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ABSTRACT

Hospital managers in Tanzania have always been expected to manage and deliver quality services to patients under resource
constrained situation. In the organizational structure of regional referral hospitals (RRHs) in Tanzania, including, clinicians
with very limited knowledge of and skills in management hold over 80% of the managerial positions. The Ministry of Health,
Community Development, Gender, Elderly and Children of Tanzania has identified the strengthening of management at RRHs as a
key to improving efficiency and effectiveness in health service delivery. The ministry launched a five-year project for strengthening
hospital management in RRHs in collaboration with the Japan International Cooperation Agency. The project provided a series of
training courses for capacitating RRH management Team (RRHMT), and developed and introduced several planning, monitoring,
and evaluation tools. This study was conducted to identify the positive factors and approaches for strengthening management
of RRHs. Necessary information and data were collected through the intervention and analyzed to measure the effectiveness
of the interventions. RRHMT members obtained basic knowledge of and skills for hospital management through the project
interventions with those deferent management tools to improve the completion of their hospital management tasks. Based on
the findings, it can be concluded that the interventions were effective in strengthening the managerial capacity of RRHMTs.
The study also confirmed that the strategy to improve hospital management was on the right track for improving health service
delivery in efficient and effective manners. The lessons learned from the project can be adjusted for the management of lower
healthcare facilities.
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1. INTRODUCTION
Within healthcare systems, hospitals play an important role
to provide safe, quality healthcare services to the commu-
nity in low-, middle-, and high-income countries; however,
hospital organizations are becoming increasingly complex
and difficult to operate without professional management.[1]

Effective and efficient hospital management is a major chal-
lenge, especially in low-income countries where health re-

sources, such as human resources for health for delivering
healthcare services and health commodities, are constrained.
In low-income countries, public hospitals are the primary
facilities that provide healthcare services; however, many
studies identified that public hospitals in low-income coun-
tries are undermanaged due to insufficient knowledge and
skills of hospital managers, and it is affecting the provision
of healthcare services.[1–4] Hospital-specific management
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practices are strongly related to the quality of hospital patient
care and productivity outcomes.[2] Therefore, strengthening
hospital management capabilities is an important strategy for
improving healthcare delivery performance and the overall
health system.[5]

1.1 Hospital reform in Tanzania

Similar situations have been observed in Tanzania where
public hospitals utilized about 29 percent of total health
expenditures in 2009/10, up from 11 percent in 2005/06.
Public and faith-based hospitals consumed over two-and-a-
half times more health expenditures in absolute values in
2009/10 compared to 2005/06.[6] With the majority of health
expenditures in Tanzania being disbursed to hospitals, hos-
pital management and the efficiency of hospital operations
needs to be addressed to strengthen the country’s healthcare
system as a whole and to promote universal health coverage
within the resource constraints.

The Ministry of Health and Social Welfare (MoHSW) – cur-
rently, the Ministry of Health, Community Development,
Gender, Elderly and Children (MoHCDGEC) – of Tanzania
introduced hospital reforms in 1997 as part of the health
sector reform, and the hospital reform program was imple-
mented from 1999 to 2009. The idea behind the hospital
reform program was to promote accountability, efficiency
and effectiveness in the hospital management structure. In
addition, it aimed to provide more authority to hospitals to
mobilize resources and make decisions.[7] During the hos-
pital reform program, the structure of hospital management
was reviewed, and hospital management teams were estab-
lished as functional units, and a platform towards successful
execution of hospital reforms was implemented.[8] Training
materials and management training workshops were also
developed for capacitating healthcare managers during the
program.[8]

Based on Shwekerela,[7] negative effects of the reform, such
as the creation of dual accountability to President Office-
Regional Administration and Local Government (PORALG)
and Ministry of Health staff shifting from private to govern-
ment, functional overlap between RRHMTs and RHMTs,
were reported more than the positive effects. The study
reported changes in management structure and lines of com-
mand; however, there seemed to be no evidence to support
that hospital managers became more knowledgeable and
skilled through the interventions implemented in the reform.

After the termination of the donor support, the hospital re-
form program was discontinued and hospital management
and governance of RRHs were left far behind until the
strengthening of RRHs was stated as one of the strategic

objectives in the Health Sector Strategic Plan 4.[9]

1.2 Issues in hospital manageemnt in Tanzania
Despite the efforts and inputs made during the hospital re-
forms in Tanzania, RRHs have continued to face numerous
challenges, right after hospital reforms were terminated in
2009. Since the termination of the hospital reform program,
there has been scant investment in promoting hospital man-
agement to prepare them to assume decentralized roles and
expanded autonomy. The following managerial issues in
RRHs have been identified and reported through a baseline
survey of the project:[10]

• Weak knowledge of hospital management and poor
skills exhibited by hospital management team mem-
bers.

• Low quality and unsafe practices in medicine distribu-
tion (improper application of Infection Prevention and
Control measures, poor linkage to patients’ needs and
satisfaction, etc.).

• A shortage and mismanagement of health resources.
• Many shortcomings in human resources management.

1.3 Regional referral hospital management project in
Tanzania

RRHs are secondary level public hospitals in Tanzania that
face a number of challenges in hospital management. RRHs
face a chronic shortage of resources, such as health financing,
human resources for health (HRH), medical equipment, and
supplies, which makes the provision of sufficient and quality
health services difficult.

Improving hospital management of RRHs has been addressed
by the Government of Tanzania since the onset of the health
sector reforms which have continually been implemented
through Health Sector Strategic Plans (HSSP). In the third
HSSP (HSSP 3), the Government of Tanzania set eleven im-
plementation strategies and strengthening the referral service
was clearly mentioned in Strategy 2.[11] Likewise, in Part 5
(Service Delivery) of HSSP 4 from 2015–2019, the govern-
ment was committed to strengthening RRH by focusing on
improvements in the quality of care and management.[9]

The action plan was committed to improving the quality
of services at RRHs by improving hospital management,
introducing quality improvement activities through the im-
plementation of the Total Quality Management Framework,
establishing quality improvement units in the RRHs, and
strengthening hospital governance through Hospital Advi-
sory Boards (HAB). To achieve the goals set in the action
plan, MoHCDGEC launched a technical cooperation project
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called, “Technical Cooperation Project for Strengthening
Hospital Management for Regional Referral Hospitals in

Tanzania” (hereinafter referred to as the “Regional Referral
Hospital Management Project” [RRHMP]) in collaboration
with Japan International Cooperation Agency (JICA).

Figure 1. Expected outputs of the project

Table 1. Characteristics of RRHs
 

 

RRH 
Number of 

staffs (Deficit) 
Bed capacity 

Number of 

RRHMT members 

Proportion of clinical and 

administrative staff in RRHMT 

Number of members 

trained on BHMT 

and 5S-KAIZEN Clinical Admin. 

Temeke RRH 457 (5%) 304 20 14 6 6 30% 

Katavi RRH 202 (58%) 340 22 13 9 10 45% 

Sumbawanga RRH 468 (11%) 217 24 8 16 5 21% 

Songwe RRH 244 (49%) 150 15 6 9 11 73% 

Mbeya RRH 325 (32%) 180 22 17 5 11 50% 

Njombe RRH 109 (77%) 53 13 8 5 2 15% 

Songea RRH 464 (4%) 321 15 5 10 10 67% 

Ligula RRH 263 (45%) 228 22 18 4 10 45% 

Sokoine RRH 260 (46%) 241 22 18 4 13 59% 

Mwananyamala RRH 370 (46%) 254 15 9 6 12 80% 

Bombo RRH 369 (46%) 424 14 6 8 7 50% 

Mawenzi RRH 449 (34%) 210 18 10 8 5 28% 

Mt. Meru RRH 475 (30%) 500 19 9 10 5 26% 

Manyara RRH 208 (69%) 89 15 10 5 12 80% 

Singida RRH 368 (46%) 275 15 10 5 10 67% 

Dodoma RRH 476 (30%) 423 24 12 12 9 38% 

Iringa RRH 403 (41%) 377 24 19 5 24 100% 

Morogoro RRH 528 (22%) 450 15 9 6 7 47% 

Tumbi RRH 389 (17%) 219 21 16 5 15 71% 

Amana RRH 380 (21%) 340 20 14 6 10 50% 

Bukoba RRH 284 (41%) 308 22 16 8 7 32% 

Sekou-Toure RRH 362 (25%) 315 23 19 4 8 35% 

Geita RRH 313 (35%) 207 17 9 8 7 41% 

Musoma RRH 310 (35%) 269 25 11 14 10 40% 

Simiyu RRH 137 (72%) 208 15 10 5 5 33% 

Shinyanga RRH 309 (36%) 304 17 10 7 9 53% 

Kitete RRH 347 (28%) 260 20 15 5 10 50% 

Maweni RRH 245 (49%) 241 20 10 10 10 50% 
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Table 2. List of modules and sessions in BHMT
 

 

Module Session Session title 

1: Understanding RRHs 

setting 

Session 1 The composition, roles and functions of various structures at National and regional level 

Session 2 Policies and Strategic Frameworks 

Session 3 The Context of Regional Referral Hospitals, existing operational challenges and missed opportunities 

2: Basic Management 

Session 1 Hospital Systems 

Session 2 Basic concept of Management 

Session 3 Effective Leadership 

Session 4 Principles of Delegation 

Session 5 Change management 

Session 6 Team Building 

Session 7 Communication in organization 

Session 8 Managing Meetings 

Session 9 Conflict and Conflict Management 

3: HRH Management 

Session 1 Basic Concepts of Human Resource Management 

Session 2 Human Resources Planning 

Session 3 Staffing 

Session 4 Staff induction 

Session 5 Performance Appraisal 

Session 6 Motivation 

Session 7 Supportive Supervision 

Session 8 HRHIS 

4: Basic financial, 

logistic and information 

management 

Session 1 Hospital Information System and Records  

Session 2 Financial Management 

Session 3 Logistics Management 

5: Quality and Safety of 

Hospital services 

Session 1 Definition of Quality terms 

Session 2 QI activities in Tanzania 

Session 3 5S-KAIZEN-TQM approach 

Session 4 Safety Improvement 

Session 5 Customer care and Client satisfaction 

 

The project started in May 2015 and ended in May 2020 with
the aim of strengthening the hospital management capacity
of twenty-eight RRHs that are operated as secondary lev-
els of public hospitals in twenty-six regions in the country.
Figure 1 explains the logical framework of the project to
achieve the project purpose: “Hospital management is im-
proved at RRHs”. The project set the following six outputs
for strengthening certain areas: 1) Basic hospital manage-
ment capacity of the RRHMT, 2) Planning and reporting
capacity of the RRHMT, 3) Monitoring and evaluation of
capacity, 4) Resource management and quality management
capacity, 5) Governance, and 6) Sharing of good practices.

1.4 Characteristics of RRHs
As mentioned above, RRHs are operated as secondary level
public hospitals in the healthcare system of Tanzania. Health
services delivery at RRHs is governed by a Regional Referral

Hospital Advisory Board (RRHAB), which is endorsed by
the MoHCDGEC, to ensure interests of the community on
health issues are met. The RRHAB advises and oversees
the performance of the RRH through the RRHMT. Table 1
shown explains the characteristics of 28 RRHs in the country.

1.5 Interventions for strengthening hospital manage-
ment in RRHs

The following interventions were implemented during the
project period to achieve the six outputs and project purpose
in Figure 1.

1.6 Basic hospital management training
The first intervention was to capacitate the RRHMT mem-
bers on basic hospital management. At the beginning of
the project, a training needs assessment for the RRHMT
was conducted to understand the managerial capacity of the
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RRHMT, to know what managerial knowledge and skills
need development, and what kind of managerial training was
demanded by RRHMT members.

The assessment results revealed that many RRHMT mem-
bers had very little or no opportunity to attend management
related training, and have been seeking opportunities to be
trained in hospital management. Additionally, those RRHMT
members were seeking technical mentorship while they were
in service. Based on the findings from the assessment, the
areas shown in Table 2 were identified as weaknesses of hos-
pital managers and were to be developed as a module of basic
hospital management training (BHMT). BHMT was con-
ducted over six days to cover five modules, and an average
of 11 RRHMT members from each RRH attended the train-
ing.[10] In BHMT conducted in 2017, 71% of participants
were senior managers; however, in 2018, that proportion was
reduced to 56%.

1.6.1 Introduction of planning and reporting tools to
RRHMTs

Comprehensive Hospital Operation Plan (CHOP) and Quar-
terly Progress Report (QPR) templates were developed for
the standardization of planning and reporting procedures
for RRHs. Previously, planning and budgeting activity was
based on the compilation of demands from departments.
The new CHOP was designed to strengthen the evidence-
based planning approach at the department level to break
through the old planning habits. The QPR template was
developed for the RRHMT to submit quarterly reports to
monitor the progress of implementing planned activities in
the CHOP. Both the CHOP and QPR are assessed by the
Ministry officials, and assessment results are reported back
to the RRHMT. CHOP and QPR guidelines were developed
and distributed to all RRHMTs. Orientation for CHOP and
QPR development was conducted for RRHMTs. Key hospi-
tal managers, such as the hospital secretary and the director

of hospital, were invited to the training twice to learn about
the CHOP and QPR. Additionally, 31 key performance in-
dicators (KPIs) for hospital management were identified,
and RRHMTs were instructed to collect 42 data elements to
calculate the KPIs to supplement the quarterly reports.

1.6.2 Introduction of Monitoring Tools to RRHMTs
An Internal Supportive Supervision (ISS) tool was developed
and introduced to RRHMTs to strengthen the monitoring
and evaluation of departmental performance in the hospi-
tals. ISS was comprised of 78 check items in eight areas.
RRHMTs are supposed to conduct ISS assessments every
quarter to monitor department functions and the progress of
the planned activities in the CHOP. The ISS report must be
attached to the QPR and submitted to the MoHCDGEC for
assessment. Orientation for ISS implementation was con-
ducted for key hospital managers in RRHMTs, such as the
director of hospital and the quality improvement officer.

1.6.3 Introduction of Performance Assessment Tools to
MoHCDGEC

External Hospital Performance Assessment (EHPA) tools
were developed and introduced to the MoHCDGEC for
strengthening the evaluation of the performance of RRHs.
EHPA tools, which are comprised of 109 check items in
12 areas, were used to collect necessary information and
data from RRHMTs. The project organized EHPA facilitator
training to educate and train the selected Ministry officials
to make them competent assessors to implement EHPA in
an effective manner. EHPA has been conducted once a year
by EHPA assessors since 2017. The collected data were
compiled and analyzed, and the results were disseminated
to RRHMTs for further improvement in their performances.
EHPA has been conducted between August and September
every year before planning and budgeting cycles start so that
gaps and challenges identified from findings of the EHPA can
be reflected as priorities in the next fiscal year (FY) CHOP.

Figure 2. Annual hospital management activity flow in RRH
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1.6.4 Quality improvement training and resource manage-
ment

To improve the quality of healthcare services and resource
management in RRHs, the MoHCDGEC selected the 5S-
KAIZEN-TQM approach, and disseminated the approach
to all RRHs. During the process of disseminating the 5S-
KAIZEN-TQM approach, RRHMT members and Quality
Improvement Team members were selected to participate in
the KAIZEN training. Then, trained personnel were asked
to conduct in-house training to disseminate the 5S-KAIZEN-
TQM approach within the hospital.

1.6.5 Support for the establishment of a hospital gover-
nance body

The concept of having a hospital governance body was re-
viewed during the previous hospital reform and reintroduced
to RRHs. The project supported the establishment of a hos-
pital governance body, called a “Regional Referral Hospital
Advisory Board (RRHAB)”, through the development of
guidelines for RRHAB establishment and operation, and
trained RRHMTs on these matters. The above-mentioned
interventions were implemented to improve the management
capacity at RRHs as shown in Figure 3.

Figure 3. Hospital management improvement framework

1.7 Rational and aim of the study

Hospital management has been identified as a challenge for
low- and middle-income countries. As examples, studies
in Sub-Saharan Africa and South Africa reported improve-
ment in clinical operation, work efficiency, and reduction of
waiting time and congestion after addressing hospital man-
agement deficiencies.[4, 12] Strengthening hospital manage-
ment has been slower to gain traction in low-income coun-
tries. There has been no study, to the authors’ knowledge,
conducted to look at strengthening hospital management of
public hospitals on a large scale in Africa.

The overall aim of this study is to identify the effective fac-
tors and approaches for strengthening hospital management
at RRHs in Tanzania, and then to draw on lessons from the
project intervention to share with implementers aiming to
strengthen hospital management in other low-income coun-
tries. Based on the conceptual framework, this study aims
to answer the following questions: 1) Were the project in-

terventions effective in improving managerial capacity of
the hospital management team? 2) What were the positive
factors that influenced the change management of RRHs?

2. METHODS

In this case study, we adopted an exploratory case study
design. The effectiveness of the project interventions was
measured through the outputs of the interventions. Data stud-
ied were based on the rollout conceptual framework shown
in Figure 3.

Information was extracted from the BHMT pre- and post-
assessment report from 2017 and 2018, CHOP assessment
reports from 2017 to 2019, QPR assessment reports from
2017 to 2019, EHPA reports from 2017 to 2019, and consul-
tation visit reports from 2017 to 2019. The effectiveness of
the BHMT was measured by calculating the effect size (d)
for t test, based on the results of pre- and post-training assess-
ments conducted during the BHMT in 2017 and 2018. Effect
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size (d) is calculated from the average of the post-training
assessment scores minus the average of the pre-training as-
sessment scores divided by the standard deviation of the two
conditions.[13, 14] To comprehensively examine the impact of
project interventions on strengthening hospital management,
the following analysis was performed.

• Differences in the BHMT pre- and post-assessment in
transferring knowledge to hospital management.

• Transition of the CHOP average score to see the plan-
ning capacity improvement of RRHMTs.

• Differences in the EHPA average score based on the
improvement of the CHOP average score.

• Relationship between the BHMT post-assessment
score and CHOP and QPR assessment scores for un-
derstanding how management knowledge and skills
influences the planning, monitoring of operations, and
reporting.

• Transition of the EHPA average score to see the per-
formance of the RRHMTs.

• Linkage between ISS scores and EHPA scores from
2017–2019.

• Linkage between Quality Improvement Team (QIT)
functions and EHPA scores from 2017–2019.

• Linkage between HAB establishment and functions
with CHOP and EHPA scores from 2017–2018.

3. RESULTS
3.1 Managerial capacity buiilding of RRHMT members

through BHMT
Figure 4 shows the box plot with a rotated Kernel density
plot on each side (violin plot). The vertical axis shows the
scores of participants in pre- and post-test of BHMT for
health managers in RRHMTs. As shown in Table 3, Com-
paring pre-test and post-test scores of participants in BHMT
shows a significant increase (p < .001) with the effect size
(Cohen’s d) of 1.58. This result indicated that the effect of
this training achieved a moderate level.[15] Although the dis-
tribution of scores did not change between the pre-test and
post-test, some higher score outliers were observed in the
post-test. This implies the training contributed to an overall
raising of participants’ knowledge and that some participants
obtained higher levels knowledge through this training.

Table 3. Effectiveness of BHMT
 

 

 Pre-test Post-test 

Number of valid responses 303 302 

Mean (SD) 28.7 (4.3) 34.2 (5.3) 

Effect size (Cohen’s d) 1.12 

Wilcoxon signed rank test p-value < .001 

 

Average individual scores of the post-tests in BHMT by
RRHMT members were treated as the knowledge level on
management of RRHMTs. The distribution of the manage-
ment knowledge level of RRHs is shown in Figure 4. Al-
though there was a limitation based on the small sample size,
the distribution of the management knowledge seems to be
biased for each RRH.

Figure 4. Box plot of scores of BHMT pre- and post-test by
individual

3.2 Continuous variable vs. categorial variables
The maximum BHMT score among individuals within each
RRH was treated as the RRH’s BHMT score. BHMT, ISS,
and CHOP scores are divided into low or high categories by
medians. Figure 5 shows the EHPA median score with inter-
quartile range (IQR) by the categories of BHMT, ISS, and
CHOP. High BHMT score groups and high ISS score groups
show significantly high EHPA scores. As shown in Table 4,
statistical significance was not observed between EHPA and
BHMT or between ISS and CHOP; however, hospitals that
showed high scores on BHMT and ISS tended to show high
scores on EHPA.

As shown in Table 5 and Figure 6, statistical significance was
not observed between BHMT and ISS or between BHMT
and CHOP; however, hospitals that showed high scores on
BHMT tended to show high scores on ISS and CHOP.

Table 4. EHPA scores by categorical variables
 

 

Categories Median score of EHPA (IQR) p-value
†
 

BHMT 
Low 68.1 (6.1)  

High 80.3 (11.4) 0.006 

ISS 
Low 67.9(7.9)  

High 76.6(13.1) 0.014 

CHOP 
Low 70.6(10.8)  

High 74.4(13.4) 0.837 

Note
. †

Wilcoxon rank sum test 
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Figure 5. EHPA scores by categorical variables

Figure 6. ISS and CHOP scores by BHMT

Table 5. EHPA scores by categorical variables
 

 

Categories Median score (IQR) of ISS  p-value
†
 Median score (IQR) of CHOP  p-value

†
 

BHMT 
Low 73.6 (5.3)   69.0 (14.0)   

High 75.4 (5.7)  0.160 73.0 (11.0)  .368 

Note.. † Wilcoxon rank sum test 

3.3 Planning and managerial capacity building of
RRHMT members

3.3.1 CHOP average score from 2017-2019
The transition of CHOP average scores is shown in Figure 7.
The 2017 CHOP scored high because the assessment criteria
were too simple and it was the first time for the assessors

to conduct the assessment of CHOP. Therefore, CHOP as-
sessment criteria were reviewed for 2018. Comparing the
average CHOP scores in 2018 and 2019, although the score
has not improved significantly, the variation in the CHOP
score among RRHs became smaller, which indicates an im-
provement in the quality of CHOP.
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Figure 7. Transition of CHOP average score from 2017 to
2019

Figure 8. Differences in EHPA score based on the
improvement of CHOP score

3.3.2 Differences in EHPA average scores based on the
improvement of sverage CHOP scores

RRHs were categorized into two groups: 1) RRHs that im-
proved the average CHOP score compared to 2018, and 2)
RRHs that could not improve the average CHOP score or
had no changes compared to 2018. Statistical significance
was not observed as shown in Table 6; however, as shown
in Figure 8, RRHs that improved the average CHOP score
compared to the previous year also improved the average
score of EHPA.

3.4 Monitoring and evaluation capacity building of
RRHMT members

Figure 9 shows the transition of EHPA average scores from
2017–2019. Statistical significance was observed among
EHPA average scores (p < .001). The EHPA average score

has improved from 66.3 in EHPA 2017 to 77.6 in EHPA
2019. In addition, the standard deviation decreased between
2017 and 2019. This indicates that the overall performance
of RRHs has improved.

Table 6. Differences in EHPA score based on the
improvement of CHOP score

 

 

Categories 
Median score (IQR) 

of CHOP 2019 
p-value

†
 

CHOP 
2019 < 2018      77.2 (13.0)  

2019 ≥ 2018  77.6 (5.8) .191 

Note. † Wilcoxon rank sum test 

Figure 9. Transition of EHPA average score from 2017 to
2019

3.5 Quality management capacity building of RRHMT
members

As shown in Table 7 and Figure 10, the function of the Qual-
ity Improvement Team improved from 2017 to 2018. Based
on the QIT function score, RRHs were divided into the fol-
lowing two groups: 1) With a cut-off value of 60 or more,
and 2) With a cut-off value of less than 60. The group that
scored more than 60 in 2017 had a significantly higher score
in EHPA 2019. Similarly, the group that scored more than
60 in re-evaluation of the QIT function in 2018 scored signif-
icantly higher EHPA scores in 2019. As mentioned in many
studies,[16–18] this finding indicated that the introduction of
the team approach and the strengthening of the QI implemen-
tation structure are one of the important factors for quality
management.
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Figure 10. Transition of EHPA average score from 2017 to
2019

3.6 Linkage between hospital governing body and qual-
ity of CHOP/hosptial performance

As shown in Tables 8 and 9, the establishment of the Hos-
pital Advisory Board (HAB) does not necessarily directly
affect RRHMT’s planning capacity and hospital performance.

However, only a few years have passed since the HAB was
established at each RRH, and there is a possibility that the
HAB members are not familiar with their tasks and may not
be able to perform fully. Thus, it cannot be determined at
this time that the HAB is not valid for strengthening hospital
management.

4. DISCUSSION

The hospital reform implemented in Tanzania from 1999 to
2009 has caused a major change in the management struc-
ture, with ownership of the RRHs being transferred from
the Ministry of Health to PORALG. Management training
has been conducted for hospital managers; however, there
have been reports that more negative effects were observed
over positive effects.[7, 8] On the other hand, all planned ac-
tivities were effectively implemented in this project, and the
majority of RRHs experienced improvement in hospital man-
agement through the strengthening of planning and reporting,
monitoring and evaluation skills, and performance.

Table 7. Linkage between QIT function score and EHPA score
 

 

 
EHPA 2017  EHPA 2018  EHPA 2019 

Median (IQR) p-value  score (IQR) p-value  score (IQR) p-value 

QIT 2017 
Low 66.3 (10.3)   71.3 (9.5)   76.9 (12.1)  

High 65.9 (12.6) .3965  78.8 (15.0) .1592  81.4 (5.4) .0257 

QIT 2018 
Low    70.6 (7.9)   75.7 (10.4)  

High    76.9 (13.8) .1457  80.4 (5.7) .0257 

 

Table 8. Linkage between HAB establishment and quality of CHOP
 

 

 
2017 CHOP 

(IQR) 
p-value  

2018 CHOP 

(IQR) 
p-value  

2019 CHOP 

(IQR) 
p-value 

HAB not established 85.0 (5.0)   63.5 (15.8)   75.0 (12.5)  

HAB established 85.7 (9.8) .8663  72.0 (8.8) .1186  74.0 (8.8) .9426 

 

Table 9. Linkage between HAB establishment and hospital performance
 

 

 
2017 CHOP 

(IQR) 
p-value  

2018 CHOP 

(IQR) 
p-value  

2019 CHOP 

(IQR) 
p-value 

HAB not established 59.6 (16.1)   69.5 (16.7)   76.7 (6.2)  

HAB established 67.8 (8.6) .1909  72.5 (10.9) .9063  79.9 (5.2) .4642 

 

We have learned several lessons through the implementation
of the project activities. First of all, the existence of different
levels of hospitals in the health system does not mean that
public health facilities are operated systematically. Rabbani’s

study mentioned that health professionals who lack any prior
management training are posted as health managers at hos-
pital.[5] This situation matches our experiences during the
project period. The findings from the training needs assess-
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ment for RRHMTs, which was conducted in 2015 by the
project, revealed that many respondents of the survey think
they were not competent enough to manage their hospitals
efficiently, and they needed hospital management training.[19]

There was no mechanism for educating managers in the pub-
lic sector on hospital management in the country, and the
majority of RRHMT members had no opportunity to learn
basic knowledge before being posted as hospital managers.
As pointed out and verified in other studies,[20–22] we strongly
agree that it is important and necessary to start hospital man-
agement education and training for health professions in
order to strengthen hospital management.

The development of effective training courses and educa-
tional materials will require conducting appropriate training
needs assessments and knowing the current state of the hospi-
tal management; then, it will be necessary to conduct a proper
analysis of the obtained information and data. The imple-
mentation of the BHMT has been following these procedures
exactly. Training materials, (BHMT participant manuals
and facilitator guides) have been developed based on an as-
sessment of training needs and issues identified during pilot
training. In addition, BHMT instructors have been sharing
information, reviewing the content of each training course,
and improving their teaching methods and skills. We think
these activities were useful for improving the knowledge and
skills related to hospital management.

The increase in the CHOP and QPR assessment scores from
2018 to 2019 indicates the improvement in the quality of
RRHMT planning and reporting capabilities. The reasons
behind the improvement are probably the modification of the
CHOP/QPR guidelines and planning/reporting changes to a
more user-friendly format. Moreover, RRHMTs are able to
identify their planning and reporting weaknesses from the
feedback of the assessment results and can take corrective
action.

It is also revealed that RRHMTs need to be equipped with
effective and efficient management tools. The tools for plan-
ning, reporting, and internal monitoring are very important
for transferring management principles obtained from the
training to actual management of hospitals. Those tools must
be user friendly and have clear and standardized guidelines.
Moreover, how to use the tools and the benefits of using those
tools must be explained to RRHMTs. Otherwise, those tools
are not going to be utilized and hospital managers might use
their own way to operate the hospital rather than following
the guidelines. Also, even if all RRHMTs have the same
training opportunities, the degree of management capacity
improvement can vary from hospital to hospital. The gap in
management capacity between hospitals could be influenced

by the composition of RRHMTs, and how trained personnel
share the obtained knowledge and skills to other managers
who could not attend the trainings. Therefore, trends of the
performance of RRHs need to be monitored by using reports,
external assessments, etc. If hospitals were showing poor
performance continuously, it is necessary to conduct follow-
up visits, conduct situation analysis to see the bottle necks,
and provide technical support.

Based on the above discussion, the following positive factors
are deemed to influence the success of hospital management
through the intervention of the project:

• Sharing the results of monitoring and evaluation of
QPR, ISS, EHPA, etc. among RRHs will stimulate
competitiveness among hospitals in a positive manner.
By doing so, RRHMTs will know their own status and
continually strive to improve their situation.

• Poorly performing hospitals try to learn from good
performing hospitals to improve their performance.

• Regular dialogue between the Ministry of Health and
the hospitals to share issues will accelerate the coordi-
nation of different activities.

• Development and dissemination of guidelines will
technically support RRHMTs in a standardized man-
ner.

• Deployment of hospital policy and strategy to each
department and section facilitates the cooperative oper-
ation of the hospital as one team. This will strengthen
the departmental functions in the organization and lead
to the achievement of organizational optimization.

Finally, the following issues may not be directly related to
project intervention, but are experiences from the implemen-
tation of the project worth mentioning. During the project
period, we recognized the rejuvenation of RRHMT mem-
bers and the generational change in human resources. The
authors guess that health sector reform, which was intro-
duced in 1990s, is one of the reasons behind this change.
During the early stage of health sector reform, a number
of young civil servants were dismissed, which resulted in
a reduction in civil servants. Thirty years have passed and
the staff that were in their thirties at that time are nearing
retirement age in their sixties. There are few staff in their
fifties, who are supposed to be the successors to the retired
employees, because many of them were dismissed because
of the sector reform thirty years ago. These human resource
decisions from the past have resulted in generational changes
in RRHMTs in many hospitals with staff in their 30s and
40s becoming hospital managers because of their educational
background. However, this demographic is not experienced
in the management of hospitals and has little opportunity
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to learn about hospital management, which affects the low
performance of the hospitals. It may take ten years for a
manager in this age bracket to have enough experience to
become a leader or manager. In addition, since the proper
operation and management of public hospitals in low-income
countries will greatly affect the quality of healthcare systems
in those countries, it is important to continuously train and
provide technical support to hospital managers.

Aimed at improving RRHs hospital management skills, this
project gathered a lot of data from various interventions over
an extended time period, and it is difficult to mention all
information in this manuscript. Therefore, more detailed
information on the project interventions is available in the
references and guidelines listed in Further Reading.

5. CONCLUSIONS
This study examined the effectiveness of the series of inter-
ventions of the project for strengthening the management of
public hospitals in Tanzania. The findings highlighted several
positive factors that influence hospital management. From
the different evidence obtained from the project activities in
six outputs, we can conclude that the interventions from the
project were useful for strengthening hospital management in
RRHs in Tanzania. The BHMT was very useful for RRHMT
members, who had little opportunity to obtain knowledge and
skills on hospital management, to operate RRHs. However,

it was clarified that gaining knowledge through hospital man-
agement training was just an entry point for improving their
management skills. Hospital managers need to have effective
and efficient management tools, and establish proper moni-
toring and evaluation mechanisms. Additionally, appropriate
technical support must be provided from the central Min-
istry to ensure the quality of management and services. We
hope this study will be useful in bringing these approaches
to other levels of health facilities in Tanzania, as well as
to other countries aiming to strengthen the management of
health facilities.
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