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27-30 January
Dar Es Salaam

Day 1: am Visit to the CCBRT site and discussion relating to the main issues with Dr
Brenda Sequeira D’mello (technical advisor and obstetrician), Tom Bourez and Anastasia
Melis (program managers). They already have an established infrastructure to support
ophthalmology, orthopaedic and rehabilitation needs. Good potential for training and
collaboration with teaching hospitals.
Visit to the development site for the planned new hospital. Outer structure appears to be well
underway and on schedule. Great attention to the layout and planning of the hospital.
Challenges will be the need to fill the hospital with trained staff.
Pm: Visit to the regional 3 hospitals – see Dr Rhoda’s comprehensive report. There were
many challenges to maintaining a standard level of care at these centres.
Day 2: Visit to the Muhimbili University of Health and Allied Sciences and Muhimbili
National Hospital.
The day started with meeting in the acting Dean’s office (Prof Naboth Mbembati) along with
other key role players. The need to develop structured training was agreed upon and the
need for a strategic plan of where the training needs were most. Current general paediatric
training is facilitated by rotations to India and Sweden. Once qualified if appointed to a
University post – they are allowed to undertake some teaching and clinical duties within the
hospital. If appointed to a hospital post – there is currently no interchange with the University,
this tends to lead to frustration in potential career development.
Lectures were then delivered at the hospital to the staff (nurses and doctors, university and
hospital) by Dr Rhoda and A/Prof Wilmshurst. Following this, A/Prof Wilmshurst talked
through how the APFP operated. This generated significant interest. Mainly from the trained
paediatricians, who are currently in University lecturer posts. Requests to train in cardiology,
nephrology, neonatology, haematology and emergency care were made. The APFP met with
the trainee (Dr Edward Kija) who is due to start in the program from July 2013 training for 2
years in paediatric neurology.
The APFP team then undertook a tour of the key paediatric departments of the Muhimbili
National Hospital. This is an extensive well developed centre within an adult hospital but
with the paediatric sections well delineated. Several wards were covered in detail including
the newly developed Kangaroo care unit – established 4 months ago and not a single patient

with NEC since. The general ward is becoming more structured and there are attempts to
divide the patient care under specific headings to focus care more strategically. The high care
unit was equipped with syringe drivers, saturation monitors. On 2 occasions (one at one of
the district hospitals and the other at the Muhimbili Hospital) a child and a neonate was seen
to be being actively resuscitated (with cardiorespiratory compromise) – on both occasions the
whole intervention was carried out and run by the nursing staff in a calm and competent
manner.
At the close of the day the APFP team met with the main leaders and interested bodies from
the University and the Hospital, - nursing, ancillary services and medics. All were keen and
positive about finding a way forward.
The group agreed that the stage would be that they should write a strategic plan based on
their key needs. This should directed by
1. Their current illness challenges i.e. fields of training that would have major impact on the
current illness load, e.g. neonatology, pulmonology etc
2. Their staffing capacity – trainees must have a unit to return to. If a trainee is selected the
referring supervisor must remain in contact with the trainee and start to develop resources for
the trainee to return to.
3. Planning must be on a teamwork basis – i.e. any neonatal trainee should be equipped
with a team of trained nurses to alter and positively effect practice. So duel applications need
to be forwarded to the nursing branch of the APFP as well.
4. Co-funding should be attempted to provide the trainee with more than the minimal support
provided by the APFP.
5. The nature of the training requested should be carefully considered – whether 1 or 2
years is optimal initially, what the outcome goals would be, what specific modules in skills
development should be targeted. Building relationships with the trainers at Red Cross would
facilitate this aspect. Start a dialogue now with the trainers (contacted through Avril du Preez).
6. Trainees should not be selected because they seem to have a particular interest. Rather
the senior staff at Muhimbili must identify training needs and gaps, strategically plan the
critical number needed to start having service / training / education / practice impact on an
area of disease and then identify which trainee in the current group of residents shows
potential in these areas and nuture / support them towards this. For most sub-disciplines a
minimum of 2 specialists are needed in each tertiary centre to be able to make an impact.
7. Start planning now the level of care the trainee should be able to provide – looking initially
at how to bring down under 5, infant and neonatal mortality. For example a neonatal trainee
will have more impact developing skills in appropriate Kangaroo care, positioning of low birth
weight infants and how to set up bubble CPAP, than teaching them complex ventilation
techniques such as oscillation. At some point in the future the equipment and staffing capacity
may become available but for now developing the more standard interventions will have far
greater effect on mortality and morbidity. Similarly better a cardiac trainee becomes proficient

in managing rheumatic heart disease than learns all the interventive techniques he may not
be able to practice when he first returns.
8. Work out the strategic plan on a 5 year cycle. The more mature the trainee the better
they tend to do i.e. a few years out of their residencies with some exposure to the subspeciality is best. These trainees need to become the trainers of the future in their country.
Further they need to develop down referrals of training / education capacity to alter practice
from primary health to tertiary.
Overall the visit to Tanzania was extremely useful. The centres visited have huge potential
and will be energy demonstrated towards developing strategic programs to improve skills
development great progress should be made.
The group formed a sub-committee (headed by Helga) who will develop the plan for
submission to the APFP by mid February with an intention to allocate training posts from
2014.
Dr Rhoda report
Neonatal Care in Tanzania
Overview
For a population of 45 million people neonatal care in Tanzania is not centrally planned by the
academics at the University of Tanzania. Dar Es Salaam has the only central national hospital
at Muhumbili Hospital but provides at best a level 1 service. The neonatal mortality rate
th
(NMR) is 1/5 of the under 5 mortality rate (U5MR) and the average annual reduction in NMR
has been slow at 1% according to the PLoS world ranking. It will require a national plan led by
the University and National hospital to reduce the neonatal mortality for the next decade.
Private partnerships with the government like the CCBRT have yielded excellent results in the
short term by focusing on neonatal care within Dar Es Salaam.

Situational analysis of hospitals visited in Dar Es Salaam
nd
rd
Dar Es Salaam is the 2 fastest growing and the 3 largest city in Africa. The population of
4.2 million is estimated to double in the next decade. There are 100 000 deliveries within the
3 municipalities. The health tier is comprised of health care centres, dispensaries, district
hospitals and the national central hospitals. Basic neonatal care is provided at all levels and
includes exclusive breast feeding, KMC, cord care. However, no tertiary neonatal service is
available for Tanzanian neonates in the public sector.
Burden of disease
The disease profile for neonatal deaths in Dar Es Salaam is similar to the rest of Africa;
asphyxia, infections and prematurity. Efforts at resuscitation training and especially the use of
Help Babies Breathe (HBB) initiative has been rolled out within pockets of Dar by the CCBRT
team. The impact of this targeted intervention has not been measured yet. However, both
deaths due to infection and those due to immaturity require earnest and focused
interventions.
A co-ordinated and strategic neonatal plan to address the neonatal mortalities beyond the
borders of Dar Es Salaam was not available at the time of this visit.
Neonatal data
Since 2011 CCBRT has been collaborating with all the birthing centers within the 3
municipalities and has collated the following data presented in tables 1 and 2.

Table 1: Data from the 3 municipal areas

Table 2: Data at different levels of care

Recommendations
1. Plan neonatal care for the country by enlisting the help of private companies such
as CCBRT. This will allow one to have a strategic plan for the whole country and it
should take into account the projected growth that will happen over time.
2. Data
a. Use an audit tool to help analyze the data collected such as the Perinatal
Problem Identification programme (PPIP)
b. Audit all neonatal births and deaths
c. Document all birth weights as weight categories are useful in analysis
3. Use targeted interventions for the 3 major causes of neonatal deaths ie: asphyxia,
infection and prematurity

Neonatal planning
The neonatal planning should be time based and allow capacity building with trained targeted,
as follows:
Short term
Aim:
Target staff :
Outcome:
Material:
Interventions:

Medium term

Address neonatal mortality
Neonatal nurses
Building solid base of neonatal nurses capacity
Essential new born care – the sick and small
Targeted 3 major causes
1. Introduce CPAP
2. Blanket HBB roll out
3. Strict and universal infection control measures

Aim:
Target staff :
Outcome:
Course:

Long term:
Aim:
Target staff:
Outcome:
Course:

Build capacity in medical field
Neonatal medical officers
Building solid base of basic medical officers
Diploma in Neonatology (1 year modular course with 6 months field
work)

Stand alone neonatal training department and neonatal health
advocacy
Paediatricians
Equip to start fully fledged NICU
Fellowship in Neonatology (2 year fellowship)
Critical mass 2 students, preferable young <35 yrs old

Transversal issues to start immediately
1. Advocacy for neonatal improvement
2. Data collection with analysis
3. Skills development
• Resuscitation HBB
• Nasal CPAP

Site visits
We visited all the 3 regional municipal hospitals and the national central hospital at Muhumbili
on day 1 of the 48 hour visit.
At all the hospitals neonates were provided with dedicated space which was situated close to
the maternity hospital. Temeke and Amana hospital catered for >20 000 deliveries/ annum
compared to Mwnanyamala who deliver ½ this amount. Consequently all these units are
extremely busy and the wards are all overcrowded. Prof Karim was the visiting neonatologist
providing consultancy at all these hospitals (doing ward rounds in nurseries).
Good basic level 1 care is provided by these 3 hospitals with KMC is effective in 2.
Overcrowding contributes to high infection rates and consequent deaths. Most term babies
admitted had asphyxia.
Mwananyamala hospital
Deliveries:
12 585/ yr
NMR:
38.8/ 1000 live births
Neonatal unit
The unit was well lit with natural light and the nurses station was centrally placed. The high
care (HC) babies were separated by glass windows that allows better visibility. Most of the
HC patients were preterm and or infected babies. The low care area had patients 3 to 4
babies per bed, and mostly occupied by neonatal infections and asphyxic babies.
However, the highlight was the well run KMC unit. Though 2 mother –infant pairs were
occupying 1 bed, all mothers were correctly KMC-ing their babies. The temp in the ward
however was 32 degrees and added to the discomfort.
Labour ward
Sr Themba the labour ward midwife in charge accompanied us on our tour. Admission
registers were all completed but data not analyzed yet. BOR was >200% with 2-3 mothers /
bed.
The neonatal resuscitation area was adequate with clean bag and masks neatly boxed in
plastic containers with lids. It was unfortunate that the Neopuff machine which was attached
to a resuscitaire was never used!
Amana Hospital
Deliveries:

24 643/ yr

NMR:

9.1/ 1000live births

Neonatal unit
This self initiated neonatal unit was supported by the CEO and supervised by a paediatrician.
The neonatal nurses have all completed the Perinatal Education programme (PEP) and are
trained in neonatal resuscitation. They refer all complicated cases to Muhumbili hospital.
The unit was overcrowded but there was no dedicated KMC space yet for the growing prems.
An attempt was made at infection control by the availability of alcohol dispensers and liquid
soap. However, infection control practices was not uniformly performed by all staff.
Postnatal ward
The mothers of the nursery babies were accommodated on the postnatal wards. 54 mothers
occupied 6 beds in the space of 2 beds!

Temeke hospital
Deliveries:
NMR:

21 069/ yr
5.7/ 1000live births

The neonatal nursery is housed in the female ward with post and ante-natal mothers. It was
opened in Oct 2012 and has already admitted 120 babies. KMC mothers are temporarily
housed (2 / bed) in the postnatal section of this long ward. The new KMC unit is spacious and
will cater for 10 KMC beds and 16 postnatal beds.
Muhumbili hospital
No statistics available
This national hospital caters for 200-250 babies. Bed occupancy is >250%. BOD profile is
similar as most units: infection, asphyxia and prematurity. The neonatal wards are at 32
degrees and are all overcrowded.
KMC unit
KMC is practiced intermittently in the wards until mothers are discharged to the newly opened
KMC unit in the paediatric wing. This 16 bedded unit is well managed, the mothers are happy
and dedicated. There has been no NEC cases and no deaths in the ward which is a huge
success and motivation to other units. The nurses running the unit are a well knit team and
should be congratulated on doing an excellent job!

Recommendations:
1. KMC space at Amana hospital will allow better care of those growing prems in the
unit.
2. Strict infection control measures must be implemented at all units.
3. Dedicated neonatal resuscitation areas (with algorithms, drugs and equipment)
should be made for babies who require resuscitation.
4. Non rotation of neonatal staff is essential to provide care for these babies.
5. All neonatal staff should be provided with neonatal care guidelines.
6. Nesting should be provided to all preterm babies as it is vital to neurodevelopment
postnatally. (demonstrated on ward)
7. CPAP should be implemented / introduced at Muhumbili hospital to provide
support for babies with respiratory distress.

We wish to thank the managers, doctors and nursing staff of all the hospitals we visited for
their assistance in making the site visits possible. We also commend them on the efforts they
are making collectively to reduce neonatal mortalities within their respective hospitals.
Feedback comment from Brenda d’Mello

This is very accurate, clear and relevant.
One additional bit of information that may have been overlooked, which I am not sure if it counts as a
country plan for neonatal care, it is our National strategic document for the acceleration of the
reduction of maternal and newborn deaths. I have attached it. (ps: JW available on request) Have a
look; generally the MOH feels that this counts as an effort.
The HBB and KMC are reflected the 'Road map'. Save the children is big in Tanzania...working through
funding from USAID via the Maisha program (Jhpiego). In the Save the children program, one hospital
and a health centre is targetted in every region. They also fund a position of the National neonatal
coordinator within the minsitry of heath and social welfare, the department responsible for RCH; she is
a paediatrician that moves from region to region doing training and she helped include an N for
neonatal care (essential newborn care and early postnatal care) That has been integrated into EMOC
(that we now call BeMONC). Hence the MOH says there are efforts inplace...
Training in KMC and HBB has been nationally rolled out.(funded by save) however there is little
followup, when we encountered the sites, they had no right size masks etc..and with transfer of staff
there was very little practice and skills deteriorated.
Something isn't working. There is a gap between the strategic documents in place, training efforts and
the work done in the field which is still way below expectation and safety levels. I feel we need an
implementation effort like you did in the cape led by the province but wonder how that could be
delicately stated.
The MOHSW here is very sensitive, sorry for the politics.
When the new CCBRT maternity hospital comes up (and we have it in our plan) CCBRT will place huge
emphasis on neonatal care and I see that we could lead efforts in the region of Dar and the Eastern
zone. However, the hospital will only be up and running in late 2014.meanwhile we will continue to
strengthen the municipal hospitals and prepare our staff for the new neoatal unit.
Meanwhile Muhimbili (university and the hospital) are best placed to take up the leadership role for the
country in partnership with the MOH.
Public private partnership is one of the recommendations in the one plan.
Would you be able to shed light how you see private organizations complementing national efforts? ie in
relation to what you did , what role do you see private organizations playing?
Helga could send you data for MNH as they do keep records and have a good data base.
Hope this helps
Brenda

Associate Prof Minette Coetzee report
CCBRT and Muhimbli University of Health and Allied Sciences, Dar es Salaam,
Tanzania
28-30 January 2013
Although teams from CCBRT have been in Cape Town before, this was the first visit
to Tanzania. The primary objectives of an initial visit that may lead to collaboration in
educating Nurse Fellows in the APFP are to see if the programme needs and
outcomes can be aligned with one another. We were therefore establishing:
1. The priorities of the country’s Ministry of Health.
2. The priorities and direction of the local tertiary education facility – Paediatric
and Nursing Departments
3. We also gain an initial sense of the clinical milieu in providing health care to
children and their families
We then engage local clinician nurses and educators and paediatricians to
establish if our educational and clinical goals are aligned and if we can work
towards a mutually beneficial relationship in the training and practice
development of nurses who work with children.
This visit proved very useful. The hosting of Dr Brenda diMello from CCBRT was
invaluable, as a local clinician, guide and culture broker. The decision to await a
strategic plan from the Muhimbili Department of Paediatrics and Nursing is an
new and exciting way of establishing relationship and will stand us in good stead
as we plan to receive fellows and measure outcomes of training with them.

28/1/2013: Dar Es Salaam, Tanzania
CCBRT Introduction, including new Maternity and Neonatal wing, guided by Brenda D’Mello from
CCBRT (Comprehensive Community Based Rehabilitation in Tanzania)

This will have a very different view in a year or two’s time
– development site for new maternity and neonatal unit.

The new laundry for the new development – allows
cross flow of air for natural drying, with dryers on
the ground floor for wet seasons.

The
construction site (with
Tom Bourez)…

Site visit to Mwananyanamala, Temeke and Amana hospitals, particular emphasis on neonatal
units.

Some new buildings, but no running water in them!

Women using outside ablution facilities.

Well-functioning KMC units (below).

Amana hospital (left)

Overcrowded paediatric ward (left) . Note two children in one bed,
and up to 4 neonates in cot.

Below –incubator on rubbish pile… in the face of
unpredictable electricity, no maintenance etc, this type of equipment
not suitable, particularly with the benefits of free KMC.

Neonatal unit with up to five infants on one bed.

29/1/2013
Met with Associate Dean of Muhimbili University of Health and Allied Sciences (MUHAS).Tour of
Muhimbili Hospital:
Left: Physio Gym at Muhimbili hospital.

At Muhimbili hospital, I met with Cha Cha, the Head of the Physio Department (below right). There
is clearly no team approach to clinics etc, and my impression was that, in terms of paediatric therapy,
the therapists did not really know what they could be offering (cf. poor neonatal positioning; below
left; lack of individually tailored AD prescription).

Left: piles of unmeasured ADs…

Impression that Muhimbili Hospital is better resourced than most others- piped
O2 in the new sections, running water, a rudimentary ICU (no ventilation
facilities, below). KMC also being offered in a beautiful, light, spacious ward
(left, with Minette Coetzee).

Also attention to detail, with beautiful child-friendly murals in the paediatric areas (below)

Lectures were presented to registrars by
Natascha and Jo. Following this were individual
discussions regarding research and training
programs. Following this I have received a
research proposal to review fromEvelyne
Assanga on aspects of neonatal care.

Pm: Meeting with multidisciplinary paediatric team.
Most important disease conditions endemic to the area relate to:
• Neonatology
• Oncology
• Nephrology
• Emergency paeds
• ICU
• Paed surgery
Priority for: Training and capacity building
• Build Critical mass of neonatologists, both doctors and nurses
• Nurses misused and abused... Need to have a place from which they cannot be shifted by
management.
• No paed surgeons, need intensive training to improve pt outcome.
• APFP training would be led by surgeons
• Haematology oncology
• Needs support from APFP
•
Lulu wants experience in better equipped unit.
• Need dialogue with Alan Davison and Marc Hendricks
• ultrasound and radiology
• Critical care and PICU (although this may not be appropriate at present, given the lack of resources)
Aim and Plans:
improve quality of care
Medium term... NICU
MSc in Paediatric
Short courses in neonatology
Visiting lecturers for blocks
After 2 years graduates should take over the program.

