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Abstract In the health sector, planning and resource allocation at country level are mainly guided by national plans. For each such plan, a
midterm review of progress is important for policy-makers since the review can inform the second half of the plan’s implementation and
provide a situation analysis on which the subsequent plan can be based. The review should include a comprehensive analysis using recent
data — from surveys, facility and administrative databases — and global health estimates. Any midterm analysis of progress is best conducted
by a team comprising representatives of government agencies, independent national institutions and global health organizations. Here
we present an example of such a review, done in 2013 in the United Republic of Tanzania. Compared to similar countries, the results of this
midterm review showed good progress in all health indicators except skilled birth attendance.
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Introduction

In the health sector, regular reviews of progress and perfor-
mance are critical for good planning and resource allocation.
Most countries have a national strategic plan for the health
sector that outlines major strategies and sets targets. Such
plans often cover a period of five years and usually include
regular monitoring of core indicators and the progress being
made towards set targets. The results of progress reviews are
typically published in annual progress reports'~ and discussed
at annual meetings of the relevant stakeholders. The stakehold-
ers may then decide how - and if - the implementation of the
strategic plan needs to be adjusted. In a recent investigation
of 75 countries, it was found that 58 (77%) countries were
conducting annual reviews of their health sectors.” During
the implementation of a strategic plan, such annual reviews
are often supplemented with more extensive midterm and -
sometimes - final reviews. The World Health Organization
(WHO) has specified the key characteristics of a monitoring
and evaluation platform for supporting regular reviews of
health sector strategy.’

Compared with annual reviews, midterm reviews are usu-
ally broader in process and scope. They may be conducted in
conjunction with a regular annual review or they may replace
it.*” They take a multi-year perspective and pull together all of
the available relevant data to assess the progress and perfor-
mance of the health sector as a whole. Ideally, they should pay
special attention to data quality, long-term trends, contextual
changes and equity, and compare performance at national level
with that in other similar countries. They should also form
the basis for the situation analysis for the next strategic plan.

At present, most midterm reviews are conducted by
teams of international and local consultants and the analysis
and synthesis of evidence are usually quite rapid.® Ideally, any
midterm review should begin with a thorough and systematic

analysis and synthesis of all of the relevant data, to provide a
comprehensive picture of progress and performance. It should
be conducted by national research and public health institu-
tions, in close collaboration with the national health ministry,
the national statistical authority and international partners.
Asan example, we present a midterm review done for the
United Republic of Tanzania in 2013. A systematic approach
was used to analyse and synthesize data from multiple sources.

Context of the review

The Ministry of Health and Social Welfare of the United Re-
public of Tanzania is currently implementing its third national
plan, which covers the period 2009-2015.% This plan represents
the key government document that provides specific guidance
to the health sector. The main aim of the plan is improving
access to those health services that are relevant to the Millen-
nium Development Goals — at community, facility and district
levels. The plan pays special attention to equity and gender
issues and the general improvement of service quality. There
are baseline values available — for 2008-2009 or earlier - for
most of the 42 indicators used to track progress with the plan’s
implementation and corresponding target values for 2015.

The results of household surveys and longitudinal com-
munity studies have indicated that the United Republic of
Tanzania has made major progress towards the achievement
of its health goals since the mid-1990s.” In particular, the child
mortality rate declined substantially between 1995 and 2005.
Since 1999, health sector reviews have been conducted on
an annual basis and a health sector performance profile has
been produced.’ Our review — done in the context of general
midterm policy review - included several sessions to report
midterm progress to the Ministry of Health and Social Welfare
and relevant development partners.
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Box 1. Key components of an analytical midterm review of the United Republic of
Tanzania’s strategic plan for health in 2009-2015

Core indicators and targets

- Map the core indicators of the health sector’s strategic plan on to the logical results

framework.

- Update baseline data where new data are available.

Data sources

- Useallrelevant data, including routine health facility data and those from household, special
population and facility surveys and administrative data sources.

- Assess data quality by considering trends over time and internal consistency of levels and
trends at regional — or other, subnational — levels and by comparing results from surveys

with facility-based data.

- Make transparent adjustments, where needed, to correct improbable values for indicators

that affect the overall analysis.

- Archive and make the dataset used for the synthesis available.

Analysis and synthesis

- Wherever the relevant data are available, assess progress in terms of each of the core
indicators, focusing on the first half of the period covering the plan’s implementation.

- Where relevant and possible, assess inequalities in demographic, socioeconomic and

geographical stratifiers.

- Compare national progress and performance on selected indicators with those of countries

that have comparable data and estimates.

Communication of results

- Create (i) a comprehensive report organized by the key areas of the strategic plan, (ii) a set
of statistical profiles for all major subnational areas, and (iii) a policy brief that summarizes

the main results.

- Present the results to — and discuss them with — the midterm review team and Ministry

of Health

- Present the main findings at the plan’s next annual review.

Methods

The review team organized the work into
four main elements (Box 1). To assess
progress systematically, the national
plan’s indicators: six input, five output
and 14 intervention coverage — includ-
ing reductions in risk behaviours - and
17 impact or health status measures
(Table 1) were put together in a step-
wise logical results framework.” This
framework was designed to provide a
general overview of where investments
had been successful and whether more
investments were likely to lead to better
results.

We used a mix of health facility,
administrative and survey data and
the results of relevant research studies
(Box 2) to estimate progress made since
the beginning of the strategic plan.

The United Republic of Tanzania
has had frequent population-based de-
mographic and health surveys'® as well
as topic-specific surveys that covered
human immunodeficiency virus (HIV),
tuberculosis, malaria or other health
issues.'”'> We analysed data collected
in recent surveys of these types, two na-
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tionwide socioeconomic panel surveys'
and two health facility surveys."
Health surveys were conducted in
2008-2009" and 2012," to assess the
services available and the readiness
of those services in terms of staffing,
equipment, medicines and diagnostics.
The readiness score was computed for
different intervention areas, such as
child health or malaria, by averaging
the availability of a set of essential items.
The United Republic of Tanzania has
a national system for the routine collec-
tion of data from health facilities and this
system provided regional data on many
of the indicators of interest for the period
2009-2012. Although we also had access
to crude data in some very recent health
facility reports, we were cautious in using
them because of the potentially low quality
of the numerators — the number of indi-
viduals covered by an intervention - and
denominators - the estimated size of the
population in need of that intervention -
that had been used. Wherever possible,
we assessed the reliability of these reports
against the results of relevant surveys.
For our analysis, we used data from
the 2012 national census to estimate
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denominators.”” Coverages for antiret-
roviral therapy (ART) and prevention
of mother-to-child transmission of HIV
were estimated using the methods and
data of the national acquired immuno-
deficiency syndrome (AIDS) control
programme, the 2012 national census
and the 2011 HIV/AIDS indicator sur-
vey."! Data on tuberculosis indicators
were obtained from the national tuber-
culosis and leprosy control programme
and a recent national survey."?

As the results from the 2013 na-
tional health accounts exercise were not
yet available at the time of our analysis,
we used the corresponding WHO es-
timates.'® Health workforce data were
obtained from the human resources
for health information system of the
Ministry of Health and Social Welfare.

The strategic plan has no explicit
targets for equity. However, wherever
possible — and mainly using household
survey data'” - we investigated trends
in inequalities by sex, age group, wealth
quintile, region of residence and urban/
rural setting.

We compared the time trends in
selected indicators and in health sec-
tor efficiency - assessed by comparing
selected inputs and results — that we
recorded for the mainland health sector
of the United Republic of Tanzania with
the corresponding values for the follow-
ing countries; Burundi, the Democratic
Republic of the Congo, Ethiopia, Kenya,
Malawi, Mozambique, Rwanda, Uganda,
Zambia and Zimbabwe. We also made
between-country comparisons of mor-
tality and health financing indicators us-
ing global estimates produced by WHO
and other United Nations agencies. We
used data from health surveys that had
been implemented between 2009 and
2012 to compare progress on coverage
indicators between these countries.

The preparatory stage of the mid-
term analysis took several months and
included meetings to ensure broad
participation. The actual analytical work
was done over a period of four months,
with different partners focusing on
specific topics and data sources. The
analytical team consisted of represen-
tatives of the Ministry of Health and
Social Welfare, the National Institute
for Medical Research, the Ifakara Health
Institute and WHO.

All analyses were conducted in
Excel (Microsoft, Redmond, United
States of America) or Stata version 12
(StataCorp. LP, College Station, USA).
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Table 1. Midterm progress in the health sector’s national strategic plan for 2009-2015, United Republic of Tanzania

Health indicator Data Baseline Achievement Target  Inequity
source Year Value Year Value i
Life expectancy for males/females, years ps/C 2002 51/52 2011 58/61 59/62 ND
Child mortality rate, deaths per 1000 live births pS/C 2004-2008 91 2006-2010 81 54 ND
Neonatal mortality rate, deaths per 1000 live births pS/C 2004-2008 29 2006-2011 26 19 ND
Infant mortality rate, deaths per 1000 live births pS/C 2004-2008 58 2006-2012 51 NS ND
Stunting among children younger than five years, % PS/C 2004-2005 38 2010 35 27 S,Rand W
Underweight among children younger than PS/C 2004-2005 22 2010 14 14 ND
five years, %
Maternal mortality ratio, deaths per 100000 live PS/C 1996-2005 578 2004-2010 454 156 ND
births
Total fertility rate, live births per woman PS/C 2003-2005 57 2008-2010 54 5.1 Rand W
Adolescent fertility rate, % of women who either PS/C 2003-2005 52 2010 44 39 Rand W
had a live birth or were pregnant with first child,
before 20 years of age
HIV prevalence, %
Females/males aged 15-24 years pPS/C 2008 3/1.1 2011-2012 2.8/1.2 NS S
Pregnant women HFD 2005-2006 6.8 NA NA NS ND
People aged15-49 years PS/C 2007-2008 5.8 2011-2012 53 NS ND
Tuberculosis notification rate, cases per 100000 HFD 2008 159 2011 142 NS S
population
Cholera incidence HFD 2008 2391 2011 343 0 ND
Cholera case fatality, % HFD 2008 3 2011 4(98/2391) <1 ND
Malaria prevalence among outpatients younger HFD 2009 40 2012 33 NS ND
than five years, %
Prevalence of malarial parasitaemia among children PS/C 2008 18 2012 9.2 5 ND
younger than five years, %
Coverage, % of target group
Measles immunization (0-11 months) HFD 2008 91 2012 100 85 ND
Third dose of diphtheria—tetanus—pertussis— HFD 2008 92 2012 95 85 ND
Hib (0-11 months)
Two-dose vitamin A (6-59 months) PS/C 2004-2005 46 2010 60 90 Sand W
Second dose of tetanus toxoid during pregnancy PS/C 2000-2005 5 2011 88 90 ND
First antenatal care visit at more than 16 weeks' PS/C 2000-2005 14 2006-2010 15 60 R
gestation, % of pregnant women
At least four antenatal care visits, % of pregnant PS/C 2000-2005 64 2009-2010 36 90 R
women
Births in health facilities, % HFD 2007 51 201 58 70 RandW
Skilled birth attendance, % of births pPS/C 2000-2005 46 2010-2011 56 80 RandW
Contraceptive use, % of married women PS/C 2004-2005 20 2010 27 60 RandW
Use of insecticide-treated bednets by children/ PS/C 2008 26/27 2011-2012 73/75 80 ND
pregnant women, %
Two-dose intermittent preventive treatment against ~ PS/C 2008 30 2011-2012 31 80 ND
malaria, % of pregnant women
Prophylaxis for mother-to-child transmission of HIV, HFD NA NA 2011 71 80 ND
9% coverage among pregnant women
Antiretroviral coverage, % HFD NA NA 2012 65 60 ND
Tuberculosis treatment success rate, % HFD 2008 89 2011 88 85 ND
Government expenditure on health, % of total AD 2008-2009 12 2012 10 15 ND
expenditure
Total health expenditure per capita, US$ AD 2008 26 2011 37 NS ND
Insurance coverage, % AD 2007 9 2012 14 80 ND
Health workforce, no. per 10000 population
Doctors and assistant medical officers AD 2004-2005 0.7 2012 09 NS ND
Nurses and midwives AD 2004-2005 26 2012 4.9 NS ND
Pharmacists AD 2004-2005 0.15 2012 0.12 NS ND
Outpatient visits per person-year AD 2012 0.78 2012 0.69 NS ND
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(.. .continued)
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Health indicator Data Baseline Achievement Target  Inequity
source Year Value Year Value et

Training institutes with full accreditation AD 2008 1 012 56 30 ND

Basic emergency obstetric care, % of facilities HFD NA NA 012 20 70 ND

Districts with timely surveillance reports, % AD 2008 60 012 73 >90 ND

No. of stockouts of tracer medicines and vaccines HFD 2006 0 2013 19 NS ND

AD: administrative data; HFD: health facility data; Hib: Haemophilus influenzae type b; HIV: human immunodeficiency virus; NA: not available; ND: none detected; NS:
none set; PS/C: population survey or census; R: region of residence; S: sex; USS: United States Dollars; W: wealth quintile.

¢ To be achieved by the end of 2015.

Results are reported as percentages since
most of the retrieved data are weighted
or derived from multiple computations.
Most statistical comparisons were made
using x° tests.

Results

A detailed report of the midterm ana-
Iytical review was published,” and we
summarize progress made from 2009
to 2012 and compare this to the 2015
targets in Table 1.

Progress in core indicators
Health of children

According to United Nations projec-
tions,” the target child mortality set in
the national strategic plan had already
been reached by 2012. Levels of child
mortality showed reduction of the gaps
between urban and rural children and
between children in the poorest and
those in the wealthiest families. Chil-
dren receiving pentavalent and measles
vaccines and nutritional status had also
already reached the targets set in the
national plan.

Maternal health

The maternal mortality ratio declined
slowly, from 578 deaths per 100000
live births in 1996-2005 to 454 deaths
per 100000 live births in 2004-2010.
The target set for 2015 is 156 deaths
per 100000 live births. The percentage
of deliveries that occurred in health
facilities in the presence of skilled birth
attendants had not increased from
2009-2012 and remained well below the
80% target value set for 2015. According
to the demographic and health surveys
for 2004-2005*' and 2006-2010,'° there
was at least one skilled birth attendant
present at 46% and 51% of deliveries,
respectively. Panel surveys in 2007-2008
and 2010-2011," which were based
on relatively small samples, revealed
slightly higher corresponding values -
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of 59% and 62%, respectively, for the
2 years preceding each survey. The facil-
ity surveys indicated that only modest
progress had been made by 2012 in the
availability of basic obstetric services.

Infectious diseases

Malaria mortality and morbidity declined
during the first half of the strategic plan’s
implementation, as shown by declining
numbers of malaria-related hospital
deaths, admissions and outpatient visits
and the declining prevalence of parasitae-
mia recorded in household surveys. The
use of insecticide-treated bednets showed
a threefold increase between 2007-2008
and 2011-2012 and was already close to
the 2015 target by 2012. According to the
facility surveys in both 2008-2009 and
2012, 80% of health facilities had arte-
misinin combination therapy available.

Although HIV transmission ap-
peared to decrease gradually during the
first half of the plan’s implementation,
the number of people living with HIV
remained the same — due to increases in
both the population and in survival fol-
lowing treatment. By 2012, the percent-
age of HIV-positive pregnant women
receiving antiretroviral prophylaxis was
71%, 9 percentage points from the 2015
target. The percentage of HIV-positive
adults receiving ART in 2012 was al-
ready higher than the 60% target for
those in need of such treatment, while
48% children in need of ART received
the treatment.

In almost every region, case notifi-
cation rates for tuberculosis decreased
between 2008 and 2011. However, the
tuberculosis survey of 2012 revealed a
higher overall prevalence - 295 cases
per 100 000 population. This survey also
showed that the frequency of treatment
success for tuberculosis was high and
already above the 2015 target value."

Health services

Rates of outpatient department utiliza-
tion, which are considered as indica-

tors of general access to health services
showed no increase between 2009 and
2012. The facility assessments revealed
improvements in the proportion of fa-
cilities offering integrated child health
services, family planning, ART and
malaria treatment - but a decline in
care for women giving birth over this
period (Table 2). There was a slight
improvement in general service readi-
ness — as measured by the availability
in health facilities of tracer indicators
such as diagnostics and medicines - but
the percentage of facilities stocking the
drugs used in the first-line treatments
of HIV infection and tuberculosis fell.

Inequalities

The data from household surveys indicated
that, in the first half of the plan’s implemen-
tation, there were reductions in inequalities
- by sex, urban/rural residence and socio-
economic position - in several indicators,
including child mortality and immuniza-
tion and malaria intervention coverages.
For several anthropometric indicators in
children and skilled birth attendance, how-
ever, large inequalities persisted (Table 1).
Combined analysis of the health
facility and survey data indicated that,
in general, the health services in western
regions were relatively weak whereas
those in eastern and northern regions
were relatively strong. Further analysis
of the regional data showed that some
regions performed markedly better than
might have been predicted from their
level of socioeconomic development.”

Between-country comparisons

In 2012, among the 11 countries we
included in our comparison, only Kenya
and Zambia had higher gross domestic
products per capita than the United
Republic of Tanzania and only Rwanda
and Uganda had higher total health
expenditures per capita than the United
Republic of Tanzania.

Although all 11 countries had im-
proved their health services in recent
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Box 2. Data sources used in the analytical midterm review of the United Republic of

Tanzania’s strategic plan for health in 2009-2015

Population health surveys

United Republic of Tanzania Demographic and Health Surveys for 1991, 1996, 1999,
2004-2005 and 2011-2012

United Republic of Tanzania HIV and Malaria Indicator Surveys for 2003—2004, 2007-2008
and 2011-2012

National tuberculosis prevalence survey for 2012
National panel surveys for 2008—-2009 and 2010-2011
Post-campaign immunization coverage survey for 2011

Health facility data and reports
- Core Health Management Information System database

Annual Health Statistics Reports for 2007, 2008, 2009, 2010, 2011 and 2012

Annual health sector performance profiles for 2007, 2008, 2009, 2010 and 2011-2012
Programme databases and annual reports of disease-specific programmes

Facility assessments

Service Availability and Readiness Assessment (SARA) for 2008—2009: census of all 1297
facilities in national sample of 15 districts’

Service Availability and Readiness Assessment (SARA) for 2012: census of all 656 facilities
in national sample of 23 districts®

Administrative data

Financing data from annual public expenditure review for 2011-2012 and national health
accounts for 2001, 2006 and 2011

Human resources data from national database within the Human Resources Information
System and professional and training institutions database

Infrastructure data from national database of health facilities within the Human Resources

Policy & practice
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years, the United Republic of Tanzania
ranked in the top half - and often in
the top three countries - in 2011-2012
for most of the health indicators we
investigated (Table 3). For most indica-
tors, the United Republic of Tanzania’s
ranking in 2011-2012 was similar to that
recorded 5 years earlier. However, the
country performed less well in skilled
birth attendance than most of the other
countries in our comparison - especially
in terms of the progress made in such
attendance between 2005 and 2011.

Discussion

Overall, the data collected on the
progress made during the first half of
the implementation of the United Re-
public of Tanzania’s strategic plan for
health in 2009-2015 are encouraging.
During the period, major progress was
made in child mortality and nutrition
and the coverage of interventions to
improve child health and control HIV,
tuberculosis and malaria. Over the same
period, however, there were only minor
improvements in maternal and neonatal

Information System

Other data

Health and Demographic Surveillance Systems for Ifakara, Kisesa and Rufiji districts

Sentinel panel of districts investigated as part of the sample vital registration with verbal

autopsy (SAVVY) scheme - also providing facility-based information

health and these did not match those
in several other countries in eastern
or central Africa. The findings of our
review resulted in a set of revised rec-
ommendations for the second half of
the plan’s implementation, such as the

need for greater emphasis on maternal
and neonatal health services.

Table 2. Availability and readiness of services in health facilities, United Republic of Tanzania, 2008-2009 and 2012

Type of service No. of facilities offering service Mean readiness score Tracer items used to evaluate readiness
2008-2009 2012 2008-2009 2012
(n=635) (n=1297)

Child health 68 82** 65 69 Trained staff, guidelines, child scale, stethoscope,
thermometer, haemoglobin test, oral rehydration
salts, cotrimoxazole suspension, paracetamol
suspension, vitamin A capsules

Family planning 77 83** 72 72 Trained staff and guidelines, blood pressure monitor,
at least two types of contraceptive

Antenatal care 82 85 55 52 Blood pressure monitor, haemoglobin test, urine
dipstick for glucose

Childbirth 71 64** 59 63 Intravenous kit, oxytocin, magnesium sulfate

Malaria 97 86** 64 70**  Trained staff, guidelines, diagnostic test, artemisinin
combination therapy, sulfadoxine—pyrimethamine

Prevention of mother-to- 36 78%% 69 69 Guidelines, HIV diagnosis, maternal prophylaxis

child transmission of HIV

Antiretroviral therapy 16 28** 50 36**  First-line antiretroviral drug in stock

Tuberculosis 39 38 82 60**  First-line antituberculosis drugs in stock

HIV: human immunodeficiency virus; **P < 0.01.
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Table 3. Health indicator rankings before and during the implementation of the United Republic of Tanzania’s national plan for

2009-2015

Health indicator

Before implementation of plan

Middle of plan’s implementation

Year Value®  Median United Republic Year Value® Median United Republic
for10 of Tanzania’s for10 of Tanzania’s
countries® rank¢ countries® rank¢
Gross national income per capita, 2008 1370 880 3 2012 1650 1240 3
PPP international dollars
Total health expenditure per capita, 2008 63 65 5 2011 107 77 3
PPP international dollars
Health workforce, health NA NA NA NA 2012 59 7.5 5d
professionals per 10000 population
Mortality rate among children 2005 90 114 1 2012 55 83 1
younger than five years, deaths per
1000 live births
Maternal mortality ratio, maternal 2005 650 698 4 2012 454 523 2
deaths per 100000 live births
Stunting among children younger 2005 38 47 4 2011 42 43 5
than five years, %
Family planning, % of married 2005 52 52 5 2011 61 64 6
women with demand satisfied
Skilled birth attendance, % of births 2005 44 43 2011 49 59
Third dose of diphtheria—tetanus— 2008 86 85 2012 92 78
pertussis—Hib for children, %
coverage
Tuberculosis treatment 2008 88 87 2 2012 90 86 1
success rate, %
Antiretroviral coverage, % NA NA NA NA 2012 65 64 5

Hib: Haemophilus influenzae type b; NA: not available; PPP: parity purchasing power.

¢ Not including Zanzibar.

b Burundi, Democratic Republic of the Congo, Ethiopia, Kenya, Malawi, Mozambigue, Rwanda, Uganda, Zambia and Zimbabwe.
¢ United Republic of Tanzania's position among the total 11 countries.

4 The relevant data were only available for eight of the 11 countries included in the comparison.
Data sources: World Health Organization,  the Global Health Observatory database”” and Demographic and Health Surveys.”*

For any national plan that is to be
implemented over several years, ac-
countability and implementation need
to be guided by up-to-date data on the
relevant long- and short-term trends.
Our analysis illustrates how a range of
data sources can be used to obtain a
comprehensive picture of the progress
being made towards the targets of such
a plan. Recent population-based health
surveys were used to assess trends in
several indicators such as mortality,
intervention coverage and health be-
haviours - according to equity strati-
fiers - and to verify statistics derived
from studies based in health facilities.
Health facility data played a major role
in our analysis because they were avail-
able for the year preceding the midterm
review, allowed considerable geographi-
cal disaggregation and included all of
the relevant information available on
tuberculosis and HIV treatment. In ad-
dition, recent surveys of health facilities
allowed us to assess service readiness
and, therefore, the performance of
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the service delivery system.'* Reliable
administrative data were needed to as-
sess trends in the financial and health
workforce indicators.

Comparisons with similar coun-
tries can provide a useful perspective
on the performance of a particular
country’s health system. In our choice
comparison countries, we aimed to
avoid an excessive preoccupation with
country rankings.”” Gaps in the data
meant that we had to rely on the predic-
tions of WHO or another United Na-
tions agency for the between-country
comparisons of several financial and
health status indicators. Although the
United Republic of Tanzania is rela-
tively data-rich, we struggled to find
enough data - or, at least, enough data
of adequate quality - on several top-
ics of interest. Such gaps are likely to
be more prominent in countries with
less frequent national health surveys
or with poorly functioning routine
health management information sys-
tems. The quality of the data collected

routinely from health facilities is often
very variable and such data need to be
assessed carefully. A change in the sys-
tem used to collect facility data, from
a paper-based system to a web-based
system,”* should facilitate the system-
atic management, quality assessment
and analysis of facility data.

A system of national health ac-
counts and a comprehensive system for
the registration of health workers are
both necessary for the implementation
of any national health plan. Although
the indicators and targets that we in-
vestigated may not have been sufficient
to provide a comprehensive picture of
progress and performance, we made
no attempt to gather data on topics
that were beyond the scope of the plan.
Some of these areas, such as noncom-
municable diseases, may nonetheless
have major and growing impacts on the
health of Tanzanians.””

In any midterm analysis, inequali-
ties as the result of demographic,
geographical or socioeconomic char-
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acteristics should be considered. A lack
of district-level data of adequate quality
meant that we were obliged to focus on
regional differences in our analysis of
geographical inequalities,"” even though
analysis at district level - i.e. the level
at which United Republic of Tanzanian
resources for health are allocated - may
have been preferable. The regional data
we used came from large samples and
from population surveys and health
facilities. Although this is not the case in
the United Republic of Tanzania, the dis-

Africa, have such large populations that
district-level analysis of data from health
facilities is both feasible and useful.”®

This analysis should help the United
Republic of Tanzania develop a single
strong monitoring and evaluation
platform for its national strategic plans
and major health programmes.” Such a
platform, if adequately funded, could
collect and disseminate useful data of
good quality and transparency and
form the basis for all global reporting
to donors. M
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Résumé

Examen a mi-parcours des plans nationaux de santé: I'exemple de la République-Unie de Tanzanie

Dans le secteur de la santé, la planification et I'allocation des ressources
au niveau national sont principalement guidées par les plans des pays.
Pour chacun de ces plans, un examen a mi-parcours des progres réalisés
est important pour les responsables politiques, puisque cet examen
peut donner des informations pour la deuxieme moitié de la mise en
ceuvre du plan et fournir une analyse de la situation a partir de laquelle
la suite du plan peut se baser. l'examen devrait inclure une analyse
complete utilisant les données récentes (obtenues a partir des bases
de données des enquétes, des établissements et de I'administration)

et les estimations sanitaires mondiales. Toute analyse a mi-parcours
des progres réalisés doit étre menée de préférence par une équipe
comprenant des représentants des agences gouvernementales, des
institutions nationales indépendantes et des organisations sanitaires
mondiales. Nous présentons ici un exemple d’un tel examen, réalisé
en 2012 dans la République-Unie de Tanzanie. Par rapport a d'autres
pays similaires, les résultats de cet examen a mi-parcours montrent une
progression satisfaisante de tous les indicateurs de santé, a I'exception
de I'accouchement assisté par un soignant qualifié.

Pesiome

npOME)I(YTO‘leIﬁ 0630p HaUuMOHaNbHbIX MJIAHOB MeANLUUHCKOIO CTpaxoBaHNA Ha npumepe 06'benv||-|e|-||-|0|7|

Pecny6nukun TaH3aHuA
B cekTope 30paBoOXpaHeHna nnaHMpoBaHue 1 pacnpeneneHue
pecypcoB Ha YPOBHe CTpaHbl ONpeaenaeTcs, rMasHeM 06pa3om,

HauMOHaNbHbIMK NNaHamu. Mo Kaxgomy nofoO6HOMY nnaHy
AVIPEKTUBHbBIM OpraHam BaxXHO MPOBOAWTL MPOMEXKYTOUHbIN 0630p
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XO[la ero peanun3aLnm, NOCKONbKY AaHHbI 0030p MOXET NOBNATL
Ha BbINOMHEHVE BTOPOW NMOMIOBMHbI MaHa 1 NPeACTaBUTb AaHHbIE
I8 CUTYaLMOHHOIO aHanu3a, Ha KOTOPOM ByeT OCHOBbIBATLCA
nocneayiowmnii nnaH. O630p [OMKEH BK/IIOUATh BCECTOPOHHM
aHanm3 C UCNoMb30BaHNEM HeJaBHO MOMYyUYEHHbIX JaHHbIX — 13
6a3 JaHHbIX MEAVLIVHCKIX VY aAMUHUCTPATUBHBIX YUYPEXAEHU,
a TakXe NPOBEAEHHbIX NCCNeA0BaHNIA — 1 (106abHBIX OLEHOK
COCTOAHMS 340POBbA. /11000 NPOMEXYTOUHBINA aHanmn3 xona
BbINOSIHEHMA MaHa HavNyYwnM 06Pa3oM NPOBOANUTCS KOMAHAOWN,

Leonard EG Mboera et al.

COCTOALWEN 13 NpeacTaBuTeneln rocyfapCTBEHHbIX OPraHos,
HE3aBMCKMbBIX HALMOHAMbHBIX MHCTUTYTOB M BCEMMPHbIX OPraHn3aLmi
3[paBoOXpaHeHVd. B HacToAwen cTaTbe NpeacTaBieH npumep
nofobHoro 063opa, BeinosHeHHoro B 2012 rogy B OObeaviHEHHOW
Pecnybnuke TaH3aHus. [1o CpaBHEHWIO C aHaNorMyHbIMI CTPaHamm
pe3ynbTaThl 3TOro NMPOMEXYTOUHOro 0630pa NPOAEMOHCTPUPOBAN
XOpolKre pe3ynbTaThl MO BCeM nokKasaTenam 340p0oBbA, 3a
NCKII0YEHNEM KBANMPULIMPOBAHHOMO POAOBCTIOMOXKEHNS.

Resumen

Revision intermedio de los planes de salud nacionales: un ejemplo de la Republica Unidad de Tanzania

En el sector de la salud, la planificacion y la asignacion de recursos a
nivel nacional se gufan principalmente por planes nacionales. Para los
planificadores de politicas esimportante contar una revisién intermedia
delos progresos de cada plan, ya que puede proporcionar informacion
sobre la segunda mitad de la implementacion del plan y un andlisis de
la situacion en la que basar planes posteriores. La revision debe incluir
un andlisis exhaustivo con datos recientes - a partir de encuestas y bases
de datos administrativas y de los centros - y estimaciones mundiales

de salud. La mejor manera de realizar cualquier andlisis intermedio de
los progresos es a través de un equipo integrado por representantes de
organismos gubernamentales, instituciones nacionales independientes
y organizaciones mundiales de salud. Aqui presentamos un ejemplo de
ese tipo de revisiones, realizada en 2012 en Tanzania. En comparacién
con palses similares, los resultados de este examen intermedio
mostraron un progreso correcto en todos los indicadores de salud,
excepto en la prestacién de atencion especializada en el parto.
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