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Foreword

The Government of Tanzania through its various documents including the
five-year development plan Il (FYDP IlIl), recognises the importance of
investing in human capita for sustainable socio-economic development.
The overarching goal of this strategy is to have a healthy and prosperous
society free of non-communicable diseases (NCDs) that contributes fully
to the development of individuals and the nation.

This strategy builds upon the NCDs strategy of 2016-2020, report of the
mid term review of health sector strategic plan IV (MTR HSSP V) and
the global NCD action plan, and is aligned with the health sector 5-year
strategic plan V.

The present status of chronic non-communicable diseases and their risk
factors cannot be left unattended as they already contribute significant
proportion of the national morbidity and mortality burden and are a
significant cause of premature deaths and disability.

The launch of the NCD program in 2019 was an important milestone in
strengthening the country capacity for the coordination of NCD prevention
and control and further underpins the fact that Tanzania has put NCDs at
the top of the nation’s agenda.

This document demonstrates Ministry of Health, Community Development,
Gender, Elderly and Children’s commitment to prevent and control of non-
communicable diseases and its determinants and is in line with health
sector priorities outlined in the health sector strategic plan V (HSSPV)
through integrated planning, monitoring and evaluation processes.

Strengthening governance and coordination mechanisms is crucial for
successful implementation of this strategy. Prevention and control of NCDs
require multisectoral and intersectoral action involving all stakeholders
within and outside the health sector, private sector, local and international.
The strategy document, therefore, outlines a framework of action for all
relevant sectors and departments to come together for a unified action.



With these remarks, | call upon all actors to work together to accomplish
the objectives outlined in this strategy.

Q & @ 5
@W,jvvv\a
Dr. Dorothy 6/3. Gwajima (MP),
Minister of Health, Community Development,

Gender, Elderly and Children
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EXCECUTIVE SUMMARY
Section 1: Introduction and background

National and global policy context for NCDs

Formulation of SP3 was a participatory process guided by the Ministry
of Health, Community Development, Gender, Elderly and Children
(MOHCDGEC). The HSSP IV mid-term review in October 2019, confirmed
a growing NCD burden and exposed more challenges in service
availability, equity and social wellbeing that required sustained multi-
sector interventions. NCD SP3 will be implemented within the context of
heath sector strategic plan V and will be part and parcel of the overall
health system strengthening and re-orientation towards achievement of
the universal health coverage agenda.

Tanzania development vision 2025 (TDV 2025), the national five years
development plan 111 2021/22-2025/26, the national health sector strategic
plan V, national health policy draft 2020, provide an overall framework
for priority setting, resource allocation and implementing health sector
priorities. All these guiding documents identify NCD as a critical area for
action and recommend more investment in NCD prevention and control
outlined below.

Tanzania development vision 2025 (TDV 2025): Has identified health
as a priority sector for contributing to quality livelihood for all Tanzanians
that would ultimately enhance competitive economy capable of producing
sustainable growth and shared benefits by 2025. Therefore, the increasing
burden of NCD undermines and threatens the expected social and
economic development for achieving TDV 2025.

National 5-year development plan of Ill 2021/22-2025/26: |dentifies
investment in health as one of its strategies to improve productivity and
ensure national development. The FYDP Ill has prioritized the health
agenda and recognises the importance of health in achieving sustainable
development. The implementation of this strategy directly contributes to
the FYDP Il strategic priorities.

The national health policy 2020 (draft): Tanzania Government believes
that every Tanzanian citizen is entitled to a healthy and productive life.
Following the attainment of the middle-income status in 2020, the health
sector has resolved to focus more on the provision of quality health
services in tandem with the pursuit of universal access.



Healthy people are resourceful and a pre-requisite for accelerating
development and achieving the sustainable development goals (SDGs).
Therefore, Tanzania takes serious note on the increasing burden of NCD
and the need for appropriate actions as explicitly highlighted in the new
health policy.

Health sector strategic plan V 2021/2026: HSSP V calls for more
integrated approach from joint planning to implementation and monitoring
and evaluation. HSSP V also, makes specific commitments on NCDs
including mental health, addiction and substance use disorders, oral
health, eye health, ear nose and throat care and ageing.

Existing related strategies and guidelines: The development of NCD
SP3 also took into consideration existing guidelines and strategies for
the various NCD disease entities. These documents were reviewed
to provide priority areas of action and to integrate proposed plans into
ongoing national efforts

Global NCD strategy and action plan: In realizing the commitments,
the world health assembly endorsed the WHO global action plan for the
prevention and control of NCDs 2013-2020 in May 2013 to operationalize
the political declaration of the high level meeting on NCDs. There has
been 3 UN high level meetings for NCD, 2011, 2014, and 2018 calling
for more political commitment , stregthening of the health care systems,
multistakeholder action, engagement of the citizens for unified action |,
increased financing among other to strengthen the efforts for prevention
and control of NCDs.

Universal health coverage: The NCD epidemic poses unique challenges
to the three dimensions of UHC considering current low access to and
availability of essential NCD services in the country and the existing
major inequalities in relation to NCD risk, access to services, and health
outcomes. The epidemic imposes a huge economic burden and can
push households into poverty. Nonetheless, the UHC agenda provides a
framework for scaling up NCD prevention and control services and vice
versa investment in NCDs is crucial to achieving UHC.

Sustainable development goals: Sustainable development goals
(SDGs) were adopted by the UN general assembly in Sept. 2015 and
integrate 3 dimensions of sustainable development: economic, social,
and environmental.



The agenda recognises health as a major contributor and beneficiary of
sustainable development policies and realizes that opportunity to improve
health is not only found in specific health interventions (principally in
SDG 3) but also through social, governance and environmental health.
Investment in NCD control should consider the broader aspects of health
and health determinants and provides an opportunity for the health sector to
integrate with non-health sectors to leverage investment in strategies that
promote health and well-being and inter-sector collaborations. Whereas
target 3.4 of goal three is focused on reducing premature mortality from
NCDs, the triple burden of communicable diseases, NCDs and injuries
threatens optimal attainment and sustainment of the 2030 SDGs targets,
hence the need to invest in NCD prevention and control.

Situation of NCDs in the country

Health status: Review of health sector strategic plan 2015 - 2020 (HSSP
IV) and the annual health sector performance profile report July 2020
shows that, during the last decade, the country made major progress in
the health sector leading to a continued increase in life expectancy for
Tanzanians at birth because of reduced mortality and morbidity. However,
there has been a notable rise in the burden of non-communicable diseases.

Adverse effects of globalization, rapid unplanned urbanization, widespread
smoking, alcohol consumption, increasing sedentary lifestyles, and
unhealthy diets are believed to be reasons for the increasing NCD
prevalence especially in urban areas. Other risk factors, notably
malnutrition, unsafe sex, air pollution and poor hygiene were also signifcant
contibutors to high disease burden and also linked to higher burden of
NCDs . Therefore, investment in NCD prevention will need to consider
broader health determinants and risk fators beyond the traditional NCD
risk factors to reflect the background risks in the population.

In Tanzania, the NCD burden of disease has increased from 19% of the
total DALYs in 1990 to 34% of total DALYs in 2015. According to WHO
estimates, a total of 409,000 deaths occurred in Tanzania in 2016 in a
population of 55.57 million people of which NCDs contributed 33% of the
total. Of all NCD deaths, 18% were premature occurring in people aged
30-70 years.

NCD service availability and utilization: The status of health services

provision for NCDs is guided by the findings of the midterm review of HSSP
IV implementation and the service availability and readiness assessment



(SARA) survey reports. With regards to the prevention and control of
NCDs, MTR showed tremendous gaps on NCD services throughout the
country. The MTR realized low levels of knowledge among health workers
on NCDs, with only 30% of health workers having received training in this
area. There were relatively none if not few activities ongoing in facilities
and no human and financial resources to even start the implementation
at a larger scale. Less than half of the facilities could offer treatment for
diabetes, hypertension, or cancer. Often medicines for the treatment of
NCDs were not available in lower-level health facilities. Besides individual
counselling, there were no health promotion activities found in the
communities.

Overall, the report highlighted gaps in the availability of essential services
for NCDs including essential medicines and equipment and trained health
care workers. Also, NCD service coverage was low especially at low levels
of care dispensary and health centres. Further capacity building will be
required to strengthen NCD services at primary care levels.

Emerging strategic priorities: The NCD SP3 will address changing
demographics and epidemiological transition, industrialization,
urbanisation, climate change, globalization, ICT, and improvement in
medical technology as emerging issues that need to be considered in
planning for health in the next 5 years.

Section 2: Strategic direction of NCD SP 3

Vision

To have a healthy and prosperous society free of NCDs that contributes
fully to the development of individuals and the nation

Mission

To provide sustainable promotive, preventive, and curative NCD services
with standards that are acceptable to all citizens based on geographical
proximity, gender equity and without financial constraints

Guiding principles

Primary health care approach: NCDs prevention, treatment and care
services will be available, accessible, and affordable at all levels of care
from the community level.



Universal coverage: All people should have full access to health care and
other services for prevention control of NCDs based on needs regardless
of age, gender, economic and social (political, cultural, religious) | status,
presence of disability and ability to pay.

Continuum of care: NCDs prevention and control services must be
provided along the continuum of care with services spanning from primary,
secondary, and tertiary prevention levels.

Life course approach: NCDs prevention activities must consider that the
risk of NCDs starts earlier on in life and starts at pre-conception, during
pregnancy at infancy and continue throughout adult life.

Multi sectoral approach: NCD interventions should be initiated and
implemented with relevant stakeholders including public and private
employers, civil society, and the international community. Public sector
engagement should include health-in-all policies and whole of government
approaches.

Evidence based: Strategies for prevention and control of NCDs should
be guided by scientific evidence and public health principles and must be
protected from undue influence by any form of vested interest.

Empowerment of people: People should be empowered and involved in
activities for prevention and care of NCDs

Integrated approach: given the shared determinants and characteristics
of diseases and the resource constraints, an integrated approach
focusing on functions rather than on disease categories should be
favored. Opportunities for integration into existing services should also
be exploited.

Accountability: The implementation of the NCDs Strategic plan Il
(2021- 2026) will not be possible without strong, accountable, and
effective leadership and every stakeholder. The strategy uses existing
structures to ensure accountability to government, funding partners and
the communities served in terms of resource utilization, service provision
and health outcomes achieved at all levels of the health sector. This will
ensure that all actors are doing the right thing the right way.



National targets for prevention and control of NCDs

Below is the list of agreed performance targets which were formulated
through a stakeholder consultation. The targets are based on the global
NCD monitoring framework and were adapted and adjusted according to

the local situation and available resources.

Indicator Baseline (Data 2026 Target
Source)

Relative reduction in the overall 18% (WHO, GBD 10% relative | 16.2%
premature mortality from estimates) reduction
cardiovascular diseases, cancer,
diabetes, or chronic respiratory
diseases between the age of 30 and
70 years
Relative reduction in the harmful use of | 27.4% M 10% relative | 24.7%
alcohol, as appropriate, within the 13.4% F reduction of | 12.1%
national context (STEPS 2012) harmful use

of alcohol
Relative reduction in prevalence of 7.5% (STEPS 2012) 10% relative | 6.8%
insufficient physical activity reduction
Mean population level intake of sodium | (STEPS 2021) 20% relative | TBA

reduction
Relative reduction in the prevalence of | 14.1% (STEPS 2012 — | 30% relative | 9.9%
current tobacco use in persons aged adults 25yrs and reduction 6.1%
15 and above above)

8.7 % - GATS 2018,
15yrs and above)

Relative reduction in the prevalence of | 26% (STEPS 2012) 25% relative | 19.5%
raised blood pressure reduction
Prevalence of obesity 8.7% (STEPS 2012) No increase | 8.7%
Prevalence of raised blood glucose 9.1% (STEPS 2012) No increase | 9.1%
Drug therapy to prevent CVDs (% of <10% (STEPS 2012) 50% 50%
eligible people receive drug therapy coverage
and counselling (including glycaemic
control) to prevent heart attacks and
strokes)
Availability of affordable basic <50% (SARA 2017) 80% 80%
technologies and essential medicines
for NCDs in health facilities

Conceptual framework

The conceptual framework for NCD SP 3 is aligned with that of HSSP
V (Figure 8) and has 3 pillars which are health system inputs, service
delivery processes, desired outcomes, and impact of services. The
framework is based on elaboration of the inputs/processes (NCD health
system strengthening initiatives) needed to produce a comprehensive set
of outputs (health system performance) that will facilitate attainment of
the required coverages of NCD services and interventions important to
achieve the desired NCD targets and impact.



It is envisaged that strengthened health care system will enable delivery
of integrated package of quality essential NCD services (preventive,
promotive, curative, and rehabilitative) and enable vital access to all
individuals, community, and the population at large which is responsive
to the people’s needs ‘People Centred Care’. In turn these will enable
attainment of the desired impact. Universal health coverage is the entry
point to ensure access to quality and equitable health services regardless
of gender, geographical or social income status and ensure that no one
is left behind.

Strategic goals and outcomes

The main goal of the strategy is to ensure successful reduction of non-
communicable diseases in Tanzania and safeguard healthy living for all.
The strategy has 4 overarching strategic outcomes listed below;

Strategic outcome 1: Leadership,  governance, multi-sectoral
collaboration and accountability for prevention
and control of NCDs strengthened

Strategic outcome 2: National capacity for NCD prevention and
health promotion approaches targeting all
modifiable risk factors (alcohol, tobacco,
nutrition, sedentary life, and environmental)
and other social determinants strengthened

Strategic outcome 3: Health systems re oriented and strengthened
to address NCDs through promotive,
preventive curative and rehabilitative services

Strategic outcome 4: National capacity for NCDs surveillance
and research for evidence-based planning,
monitoring and evaluation strengthened

Section 3: Implementation arrangement of the strategy.

The successful implementation of this strategy will depend on the overall
cooperation of relevant departments of the non-health sectors, professional
organizations, civil societies, all relevant parties and having a successful
coordination mechanism and accountability framework at all levels. This
NCD strategy has been aligned to HSSP V by timeframe and strategic
direction. The goals and strategic outcomes have also been linked to
HSSP V and implementation arrangements will use SWAp structures.



The M&E plans, impact and outcome indicators are all in line with HSSP
V. The implementation of the NCD SP 3 will be through the MOHCDGEC
governance structure outlined in HSSP V, these are highlighted below.

Administrative structure

Decentralised management: The implementation of this strategy will
maintain government framework for bottom-up planning, service delivery,
financial management, and information delivery at health care facilities.
councils health service boards (CHSB), hospital management boards,
and health facility governing committees will oversee the management of
health care facilities in accordance with the guidelines.

MoHCDGEC: The ministry will prepare policies, guidelines, laws,
and regulations to enable the implementation of this SP3. The M&E
framework of the strategic plan guides the performance assessment of
the health sector on NCDs and informs measures to be taken for proper
implementation.

PO-RALG: is responsible for coordinating, facilitating, and managing the
implementation of the strategic plan through local government authorities
(LGAs) at regional, council, ward, village, and community levels. LGAs
are responsible for managing and providing primary health care services.

Governance of health facilities: Government will need to strengthen
multi-agency management to build better relationships and transparency,
through CHSBs, hospital boards, and health facility management
committees.

Governance at community level: Harmonisation and alignment of
health and development-related community structures will be achieved,
with health facility management committees, village health committees,
ward development committees, and other community-based structures
operating in the same domain. The links with local government authorities
will be reinforced.

Urban healthcare: New health zones will be developed, to establish an
integrated approach to address specific challenges in healthcare for the
urban poor.

Partnership Framework

Intersectoral collaboration: In implementing this strategy, the
MoHCDGEC will collaborate with other ministries, institutions, religious
organisations, social organisations, the private sector, and development
partners.



Public private partnership: Strong PPP dialogue is needed especially
at lower levels, through placement contracts or service level agreements.
Public private partnership provides an opportunity to increase access to
preventive, diagnostic and treatment services for NCDs.

International collaboration: Government will collaborate with various
countries and international organisations on NCDs. Government will
coordinate with development partners on health sector plans that focus
on national priorities.

Governance Framework

Strengthening SWAp: The SWAp dialogue structure will re-affirm the
guiding principles of the development cooperation framework of fostering
national ownership, alignment to national priorities, use of country
systems, and strengthening accountability. MOHCDGEC will align the
SWAp technical working group (TWG) formation to the six-health system
building blocks. NCDs will be anchored in the social determinants TWG,
and SWAp structures will be decentralised to regional and district level
(synonymous with NCD multisectoral coordination committees).

Strengthening accountability and leadership: MoHCDGEC and PO-
RALG will continue developing leadership performance management
tools and assessment for NCDs e.g., performance scorecards on selected
indicators.

Gender and equity: The MoHCDGEC will stimulate awareness-raising
and competency development among health staff at all levels, to include
genderissues in health services and policies, also in pre-graduate training.
The health sector will enhance gender equality in decision making bodies.

Costing of NCD SP 3

Costing approach

Two scenarios were developed for this plan: a prioritized scenario that
follows the HSSP V designation of interventions as vital, essential, or
nice to have, and a full scaleup scenario. In the prioritized scenario, vital
interventions are fully scaled up, essential interventions are partially
scaled up, and nice to have interventions maintain baseline coverage.
The prioritized scenario is the primary focus of this costing, as full scaleup
is not possible with the resources currently being projected for the
implementation period of the strategic plan.



Resource needs estimates

The estimated costs of the prioritized NCD plan are nearly 7.3 trillion
shillings over the course of the plan. The costs are anticipated to rise
from 990 billion shillings in the first year, to nearly 2 trillion by 2026. These
costs are dominated by the drug and supply costs found in Strategic
Objective 3: health system and service delivery, followed by Objective 2:
Risk Factors, and Objective 1: Governance.

Modelled impact

The scaleup envisioned in this plan would avert nearly 2,000 pre mature
NCD deaths, as compared to a scenario in which current coverage is
maintained. The probability of dying from an NCD between the ages of 30
and 70 would be reduced from 0.00556 to 0.00523. Components of the
NCD program are focused on increased well-being, and in addition to the
mortality reduction, this plan would achieve more than 400,000 additional
healthy life years beyond what could be achieved by maintaining current
coverage of NCD and MNS interventions.

Monitoring and evaluation

HSSP V is at the apex of multiple other disease-specific plans. Some
NCD indicators are included in the HSSP V. In addition, SP3 contains
programme-specific additional indicators and targets. Indicators cover the
following broad areas and are categorised by disease group and include
indicators for outcome, coverage, risk factors and health systems inputs.

Health management information system such as DHIS2 will be used to
collect, analyse, and report on routine health services data. However,
these data sources will need to be improved to be able to provide data
for tracking health outcomes of individuals with NCDs. Also, data from
tertiary and national level hospitals will need to be linked and reported.
Disease specific registries will need to be established to provide more
robust data for M&E of NCD services. Example of existing NCD registries
include the cancer and sickle cell registries.

STEPs survey is the main data source for monitoring NCD risk factors
and provides data on the prevalence of diabetes and hypertension and
can provide information on service coverage for hypertension, diabetes,
and cardiovascular diseases. The last STEPS survey was conducted in
2012 although used; would not serve as a reliable baseline estimate for
NCD SP 3 indicators. MOHCDGEC is planning to conduct STEPS survey
2021/22 which is expected to serve as baseline for NCD SP 3 once results
are available. Other surveys include TDHS, GATS and GSHS.



Regular progress and performance reviews (done as part of overall health
sector performance audit) will be used to evaluate performance using
service or programme output and outcome indicators. Mid-term and end-
of-plan reviews will be more extensive and cover impact indicators.



SECTION 1

BACKGROUND AND
INTRODUCTION



CHAPTER 1: INTRODUCTION

Non-communicable diseases (NCDs) takes long to develop and require
lifelong care and are a result of complex aetiology in combination with
genetic, physiological, environmental and behaviours factors’. NCDs
mainly cardiovascular diseases, diabetes, cancer, and chronic respiratory
diseases are the world’s biggest killers. More than 41 million people
are reported to die from NCDs (71% of 57 million deaths globally) each
year. Of these, 37% were between ages 30 to 69 years, mostly (85%)
from low- and middle-income countries?. The economic consequences
of NCDs are staggering. Under a “business as usual’ scenario where
intervention efforts remain static and rates of NCDs continue to increase
as populations grow and age, cumulative economic losses to low- and
middle-income countries (LMICs) from the four diseases are estimated
to surpass US$ 7 trillion over the period 2011-2025 (an average of nearly
US$ 500 billion per year)?.

NCDs have been identified as a real global threat to health and
development, necessitating governments and global stakeholders to
commit necessary resources to address the growing burden. There have
been 3 progress monitors so far (2015, 2017 and 2020) based on a set
of 10 progress indicators. Monitoring revealed that progress in scaling
up NCD services and programs to avert NCD related premature deaths
has been inadequate*. The third high-level meeting of the United Nations
general assembly on NCDs, 27 September 2018 expanded the “4 x 4
NCD agenda” (four main NCD risk factors and four major NCDs) into the
“5 x 5 NCD agenda (mental health was added into the disease groups
and environment in the risk factor group). This was endorsed at the WHO/
AFRO committee for Africa, Brazzaville, August 2019 that addressed
scaling up implementation of the commitments made in 2011 and 2014
for the prevention and control of NCDs®.

In Tanzania, NCDs cause significant morbidity and subsequent functional
impairment in the country®. NCDs were estimated to account for 33%
of all deaths while the burden doubled accounting for 19% of the total
DALYs in 1990 to 34% in 2015". Similarly, published report on hospital
mortality patterns and causes of death (2006 — 2015) showed an increase
in deaths from NCDs and injuries, with a substantial progressive decline
from communicable diseases’.

Besides health burden, NCDs impose huge economic burden on the
individual, the household community, the health system, and the national
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economy. NCDs also have potential serious socioeconomic consequences,
through increasing individual and household impoverishment thus
hindering social and economic development. Poverty is intricately linked
to NCDs, for which, the rapid rise of NCDs is predicted to impede poverty
reduction initiatives in low- and middle-income countries. At individual and
household level, costs are related to lifestyle changes, treatment, and
medication, and to loss of income due to their illness®. For the community
and employer, costs are related to reduced productivity.

Health system implications relate to high costs of treating the conditions and
their related complications both in terms of human resources, equipment,
and medicines. In the United Republic of Tanzania, household costs for
diabetes treatment were found to be 25% of the individuals minimum
wage® predisposing families to catastrophic health expenditures.In 2005,
it was estimated that NCDs cost to the Tanzanian economy was US$
100 million which was expected to increase to US$ 500 million by 2025
leading to an accumulated loss of income of US$ 2.5 billion during the
period™®.

The current proposed third strategic plan (SP3) 2021-2026 is succeeding
the second one (SP2), 2016-2020 whose implementation ended in July
2020™". SP2 was guided by findings of the WHO NCD STEPS survey
conducted in 2012 together with policy documents developed at the time
such as HSSP |V, big results now (BRN), SDGs, and the 2013 WHO
global action plan. The key achievements highlighted resulting from
implementation of NCD SP2 were strengthened NCD partnerships and
advocacy for NCDs, but lack of multisectoral action and appropriate legal
frameworks for prevention and control remained a challenge.

The envisioned SP 3 2021-2026 builds upon achievements attained by
MoHCDGEC in partnership with different stakeholders from implementing
SP2. NCD SP3 will focus on current and future challenges in the context of
changing social economic, technological and environment as outlined in
the national, regional, and global strategies. The strategy forms the basis
for costing and mobilization of resources from different stakeholders both
internal and external. Also, it serves as a tool towards the implementation of
advocacy, communication, and social mobilization of various interventions
towards promotion, prevention, curative, rehabilitation and palliative NCD
services to individual communities and the nation at large.

Formulation of SP3 was a participatory process guided by the Ministry

of Health, Community Development, Gender, Elderly and Children
(MoHCDGEC) and was aligned with the formulation of the HSSP V.
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SP3 formulation went through several phases: MoHCDGEC appointed
a national task team to spearhead formulation in collaboration with the
consultant. An online survey and stakeholder consultation meetings were
used to evaluate the implementation status of previous SP2 (2016-2020)
and provide further recommendations for priority areas of action for SP 3.

The National consultation process to develop SP3 engaged WHO
HQ, AFRO and country office, other sectors ministries, NGO’s, CSO’s,
health professionals, academia, selected private sector entities, relevant
development partners, and other key stakeholders as summarised in
appendix 5.

SP3 will be implemented within the context of heath sector strategic plan
V and will be part and parcel of the overall health system strengthening
and re-orientation towards achievement of the Universal Health Coverage
agenda. Also, it will be integrated into other programs within the health
sector and those outside the health sector in line with the health in all
policy (HIAP) and social determinants agenda.

1.1 Non-communicable diseases in the national development
agenda

The national health policy, the Tanzania development vision 2025 (TDV
2025), the national five years development plan 111 2021/22-2025/26'2, and
the national health sector strategic plan V, provide an overall framework
for priority setting, resource allocation and implementing health sector
priorities. All these guiding documents identify NCD as a critical area for
action and recommend more investment in NCD prevention and control.

1.1.1 Vision 2025

The Tanzania development vision 2025 (TDV 2025) has identified health
as a priority sector for contributing to quality livelihood for all Tanzanians
that would ultimately enhance competitive economy capable of producing
sustainable growth and shared benefits by 2025. Therefore, the increasing
burden of NCD undermines and threatens the expected social and
economic development for achieving TDV 2025,

1.1.2 National 5 year development plan Il

The national 5-year development plan Il 2021/22-2025/26 identifies
investment in health as one of its strategies to improve productivity and
ensure national development. FYDP |l emphasised on strengthening
health service delivery system with explicit focus on combating NCDs.



It also put emphasis on addressing the human resource crisis, which
constrains provision of adequate health care. The FYDP Il has also
prioritized the health agenda and recognises the importance of health in
achieving sustainable development. The health priorities outcomes of the
FYDP Il are to;
1.  transform Tanzania into a manufacturing hub
2. improve competitiveness (business environment, markets, human
capita, innovation) i.e., focus on improving competitiveness in all
3. facilitate export-oriented growth (regional, global trade and global
value chain) including focus in new markets
4. promote human capita development

Key health sector interventions in FYDP Ill which guided the choice
of interventions for NCD SP 3 include to; (i) Construct and rehabilitate
inclusive health facilities; (ii) Ensure availability of medicine, medical
supplies, reagents, vaccine and pharmaceutical equipment; (iii) Promote
and increase scope, as well as coverage of health insurance schemes;
(iv) Strengthen specialized and super-specialized services in all zonal,
specialized and national referral hospitals; (v) Improve traditional health
services/alternative medicines; (vi) Promote and support establishment
of vaccines, medicines and medical equipment manufacturing industries;
(vii) Promote and support private sector investment in health commodity
supply chain; (viii)Design and establish proper logistics and storage of
medical commodities; (ix) Strengthen public health rapid response teams;
and (x) Improve Emergency Medical Services (EMS).

1.1.3 The national health policy 2020 (draft)

Tanzania Government believes that every Tanzanian citizen is entitled
to a healthy and productive life. Following the attainment of the middle-
income status in 2020, the health sector has resolved to focus more on the
provision of quality health services in tandem with the pursuit of universal
access. Healthy people are resourceful and a pre-requisite for accelerating
development and achieving the sustainable development goals (SDGs).
Therefore, Tanzania takes serious note on the increasing burden of NCD
and the need for appropriate actions as explicitly highlighted in the new
health policy.

The past ten years (2007-2017) of implementing the national health
policy registered impressive gains by reducing under-five and infant
mortality. The under-five mortality rate has decreased from 81/1000 in
2010 to 67/1000 in 2015/16. The infant mortality rate has decreased from
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51/1000 to 43/1000™. The incidence of HIV cases has also decreased.
These gains promote better health for the entire population. Despite
above gains, neonatal and maternal mortalities are still high, alongside
noted epidemiological transition with increasing NCDs as reflected in the
upsurge of patients and deaths with inherent rise in health care costs.
The 2020 draft health policy explicitly calls for investment in quality health
care, human resource for health, health care financing, more investment
in health research and health care information systems, health system
improvements, multi-sector collaborations, availability and enforcement
of quality medicines, medical devices, and supplies.

1.1.4 Health sector strategic plan V 202//2026

HSSP V calls for more integrated approach from joint planning to
implementation and monitoring and evaluation. HSSP V makes specific
commitments on NCDS including mental health, addiction and substance
use disorders, oral health, eye health, ear nose and throat care and
ageing which provides a platform for integration of NCD interventions into
the health system as a whole. HSSP V' guided the implementation of
NCD SP2 and was faced with challenges as the plans were not aligned
nor integrated.

1.1.5 Existing related strategies, guidelines, and initiatives

In 2008, the MOHCDGEC established a section at the ministry to address
NCDs and mental health. The first national NCD strategy was developed,
covering the period 2009-2015. Key areas included prevention through
raising awareness and advocacy for policies that minimize exposure
to risk factors, early diagnosis, appropriate management of cases and
improved availability of diagnostic and medical supplies.

The second NCD multi-sector strategy and action plan covering the period
2016—-2020" expanded to include further preventive and rehabilitative
services. That expansion marked the beginning of a new era on the
provision of affordable health service while keeping equity and quality
health services to those affected for life by chronic diseases and disability.
The second strategy included: advocacy on NCDs together with prevention
and control as a national priority; strengthening leadership, governance,
multi-sector collaboration and accountability for prevention and control of
NCDs; strengthening and reorienting health systems to address NCDs
through promotive, preventive, curative, and rehabilitative services;
and strengthening national capacity for NCD surveillance, research for
evidence-based planning, and monitoring and evaluation.



The development of NCD SP3 also took into consideration existing

guidelines and strategies for the various NCD disease entities. These

documents were reviewed to provide priority areas of action and to

integrate proposed plans into ongoing national efforts. Reviewed

documents among others were:

o  Draft One Health Plan Il 2021/2026

Draft HRH Strategy 2021/2026

National Strategic Plan for Ear and Hearing Care 2019/2023

National Cancer Control Strategy 2013/2022

National Cervical Cancer Prevention and Control Strategic Plan

2011 - 2015

National Eye Services Strategy 2016

National Multisectoral Nutrition Action Plan Il draft

o The Second Guidelines for Provision of Oral Health Services in
Tanzania, 2020

o National Palliative Care Policy Guideline

o  Sickle Cell Diseases Guidelines of 2019

o National Surgical Obstetrics and Anaesthesia Plan (NSOAP)
2018/2025

o Health Sector HIV And AIDS Strategic Plan (HSHSP 1V) 2017-

2022

Standard Treatment Guideline and National Essential Medicine

List for Tanzania Mainland-6th Edition

Policy Guideline for Community-Based Health Services, 2020

The Public Health Act No 1-2009

The Mental Health Act No 21-2008

Tanzania Mainland Tobacco Product (Regulation) Act of 2003

National Health Reseach Agenda 2021-2026 (draft)

National Accelerated Investment Agenda for Adolescent Health

and Wellbeing 2019-2022

o  The Occupational Health and Safety Act of 2003

O O 0O

o O

o

O O OO0 O0Oo

1.2  Global policy documents

This section addresses global and regional responses to NCD and
describes the global responses for NCD and its implication for SDGs in
accordance with the UN political declaration for 2030. It also highlights the
global and regional NCD strategies, targets, action plans, and monitoring
frameworks.
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1.2.1 Global ncd strategy and action plan

To curb the NCD increase, both the Moscow declaration endorsed by
ministers of health in May 2011'¢, and the UN political declaration on NCD
endorsed by heads of state and governments in September 2011"" realized
the need for the vast body of knowledge and experience on prevention
of NCDs and immense opportunities for global action to control them.
Therefore, heads of state and governments committed themselves to the
UN political declaration on NCD to establish and strengthen multisectoral
national policies and plans for the prevention and control of NCDs, and
consider the development of national targets and indicators based on the
local situation by 2013.

In realizing the commitments, the world health assembly endorsed the
WHO global action plan for the prevention and control of NCDs 2013-
2020 in May 2013 to operationalize the political declaration of the high
level meeting on NCDs, all member states, international partners and
stakeholders were provided with a road map and menu of policy options’®.
If implemented collectively between 2013 and 2020 this would lead to
achieving 9 global NCD targets by 2025, including a 25% relative reduction
in premature mortality from NCDs by 2025 (Figure 1).

Cognizant of other conditions of public health importance such as: other
non-communicable diseases including renal, endocrine, neurological,
haematological, gastroenterological, hepatic, musculoskeletal, skin
and oral diseases and genetic disorders; mental disorders; disabilities
including blindness and deafness; and violence and injuries were also
mentioned in the global plan and prioritized in the African region as
important components in addition to the aforementioned four major NCDs.
The major four shared significant behavioural risk factors for NCDs namely
tobacco use, unhealthy diet, physical inactivity and harmful use of alcohol
and recently air pollution were added as a significant NCD risk factors.

Governments were urged to (i) set national NCD targets for 2025 based on
national circumstances; (ii) develop multisectoral national NCD plans to
reduce exposure to risk factors and enable health systems to respond and
reach the set national targets, and (iii) measure results taking into account
of the global action plan. A global monitoring framework was developed
to track implementation of the global action plan on NCDs against a
baseline in 2010. There has been 3 UN high level meetings for NCD,
2011, 2014, and 2018 calling for more political commitment , stregthening
of the health care systems, multistakeholder action, enganement of the



citizens for unified action , increased financing among other to strengthen
the efforts for prevention and control of NCDs.

1.2.2 Universal health coverage

Universal health coverage (UHC) includes the full spectrum of essential,
quality health services ranging from health promotion to prevention,
treatment, rehabilitation, and palliative care, focusing on high coverage of
quality services, health equity, and guaranteeing financial-risk protection.
The NCD epidemic poses unique challenges to the three dimensions
of UHC considering current low access to and availability of essential
NCD services in the country and the existing major inequalities in relation
to NCD risk, access to services, and health outcomes. The epidemic
imposes a huge economic burden and can push households into poverty.
Nonetheless, the UHC agenda provides a framework for scaling up NCD
prevention and control services and vice versa investment in NCDs is
crucial to achieving UHC™®.

Figure 1: WHO framework for control of NCDs, the 2030 agenda
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1.2.3 Sustainable development goals

Sustainable development goals (SDGs) were adopted by the UN general
assembly in Sept. 2015 and integrate 3 dimensions of sustainable
development: economic, social and environmental®. The agenda
recognises health as a major contributor and beneficiary of sustainable



development policies and realizes that opportunity to improve health is
not only found in specific health interventions (principally in SDG 3) but
also through social, governance and environmental health. Investment
in NCD control should consider the broader aspects of health and health
determinants and provides an opportunity for the health sector to integrate
with non-health sectors to leverage investment in strategies that promote
health and well-being and inter-sector collaborations. Whereas target 3.4
of goal three is focused on reducing premature mortality from NCDs, the
triple burden of communicable diseases, NCDs and injuries threatens
optimal attainment and sustainment of the 2030 SDGs targets and hence
the need to invest in NCD prevention and control.



CHAPTER 2. SITUATIONAL ANALYSIS
2.1 Health status of the Tanzanian population

2.1.1 Overview

Evidence from the evaluation of the national health policy 2007
implementation, mid-term review of health sector strategic plan 2015 -
2020 (HSSP IV-MTR) and the annual health sector performance profile
report of July 2020 shows that, during the last decade, Tanzania made
major progress in the health sector leading to a continued increase in
life expectancy for Tanzanians at birth because of reduced mortality and
morbidity. The national census in 2012 determined that the life expectancy
had increased from 51 years in 2002 to 62 years by 2012 which is projected
to have increased to 65.5 years by 2019 (NBS - Tanzania in Figures
2019). This increase was contributed by the success in reducing new-
born and child mortality, childhood malnutrition and in the battle against
major communicable diseases including HIV, TB, and malaria. Under-five
child mortality has decreased from 81 per 1000 live births in 2015 to 67
per 1000 live births in 2019 while during the same period, infant mortality
rate and neonatal mortality rate have only slightly decreased from 45
and 26 to 25 and 43 per 1000 live births respectively. However, there is
some evidence of the increasing burden of non-communicable diseases
(NCDs), an inevitable trend as the battle against infectious diseases is
successful and risk factors for NCDs are on the rise. Regarding equity,
there are persistent inequalities between urban and rural populations,
the poorest and richest households, and between regions, for almost all
indicators.

2.1.2 Risk factors contribution to burden of disease in Tanzania
According to the global burden of disease estimates known risk factors
for NCDs including behavioural and biological risk factors were significant
contributors to the disease burden in Tanzania. Other risk factors,
notably malnutrition, unsafe sex, air pollution and poor hygiene were also
signifcant contibutors to high disease burden and also linked to higher
burden of NCDs (Figure 2)?'28, Hence investment in NCD prevention
will need to consider broader health determinants and risk fators beyond
the traditional NCD risk factors to reflect the background risks in the
population.



Figure 2: Top 10 risks contributing to DALYs in 2017 and percent change,
2007-2017, all ages, number
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2.1.3 NCD morbidity in Tanzania

Adverse effects of globalization, rapid unplanned urbanization, widespread
smoking, alcohol consumption, increasing sedentary lifestyles, and
unhealthy diets are believed to be reasons for the increasing NCD
prevalence especially in urban areas. In Tanzania, the NCD burden of
disease has increased from 19% of the total DALYs in 1990 to 34% of
total DALYs in 2015

2.1.4 NCD mortality

According to WHO estimates1, a total of 409,000 deaths occurred in
Tanzania in 2016 in a population of 55.57 million people: NCDs contributed
33% of the total (Table 1).

Table 1: Proportional mortality in 2016

Disease Category | Percentage
Non-communicable diseases (NCDs)

Cardiovascular disease 13%

Cancers 7% 339
Chronic respiratory diseases 2% °
Diabetes 2%

Other NCDs 10%
Communicable, maternal, perinatal, and nutritional disorders 56%
Injuries 11%

Source: NCD Country Profile, WHO, 2018



Of all NCD deaths, 18% were premature occurring in people aged 30-70
years. Figure 3 shows a small decline in the probability of premature death
from NCDs in 2000 to 2016. It was estimated that up to 21,600 of such
deaths between 2016 and 2025 could be averted by fully implementing
the WHO “best buys™.

Figure 3: Probability of premature deaths due to NCDs
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Figure 4: Top 10 causes of death in 2017 and percentage change 2007 to 2017
all ages, number
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The country still experiences a high burden of nutritional, reproductive
health challenges and infectious diseases and a high burden of NCDs
such as cardiovascular diseases, diabetes, cancer, chronic respiratory
diseases, and injuries?*®'. This high burden of disease poses a challenge
to the health system and health care costs for NCDs to the country are
high and can also drain household income if there are no measures for
financial protection, hence the need to act timely.

According to global burden of disease 2017 estimates (Figure 4) ischaemic
heart disease, congenital defects diabetes and stroke were among the top
ten leading causes of deaths and their burden had increased significantly
in the 10-year period as the country registers significant reduction in
deaths due to HIV/AIDs and malaria.

Based on cause specific data from health care facilities (district, regional
referral, zonal referral, national and specialized public hospitals) in
Tanzania for the period 2006-2015, 57.6% of all deaths were caused
by Group | category of deaths (communicable diseases, maternal and
perinatal causes and nutritional conditions), a third by Group Il category
(non-communicable diseases) and 6.7% were due to Group Il category
(injuries and external causes) in 2006. There was a gradual decrease
of deaths noted over the years for Group | causes of death, a marked
increase in the number of deaths among males and females in Group Il
and lll categories. Group | conditions accounted for about 60% of the total
deaths in hospitals during the 2006—2010 period, but in 2015 NCD related
deaths accounted for 50% of all. The contribution of Group Il to the total
deaths also increased from 5% in 2006 to 8% in 2015, affecting mostly
individuals aged 20-34 years’.

Cardio-circulatory diseases were among the top five causes of death
overall: malaria (12.75%), respiratory diseases (10.08%), HIV/AIDS
(8.04%), anemia (7.78%) and cardio-circulatory diseases (6.31%).
Excluding under-fives, HIV/AIDS (11.14%), cardio-circulatory diseases
(8.5%), and cancers (7.38%) ranked among the five leading causes of
death.

During the 10 years period, the study observed substantial decline (47%)
in the number of deaths attributable to malaria, followed by HIV/AIDS
(28%) and tuberculosis (26%) while those due to injury, cancer, strokes,
septicemia, neonatal disorders and maternal complications increased.
Therefore, significant investment is needed at all levels of care to prevent
and subsequently reduce premature mortality due to NCDs.



2.2 State of health services organisation and utilization for NCDs

The status of health services provision for NCDs is guided by the findings
of the midterm review of HSSP IV implementation and the service
availability and readiness assessment (SARA) survey report.

A midterm review was conducted in 2019 to analyze, and document
progress, challenges, and lessons learned obtained from the first three
years of implementation of the HSSP IV (July 2015 — December 2018).
The review assessed the overall performance of the health sector by
taking stock of quantitative and qualitative achievements related to HSSP
IV strategic directions and the cross-cutting issues so that best practices
could be used to guide implementation of the remaining period of HSSP
IV, and in the development of the HSSP V.

With regards to the prevention and control of NCDs, the review showed
gaps and best practices on NCDs as well as the progress ofimplementation
in other areas of the health systems and services. These include health
service delivery performance, community health, intensified health
communication, council health services, regional referral level, zonal
and national level, including international referral, all of which directly or
indirectly contribute to the realization of NCDs strategic interventions.

The report realized low levels of knowledge among health workers on
NCDs, with only 30% of health workers having received training in this
area. There were relatively none if not few activities in ongoing facilities
and no human and financial resources to even start implementation at
a larger scale. Less than half of the facilities could offer treatment for
diabetes, hypertension, or cancer. Often medicines for the treatment of
NCDs were not available especially in lower-level health facilities.

Besides individual counselling, there were no health promotion activities
found in the communities. NGOs, which also had minimal funds were left
to address this huge and massive endeavour. The sense of urgency to
address NCDs was almost non-existent despite the increase and their
dominancy in morbidity and mortality in the country. Efforts to get these
diseases under control was still not yet evident. Nearly half of all hospital
deaths were noted to be due to NCDs’ and in all facilities, an increased
disease burden was reported. Hence elaborating the need to increase
advocacy for NCDs.



The Tanzania “service availability and readiness assessment” provides a
snapshot of the status of health service provision in the country. The study
was conducted in 2017 and sampled 592 health facilities from 26 districts.
The study highlighted areas of strength and weakness in the health
system response to NCDs. Overall, the report highlighted gaps in the
availability of essential services for NCDs including essential medicines
and equipment and trained health care workers. The report also highlights
that private and faith-based hospital have been providing NCD services
and create opportunity for further expanding NCD services. Also, NCD
service coverage has been low especially at low levels of care dispensary
and health centre levels notably further capacity building will be required
to strengthen NCD services at primary care levels.

Non communicable diseases assessed by this report were diabetes, CVD,
chronic respiratory and cervical cancer. Approximately one-third (31%) of
the health facilities assessed offered diagnosis and or management of
diabetes. Diabetes diagnostic capacity comprising of urine dipstick for
protein, urine dipstick for ketones and blood glucose was available in
60% or more of all the health facilities. CVD diagnosis and management
were offered in 48% of the health facilities, mostly in hospitals (86%) and
health centers (81%). The overall mean availability index for tracer items
for CVD diagnosis and management was 43%. One-third (34%) of the
facilities assessed offered chronic respiratory disease services. Mean
availability index for tracer items for chronic respiratory disease diagnosis
and management was 42%. Eleven percent of surveyed health facilities
offered diagnosis of cervical cancer. These services were mostly available
in hospitals (69%) which are probably managed by NGO/not-for-profit
(20%) or private for profit (23%) health facilities. The mean availability of
tracer items for cervical cancer services was 71%.

Below is a snapshot of availability of services and generally results show
lower availability of NCD services from diagnostic capacity to availability
of essential commodities compared to others. The main gaps were
observed human resource of which a substantial number were not trained
to provide NCD services, there were also clear urban rural and facilities
level disparities in the availability of services and competencies for NCD
care and essential surgical services.



Figure 5: Percentage availability of tracer essential medicines at the surveyed
facilities

Percent availability

Mean availabilty of tracer items I 1 38%

Percent of facilities with all items (0%
Simvastatin tablet or other statin 3 5%
Omeprazole tablet or altemative T———————1 35%
Glibenclamide tablet —— 15%
Salbutamol inhaler 1 24%
Zme sulphate tablet or syrup [ 1 67%
Thiazide =3 7%
Oxytocin injection [ 1 83%
Oral rehydration solution [ 1 90%
Metformin tablet 1 19%
Magnesium sulphate injectable [ 1 73%

Insulin regular injection = 6%
Haloperidol tablet O 3%
Gentamycin injection [ 1 68%
Fluoxetine tablet 0 1%
Enalapril tablet or alternative ACE inhibitor == 6%
Carbimazole tablet 3 394
Beta blocker T 14%
Beclomethasone inhaler C——————1 37%

Aspirin capsules/tablet [ 1 65%
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Amoxyecillin injection [ 1 89%
Ceftriaxone injection [ 1 79%

Ampicillin injection T—————————1 32%
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Note: Availability of NCD tracer medicines generally lower compared to
availability of essential drugs for other conditions



Figure 6: Percentage availability tracer diagnostic of services at surveyed health

facilities

Percent availability

Mean availability of tracer items [ 1 52%
Percent of facilities withall items =3 10%
Blood glueose T 26%
Haemoglobin 1 33%
Syphilis rapid test [ 1 58%
Urine dipstick - glucose ] 29%
Urine dipstick -protein 1 31%

Urine test for pregnancy [ 1 50%
Malaria diagnostic capacity [ 1 98%
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Source: SARA report 2017

Note: Availability of NCD tracer diagnostics services generally lower
compared to availability of essential drugs for other conditions

Figure 7: Service readiness score of the surveyed health facilities
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Source: SARA report, 2017

Note: Overall service readiness score (general service readiness index)
is a composite measure designed to combine information from the five
general services readiness domains: basic amenities, basic equipment,
standard precautions, laboratory diagnostics and medicines. For
readiness each domain, the average availability was calculated using a
set of standard tracer items that were adapted for Tanzania.



The service readiness score for most items was low especially for non-
communicable diseases. strengthening of NCD services will require
reorientation of the health care system and adopting it to effective
integrated chronic care models.

2.3 Existing capacity for prevention and treatment for specific
diseases and proposed areas of action for SP 3 2021-2026.

Services for chronic respiratory diseases (CRDs) are lacking at all levels
and strategic investment in CRD services and preventive interventions are
needed. The plan will focus on primary prevention by limiting exposures
to smoke and indoor air pollution and strengthening capacity of the health
care system to respond to CRD at all levels through the implementation
of the CRD module of WHO PEN and strengthening referral to higher
levels of care. School health program will be an important platform for
community awareness campaigns. Specialized acute care services will
need to be strengthened at the tertiary care level including specialized
human resource cadres such as thoracic surgeons, pulmonologists (only
3 available), respiratory therapists and respiratory lab technicians. Short
term training of existing cadres to offer respiratory services is proposed as
a strategy to roll out priority CRD services as needed at all levels of care.

For cancers poor primary and secondary prevention services at primary
and secondary care level facilities results in late diagnosis and delayed
referralleading to high morbidity and mortality. Awhole health strengthening
approach will be needed to strengthen cancer care adding to the existing
efforts already ongoing on strengthening cancer care services as part
of the implementation of the national cancer control strategy 2013-2022.
More concerted efforts will be required to strengthen community and
primary care services for cancer awareness and early detection including
for cervical and breast cancers and referral for treatment and care. Higher
levels require strengthening of diagnostic services especially pathology
services, establishment of telepathology services to fast-track patient
diagnosis at the regional level and strengthening of zonal health facilities
for cancer treatment including chemotherapy (medical and paediatric
oncology), surgery, and radiotherapy

The country has made concerted efforts to strengthen tertiary care
services for cardiovascular diseases with the establishment of the
Jakaya Kikwete Cardiac Institute which also supported establishment
of tertiary level cardiac services at some of the zonal referral hospitals.
The main challenge has been in the primary and secondary prevention



of cardiovascular conditions and resulting complications. Tanzania has
high incidence rates of stroke and stroke mortality, strengthening primary
prevention and health services at the primary care level will be the focus
of this SP3.

Diabetes care services have been established at all levels from district
hospital upward. Current efforts are geared towards strengthening of
services at primary care settings. The remaining challenge is to invest in
initiatives to improve enrolment and retention into care and quality of care
and patient outcomes through strengthening health workers capacity. For
diabetes, early diagnosis and treatment will be key in this strategic plan
through strengthening of primary health care services and community
screening and education programs. Diabetic and hypertensive retinopathy
are also preventable causes of vision impairment and measures need to
be integrated in the disease care pathways to prevent avoidable blindness

Renal services have also been improved at the tertiary and the national
referral level with establishment of dialysis and supporting services up to
the regional level and kidney transplantation services at Benjamin Mkapa
Hospital in Dodoma. Human resource capacity strengthening has been
done with training of nephrologists, but more investment is needed also for
supporting cadres. Early detection and proper management of diabetes
and CVDs will positively impact the burden of CKD, this will be the focus
of the SP3 by strengthening prevention at primary care services.

Significant progress has been made in raising awareness of sickle cell
disease (SCD) in the country with the establishment of the sickle cell
program. However current SCD services are not comprehensive: current
capacity exists in tertiary facilities more investment is needed to expand
the service delivery to the lower-level health facilities. Efforts currently
are focused on rolling out sickle cell services to high endemic areas
and strengthening the referral system. Also needed is strengthening
preventive services at the community level including new-born screening
in high endemic areas and genetic counselling and testing and, at
the higher level of care exploring curative SCD interventions such as
bone marrow transplant. As maternal conditions are associated with
the prevalence of congenital anomalies in the new-borns, preventive
interventions during preconception and during pregnancy including
screening, appropriate treatment of pre-existing conditions and maternal
multivitamin supplementation are promoted in this strategy, using existing
maternal and child health programs to prevent congenital diseases.



Across the country, activities to prevent and treat oral diseases as well
as to promote oral health needs to be significantly increased, particularly
at the local level. Almost all oral diseases are of multifactorial origin and
share modifiable risk factors with the leading NCDs. These risk factors
include tobacco use, harmful use of alcohol and unhealthy diets high in
sugar. Addressing these risk factors in an integrated way within a primary
health care-based strategy is key to controlling and preventing the major
NCDs and thereby also improving the oral health of populations in the
country.

Priority interventions for mental health for this SP 3 will include accurate
estimation of the current burden by strengthening diagnosis and primary
health care services for mental health and substance abuse and primary
prevention of these conditions using the mHGap tool especially at the
primary care levels. Geriatric neurological conditions such as dementia,
alzheimer’s, and parkinson diseases and the call for universal health care
require developing capacity for geriatric services in referral level hospital.
More efforts are also required to address childhood developmental
disorders and mental health and wellbeing of children and adolescents.

Regarding injuries and trauma, major gaps exist in emergency response
before victims arrive at the health facility. Community interventions on
injuries prevention and enforcement of injuries prevention legislations will
need to be strengthened.

Prevention of hearing loss through early treatment of ear infections, noise
reduction, early detection and intervention will require multi stakeholder
action and a focus on population-based interventions including focus on
high-risk populations e.g., those working in high-risk areas (noisy industrial
workplace) to reduce the high burden of ear, nose and throat conditions.

Therehabilitation workforce lacks professionals essential foraddressing the
scope of population needs. Speech and language therapists, audiologists
and psychologists need to be introduced and rapidly scaled up. There is
a notable absence of rehabilitation services in the community, including
outreach services to homes, schools, and workplaces. Strengthening of
community-based rehabilitation services will be the focus of this strategic
plan.



24 Current capacity interventions for NCD risk factors and
recommendations for action

According to the Tanzania mainland tobacco product (regulation) act of
2003, smoking is prohibited in public places, but it is allowed in certain
areas in public places such as designated rooms with ventilation systems,
which does not prevent exposure to second hand smoking. There is need
to strengthen the regulatory framework and enforcement for effective
implementation of the ratified framework convention on tobacco control
(FCTC).

The capacity to implement nutrition NCD prevention recommendations
is categorized in 2 aspects, nutrition labelling and marketing restriction
unhealthy diet. The Tanzania Bureau of Standards and Tanzania
Medicines and Medical Devices Authorities oversee the enforcement of
food labelling on manufactured food products. The enforcement however
covers ingredient labelling and less of nutrition labelling. Need to build
capacity of the respective authorities and establish standards for labelling
of food and food supplements. Currently there is no legislations that
govern restrictions of restricting marketing of foods high in salt, fats and/
or sugars to children. Restrictions exist only on marketing of baby foods
and breast milk substitutes. Currently Tanzania Food and Nutrition Centre
is developing food-based dietary guidelines which will form the basis of
nutritional recommendation and health promotion. Increased taxation
of sugar sweetened beverages (SSB) as a strategy to prevent NCDs,
currently the applied SSB tax is too low to discourage consumption of SSB
products. Work is ongoing to establish evidence and establish economic
case for increased SSB taxation.

Tanzania has a range of laws in place to regulate alcohol production,
marketing, and consumption, but their implementation and enforcement
have been limited both at national and local levels. Responsibility for
enforcing alcohol laws is spread across several government agencies
and ministries with limited coordination. The Tanzanian government had
been developing an overarching national alcohol policy which is still an
ongoing process. The recommendations for action for this strategic plan
are to strengthen regulatory and enforcement capacity for regulation for
alcohol consumption and creating awareness for reduction of harmful
use of alcohol in the community. The strategy also needs to address
interventions for local brew consumption.



Physical activity guideline has already been developed to guide
implementation of strategies to promote physical activity at population
level, but the laws and policies for example on urban planning and
development, road traffic safety and animal control are reportedly not
necessarily conducive to increasing population physical activity. More
engagement is required with the relevant stakeholders to improve the built
environment and the need to formalize requirements for physical activity
programs in schools and workplaces, for example under the occupational
health and safety act 2003 and the school curriculum, in collaboration with
the ministries responsible for education and labor to ensure sustained
increased levels of physical activities.

In 2013, the Ministry of Health, Community Development, Gender, Elderly
and Children and the Vice President’s Office - Division of Environment
(VPO-DoE), in collaboration with other stakeholders and with support
from the World Health Organization, prepared a joint plan of action for the
implementation of the Libreville declaration on health and environment.
The overall objective of the plan was to domesticate the eleven priority
actions prescribed in the Libreville declaration. The document proposes a
set of recommendations of key priority areas including outdoor air pollution,
indoor air pollution, water contamination, heavy metals and other toxics
from small scale mining and chemicals from agriculture (pesticides). This
strategy will seek to promote the implementation of the specific health
sector recommendations and promote implementation by other relevant
stakeholders through its SWAP structure.



CHAPTER 3. Emerging priorities and unfinished bussiness in NCD
prevention and control

3.1 Emerging strategic priorities

The health sector strategic plan V has identified changing demographics
and epidemiological transition, industrialization and urbanisation, climate
change globalization, ICT and improvement in medical technology as
emerging issues that need to be considered in planning for health in the
next 5 years.

Changing demographics and epidemiological transition: Population
growth will remain above 3% in the coming five years. Tanzania will have
over 67 million inhabitants in 2025. Tanzania will in the coming years remain
a country with most people below the age of 25 (over 42 million). The
demand for health services will therefore continue to increase. However,
ageing will be more and more common, with changing demands for health
services. Life expectancy at birth will increase to 66.2 years for men and
71.3 years for women in 2025. Deaths due to NCDs in Tanzania are just
below 50% and will reach a percentage over 50% in the coming years.
There will be more people with chronic diseases, more people with multi-
morbidity, more people with non-communicable diseases. More older
people with disabilities will need institutional care; more people will need
palliative care. This requires new services, new skills of health workers,
new approaches in medical care, including home-based care.

Industrialisation and urbanisation: In the coming decade Tanzania will
experience the moment when more than 50% of the population will live
in urban areas, due to economic development with more and more jobs
in industries and services. This will have an impact on the demographics
and environment of the country, exposing more people to occupational
hazards, pollution, and road traffic accidents. There will be more demand
for health services in urban areas. More investment will be considered to
ensure that promotive, preventive, and curative NCD services reach all
including the urban poor.

Climate change: Climate change affects the normal seasons in Tanzania,
with longer spells of drought in some parts of the country, or heavy rainfall
and flooding in other parts of the country. The average temperature in
Tanzania is predicted to increase by 3 centigrade celsius by 2100.
This may lead to disasters with medical impact. Awareness building on
environmental conservation and handling climate changes is needed,
and staff need to be prepared for new challenges in health care. The



MoHCDGEC will collaborate closely with other ministries, across sectors,
with non-state actors and development partners on short-term and long-
term measures.

Globalisation: Increasing mobility of people around the globe has
increased the speed of spreading of diseases, as shown by the recent
experiences with COVID-19, Ebola and Zika. This requires increased risk
assessment, surveillance, and epidemic preparedness and the need to
have a resilient heath care system to enable provision of care to those
with chronic diseases during epidemics. Globalisation of trade brings
opportunities and challenges of products that are brought into the country,
especially medicines, pesticides, unhealthy foods, and chemical products,
requiring cross-border cooperation in control of hazardous goods and
products.

Information and communication technology: In the coming years, ICT
will have a major impact on society, globally and in Tanzania. With rapidly
expanding mobile technology and coverage with high-speed internet, most
of the population will have access to internet and services. This offers new
opportunities for communication with citizens in general, patients, and
above all for communication within the health sector. The health sector
must ensure that citizens get access to correct information online. More
and more data communication is taking place in the health sector, and
new applications ranging from teleconsultation to remote diagnostics are
being introduced. Growth of ICT per se is not an issue, but it must be
regulated growth, which contributes to achieving the strategic objectives,
cuts out duplication, and enhances interoperability. Health workers should
be capacitated to manage the new ICT solutions. New cadres should be
incorporated into the health services.

Medical technology: Scientific and technological advances in the
provision of medical and surgical services offer new opportunities, and
increasing patient demands. Use of artificial intelligence, data mining,
robots, and other technology will not only reach the highest level of
hospital but also regional and district hospitals. There is a growing and
increasing demand for the use of genetic sciences, medical biology,
and applications in medicine. Personalised medicine, based on genetic
profiles, will become more normal. New technology may be costly, but at
the same time save costs, when integrated well into the health services.



3.2 Unfinished business

Health infrastructure and referral system: The long-term needs of
people with non-communicable diseases are rarely dealt with successfully
by the present organizational and financial arrangements of health care.
The country needs to address the challenge in the context of overall
health system reform. Services to NCDs is inadequate, as noted in various
geographical areas. The referral does not always function as required,
sometimes due to inadequate transport to the next level of care or due
to an inability at the referral level to provide adequate services. Specific
interventions for the plan include improving the livelihood of Tanzanian;
strengthening of referral system; improving availability of specialized
services and strengthening of training institutions, direly needed to also
support the prevention and control of NCDs.

Focus on prevention and integration with other disease programs:
Primary prevention has been identified as the cost-effective intervention
for the control of the rising burden of NCDs. A comprehensive long-
term strategy for control of non-communicable diseases must therefore
necessarily include promotion of health and well-being and prevention of
the emergence of risk factors in the first place; additionally, plans to reduce
exposure to established risk factors and to lower the risk for individuals
presenting clinical signs is critical in alleviating further progression of
these diseases. All these should be availed and integrated into all levels
of care to achieve the full potential for prevention including across other
sectors (health in all framework) and other health programs such as the
one health plan and should integrate with existing vertical programmes
such as HIV/TB and, malaria. Constraints of key components of the
health system like financial resources, human resources, infrastructures,
supplies of medicines and health products need to be addressed.

Strengthen health care financing: Health sector challenges posed
by current financing levels and modalities require changes in the way
financial access to health care is organized to ensure financial protection
of the vulnerable and marginalised groups, and instituting more efforts in
resource mobilization, transparency, and social accountability, as well as
better determined measures to strengthen the health system. Inclusion
of key NCDs such as hypertension, diabetes, cancer screening and
diagnosis into the UHC benefit package of care will ensure improved
access and remove the social and economic barrier to access services
and address to some extent the inequity to access services.



Strengthen primary care: Decentralization of NCD services will be
important to make sure that essential quality services are available at
lower-level facilities by ensuring that these facilities are well equipped and
the health care workers at these levels have the requisite knowledge and
skills.

Governance, supportive policies and multisectoral action: Experience
indicates that success of NCD prevention and control programmes are
hinged on supportive policy decisions for public-private partnership,
intersectoral action, appropriate legislation, health care reforms, and
collaboration with non-governmental organizations, industry, the private
sector, and community. More health gains in terms of prevention are
achieved by influencing public policies in domains such as trade, food
and pharmaceutical production, agriculture, urban development, and
taxation policies than mere changes in health policy alone. The ministry
must continue to engage non-health sectors, and partners to address
the social determinants of health and NCD risks. It is envisaged that the
coordination of NCD prevention and control be through a national level
multisectoral coordinating body which will include relevant sectors from
government agencies, non-governmental organisation, and the private
sector.
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CHAPTER 4. National NCD strategic plan 2021- 2026

The previous chapters presented the background of the health care sector
and governing policies and initiatives and provides strategic direction for
control of non-communicable diseases. This chapter outlines the vision,
mission, guiding principles, goals, and strategic objectives. The scope
of NCD interventions proposed in this strategy include behavioural
and environmental risk factors, cardiovascular diseases, diabetes,
cancers, chronic respiratory diseases, renal diseases, mental health and
substance use disorders, oral health, eye health, sickle cell diseases and
other congenital (rare) diseases, injuries and trauma, musculoskeletal
conditions, ear nose and throat (ENT), palliative care and rehabilitation.

41 Vision
To have a healthy and prosperous society free of NCDs that contributes
fully to the development of individuals and the nation

4.2 Mission

To provide sustainable promotive, preventive, and curative NCD services
with standards that are acceptable to all citizens based on geographical
proximity, gender equity and without financial constraints

4.3 Guiding principles
Primary health care approach: NCDs prevention, treatment and care
services will be available, accessible, and affordable at all levels of care
from the community level.

Universal coverage: All people should have full access to health care and
other services for prevention control of NCDs based on needs regardless
of age, gender, economic and social (political, cultural, religious) | status,
presence of disability and ability to pay.

Continuum of care: NCDs prevention and control services must be
provided along the continuum of care with services spanning from primary,
secondary, and tertiary prevention levels.

Life course approach: NCDs prevention activities must consider that the

risk of NCDs starts earlier on in life and starts at pre-conception, during
pregnancy at infancy and continue throughout adult life.



Multi sectoral approach: NCD interventions should be initiated and
implemented with relevant stakeholders including public and private
employers, civil society, and the international community. Public sector
engagement should include health-in-all policies and whole of government
approaches.

Evidence based: Strategies for prevention and control of NCDs should
be guided by scientific evidence and public health principles and must be
protected from undue influence by any form of vested interest.

Empowerment of people: People should be empowered and involved in
activities for prevention and care of NCDs

Integrated approach: given the shared determinants and characteristics
of diseases and the resource constraints, an integrated approach
focusing on functions rather than on disease categories should be
favored. Opportunities for integration into existing services should also
be exploited.

Accountability: The implementation of the NCDs Strategic plan Il
(2021- 2026) will not be possible without strong, accountable, and
effective leadership and every stakeholder. The strategy uses existing
structures to ensure accountability to government, funding partners and
the communities served in terms of resource utilization, service provision
and health outcomes achieved at all levels of the health sector. This will
ensure that all actors are doing the right thing the right way.

4.4 National targets for prevention and control of NCDs

Below is the list of agreed performance targets which were formulated
through a stakeholder consultation. The targets are based on the global
NCD monitoring framework and were adapted and adjusted according to
the local situation and available resources.



Table 2: National NCD targets

Indicator Baseline (Data 2026 Target
Source)

Relative reduction in the overall 18% (WHO, GBD 10% relative | 16.2%
premature mortality from estimates) reduction
cardiovascular diseases, cancer,
diabetes, or chronic respiratory
diseases between the age of 30 and
70 years
Relative reduction in the harmful use of | 27.4% M 10% relative | 24.7%
alcohol, as appropriate, within the 13.4% F reduction of | 12.1%
national context (STEPS 2012) harmful use

of alcohol
Relative reduction in prevalence of 7.5% (STEPS 2012) 10% relative | 6.8%
insufficient physical activity reduction
Mean population level intake of sodium | (STEPS 2021) 20% relative | TBA

reduction
Relative reduction in the prevalence of | 14.1% (STEPS 2012 — | 30% relative | 9.9%
current tobacco use in persons aged adults 25yrs and reduction 6.1%
15 and above above)

8.7 % - GATS 2018,
15yrs and above)

Relative reduction in the prevalence of | 26% (STEPS 2012) 25% relative | 19.5%
raised blood pressure reduction
Prevalence of obesity 8.7% (STEPS 2012) No increase | 8.7%
Prevalence of raised blood glucose 9.1% (STEPS 2012) No increase | 9.1%
Drug therapy to prevent CVDs (% of <10% (STEPS 2012) 50% 50%
eligible people receive drug therapy coverage
and counselling (including glycaemic
control) to prevent heart attacks and
strokes)
Availability of affordable basic <50% (SARA 2017) 80% 80%
technologies and essential medicines
for NCDs in health facilities

The NCD programme will implement actions to ensure shifting from the
current to a fully-fledged and vibrant NCD programme, while aligning to
the global, regional and national frameworks and strategies consistent with
the recommendations of the WHO independent high-level commission on
NCDs®* and WHO framework for action for health system strengthening®.

4.5 Conceptual framework

The conceptual framework for NCD SP 3 is aligned with that of HSSP
V (Figure 8) and has 3 pillars which are health system inputs, service
delivery processes, desired outcomes, and impact of services. The
framework is based on elaboration of the inputs/processes (NCD health
system strengthening initiatives) needed to produce a comprehensive set
of outputs (health system performance) that will facilitate attainment of
the required coverages of NCD services and interventions important

to achieve the desired NCD targets and impact. Inputs for the health care



system has 6 building blocks. To enable efficient provision of equitable
NCD health care services. Investment is needed in all the six-health
system building blocks to ensure;

i. Improvement in human resources skills (both strengthening NCD
skills for preservice training and on job refresher courses) and
having adequate numbers at all levels.

i. A well-coordinated and efficient governance and accountability
structures at all levels

iii. Ensure availability of essential commodities and medicines

iv.  Adequate infrastructure

v.  Adequate health care financing to enable access by all including
the vulnerable poor

vi. Strong health information and M&E system that allow adequate
tracking of the inputs processes and the outcomes and impact of
services and generate sufficient data that can be used to inform
planning, monitoring and evaluation cycles.

Figure 8: Conceptual framework

Inputs in the health Service Delivery Outcomes and Impact
system Treeeceo of services
building blocks People Centred Care Society and individuals

Empowerment

Universal health coverage
including access, coverage
and quality

communities

Governance and structures
Strengthen governance

Commedities and medicines
Epidemic disaster

Reorient healthcare preparedness control

Improve Intersectoral

collaboration

Healthcare financing
Social Determinants of
Integrate Monitoring and Health

Evaluation

Information Communication
Technology and M&E

Source: WHO, 2007

It is envisaged that strengthened health care system will enable delivery
of integrated package of quality essential NCD services (preventive,
promotive, curative, and rehabilitative) and enable vital access to all
individuals, community, and the population at large which is responsive
to the people’s needs ‘People Centred Care’. In turn these will enable
attainment of the desired impact. Universal health coverage is the entry
point to ensure access to quality and equitable health services regardless
of gender, geographical or social income, protection of the vulnerable
poor and ensure that no one is left behind.



4.6 Strategic goals and outcomes

The main goal of the strategy is to ensure successful reduction of non-
communicable diseases in Tanzania and ensure healthy living for all. The
strategy has 4 overarching strategic outcomes listed below;

Strategic outcome1: Leadership, governance, multi-sectoral
collaboration and accountability for prevention
and control of NCDs strengthened

Strategic outcome 2: National capacity for NCD prevention and
health promotion approaches targeting all
modifiable risk factors (alcohol, tobacco,
nutrition and sedentary life, environmental)
and other social determinants strengthened

Strategic outcome 3: Health systems re oriented and strengthened
to address NCDs through promotive,
preventive, curative and rehabilitative services

Strategic outcome 4: National capacity for NCDs surveillance
and research for evidence-based planning,
monitoring and evaluation strengthened

Strategic outcome 1: Leadership, governance, multi-sectoral collaboration
and accountability for prevention and control of NCDs strengthened

NCD prevention and control requires a whole government and societal
approach. The country needs to prioritize the NCD agenda by further
establishing and or enforcing NCD policies and legislations, increasing
health financing for NCD, creating actionable framework for multisectoral
policy and action, and creating mechanisms for coordinating the national
response and engaging other non-state actors and agencies into a unified
action by establishing clear leadership and governance structure for
implementation of NCD national plans.

Targets
1. Functional NCD multisectoral committees in put place at all levels
by 2026

2. Resource allocation for NCDs increased by 50% by 2026
3. Atleast 2 NCD legislations enacted and enforced by 2026

Strategic interventions

1.1 Strengthen NCD coordination at all levels
1.1.1 Establish NCD coordination structure at national and



subnational levels (multisectoral coordinating committees
and NCD technical committees at all levels)
1.1.2 Develop tool kits (TOR, team composition, meeting schedule
and reporting structure)
Advocacy of NCDs to the committees at all levels
Orientation the committee members on and toolkits and
NCD strategy
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1.2 Resource mobilization for NCDs strategy implementation

1.2.1 Resource mobilization through government budgeting and
planning process e.g., through CCHP

1.2.2 Resource mobilization through development of an
investment case

1.2.3 Promote partnerships both internal and external/ stakeholder
engagement

1.3 Coordinate implementation of the NCD strategy at all levels
1.3.1 Coordinate technical committee meetings
1.3.2 Conduct supportive supervision

1.4 Strengthen regulation/ enforcement by assessing national
regulatory and enforcement capacity for prevention and
control of NCDs

1.4.1 Enact and ensure enforcement of appropriate laws and
legislations

1.4.2 Establish standards/ advocate for quality control of medical
devices and products for NCDs and their rational use

1.4.3 Strengthen professional bodies and associations to provide

oversight of NCD services in the country

1.5 Advocate for good governances and implement anti bribery
policy
1.5.1 Conduct leadership training on good governance practices
at all levels

1.6 Strengthen leadership for community empowerment for
health promotion and prevention of NCDs

1.6.1 Develop appropriate health promotion framework (health
education advocacy and reporting tools)
1.6.2 Train stakeholders across the community infrastructure

(e.g., CHW, women groups, religious leaders, school,
workplace, CBOS, traditional and alternative medicine)



1.6.3 Equip CHW with appropriate tools for NCD advocacy and

screening

1.6.4 Conduct and monitor community NCD activities in line with
the MOHCDGEC community health systems and reporting
structure

Strategic outcome 2: Strengthen national capacity for NCD prevention and
health promotion approaches targeting all modifiable risk factors (alcohol,
tobacco, dietary, sedentary life and environment)

Prevention and control of NCDs will require more investment in primordial
and primary prevention through preventive and health promotion
approaches , the strategies will include both population level strategies
to reduce population level exposures to the NCD risk factors and creating
enabling environment for NCD prevention e.g. implementation and
enforcement of alcohol , tobacco , diet and physical activity policies and
legislation and community approaches for promotion and adoption of
healthier lifestyles at the community level and early identification referral
of NCD cases. Lessons from HIV change communication will be applied
when implementing approaches targeting NCD modifiable risk factors.

Targets
1. 30% relative reduction in prevalence of current tobacco use in

persons aged 15+Years by 2026

10% reduction of harmful use of alcohol by 2026

30% reduction in salt intake by 2026

Halt the rise in obesity by 2026

10% reduction in prevalence of insufficient physical activities by

2026

Status of childhood and maternal nutrition improved by 2026 as

per national targets

7. Reduce harmful environmental exposures according to national
targets by 2026 specifically utilization of clean energy sources,
percentage of population with access to improved water and
sanitation facilities
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Strategic interventions

2.1 Review, implement and monitor strategy on tobacco control

211 Reduce affordability of tobacco products by increasing
tobacco excise taxes
2.1.2 Enact and enforce laws establishing completely smoke-free

environments in all indoor workplaces, public places, and
public transport

2.1.3 Warn people of the dangers of tobacco and tobacco smoke
through effective health warnings in mass media and
through comunity health education campaigns

214 Advocate for ban of all forms of tobacco advertising,
promotion, and sponsorship and implement other obligations
as stipulated in the ratified WHO FCTC

2.2 Develop implement and monitor strategy for reduction of
harmful use of alcohol
2.2.1 Develop guidelines to regulate commercial and public
availability of alcohol (restrict or ban alcohol advertising and
promotions)

22.2 Use pricing policies such as excise tax increases on
alcoholic beverages

2.2.3 Regulate packaging and promotion of alcoholic beverages

224 Conduct health promotion campaigns for reduction of

harmful use of alcohol

2.3 Advocate for implementation and monitoring of strategy for
promoting healthy diet for NCD prevention and control

2.3.1 Develop risk factors and healthy diet briefing kits to sensitize
different groups in the community

2.3.2 Promote healthy eating and lifestyle through schools,
workplaces, and the community

2.3.3 Ban advertising and promoting sugary drinks to children
(including extra taxation on sugary drinks).

234 Strengthening monitoring of food labelling and educating
the public on how to understand/use food labelling to reduce
consumption of unhealthy fats, sugar, and salt

2.3.5 Advertise and promote more consumption of fruits and
vegetables

2.3.6 Address climate change in nutrion — ensure food safety, by
promoting alternative crops, reduce post-harvest losses



2.4 Advocate for implementation of updated early childhood and
maternal nutrition strategies

241 Promote appropriate infant and young child feeding practices
in all health facilities and in the community
24.2 Promote improved nutritional status of womenin reproductive

age prenatal, during pregnancy and postnatal

2.5 Implement, and monitor strategy for promoting physical

activities

2.5.1 Implement public awareness programmes on physical
activity

252 Promote the use of active transportation (e.g., public
transport, bicycling/walking)

2.5.3 Promote institunalization of physical activities initiatives
(e.g., in schools and workplaces)

254 Advocate for health promoting built environment for physical
activities

2.6 Strengthen school health program to include NCDs prevention
and health promotion activities
2.6.1 Strengthen NCD health promotion and prevention activities
in the national school health policy guidelines and advocate
its implementation

2.7 Advocate for health promoting environment by reducing
exposure to indoor air pollution, and other environmental

hazards
2.7.1 Address indoor air pollution through promotion of sustainable
energy sources and reduce dependency on biofuels
2.7.2 Address occupational health exposures by promoting
enforcement of health audits through OSHA, NEMC
2.7.3 Advocate for improved availability of water and sanitation

facilities and promote appropriate WASH practices

Strategic outcome 3: Health systems re oriented and strengthened to address
NCDs through promotive, preventive curative and rehabilitative services

To respond to chronic diseases, health system strengthening is essential
to provide a continuum of care spanning through health promotion,
preventive (NCD risk factors), curative, palliative, and rehabilitative
services. The organisation of care needs to recognise the need to achieve



universal health coverage for a comprehensive range of services for
the population at risk of NCDs, the need to integrate services to ensure
efficiency, requirements over the life-course and lessons to learn from
other chronic conditions (HIV/AIDS, TB) for the delivery of services.
Investment will be required in all domains of the health system building
blocks including strengthening the NCD health workforce, strengthen the
health information systems, strengthen availability of essential medicines
and technologies, and ensure sustainable NCD financing.

Targets

1.  80% availability of the affordable basic technologies and essential
NCD medicines, including generics, required to treat major NCDs
in both public and private facilities by 2026

2. Atleast50% of eligible people receive drug therapy and counselling
(including glycaemic control) to prevent heart attacks and strokes

3. 10% relative reduction in overall mortality from cardiovascular
diseases, cancer, diabetes, or chronic respiratory diseases by
2026

4. 25% relative reduction in the prevalence of raised blood pressure
by 2026

5. Increase proportion of adults 15-59 years with hypertension who
are on (successful) treatment to 25% by 2026

6. Increase proportion of a adults 15-59 years with diabetes who are
on (successful) treatment to 25% by 2026

Strategic interventions

3.1 Establish integrated chronic care services at primary health
care level and strengthen capacity of NCD care at secondary
and tertiary levels

3.1.1 Develop integrated chronic care guideline and SOPs for
NCDs

3.1.2 Strengthen health workforce for NCD by training health
work force, both pre-service and in-service

3.1.3 Strengthen primary health care by integrating cost-effective
NCD interventions into the basic primary health care
package

3.1.4 Strengthen referral systems for NCD at all levels of care to
advance the universal health coverage agenda

3.1.5 Establish priorities, by levels of care and ensure availability
of essential services and capacity at all levels of care
3.1.6 Ensure availability essential equipment and technology,

medicines, and medical supplies at all levels of care



3.1.7 Integrate essential NCD services at different levels of health
care facilities and respective health care packages within
the social insurance schemes whilst aiming for
comprehensive coverage within the UHC agenda

3.1.8 Establish geriatric care services (human resource, clinics at
all levels, including innovative financing for geriatric services)
3.1.9 Integrate  NCD care into other existing programmes

RMNACH, TB/ HIV (integrated chronic diseases care)

3.1.10 Leverage existing technology investments e.g.,
telemedicine, e consultations and m health for health
promotion, prevention, diagnosis care and treatment for
NCDs e.g., strengthen cancer diagnostic capacity and
infrastructure (including equip district hospital with
telepathology facilities)

3.1.11 Disseminate and implement a palliative care policy
guideline using cost- effective treatment modalities, including
opioids analgesics for pain relief and training health workers

3.1.12 Develop and implement rehabilitation strategy

Strategic outcome 4: National capacity for NCDs surveillance and research
for evidence-based planning, monitoring and evaluation strengthened

Establish and strengthen national health information systems (including
registries) for monitoring and evaluation of NCDs and risk factors, as
well as morbidity/mortality statistics by cause. Promote NCD research
and implementation of the prioritized national NCD research agenda. In
addition, strengthen the capacity for management and monitoring and
evaluation of the implementation of NCD interventions at all levels.

Targets

1. High quality NCD risk factors, morbidity and mortality data reported
by age, sex, locality and by other demographic and social
determinants is available and used for planning and monitoring of
effectiveness of NCD interventions and country capacity according
to global NCD monitoring framework by 2026.
All agreed NCD M&E indicators reported timely by 2026
All prioritized NCD research in the national research agenda are
implemented and reported

@ N



Strategic interventions

4.1 Ensure availability of high quality NCD risk factors, morbidity
and mortality data reported by age, sex, locality and by other
demographic and social determinants is available and
used for planning and monitoring of effectiveness of
NCD interventions and country capacity according to national
and global NCD monitoring framework

411

41.2

413

41.4

41.5

41.6

41.7

Mobilize resources to increase funding for NCD in line with
National Research Agenda

Align data capture systems to effectively monitor and
evaluate NCDs from community to national level

Build capacity for capturing and reporting of exact causes of
death in line with International Classification of Diseases
(ICD 10)

Develop/strengthen) NCD diseases specific registries
(cancer, sickle cell, RHD, renal/diabetes/hypertension/
CVD) using unique identification number

Conduct annual NCD scientific conference to promote NCD
research and utilization of research findings

Improve health information system (DHIS 2) to provide more
information on health outcomes for NCDs

Institutionalize NCD risk factor surveys such as STEPS,
GSHS, GATS and inclusion of key NCD indicators in other
population surveys



SECTION 3

IMPLEMENTATION
ARRANGEMENT



CHAPTER 5. Implementation of the strategy: administrative
structure and governance

5.1  Administrative structure

Decentralised management: The implementation of this strategy will
maintain government framework for bottom-up planning, service delivery,
financial management, and information delivery at health care facilities.
councils health service boards (CHSB), hospital management boards,
and health facility governing committees will oversee the management of
health care facilities in accordance with the guidelines.

MoHCDGEC: The ministry will prepare policies, guidelines, laws,
and regulations to enable the implementation of this SP3. The M&E
framework of the strategic plan guides the performance assessment of
the health sector on NCDs and informs measures to be taken for proper
implementation.

PO-RALG: is responsible for coordinating, facilitating, and managing the
implementation of the strategic plan through local government authorities
(LGAs) at regional, council, ward, village, and community levels. LGAs
are responsible for managing and providing primary health care services.

Governance of health facilities: Government will need to strengthen
multi-agency management to build better relationships and transparency,
through CHSBs, hospital boards, and health facility management
committees.

Governance at community level: Harmonisation and alignment of
health and development-related community structures will be achieved,
with health facility management committees, village health committees,
ward development committees, and other community-based structures
operating in the same domain. The links with local government authorities
will be reinforced.

Urban healthcare: New health zones will be developed, to establish an
integrated approach to address specific challenges in healthcare for the
urban poor.

5.2 Partnership framework

Intersectoral collaboration: In implementing this strategy, the
MoHCDGEC will collaborate with other ministries, institutions, religious
organisations, social organisations, the private sector, and development
partners.



Public private partnership: Strong PPP dialogue is needed especially
at lower levels, through placement contracts or service level agreements.
Public private partnership provides an opportunity to increase access to
preventive, diagnostic and treatment services for NCDs.

International collaboration: Government will collaborate with various
countries and international organisations on NCDs. Government will
coordinate with development partners on health sector plans that focus
on national priorities.

5.3 Governance framework

Strengthening SWAp: The SWAp dialogue structure will re-affirm the
guiding principles of the development cooperation framework of fostering
national ownership, alignment to national priorities, use of country
systems, and strengthening accountability. MOHCDGEC will align the
SWAp technical working group (TWG) formation to the six-health system
building blocks. NCDs will be anchored in the social determinants TWG,
and SWAp structures will be decentralised to regional and district level
(synonymous with NCD multisectoral coordination committees).

Strengthening accountability and leadership: MoHCDGEC and PO-
RALG will continue developing leadership performance management
tools and assessment for NCDs e.g., performance scorecards on selected
indicators.

Gender and equity: The MoHCDGEC will stimulate awareness-raising
and competency development among health staff at all levels, to include
genderissues in health services and policies, also in pre-graduate training.
The health sector will enhance gender equality in decision making bodies.

5.4 Alignment with HSSP V and disease specific strategies

This NCD strategy has been aligned to HSSP V by timeframe and strategic
direction. The goals and strategic objectives have also been linked to
HSSP V and implementation arrangements will use SWAp structures. The
M&E plans, impact and outcome indicators are all in line with HSSP V.

5.5 NCD multisectoral collaboration committees (NMCC)

The successful implementation of this strategy will depend on the
overall cooperation of relevant departments of the non-health sectors,
professional organizations, civil societies, and other relevant parties
and having a successful coordination mechanism and accountability



framework at all levels. The coordination plans for NCD multisectoral
collaboration will involve all sectors from community level to the national
level. The coordination of the implementation of NCD activities will be
embedded within three major groups that follow national initiatives that
are social determinants, SWAP and health in all policies platforms. The
coordination also takes into consideration decentralization by devolution
(D by D) policy and hence put emphasis on implementation of NCD
interventions at the lower level as well as well considering roles of all key
stakeholders at all levels.

There are six levels of coordination that are divided into two major
groups that include technical arm and coordination/ consultation arm of
implementation Figure 9 below. Except for the ncd multisectoral steering
committee and inter-ministerial NCD/SDH coordination committee,
the coordination/consultative arm of the implementation plan all other
committees at that level they are functional coordination entities and are
already existing. The technical arm is formulated with the two higher level
committees on the coordination arms. For the existing structures, the
recommendation is to add NCD/SDH agenda on those existing meetings
as permanent agenda and create the technical committees that will
inform the coordination arm and take feedbacks and directives from the
coordinating teams at their respective levels of implementation.

The Tanzania NCD prevention and control program will be the hub for the
technical coordination and will act as the secretariat of the highest level
of technical wing chaired by Chief Medical Officer, whereby the national
technical committee will be secretariat to the national NCD secretariat
that feed into the national NCD multisectoral steering committee as the
highest implementation body that instruct all other sectors and seek
consultation at the higher committee led by Prime Minister.

The formulation of NCD multisectoral committee meet key strategic
objective of NCD plan that focus on strengthening leadership and
coordination for better outcome.



Figure 9: NCD muiltisectoral collaboration framework
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5.5.1 Inter-ministerial NCD/SDH policy coordination committee
(ImNPC)

5.5.1.1 Composition

This is the consultative meeting that govern sectoral issues and policy
formulation. The committee will be led by the Prime Minister and from
key sector ministries under national HiAP initiatives. The secretariat for
this meeting will be the permanent secretary from prime minister’s office
and two other permanent secretaries from health sector and deputy
permanent secretary for health from PORALG. The committee will meet
twice in a year



COMPOSITION
1. Prime Minister - Chairperson 10. Energy
2. Permanent Secretary PMO 11. Water
3. Culture, Arts, and Sports 12. Constitutional and Legal Affairs
4. Finance and Planning 13. Labour , Employment, Youth and Disability
5. Education, Science and Technology 14. Lands, Housing, and Human Settlements
6. Regional Administration and Local Development
Government 15. Information and Communications
7. President's Office- Civil Service and Good Technology
Governance 16. Permanent Secretary MOHCDGEC
8. Agriculture, Livestock and Fisheries (Health)
9. Environment 17. Deputy Permanent Secretary (Health)

5.5.1.2 Function

IMNCP will be the policy coordination body that will direct NMSC on
matters related to prevention and control of NCDs and social determinants
of health. In so doing the committee is expected to do the following: -

Make NCD prevention and control central to the national development
agenda

Be accountable for progress on global NCD commitments

Safeguard government from industry interference

Relevant sector ministries (not confined to ones listed above) will be
assigned tasks depending on the nature of their sectoral mandates and
core activities examples of which are outlined in appendix 4

5.5.2 National NCD multi-sectoral steering committee (NMSC)

5.5.2.1 Composition

The NMSC is the highest implementing body of the NCD multisectoral
coordination committee that lead all NCD interventions in various
sectors that impact social determinants of health that influence national
development agenda. This committee will be made up of executives
from HiAP ministries led by permanent secretary prime ministry's office
and the permanent secretary MOHCDGEC (health) is the secretariat of
this committee. Other members who are not executives will be invited
depending on the needs. Invitees will not be part of the decision-making
process within this group; however, they will be accommodated to inform
the committee. The committee will meet biannually to address all issues
related to NCD and SDH.

COMPOSITION
1. Permanent Secretary — Prime Minister’s Office - Chairperson
2. Permanent Secretary — MOHCDGEC (Health) - Secretary
3. Other Permanent Secretaries from HiAP
4. Deputy Permanent Secretary (Health) PORALG




5.5.2.2 Function

Review and endorse annual plans with reflection from current situations/
issues or problems and disease trend.

Prepare reports and keeping the ministers fully informed on issues related
to NCD/SDH

Provide directive to NCD technical committee and coordination committees
at the lower levels.

Generating ideas to address issues related to NCD and support the
specific ministries/sector’'s agenda.

Create atmosphere that will allow multisectoral collaborative initiatives
that allow all sectors and all stakeholders involvement to address issues
related to NCD/SDH.

5.5.3 National NCD technical committee (NTC)

5.5.3.1 Composition

The NTC will be at the topmost technical arm of the coordination framework
on the technical arm and similar roles and plans will be replicated in the
lower. This platform will be very instrumental in highlighting all technical
issues related to NCDs/SDH.

COMPOSITION

1. Chief Medical Officer — Chairperson

2. PM-TaNCDP - Secretary

3. Representatives from SWAp, UHC subgroup.

4. SDH group of HSSP V taskforce

5. Representatives of TANCDA board members including chair and secretary

5.5.3.2 Function

NTC will review and compile report from TaNCDP, TANCDA, SDH Task
Force and present to NMSC for approval.

NTC will review and endorse plans from lower level that reflect set of
agreed plans depending on current situation.

Provide technical advice to the NMSC and other technical committee at
the lower level.

Generate ideas on address issues related to NCDs to support NMSC
when they advise ministries/Sectors through INMNCP

Supervise implementation of interventions approved by the NMSC

For other levels, regional, council, ward and village committees will assume
similar tasks related to those conducted by the committees higher on
their lines of implementations. For the coordination side, the multisectoral
committees do exist, and this document encourage to use the PHC platforms
that exist and add only NCD/SDH agenda as permanent agenda.



CHAPTER 6. NCD resource envelope and modelled impact

6.1 Costing overview and assumptions

Costing of the NCD strategic plan was completed using the one health tool,
consistent with the HSSP V process. Service delivery interventions were
costed using a population-based approach, where a target population for
a service is multiplied by the proportion of the population needing the
service, and the coverage to estimate an annual number of services.
The number of services is multiplied by the cost per service (estimated
using an ingredients-based costing approach) to calculate the total cost
per intervention. Target populations were estimated using the spectrum
demographic projections (calibrated to NBS population projections) and
the spectrum NCD epidemiological model (calibrated to Tanzania global
burden of disease estimates) which incorporate the effects of preventive
and curative care to provide a holistic picture of the population needing
services.

Above service delivery costs such as supervision, training, policy and
guideline development were calculated using activity-based costing where
the cost per item is multiplied by the number of activities or items in order
to estimate the costs of each training or supervisory trip. Two scenarios
were developed for this plan: a prioritized scenario that follows the HSSP
V designation of interventions as vital, essential, or nice to have, and a
full scaleup scenario. In the prioritized scenario, vital interventions are
fully scaled up, essential interventions are partially scaled up, and nice to
have interventions maintain baseline coverage. The prioritized scenario
is the primary focus of this costing, as full scaleup is not possible with the
resources currently being projected for the implementation period of the
strategic plan.

6.2 Resource needs estimates

As seen in Table 3, the estimated costs of the prioritized NCD plan are
nearly 7.3 ftrillion shillings over the course of the plan. The costs are
anticipated to rise from 990 billion shillings in the first year, to nearly
2 trillion by 2026. These costs are dominated by the drug and supply
costs found in Strategic Objective 3: health system and service delivery,
followed by Obijective 2: Risk Factors, and Objective 1: Governance. See
Appendix 1 for more detail on costs by strategy.



Table 3: Total NCD costs by objective, TZS billions

(s)t;;tig\'/i Z:‘eeamat“’ 2021/2022 | 2022/2023 | 2023/2024 | 2024/2025 | 2025/2026 | Total

1 Governance 0.5 8.5 4.8 71 5.0 25.7

2 Risk factors 0.7 16.2 0.7 6.4 06| 246
Health

3 system and 989.3 | 1,203.0| 14286 1,676.9 1,942.8 7,240.6
service
delivery

4 Surveillance 0.1 0.3 1.6 1.6 1.6 5.2

Total 990.5  1,228.0 14356 1,691.9| 1,950.1  7,296.1

For those costs which are aligned with either preventive or curative care
(as opposed to those which underpin the NCD program as a whole), 32%
fall under the preventive care bracket, while 68% are associated with
curative care. See annual costs in Table 4

Table 4: Preventive and curative care, TZS billions

2021/2022 | 2022/2023 | 2023/2024 | 2024/2025 | 2025/2026 | Total
Preventive 288.1 385.6 454 .1 555.8 651.5 | 2,335.1
Curative 701.4 833.2 972.1 1,127 1 1,291.7 | 4,925.4
Cross cutting 1.0 9.2 9.4 9.1 6.9 35.6
Total 3,011.5 3,250.0 3,458.6 3,715.9 3,975.1 | 7,296.1

See Figure 10 for more detail on the distribution by health area.
Cardiovascular disease and cancer screening and treatment consume
51% of the costs, followed by diabetes at 17% and renal and sickle cell
disease at 11% each.

Figure 10: Costs distribution by health area
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Consistent with the HSSP V as a whole, the NCD portfolio is shifting to
lower levels of care. As seenin Figure 11, service delivery costs are moving
from the zonal, specialized and national and referral level hospitals to the
district hospitals and lower. See Appendix 2 for more detail.

Figure 11: Drug and supply costs by level
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To reach the full desired scaleup for all intervention, an additional 1.8 trillion
shillings would be needed, beyond the estimated resource envelope for
the near term but indicative of spending needs in this area.

6.3 Estimated impact of the plan

The spectrum NCD tool was also used to estimate the health gains which
could be achieved by the interventions contemplated in the NCD strategic
plan. While not all interventions are model-able currently, there are
estimates available for the impact of risk factor reduction programs, and
health service interventions for cardiovascular disease prevention and
treatment, breast, cervical and colorectal cancer, diabetes, lung health
(including asthma and COPD), and mental, neurological and substance
abuse programs.

The scaleup envisioned in this plan would avert nearly 2,000 premature
NCD deaths, as compared to a scenario in which current coverage is
maintained. The probability of dying from an NCD between the ages of 30
and 70 would be reduced from 0.00556 to 0.00523. Components of the
NCD program are focused on increased well-being, and in addition to the
mortality reduction, this plan would achieve more than 400,000 additional
healthy life years beyond what could be achieved by maintaining current
coverage of NCD and MNS interventions.



The most impactful interventions would be lung health (nearly 175,000
healthy life years gained), programs to reduce risk factors (more than
120,000 healthy life years gained), and cardiovascular disease prevention
and care (40,000 healthy life years gained). Mental and neurological
health programs grouped together would gain more than 135,000 healthy
life years.



CHAPTER 7. Monitoring and evaluation

This Plan describes the M&E framework, indicators, processes, sources
of data, methods, and tools that the NCD program will use to collect,
compile, report, use data and provide feedback as part of the national
health sector M&E mechanisms. It documents what needs to be monitored
and how this will be done and specifies the roles and responsibilities of
key actors in the monitoring process. It also outlines how and when the
different types of studies and evaluations will need to be conducted to
inform NCD planning and the health sector in general.

The M&E plan specifically:
o0 Addresses the strategic priorities of NCD and related plans
o Isintegrated system and framework for M&E of HSSP V
o Links with overall health sector M&E strategic framework
o) Outlines mechanisms for data collection, analysis, review, and
response action

7.1 Integrated M&E system

HSSP V is at the apex of multiple other disease-specific plans. Some
NCD indicators are included in the HSSP V. In addition, SP3 contains
programme-specific additional indicators and targets see Table 5.
Indicators cover the following broad areas and are categorised by disease
group and include indicators for outcome, coverage, risk factors and
health systems inputs.

Inputs & processes: derived from the WHO building blocks for health
systems which are used and outlined in HSSP V.

Outputs: access, quality and safety of services, resilience in service
provision and increased demand are the results of inputs and essential to
get the desired improvements in outcomes and health impact

Outcomes: coverage of interventions and health behaviours that have
a direct impact on health and wellbeing. When possible, coverage with
quality indicators is used.

Impact: mortality and health status and wellbeing measures, as well as
social and financial protection related to use of health services.



Equity: cuts across the different levels of the results framework. In line
with the national health strategies, the emphasis is on reducing inequalities
between populations. Therefore, improved equity in access, quality,
coverage, and health status measures is part of the results framework
whenever possible data will be analysed by age, gender, age groups and
by geographical locations e.g., by regions, rural vs urban.

7.2 Health management information system

Health management information systems primarily DHIS2 will be used
to collect, analyse, and report on routine health services data however
these data sources will need to be improved to be able to provide data
for tracking health outcomes of individuals with NCDs. Also, data from
tertiary and national level hospitals will need to be linked and reported.
Disease specific registries will need to be established to provide more
robust data for M&E of NCDs, mental health and substance use disorders
services. Example of existing NCD registries include the cancer and sickle
cell registries.

7.3 Data and statistics

STEPs survey is the main data source for monitoring NCD risk factors
and provides data on the prevalence of diabetes and hypertension and
can provide information on service coverage for hypertension, diabetes
and cardiovascular diseases. The last STEPS survey was conducted in
2012 although used; would not serve as a reliable baseline estimate for
NCD SP 3 indicators. MOHCDGEC is planning to conduct STEPS survey
2021/2022 which is expected to serve as baseline for NCD SP 3 once
results are available. Other surveys include TDHS, GATS and GSHS.

7.4 Annual performance monitoring and review of NCD SP3
implementation

Regular progress and performance reviews (done as part of overall health

sector performance audit) will be used to evaluate performance using

service or programme output and outcome indicators. Mid-term and end-

of-plan reviews will be more extensive and cover impact indicators.

The health sector carries out three types of monitoring which address
different stages in the results chain, namely: (i) financial implementation
monitoring addresses whether budgets have been released and spent in
line with allocations; (ii) physical implementation monitoring addresses
whether activities have taken place in line with targets; and (iii) outputs,
outcome, and impact monitoring trace whether results are occurring
amongst the target population.



The annual review is conducted in the last quarter of every calendar year
and is focused on the indicators and targets specified in annual operational
plans. These are mainly input, process and output indicators. If available,
coverage indicators are also used, derived from the HMIS data.

The MTR will be conducted halfway through implementation of the HSSP
V which will integrate NCD SP3 MTR, that is at the end of year 3 - 2023.
It covers all the targets mentioned in the strategy, including targets
for outcome and impact indicators, and takes contextual changes into
account. The mid-term review normally coincides with the third annual
review. The results will be used to adjust national priorities and objectives.
The final review involves a comprehensive analysis of progress and
performance for the whole period of the national plans. The final review
builds upon the annual and mid-term reviews, but also brings in results
of specific research and of prospective evaluation that should are built in
from the beginning. Different issues are addressed with varying levels of
depth or rigour during reviews, depending on the needs.
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