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Introduction 
Tanzania has a fairly well developed 
framework of Development Coordina-
tion and oversight that gradually grew in 
content and process over the last twenty 
five years. This country was represented 
at the Paris International Conference on 
AID effectiveness (2007) by the (late) third 
president Hon. Benjamin William Mkapa who 
subsequently guided the Nation to adopt the 
framework of Alignment and Harmoniza-
tion1 in development to avoid fragmentation 
of support, lessen confusion at grassroots 
and optimize the available resources that 
are usually scarce and availability not assured 
on a longer-term horizon. CHW support 
initiatives have existed in the country since 
early 1980s with insufficiencies in oversight, 
sub-optimal coordination and lack of 
transparency in overall management. In a 
struggle to roll out a coherent community 
level undertaking, CHW schemes in Tanzania 
exchanged notes and experiences with 
colleagues in neighboring countries resulting 
in establishing the Community Based Health 
Care movement in East Africa, with AMREF 
playing a pivotal role in 1985 and thereafter. 
Most of the CHW schemes then were largely 
NGO/FBO based short term projects whose 
prominence faded as funding ceased and key 
activists moved on to other engagements. 
A national program that also came into 
existence in 1983 as a direct influence of the 
Alma Ata Declaration (1978) and the CBHC 
movement also faded as attention shifted 
to delivery of selective primary health care 
(the famous vertical programs). A system to 
guarantee the coordination and sustaina-
bility of the community health ventures was 
not in place: For a long time it remained a 
donor driven or donor dependent entity 
implemented by FBOs and the Ministry 
of Health. It took twenty years of low key 
operations at grassroots before a serious 
review of the situation was flagged off in 
2012, the creation and running of Health 
Sector Reforms during the period notwith-
standing. The key issue then was that of 
relative invisibility of CBHC, low prioritiza-
tion and low investment in funds and limited 
time allocation by health change agencies 
at various levels: That had overall negative 
effects on development and management of 
Community Based Health Care (CBHC).

1 Aid Effectiveness: Paris Declaration 
2007. Alignment and Harmonization of 
Development Assistance

Background
This case study being about CBHP coordination and oversight at national level, it is 
prudent to highlight the context before going into specifics. Tanzania Government policy 
and guidance regarding development undertakings took a more affirmative stance after 
the Paris Declaration of 2007 (op cit.) underlining the aspects: 

• Country ownership and leadership

• Alignment with government priorities

• Partner’s harmonization and improved coordination.

The Paris Declaration had five principles which included Government ownership, alignment 
with national development priorities and strengthened systems, harmonization of inter-
national assistance practices, focus on results based management and focus on mutual 
accountability. These principles gave more substance to the SWAPs arrangement that 
was in existence in the Health Sector since the beginning of the 2000 decade. Within the 
SWAPs arrangement government guided the sector to abide by the Tanzania Assistance 
Strategy under the National Strategy for Growth and Poverty Reduction within which 
sector budgets were governed by the Medium Term Expenditure Framework (MTEF). 
Development Partners in Health (DPG-H) were obliged to abide by those macro-level 
arrangements while at the same time channeling their respective assistance to the Health 
Sector through either budget support under MOF, through Basket Funding governed by a 
signed MOU with MOH, or in some cases bilateral agreements with the Sector Ministry 
and others through direct assistance channeled through NGOs and FBOs.

Stakeholders including DPs have the space to discuss issues and positions within the 
SWAPs Technical Committee which gets input from various thematic Technical Working 
Groups (TWG). Within this arrangement the Health Promotion TWG was also put into 
operation. Technical inputs into the HP TWG are derived from its thematic working 
groups namely School Health, CBHP Task Force and others. This set up has been instru-
mental in supporting the clearance of CBHP Policy Guidelines of 2014, CBHP Costed 
Strategy 2015-2020 and the CBHP Implementation Design of 2017.  

The guidance from these key national documents gave motivation to move into imple-
mentation of CBHP with MFP III working out specific projects (Tuwatumie, Ustawi wa 
Mwanamke and MFP III) that rolled into action at commencement of 2018. Benjamin 
Mkapa Foundation’s experience in Implementing Community Based Programs such as 
MFP III is by virtue of its status as a local NGO dedicated to be a hub of innovation for 
ensuring equitable, accessible and quality health services delivery in Tanzania. The BMF 
Mission is facilitating the delivery of responsive health services, including HIV and AIDS, 
particularly in underserved areas through innovations in Health Systems. 

BMF has long experience of implementing and working with the MOH in the areas of 
HRH. Of recent, BMF has partnered with Tropical Health Education Trust (THET) and 
the MoHCDGEC through the financial aid from Comic Relief to implement a 3 year 



project (April 2016 – March 2018) which 
aimed to support MoHCDGEC to roll 
out formal community health worker 
cadres. For the first year of implemen-
tation, the foundation managed to build 
capacity of the National level, Lake Zone 
Health Training Institutions, Regions and 
Councils to effectively implement the 
Community Based Health Program Stra-
tegic Plan (CBHSP) of 2015 to 2020. In 
the spirit of partnership and to enhance 
efficiency of service at the community 
level, BMF has also been working with 
local CSOs and CBOs to strengthen 
community service delivery initiatives. 
Ever since the commencement of the 
Tuwatumie, Ustawi wa Mwanamke and 
MFP III projects a central concern was 
that of building consensus on how the 
projects and the national program would 
strengthen the health system by virtue of 
been effectively coordinated in the prime 
interest of ownership and sustainability. 

The problem that led to design of 
the three projects:

Despite clear national guidance on CBHP, 
and subsequent training that took place 
there was a lack of recruited CHWs in 
the field: A total number of 4,352 trained 
had graduated yet none of these grad-
uates had been deployed. Yet the country 
was facing unacceptably high maternal 
mortality and slow reduction in neonatal 
mortality in a health sector going through 
a Human Resources for Health crisis. 
The projects therefore set to achieve the 
following strategic objectives:

Strategic Objective 1: To strengthen 
facility - community linkages 
for improvement of RMNCH and HIV 
services at Primary Health care levels by 
December 2020

Strategic Objective 2: To generate inno-
vative and evidence based approaches and 
results in improving and scaling up HRH 
and CHW deployment and planning 
from the national level to district level by 
December 2020

Findings
TUWATUMIE, USTAWI WA MWANAMKE AND MFP III Projects were designed, and 
implemented with their strategies and results revealing full alignment to national policy 
and program priorities that informed developers as early as 2017.

Initial consultations with the Health Promotion Unit of the MoHCDGEC opened the 
door for the BMF to introduce the projects to PO-RALG (Health) and respective LGAs 
and thus attaining alignment within the Local Government framework.

The CBHP implementation design was fresh and in process of gaining ground to be 
understood and fully assimilated by various agents in the country, especially considering 
Regional Administration and Local Government was putting in place new arrangements 
for more effective support and oversight to implementation of the Council Compre-
hensive Health Planning within the decentralization framework, and Regional Health 
Support under Regional Administration. The government’s interest was to see a successful 
community driven program emerge: But when officials came across experience from 
UTURO dispensary volunteers (in Mbarali district of Mbeya Region) having an impact on 
maternal mortality reduction and child health, they spearheaded development of a new 
operational guide for CBHP. This consumed considerable period of time to be finalized 
indicating some inefficiencies in national coordination efforts. This can be judged from the 
many consultative meetings held before climaxing on launching of the new operational 
guide in March 2020.

Impediments experienced in the coordination process:

An informant shared that BMF has been following plans and policy of the government 
since it began its operations: When government changed the policy from formal to 
informal CHWs the BMF changed in compliance to facilitate a uniform approach in the 
whole country. Another view somewhat contradicted stating there was little involvement 
with the MFP III project in Chemba and the decision to moving from the Lake Zone to 
Chemba was not approved by a key responsible sector even though implementers were 
clear on what was going on. Inadequacies on reporting to respective key clearing houses 
were also aired. All the foregoing observations by stakeholders indicate some fault lines 
in the coordination process.

The new CBHP operational guideline launched in March 2020 had contributions of Stake-
holders including Development Partners in Health, public health experts from University 
research entities, NGOs, freelance health experts and government officials acknowl-
edged. Reasons for delay in sharing the new operational guidelines are not entirely clear: 
Several informants raised a concern on this. They suggested the responsible focal point 
at national level should disseminate the new CBHP Operational guide to reach all levels 
(community, HF, CHMT and Regions). Was there hesitancy to go ahead with volunteerism 
without sufficient clarity on effective CHWs support system? 

Health promotion TWG role in CBHP is limited due to the broader agenda, lesser 
frequency of meetings and nature of representation not quite inclusive of all key CBHP 
stakeholders. Through its chairperson the CBHP voice and issues are heard and cleared 
in the TWG as per necessity. 



Task Force on CBHP has actually been constituted into a CBHP Technical Advisory 
Committee (CBHP-TAC) which is inclusive of staff from Health Promotion Section 
of the MoHCDGEC, NGOs and institutions with an interest in CBHP, Development 
Partners with an interest in CBHP, and when necessary representation of regional CBHP 
Coordinators is invited. The CBHP-TAC is chaired by the Assistant Director for Health 
Promotion Section and Co-Chaired by a representative of Development Partners on a 
rotating basis (UNICEF is the current co-chair). This committee exercises the national 
oversight and coordination function through its quarterly meetings but it has not met 
recently due to disruption by Covid19 pandemic: Attention shifted to the emergency 
leading to consumption of time among many key movers and supporters of CBHP. 

The committee has been quite effective and efficient in gathering stakeholder views 
and concerns on progress with the CBHP in the country but getting things done has 
often been affected by the need to attain consensus on key issues. A high-level official is 
often invited to the opening and /or closing session of the Committee: At such events 
critical issues facing CBHP get a chance to be aired for response or for higher level 
attention within the Health Sector. The TAC reports to the Director of Preventive 
Services (DPS) in the MoHCDGEC. Judging from the quality of the finished products 
passed by the CBHP-TAC the national oversight and coordination task has so far been 
proceeding on a good footing with good co-operation from stakeholders. Information 
sharing from ongoing field operations needs to be systematic, regular in terms of 
routine and completeness.

The necessity for coordination and oversight at national level is to ensure the already 
outlined operational procedures are followed, so as to bring about intended health 
benefits to the population through optimal use of resources. Delivery on intended 
results requires smart operations that observe efficiency and effectiveness of all key 
actors. Actions/ interventions have to be relevant and sustained over time to influence/ 
precipitate desired change: In other words, the benefits have to be based 
on sustained inputs, sustained processes and sustained outputs (or 
continuity so to say). An inclusive approach that assures probability 

Key Operational Structures of the CBHP illustrated below provide an 
overview of the span covered by national coordination and oversight as per 

new operational guideline2. 

CBHP Service Delivery 
Management and Coordination
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2  MoHCDGEC 2020. National operational guideline for community based health care services; towards 
sustainable community health and social welfare services: leaving no one behind section 3.8.1 

of been prolonged or kept up to 
continue to nourish or support 
in a constant manner”3 should be 
the ultimate aim of coordination. While 
a programme producing such type of 
benefit may be rare, it is the ideal if one 
examines the interconnectedness of 
the 17 SDGs4, where national oversight 
and coordination need to be assured. 
Sustaining therefore is a core benefit from 
coordination and oversight in addition to 
being a goal aspired for in development.

Sustainability assumes a critical 
position in the Health Promotion devel-
opment agenda given the cross-cutting 
nature of health promotion and CBHP 
likewise, in addition to inherent coordi-
nation benefits. Projects and progammes 
crave for success in order to demonstrate 
how relevant they were to peoples’ lives 
and progress: they are more likely to attain 
the success they desire if they operate 
under a reliable sustainability design. It is 
in this sense that ‘national coordination 
and oversight’ stands to create winners 
or strike successes if it puts in place a 
concrete entity entitled ‘sustainability 
framework’ for projects and programs 
in which accountability for results-based 
performance is a key component. A 
national coordination effort that does not 
track an integrated approach is bound to 
experience hiccups; that one emphasizing 
integration has less transaction costs 
and succeeds to get stakeholders inputs 
harmonized and aligned.

Taking a close look at factors that affect 
sustainability may give us clues on how 
to adjust national coordination and over-
sight to be more efficient and effective.

3 Collins Dictionary & Thesaurus 2003. ISBN 
0-00-719652-0. Definition of sustain elaborated 
as “producing a “continuous repertoire or 
persistence characteristic or been prolonged or 
kept up to continue to nourish or support in a 
constant manner”

4 https://www.undp.org/content/undp/en/home/
sustainable-development-goals.html: The 17 
SDGs are integrated—that is, they recognize 
that action in one area will affect outcomes in 
others, and that development must balance social, 
economic and environmental sustainability.
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There are generally more enabling factors than the inhib-
iting factors for sustained CBHP considering the following 
over summarized evidence based on analyzing what the 
BMF projects performed:

ENABLING FACTORS INHIBITING FACTORS

Embedding project activities 
within the LGA and in CCHPs

Based on the new operational 
guidelines (to cover hamlets) 
there is potentially high cost 
for CHWs’ allowances

“Innovation” such as savings 
and credit schemes, income 
generating micro-projects

Coordinated, aligned and 
harmonized DPs assistance

Continued donor-dependency 
of CBHP

CBHP guidelines and clear 
strategy exist

Well-established structure 
to oversee CBHP activities 
including CBHP coordinators 
and facilitators with capacity 
to implement as agreed among 
stakeholders

Communication gaps between 
key agencies leading to 
inefficient performance or 
underperformance of roles 
and tasks 

Total = 5 Total = 3

The national coordination and oversight body would benefit from 
using the menu of factors in the table above as an actual over-
sight tool (or develop a checklist from the menu). Such a checklist 
could be enriched with commonly agreed minimum indicators 
utilized in checking progress and system monitoring on coordi-
nation and harmonization. CBHP stakeholders and implementing 
agencies may use it to take stock of their coordination perfor-
mance; research institutions should be encouraged to use such 
a checklist for implementation research, in order to have solid 
evidence to inform coordination work more objectively. 

BMF CBHP projects enabled effective “Health Facility to 
Community linkage which has brought close functioning between 
Health Facilities and communities through the agency of effec-
tively functioning CHWs: This way facilitation of Universal Health 
Coverage ideal promoted by governments, the UN, Development 
Partners and financing agencies is propelled on the right course. 
Turning this linkage into a routine feature is bound to confer 
sustainability benefits. BMF implementation of deployment of 
formal CHWs and their support has uncovered a plethora 
of critical issues related to systems, capacity for coordinated 
response, and sustainability; in addition the projects registered 
impressive impact on community health in the targeted inter-
vention districts.

Conclusion
A major pending question is whether or not the country has clarified what the total estimated cost of the new operational CBHP 
is going to be per year per LGA and attendant support and policy oversight costs (Costs analysis guidance is available5). It will 
also be important for all players to be clear on how coordination and oversight at national level shall be improved for enhanced 
efficiency and effectiveness within the currently available arrangements.

A conceptual framework on CBHP ‘ownership and sustainability’ is assumed to be inbuilt but it is actually missing. The range of 
ideas coming through multilevel and across from key stakeholders is rich and should be guided by a conceptual framework on 
sustainability that can stand the test of times. Such a framework may produce benefits of clarifying the issue of “who should be at 
the core of ownership in CBHP”. It should also clarify the respective roles of key stakeholders and the modality of channeling their 
respective contributions. Outlining and agreeing on the various sources of resources and how these are managed in a results-based 
approach would be key in the framework. Equally important would be a clarification on “Nodes of Authorization” that optimize 
alignment, harmonization and coordination of various initiatives and interested DPs. Last but not least, creation of “partnership” 
arrangements would assure an inclusive approach providing sufficient room for mobilizing existing talents and skills to benefit the 
target population. 

5 WHO 1994. Costs Analysis in Primary Health Care. A Training manual for programme managers. Editors Andrew Creese & David Parker. ISBN 92 4 154470 8 

Call to action:

The MoHCDGEC should advocate for harmonization and require alignment of CBHP Stakeholders using its leadership 
role to coordinate and integrate the financial and programme reporting on resources coming from the pooling, parallel and 
programme support arrangements. The ideal is to have one clear arrangement (rather than several) to optimize the use of 
the available resources.

In consultation with CBHP stakeholders including DPs, the MoHCDGEC should lead the process of Developing a conceptual 
framework on “ownership and sustainability” to benefit coordination of CBHP, as well as clarify “partnerships” obligations at 
different levels, besides adding to effective oversight to ensure impact and improvement of beneficiary well-being is attained. 
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