people to improve a situation for a better life.
In health facility management, community engagement at different levels is
crucial. In Tanzania’s situation, various formal and informal structures are
available to promote community engagement; these structures and responsi-
bilities are listed in Table 8.1.

TABLE 8.1 Formal and Informal Structures for Promoting Community
Engagement

STRUCTURES ROLES/RESPONSIBILITIES

Village council Making overall planning decisions on and
giving support for health service delivery

Village health committees Making planning decisions and giving

support for health service delivery, assessing
health services and making suggestions for
suitable improvements

(continued)
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TABLE 8.1 (Continued)

STRUCTURES ROLES/RESPONSIBILITIES
Health facility governance Overseeing health service planning, service
board and committees delivery, and management of health

resources, and monitoring and evaluating
health services at the facility

Council health service board Overseeing service delivery and management
of health resources in the councils
Community-based groups Forming organized groups of individuals in

the community with a shared goal mostly
related to economic empowerment or
helping each other during sickness or
funeral arrangement for a group member
or close relative; e.g. VIKOBA

Influential community leaders Leading and coordinating the society or
(such as religious or tribal group of people in maintaining the
leaders such as Maasai practices of particular agreed-upon societal
laibons) norms, standards, beliefs or culture; highly
respected member of the respective
community

8.2 SCENARIO ONE

The government of Tanzania has approved resources for upgrading one of
the dispensaries in “Ward X to become a health center. “Ward X is inhab-
ited by a society that is patriarchal in nature, with the elders deciding most
matters for the society. The district executive director (DED) has dispatched
a technical team to assess potential areas where the project could be exe-
cuted. On arrival at the ward, the team, in consultation with the ward execu-
tive officer (WEQ), managed to find a dispensary, “dispensary Y”, deemed
potentially suitable from technical expertise to be upgraded to function as a
health center. A report was written and given to the DED, who approved the
commencement of the project and appointed the health facility in-charge of
dispensary Y to oversee the project implementation. Upon commencement
of the project, there was reluctance of the community to participate in the
site clearance, bringing construction materials available for free from nearby
river banks (construction sand and stones). The project execution was there-
fore not possible given the prerequisite of utilizing the approved fund that
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some of the works must be handled by the community members in order to
minimize the project cost.

8.2.1 Consider these Questions

1. What are the lessons learned in this situation with regard to the
importance of community engagement?

2. Has your organization/health facility ever experienced a similar
situation (or have you heard from another facility/organization)?

3. What could be the possible causes of problems evolved in this
project?

4. Could these problems be avoided?

8.2.2 Addressing the Problem and
Developing an Action Plan

This situation serves as an example of the importance of appropriate commu-
nity engagement in the management of projects for healthcare organizations.
Project execution in the community needs the engagement of both technical and
community members from the conceptual phase of the project. Despite the fact
that the WEO was engaged during the conceptual phase of the project, the com-
munity or community representatives were not engaged fully in the site selec-
tion, and were also informed about the project financing models and the roles
of the community during the project implementation. In this situation, the roles
of elders in society, though not in the formal structure, need to be appreciated
due to the fact that they play a vital role in enhancing community participation.

Step 1: Addressing the Problem

In this scenario, the governance and leadership issues in the project execution
relate to participation, transparency and accountability. To address these aspects
of governance and leadership, the in-charges should address the following issues:

(i) Participation: In order to create community engagement and proj-
ect ownership, it is important for the facility in-charge to systemati-
cally understand key influential individuals in the society and also to
engage the leaders in the formal structure. This can be achieved by:
* Stakeholder mapping and understanding the power relationship

in the community.
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e Organizing and conducting stakeholder meetings that include
participants such as community leaders from formal or infor-
mal structures (highly respected or influential members of the
society/religious leaders and civil society organizations.

e Presenting the project idea in community structure meetings
(village general assembly and ward development committee).

(i) Transparency: The facility in-charge needs to

e share information widely related to the project with all key
stakeholders.

e provide customized information to all key stakeholders showing
the project benefit to them.

(iii)) Accountability: The facility in-charge needs to

e address people’s concerns within his/her scope and provide
clarifications whenever needed.

* monitor, inform and continuously engage informal influential
community leaders in the society.

e organize regular meetings for project updates with key commu-
nity stakeholders.

Step 2: Developing an Action Plan

An action plan is developed to address the problems identified in the execu-
tion of a project at the health facility. This is the role of the health facil-
ity in-charge. The plan of action indicates the set of activities, including
identifying the causes of the problem, the responsible person to implement
the activity and the time frame. The in-charge should share and discuss
the identified problem, possible causes and solutions with the health facility
governing committee and health facility management teams. In addition,
the in-charge should monitor implementation of the action plan to know
whether they lead to an improvement. The results of the monitoring should
be shared with the health facility governing committee and health facility
management teams.

8.3 SCENARIO TWO

The residents of Kisajanilo village have been experiencing serious health
issues, particularly those related to epidemic diseases such as malaria and
diarrhea. The volume of people seeking medical care overwhelms the exist-
ing health infrastructure, that is, the local public dispensary. The dispensary



TABLE 8.2 Action Plan to Address Community Engagement Challenges at the Health Facility

PROPOSED ACTIVITIES DEADLINE FOR
DESCRIPTION OF POTENTIAL CAUSES TO ADDRESS THE RESPONSIBLE ADDRESSING THE
PROBLEM THE PROBLEM OF THE PROBLEM PROBLEM PERSON PROBLEM
Inadequate Inability of the ¢ Inadequate e Mapping of key Health facility Two weeks from the
engagement  project team lead stakeholder stakeholders in-charge date action plan
of the to identify the mapping to e Conduct meetings was developed
community potential understand key with community
influential leaders players members by
in the community e Inadequate utilizing existing

and engage with
the formal
community
structures
resulted in
inadequate
awareness and
motivation of the
community to
contribute to the
project execution.
This ultimately
resulted in delays
in the project
implementation.

information sharing
with the community
Low community
awareness of the
project

Inadequate
understanding of
the potential of
influential
community leaders

formal structures

e |dentify and engage
influential
community leaders
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is understaffed, as it has only three health workers who work for more than
eleven hours a day. Because the facility health workers are busy attending
to community residents at the village dispensary, HIV patients have ceased
receiving treatment from the local PLHIV group, and no one was available
to reconnect them to the PLHIV center. Everyone in the village assem-
bly, including the village elders, blames the dispensary staff for not being
in charge of the general welfare of the community. One woman, who is a
member of the community, volunteered to provide some basic community
health services, such as promoting nutrition services to children under the
age of five. She only attended a one-time training five years ago. One NGO
operating in the ward asked community health workers to attend a four-
day workshop on infectious diseases in their ward last year. All attendees
were offered a travel reimbursement and five per diems as compensation.
Although it was addressed to the village chairperson, the invitation let-
ter reached out to the village dispensary. The village chairperson decided
that his wife, who has never volunteered for anything related to community
health, should attend the workshop after learning that attendees will receive
per diems. Even after returning from the training village, the chairperson’s
wife never bothered to deal with COVID-19 or anything else related to
infectious diseases. The facility in-charge has come under fire from the
village health committees and other stakeholders for not choosing the indi-
vidual who has been helping the village’s efforts to promote community
health. The village chairman and his wife have promised that they would
not be re-elected in the upcoming election, which has angered the locals.
Despite the three staff members’ devotion to save the entire village, the
facility manager is demotivated by the opinion of the village government
and the community that the village dispensary health workers are no longer
beneficial to the community.

8.3.1 Consider these Questions

1. What lesson have you learnt from this scenario regarding the use of
community health workers (CHWs)?

2. Has your health facility or work setting ever encountered common
challenges regarding the management of CHWs?

3. What s another challenge facing community health that you think could
be addressed through good coordination and management of CHWs?

4. What do you think are the causes of these problems?

5. Do you think that the health facility in-charge and facility manage-
ment team play a big role in making CHW play an active role in
providing community health services?
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8.3.2 Reflection

The scenario provided represents many other common challenges facing the
community health system in Tanzania and beyond. Many health facilities are
understaffed but have not recognized the importance of using CHWs to com-
plement their roles. Community health can be addressed by using community
members, known as CHWs, if well-coordinated and incentivized. However, in
many areas, this has not been successfully done. The responsible organs for
influencing the use and management of the CHW are disconnected and not
showing up, and the community members who are willing to take responsibil-
ity of serving their fellow community members are not supported effectively,

making them vulnerable in these situations.

8.3.3 Addressing the Problem and

Developing an Action Plan

Step 1: Addressing the Problem

(i) Participation

Engage CHW:s in the development of facility plans.

Engage CHWs in provision promotion services, such as vacci-
nation and sensitization activities.

Engage the village or ward government in discussing the roles
that will be assigned to CHWs in the community.

(i) Accountability

Link CHWs with community health stakeholders in your areas.
Prepare interventions that will help to build the capacity of the
CHW.

Help the community to identify the CHW with whom they are
willing to work.

Help the village government/ward to follow the selection proce-
dure of getting CHWs in the community.

If possible, provide working tools to the CHWs.

(iii) Transparency

Share health challenges with community health stakeholders
such as CHWs and the village government.

Share the health interventions with CHW that the facility plans
implement in the community.

Communicate reports and feedback regarding community
health services to the CHWs, village governments and other
stakeholders.



Step 2: Developing an Action Plan

TABLE 8.3 An Action Plan for Addressing Community-Related Challenges

PROPOSED ACTIVITIES DEADLINE FOR
DESCRIPTION OF POTENTIAL CAUSES OF TO ADDRESS THE RESPONSIBLE ADDRESSING
PROBLEM THE PROBLEM THE PROBLEM PROBLEM PERSON THE PROBLEM
Inadequate Failure of the e Lack of communication  Establish a strong Health facility Within three
management  village between the village linkage between in-charge weeks of
of CHWs in governance leaders and health village governments developing the
the illage structures and facility in-charge and health facilities action plan

health facility e Lack of awareness of the Build awareness of

management formal structures for the formal/village
team FO selecting CHWs structures and their
coordma“Fe roles to CHWs
community e Uncoordinated Coordinate the

engagement in
health promotion
through the use
of CHWs

functions of CHWs,
community and
formal structures
through village
government
Link CHWs with
health stakeholders

management of CHWs

e Failure to link CWHSs and
stakeholders for capacity-
building activities

¢ Inadequate capacity of
CHWs in addressing
community health

Build capacity of
CHW:s regarding
their roles and
responsibilities

Four weeks after
developing the
action plan

Health facility
in-charge

Four weeks after
developing the
action plan

Village government
leaders and Health
Facility in charges

Two weeks after
developing the
plan

Six weeks after
development
of the action
plan

Health facility
in-charge and village
government leaders

Health facility
in-charge
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8.4 SCENARIO THREE

Somoye, a married, pregnant woman with two children, didn’t go to school
because she was married at age of 15 years. Her family economy depends on
small-scale farming (subsistence) in a village. The village has strong tradi-
tions and beliefs that a twin pregnancy is a curse. The village has no health
facility, and the closest is about 7 km from her home. In her third pregnancy,
she attended the antenatal clinic (ANC) twice but wasn’t told if she had a twin
pregnancy. As she had two deliveries at home assisted by a traditional birth
attendant, she expected things will be the same in her third delivery. As the
final days of her pregnancy were approaching, she found that she had started
labor pain before the expected dates that appeared on her ANC card. She asked
the traditional birth attendants to support her, and they came to support her.
No one knew that she had twin pregnancy, not even herself. After some hours
of labor, she finally had her baby without any difficulty, a few minutes later
they had a second twin, and the birth attendants were shocked that she had a
twin pregnancy. The mother and her twins were left without any support, as
her husband was travelling, and her 6-year-old daughter was the only help she
could get.

She noticed a small amount of bleeding began a few hours after the deliv-
ery and was increasing as time went by, but she had nothing to do as she was
not able to walk to the dispensary 7 km away from home. She tried to call her
brother from the next village by sending someone, as there was no network for
mobile phone communication.

Her brother arrived the next morning she found her unconscious with
blood around her bed; he decided to carry her on his back and one twin baby.
The second baby was carried by the daughter, and they started walking to the
dispensary; they walked down to the mountainous village for five hours. They
were quickly received and after a few minutes, she died, and the twins babies
were also admitted. They could not take the body back home due to her situa-
tion of having twins, so she was buried near the dispensary.

8.4.1 Consider these Questions

1. What are the key leadership and governance challenges experienced
in this community?

2. Does your community experience similar challenges?

3. Which stakeholders can be involved to address these challenges?
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8.4.2 Reflection

This scenario reminds the health facility in-charge and the health facility man-
agement team members of the role of cultural belief systems in influencing
community health-seeking behaviors. Health facility managers should be able
to scan cultural beliefs and practices that act as stumbling blocks for health-
seeking behavior and in maintaining a healthy community. The health facility
managers should work with the community actors, such as community leaders,
influential persons, community resource persons (such as community health
workers, cultural organizations and women’s groups) and civil society organi-
zations, to promote health and move away from practices that do not promote
health. Moreover, the fact that the healthcare workers could not diagnose mul-
tiple pregnancies highlights the poor quality of services, which could have
already saved this life. The consequences of poor-quality health services do
not only end with the patient that is attended but affects the whole commu-
nity. She could not have fallen into traditional birth attendants whose beliefs
were not favorable to save her life. In addition, the topics on health education
provided in antenatal care could have been customized to local needs (topics
driven by local problems) in order to address such strong beliefs and cultural
taboos that have devastating consequences on community health.

This scenario points out leadership and management problems manifested
as community participation, quality of care and equity and social justice.
Moreover, the fact that this lady was abandoned by everyone except her close
relatives points to a lack of transparency, accountability and communication
between the health facility and community leadership structures.

8.4.3 Addressing the Problem and
Developing an Action Plan

Step 1: Addressing the Problem

In this scenario, the governance and leadership issues in health service deliv-
ery presented relate to participation, transparency, accountability, equity and
social justice and quality of health services. To address these aspects of gover-
nance and leadership, the in-charges should:

(i) Participation:
e Create community partnerships that can tackle community
problems with their roots in community beliefs, taboos and
value systems. This can be achieved by:
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* holding multi-stakeholder meetings that include such par-
ticipants as community leaders, influential persons and civil
society organizations.

* presenting such issues in community structure meetings
such as village/Mtaa council meetings, Mtaa/village gen-
eral assembly.

* creating community-based campaigns on cultural practices
that influence health.

(i) Transparency:

e Create a forum where community leaders will transparently
share community-related issues that need to be addressed in
order to improve community health.

e Present community-related challenges in village/Mtaa structure
meetings and allow open discussion and make transparent reso-
lutions on the actions.

(iii) Accountability:

e Prepare guidelines on the scope of work of traditional birth
attendants and other community resource persons, such as com-
munity health workers.

(iv) Equity and social justice

e Ensure screening of community members who have vulnerable
situations as they come for healthcare and work with the com-
munity to jointly look for solutions.

e Identify community-based issues that create inequities and
socially unjust acts and present them in village/Mtaa meetings
for joint solutions.

(v) Quality of services

* Ensure that quality antenatal services are provided in the health
facility through continuous quality improvement audits.

e Check whether health education sessions at the antenatal clinic
address community-related challenges and emanate from chal-
lenges encountered in routine practices at the clinic and com-
munity outreaches.

*  Monitor routine feedback on the quality of services as received
from health facility sources, community-related meetings or
other sources.



Step 2: Developing an Action Plan

TABLE 8.4 An Action Plan for Addressing Community-Related Challenges

DEADLINE FOR
DESCRIPTION OF  POTENTIAL CAUSES OF PROPOSED ACTIVITIES TO RESPONSIBLE ~ ADDRESSING THE
PROBLEM THE PROBLEM THE PROBLEM ADDRESS THE PROBLEM PERSON PROBLEM
Poor The mother had e Lack of joint community e Discuss with the Facility Within a month
accessibility to travel 7 km actions to address the community the need to in-charge of developing
to health to reach the issue of distance from construct a health facility the action plan
services health facility. health facilities in the village or address
e Lack of leadership to transport issues by having
address the challenges a community-based
related to transport and transport (funds for
communication transport) system that is
e Lack of reliable available for emergencies
transport to the health e Include in the health
facility facility budget the issues
¢ Absence of g mobile of transport/ambulance
phone network for easy
communication
Teenage The mother has a e Lack of education e Present the issue in village/  Facility Within a month
pregnancies history of being e Traditional norms of ward committee meetings  in-charge of developing
and early married at early early marriages ¢ Develop action plans for the action plan

marriages age. promoting youth-friendly
services in health facilities
and community outreach
in order to reach many
young people
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Persistent
cultural
taboos that
influence
health-
seeking
behavior

The traditional
birth attendants
and the entire
community left
the mother and
babies dying
because of twin
pregnancy.

Poor quality of Failure to detect

antenatal
care

a multiple
pregnancy.

No community-based
campaigns to address
bad cultural taboos
Health education at the
antenatal clinic does
not address community
health issues
Traditional birth
attendants lack
guidelines on how to
address cultural issues
and attend clients
ethically

Poor skills of healthcare
workers to diagnose
multiple pregnancy/
danger signs

Create community-based
campaigns to address
community-based taboos
Present the case in village/
Mtaa meetings for joint
action

Prepare guidelines and
scope of work of
community resource
persons such as traditional
birth attendants and
community health workers

Facility
in-charge

District
Medical
officer

Train health workers on
basic and comprehensive
antenatal care

Conduct mentorship and
supportive supervision

Within a week of
developing the
action plan

Within six months
after developing
the plan
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