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This common proposal form is for use by applicants seeking to request Health Systems Strengthening (HSS) Support from GAVI and/or the Global Fund. 


This form is structured in three parts: 

· Part A - Summary of Support Requested and Applicant Information
· Part B - Applicant Eligibility

· Part C - Proposal Details

All applicants are required to read and follow the accompanying guidelines in order to correctly fill out this form. 

	Part A - Summary of Support Requested and Applicant Information

	

	Applicant:
	MINISTRY OF HEALTH AND SOCIAL WELFARE

	Country:
	UNITED REPUBLIC OF TANZANIA

	WHO region:
	WHO- AFRO

	Proposal title:
	HEALTH SYSTEMS STRENGTHENING (HSS) SUPPORT

	Proposed start date:
	JULY,  2013

	Duration of support requested:
	FOUR YEARS (2013 – 2017)

	Funding request:
	Combined funding request:
	US$ 15,944,246

	
	Amount requested from GAVI:
	US$ 15,944,246
	Amount requested from Global Fund:
	NILL

	Executive Summary

→ Please provide an executive summary of the proposal.

	Tanzanian health policy reform vision is to improve the health and well-being of all Tanzanians with a focus on those most at risk and to encourage the health system to be more responsive to the needs of the people. Immunization is one of the components in the National Package of Essential Health Interventions.
While most health indicators have progressed positively in the past decade and achievement of MDG 4, 5, and 6 realistically appears to be within reach, the health sector still faces substantial challenges. EPI review, 2010, Health Sector Profile 2010; and MMAM have identified these challenges and constraints at the different levels of health management and delivery as explained in section 2.2 of this proposal.

The HSFP support situation analysis was done based on the globally accepted categorization of six health system building block. The objectives were selected with thorough consideration to complement and harmonize with the GF R9 HSS interventions. Hence the selected objectives aims to provide systems support with strong focus on Maternal and Child health and in particular the EPI systems. 

The programme goal is to strengthen the health systems to provide quality Maternal New-born and Child Health services and to increase accessibility for marginalized and underserved communities. The selected GAVI HSFP proposal objectives include: 1. Improved immunization outcomes (coverage & quality) in the context of integrated health services 2: Increased community participation in the provision of immunization services, particularly in rural and hard to reach areas. 3: Improved cold chain capacity and management. 

The Planned GAVI HSFP support under Objective 1 will support improvement of quality integrated maternal and child health services country wide with focus on immunization outcome. Activities under Objective 1 focus on capacity building of health care workers, supportive supervision, quality data management and availability of transport to execute programme activities as key requirements for improving coverage and quality of health services.  Objective 2 target interventions focused on community on hard to reach and marginalized communities, including effective involvement of community and CSOs. Activities under this objective include engaging CSOs in recruitment and training of  Community Health Attendants (CHAs) from their communities for sensitizing the communities on immunization essentials ,support the carrying out of immunization week and conducting sensitization meetings to primary health committees and Shehia health custodian committees members in hard to reach, rural, underserved and marginalized communities. 

The intervention under Objective 3 focus on improvement of vaccine management and cold chain system to safeguard investment made in the introduction of new and under used vaccines. The Activities to address this objective includes increasing and strengthening cold chain storage capacities, installation of vaccine stock management software and operational research on vaccine management aiming to reduce vaccines wastage and increase efficiency. 

The Outcome indicators that will be used to monitor the results of this proposal includes;- National and districts DTP 3 Coverage (% of surviving infants receiving 3 doses of DTP-containing vaccine.), National and district Drop-out rate for DTP (drop out between DTP1 and DTP3 coverage), Number of district with DTP3 Coverage above 85%, and National wastage rate (% of DTP-containing vaccine being wasted). 

Implementation arrangements are aligned with the existing Government financial arrangements; funds will be received through the Ministry of Finance as part of general budget support and being reflected in MOHSW Mid Term Expenditure Framework (MTEF).The existing budgetary procedures, regulations and auditing will be followed for any disbursement. Ministry of Health and Social Welfare will on behalf of Ministry of Finance act as Lead Implementer for the three objective components while various qualified and competent non-Government organizations will be sub Implementers of a number of defined interventions.

To align and integrate the GAVI HSFP interventions with existing health systems strengthening efforts made in the country, an established HSS Component of the Department of Policy & Planning, MoHSW will be vested with responsibility for coordinating monitoring of implementation and performance according to agreed terms and conditions for the GAVI HSFP programme. In order to build capacity technical assistance for financial management, M&E and operational research is requested to accompany and facilitate the execution of planned interventions. This process involves knowledge transfer to ensure future sustainability.
The overall proposed budget arrives at US$ 15,944,246 with main allocations to service delivery areas related to human workforce, infrastructure, governance and supply chain management.



	Part B - Applicant Eligibility


If this application includes a request to the Global Fund, please click here <insert hyperlink> to verify applicant’s eligibility for Global Fund support.
If this application includes a request to GAVI, please click here <insert hyperlink> to verify applicant’s eligibility for GAVI support.
	Part C - Proposal Details

	

	1. Process of developing the proposal

	1.1 Summary of the proposal development process

→ Please indicate the roles of the HSCC and CCM in the proposal development process. Also describe the supporting roles of other stakeholder groups, including civil society, the private sector, key populations and currently unreached, marginalized or otherwise disadvantaged populations. Describe the leadership, management, co-ordination, and oversight of the proposal development process. 

	This proposal is developed by Ministries of Health (Tanzania Mainland and Zanzibar) through the coordination committees. The process of committee’s formulation involved nomination and appointment by the Permanent Secretaries. Members of these committees were from various immunisation stakeholders including AMREF, Association of Private Hospital of Tanzania (APHTA), Medical Women Association of Tanzania (MEWATA), Christian Social Services Commission (CSSC), SIKIKA, Tanzania Public Health Association (TPHA), Tanzania Red Cross Society, CIDA, Paediatric Association of Tanzania (PAT), DANIDA, and World Bank. Others include WHO, UNICEF, Ministry of Health and Social Welfare representatives including the Policy and Planning Department, Preventive Department, and Global Fund Coordinators (see attachment 16 – 23).

The initial activities included a country stakeholders’ meeting and several successive meetings on the preliminary concept development by the Core Country Stakeholder Team (CCST). During this process the Team was informed that only health systems strengthening interventions closely related to the Expanded Programme on Immunization (EPI) would be applicable for support through the GAVI HSFP facility. On this background the preliminary proposal concept was concluded and the Ministries of Health and Inter Agency Coordinating Committee (ICC) were briefed on the same. Following endorsement by the Ministries’ Senior Management and the Inter Agency Coordinating Committee (ICC), the CCST members were invited to a one day meeting and briefed on the proposal guidelines and proposal writing procedures. The Team was further divided into six working groups based on the agreed proposal components: health services; health workforce; health information; medical products, vaccines and technologies; health financing; and leadership and governance.

The working groups met and analyzed identified predicaments and challenges related to these specific components based on the EPI review 2010, EPI cMYP 2010–2015, Human Resource for Health Strategic Plan (2007 - 2012), and the Health Sector Strategic Plan July 2009 – June 2015 (HSSP III). Financial analysis of HSSP III and EPI cMYP 2010-2015 provided the main framework for establishing funding gaps related to HSS activities associated with the immunization interventions. The working groups combined their prioritised GAVI HSFP problems, objectives and interventions at a CCST meeting. The two draft documents (from Tanzania Mainland and Zanzibar) were reviewed and merged to prepare the first draft proposal that was later, with external technical assistance provided by the World Bank, further elaborated according to the GAVI guidelines for completion of HSFP proposals.
After receiving the IRC review assessment and recommendations late October, 2011, the Team welcomed technical guidance from the GAVI Secretariat and Financial Management Consultant in November 2011. A revised proposal was presented to and discussed in the ICC 29th November and the proposal was further refined during a peer-review workshop held in Harare early December 2011. Subsequently, after final editing, the proposal was circulated to ICC members for their inputs and by late December 2011 , the final proposal was submitted to GAVI. The feedback from IRC was received on March 16th, 2012 and we revised the proposal and responded to IRC comments which were discussed in the ICC on 23rd March 2012. We received IRC approval with level 2 clarifications by e-mail on 19th June 2012. Issues raised by IRC were clarified by the Core Country Stakeholder Team. Feedback of level II clarification was received from IRC on 27th August, 2012. Major and minor weaknesses identified by the IRC were discussed and clarified by the technical working group with assistance of Consultant from WHO/HQ. Clarifications 2, 4, 5, 6 and 8 have been addressed in the revised proposal.

	1.2 Summary of the decision-making process

→ Please summarise how key decisions were reached for the proposal development.

	The Ministries of Health initially invited the immunization stakeholders mentioned under 1.1 to a large country stakeholders meeting where the HSFP programme overall conceptual framework was discussed and an outline was agreed to be recommended. The Ministries of Health Senior Management appointed the CCST and guided the team on the preferred programme design. 

The CCST further elaborated on the programme design and proposed the programme objectives. This was presented to the Ministries of Health and the ICC. Subsequent to the approval by these authorities the outline was completed as a draft proposal through joined efforts involving all immunization stakeholders and with external technical assistance. 

Harmonization and alignment with the already existing, cross-cutting Global Fund Round 9 Health Systems Strengthening programme was considered throughout the process of formulating the GAVI HSFP programme. Hence, the implementation arrangements between these two major contributors to health systems strengthening will be fully aligned. The Ministry of Health & Social Welfare’s Health Systems Strengthening Team that is already responsible for coordination, monitoring and reporting for the GF R9 HSS programme, will be vested with similar responsibility for the GAVI HSFP programme.

The draft HSFP proposal was approved with few recommended amendments by the ICC at its meeting on 11th August 2011. Subsequent to receiving the IRC comments, the proposal was adjusted and improved before being presented for ICC on 29th November 2011. Following further refinement the final proposal was submitted at the end of December 2011. The feedback from IRC was received on March 16th, 2012 and HSFP proposal was revised and responded to IRC comments which were discussed in the ICC on 23rd March 2012. Feedback of level II clarification was received from IRC on 27th August, 2012. Major and minor weaknesses identified by the IRC were discussed and clarified by the technical working group with assistance of Consultant from WHO/HQ. Clarifications 2, 4, 5, 6 and 8 have been addressed in the revised proposal.

	2. National Health System Context 

	

	2.1 a) The National Health Sector

→ Please provide a concise overview of the national health sector, covering public and private sectors at the national, sub-national and community levels.

2.1  b) National Health Strategy or Plan
→ Please highlight the goals (including those that have a clear link to the three health MDGs) and objectives of the National Health Strategy or Plan. 
2.1 c) Health Systems Strengthening Policies and Strategies 
→ Please describe policies or strategies that focus on strengthening specific components of the health system that are relevant to this proposal (e.g. human resources for health, health infrastructure development, health management information systems, health financing, donor coordination, community systems strengthening, etc.)

	2.1 a)  The National Health Sector

The United Republic of Tanzania is a union between Tanzania Mainland and Zanzibar, located in East Africa. It is bordered by Kenya and Uganda on the North; the Democratic Republic of Congo, Rwanda and Burundi on the West; Zambia, Malawi and Mozambique on the South; and the Indian Ocean on the East. Tanzania Mainland has 25 administrative regions and 132 districts while Zanzibar has 5 regions and 10 districts. The projected population for  2011 is 45.3 million of which 1.8 million and 8.2 million are children aged less than one year and under five population, respectively1(National Bureau of Statistics).

The burden of diseases in Tanzania is high, with communicable diseases still prevailing. But, increasingly, the country is confronted with the “double burden of disease” due to the rise in the Non-Communicable Diseases. HIV/AIDS, tuberculosis and malaria are among the most prevalent infectious diseases in Tanzania. Over the past ten years, positive trends on key health indicators are registered (Table 1). In 2009/10, the life expectancy at birth has increased to 59 years; under-fives and maternal mortalities have dropped to 81 per 1,000 live births and 454 per 100, 000 live births, respectively. (TDHS, 2004/05: TDHS, 2010).
Table 1: Key health indicators

Indicator

1999

2004/05

2009/10

Description 

Life expectancy at births

54

56

59

Years

Under 5 mortality rate

147

112

81

Per 1,000 live births

Infant Mortality Rate

99

68

51

Per 1,000 live births

Neonatal Mortality rate

36

32

26

Per 1,000 live births

Immunisation coverage (using DTP3)
76

85

88

Children aged 12-23 months

Maternal Mortality Ratio

529

578

454

Per 100,000 live births

Birth assisted by skill health attendants 

44%
46%

50.6%

Modern Contraceptive Rate
16.9%
20%

27.4%

HIV/AIDS prevalence

11%

7%

5.7%

Since 1994, Tanzania has decentralised many Government functions through “decentralisation by devolution”. The District Councils are responsible for the delivery, planning, budgeting and management of local public health services. Primary health care services form the basis of the pyramidal structure of health care services. Currently there are 6,479 health facilities. Among these, 246 are hospitals including referral, consultant and specialised hospitals (61 percent government, 34 percent FBOs and 15 percent private), 691 health centres (69 percent government, 18 percent FBOs and 13 percent private); and 5,542 dispensaries (79 percent government, 11 percent FBOs, and 10 percent private). Out 6,479 health facilities 5,500 facilities (85%) provide immunization services. Faith Based Organisations (FBOs) has a network umbrella organisation, Christian Social Services Commission (CSSC), which actively participate in policy development, human resources capacity building and recruitment. CSSC is also a member of the SWAp coordination committee, technical committee, ICC and management committees. About 90 percent of the population live within five kilometres of a primary health facility. However, the quality of health services is a major challenge due to the acute shortage of health workforce, stock out of essential drugs, and operational budget (PHDP/MMAM, 2008: Health Bulletin, 2009).
The total health expenditure in Tanzania has increased from US $14 per capita in 2002/03 to US $26 in 2005/06 (around US$920 million per year, 11 percent of Government total expenditure, and 5 per cent of GDP). Spending is well-below the WHO threshold of US $54 per capita required to deliver a minimum package of services. The health system remains underfunded and hence reliant on donor funding: about 40 percent of the total health budget comes from foreign governments, multi-lateral organizations and other external donors. Out-of-pocket expenditure (OOPs) on health as percentage of total health expenditure decreased from about 41 percent in 2002/03 to 23 percent in 2005/06 (NHA, 2008). Most of the OOPs are spent on retail sale and providers of medical goods (44 percent); private not-for-profit (20 per cent), followed by private for-profit (about 15 percent). Public hospitals received less that 1 percent of the OOPs whereas traditional healers received about 6 percent. It is estimated that 10 percent of the population has health insurance coverage (National Health Insurance Fund 5 percent, Community Health Fund (in rural areas) and Tiba Kwa Kadi (in urban areas) 4 percent, and Social Health Insurance Benefit and private health insurance together less than 1 percent)

Government staffing norms for health facilities exist. Only 38 percent of positions are filled with qualified health workers, leaving Tanzania with a severe human resource shortage. There are about 100 specialists, less than 500 medical doctors, 7,000 Assistant Medical Officers and Clinical Officers, 13,000 nurses, and 900 paramedical (HSA, 2010). Tanzania has about 0.52 skilled clinical health workers per 1,000 people, who provides barely one-fifth of the workforce necessary to meet WHO guidelines for health worker density. This shortage is particularly severe in remote and rural districts and is exacerbated by the expanding population. The MoHSW and Prime Minister’s Office Regional Administration and Local Government (PMORALG) in collaboration with Public Service Management Office are responsible for recruitment and distribution of health staff throughout the country. Shortage of health staff in remote areas is a reason for concern and emergency plans for tackling this situation have been developed.

The effort made by the government to increase the health workforce is through expansion of pre-service training intake capacity. The government policy calls for the doubling of intake into the training network as documented in the Human Resources for Health Strategic Plan (HRHSP, 2008) and the Primary Health Services Development Plan (PHSDP/MMAM, 2007). MoHSW has tripled enrolment in the national health worker training system from 1,013 to over 6,700 trainees in 2011. There are 116 training institutions (72 government, and 44 private and faith based organisations). There are nine health sciences universities, of which seven are privately owned.

The health services provide a continuum of care for patients and clients through health promotion; preventive health services; care and treatment (curative services); rehabilitation services; and provision of services to the chronically ill and the elderly. The health sector consists of three tiers:

1.    District health services (in councils or municipalities) including household and community health; dispensaries and health centres; and district hospital and other hospitals. At this level, more than 80 percent of the population get their primary health services. This level also conducts outreach and mobile services to even hard to reach areas.
2.    Regional health services, including regional referral hospitals and regional health management teams under regional administration. This level provides the referral care and supportive supervision to the district health services.

3.    National level services, including specialised hospitals and special hospitals , training institutions, Zonal resources centres; and Ministries, Departments and Agencies under the administration of the central government

The most marginalised and disadvantaged population (primarily pastoral and other mobile communities), the most peripheral local government authorities, and the geographically hard to reach areas have been considered in four dimensions;

1.    Budgetary resources allocation: the budgetary resource allocation formula consists of 70 percent points to population size, 10 percent points to the burden of diseases (always skewed to the marginalised poor communities), 10 percent for poverty index (more prevalent in the marginalised groups and hard to reach areas), and 10 percent for geographical size of the district (most hard to reach areas have longer distances to the district headquarters).

2.   Human resource deployment and allocation: There has been re-deployment of the skilled staff from areas of high concentration of workforce to those of low concentrations. The management team has been strengthened, particularly in hard to reach districts. Also preference of allocation of new staff has been made for hard to reach areas. In addition, there are on-going projects for staff attraction, motivation, retention and distribution to hard to reach areas. Apart from the national efforts, local authorities are encouraged to establish local mechanisms to attract, motivate and retain staff. 

3.    Logistics and supplies: The Medical Store Department (MSD) has been decentralised into 8 functional zones to ensure the medicines and supplies are near to the point of use. A successful pilot project carried out in one region (Tanga) aiming at delivering MSD medicines and supplies directly to health facilities will be scaled up to the whole country within 2 -3years.
4.    Maintenance and repair of medical equipment, vehicles, generators and other equipment involved in health services delivery: - This function has been decentralised to the Regional and Local Government Authorities. The Ministry of Health remains with the responsibility of providing technical support and procurement of spare parts for cold chain equipment.
2.2 b) National Health Strategic Plan
Health Sector Strategic Plan III (HSSP III) is the crosscutting strategic plan for the health sector of Tanzania for the period July 2009 – June 2015.  It provides an overview of the priority strategic directions across the sector which is guided by the National Health Policy, Vision 2025, the National Programme for Economic Growth and Poverty Reduction (MKUKUTA in Kiswahili) and the Millennium Development Goals. Detailed policies, strategies and work plans are in place for health related issues and for disease control including EPI. HSSP III does not reiterate those, but summarises their strategic directions. It serves as the guiding document for development of Council and hospital strategic plans and for annual work plans. The emphasis of the strategic health plan is on Council Health Services, where most of the essential health services are provided close to the communities, and on hospital services to save lives of people who cannot be treated in first line health facilities. The thrust is to improve significantly the quality of essential health services and to make CHMTs, Council Health Providers and Hospital Management Boards more accountable to the community.

The strategic plan aims to reduce morbidity and mortality in order to increase the lifespan of all Tanzanians by providing quality health care; ensure that basic health services are available and accessible; prevent and control communicable and non- communicable diseases; sensitise the citizens about the preventable diseases; create awareness to individual citizen on his/her responsibility,  on his/her health and health of the family; improve partnership between public sector, private sector, religious institutions, civil society and community in provision of health services; plan, train, and increase the number of competent health staff; identify and maintain the infrastructures and medical equipment; and  review and evaluate health policy, guidelines, laws and standards for provision of health services.

The HSSP identifies eleven strategic areas geared towards addressing the recognizable deficiencies in the sector and achieving specific goals and targets in health as set out in the MDGs and the National Strategy for Growth and Poverty Reduction (MKUKUTA). The strategic areas include District health services; referral hospital services; central level support; HRH; health care financing; public private partnership; maternal, newborn & child health; disease specific programmes; emergency preparedness and response; social welfare & protection; and M&E. All of the HSSP III eleven main strategies and six cross-cutting issues (quality, equity, gender sensitivity, community ownership, coherence, and complementarity in governance) are designed and implemented in pursuance of Tanzania’s aim to achieve the MDGs through health systems strengthening and purposeful resource allocation in favour of maternal and child health interventions. 

FBO and CSO organizations participated in the 14 working groups that developed the HSSP III strategic areas, including the cross cutting issues. They are also active member of the SWAp mechanism, which in Tanzania provides the platform for policy, strategy and program dialogue. All health sector stakeholders participate in 13 Technical Working Groups (TWGs) that meet regularly to assess and guide progress of strategic sector priorities. TWGs report achievements, predicaments and recommendations to the Technical Committee of the SWAp (TC SWAp) at the Committee’s quarterly meetings. The outcome of this process leads into the annual policy discussions and decision making in the Joint Annual Health Sector Review (JAHSR). Stakeholders participating in TWGs, TC SWAp and JAHSR include Government Ministries, CSO’s, FBO’s, private sector representatives, and Development Partners. 

At the regional and local government levels, there are health boards and health governing committees that provides seats for FBOs, CSOs, and private sector representatives to participate in the process of governance in the health services; this includes approval of activities and budget at the district level.

The HSSP III priorities are translated into the national public sector resource allocation process through the Medium Term Expenditure Framework (MTEF). At the regional level, there is regional health plans (including supervision plans) and in the districts there are comprehensive council health plans; all these plans are reflected in MTEF.  

2.1 c) Health Systems Strengthening Policies and Strategies
As explained in  Section 2.1b, the HSSP III spells out the anticipated health system strengthening interventions related to the 11 strategic objectives and cross-cutting issues. Of particular relevance to this proposal is the strategies related to health services and infrastructure; human workforce; information systems; procurement, logistics and supplies; and community involvement in health sector governance.
Health services and infrastructure: MoHSW has developed a Primary Health Services Development Programme (PHSDP) MMAM 2007-2017 to ensure equitable distribution and accessibility to quality health service delivery of the National Package of Essential Health Interventions (NPEHI) in particular for vulnerable groups. Rehabilitation of existing health facilities and construction of new ones is planned. This includes 8,107 primary health facilities, 62 district hospitals, and 128 training institutions by year 2012. The referral system will be strengthened by improving information communication systems and transport. The programme particularly addresses the health related MDGs in the areas of maternal health, child health and priority diseases. 
Inequalities in provision of health services are also addressed through the use of financial and human resource allocation criteria that favour remote geographical areas with high burden of disease. 
HSSP III emphasises the need to conduct supportive supervision in general and also for specific health programme. Guidelines exist for general health services supervision as well as for individual programmes.
Human resources for health: Introduction of retrenchment policies and civil service reforms in the 1990s has led to a sharp decline in the health workforce often referred to as the HRH crisis. In 2007 MoHSW developed a HRH strategic plan that sets out strategies and options for the period from 2008 to 2013 to tackle the human resource crisis. The purpose of this Human Resource Strategic Plan is to guide the health sector in proper planning, development, management and effective utilization of human resource. The Plan focuses on improving the key strategic areas: human resource planning; policy development capacity; education, training and development; recruitment and retention; workforce management and utilization including performance management and reward systems; partnership among key stakeholders; research and development; promotion of adequate financing and strengthening of leadership and stewardship in executing responsibilities related to management of human resource for effective services. 

To enhance equity in the availability and distribution of human resources at regional and district level the Prime Minister’s Office, Regional Administration and Local Government (PMO-RALG) directed in 2010 a major re-distribution of human resources to all regions and districts. According to the decentralization policy, employers are provided with mandate to re-allocate human resources between work stations to ensure equity in the availability of staff at all health facilities.
To increase retention of health workers employed by regional and local government authorities, members of RHMTs and CHMTs are trained on HRH planning and data base, including dissemination of HRH strategic plan.  Various retention initiatives  in  Regions and districts include : Provision of house or housing allowances; provision of land plots/farms for building houses or small scale farming; provision of solar energy to health facilities including  staff houses; provision of special allowances to new comers for up-keep before receiving their salaries in rural geographical hard to reach councils; organized staff loans; and training opportunities are provided to health workers from hard to reach districts/regions. 
Currently, the MoHSW is in the process of developing strategies to introduce a formal cadre of Community Health Attendants (CHA) in the Government system. However, currently the Ministry through various vertical programme and councils with support from CSOs (e.g. CSSC, Red Cross, CCBRT, etc) have been using community health attendants to facilitate community mobilization and to provide health services such as growth monitoring and recording in vaccination sessions. The community health attendants are volunteers however they are given monetary and other forms incentives when they perform certain duties. A recent study in Tanzania of 17 community health attendants’ schemes concludes that, community based interventions delivered by community health attendants, when implemented in an integrated manner have greater impact than facility based clinical interventions (Annex 16). 

Health Management Information System (HMIS): The MoHSW has a five years strategic and operational Monitoring and Evaluation plan (“The Combined Plan”) which  outline the process of improving data flow, analysis, integrate performance appraisal and programme monitoring. Health facilities and District Health Management Teams (DHMTs) will be the prime users of data in routine operational planning and in formulation of annual Comprehensive Council Health Plans (CCHPs) – “data for decision making”. The new strategy includes large-scale training of health staff in a new general health information tool, whereas capacity building for programme specific data management and analysis remain under the various national programmes.
Monitoring and evaluation of immunisation and VPDs surveillance data  from district and regions levels is done using District Vaccines and Data Management Tool (DVD-MT), Stock Management Tool (SMT) and Cold Chain Inventory Tool (CCIT). Furthermore, health research is one of the national health priorities and that, communicable diseases rank in the most important category under biomedical research and MCH/health service delivery in the most important category for health systems research. 

Procurement, logistics and supplies: A Procurement, logistics and supplies system has been given high priority by the Government in all sectors. In 2004 the Government enacted the Act of Parliament No 21 and its associated regulations to establish the Procurement Regulatory Authority and established procurement units in each Ministry including MoHSW. In the Ministry of Health, MSD is responsible for procurement, storage and distribution of pharmaceuticals, medical supplies, reagents, non – EPI vaccines and medical equipment.  EPI vaccines and related supplies are procured through UNICEF. For efficiency of distribution of medicines and other supplies, MSD is decentralised into 8 Zonal stores. The decentralization of MSD is aiming at increasing access to supplies and strengthening the logistic information system including forecasting. There is on-going work to upgrade the Information Communication and Technology (ICT) system and introduce an Integrated Logistic System (ILS) for management and monitoring of supply chain.
Sub-National level health system management and Community involvement: At the regional level, there is Regional Health Management Teams (RHMTs) and Hospital Management Teams. The RHMTs supervise provision of health services in the regions and provide technical support. Health boards oversee functions of individual hospitals to ensure that quality services are rendered. At the district level, there are District Health Management Teams (DHMTs) and Hospital Management Teams. The DHMTs supervise the provision of health services in the districts and provide technical support. Health boards and health facilities primary health care committees represent the health services interface with communities where community representatives oversee the functions of the hospital and primary health facilities to ensure that quality services are provided. The boards and health facility governing committees are legally constituted and their membership include participation from community users, private sectors, CSOs, FBOs, NGOs/GOs and other sectors such as education. 

Donor coordination committee: Tanzania has the donor coordination through the SWAp mechanisms and basket funds arrangements. For the purpose of GAVI and Global funds arrangements, there are structures such as Inter Agency Coordinating Committee (ICC) for immunisation and Tanzania National Coordinating Mechanism (GF-CCM).

	2.2 Key Health Systems Constraints and Barriers

→ Please describe key health systems constraints and barriers at national, sub-national and community levels preventing your country from reaching the three health MDGs (4, 5 and 6) and from improving health outcomes related to Maternal & Child Health, with special emphasis on immunisation, and (two or more of) HIV/AIDS, tuberculosis and malaria. Include constraints particular to key populations and other unreached, disadvantaged, or marginalized populations.

	While most health indicators have progressed positively in the past decade and achievement of MDG 4, 5, and 6 realistically appears to be within reach, the health sector still faces substantial challenges. EPI review, 2010, Health Sector Profile 2010; and MMAM have identified challenges and constraints at the different levels of health management and delivery. With MCH, malaria and TB services constituting the bulk of total health service delivery in the country this assessment represents well the key health systems constraints and barriers inhibiting Tanzania from achieving MDG 4 and 5 – and to some extent MDG 6.
Building block

Key health systems constraints and barriers
Health services

In certain regions and district the population has limited access to health services due to long distances to health facilities, inadequate information of services provided and lack of transport to provide outreach and mobile health services. Service delivery at the health facility level is often compromised particularly due to inadequate number of skilled staff, failure to adhere to existing standard operating procedures, stock-out of medicines, vaccines and supplies in some health facilities due to delay distribution and release of funds.
Inadequate supervision is recognized as a major obstacle for achieving the expected quality and quantity of health services. The deficient supervision relates to insufficiently skilled supervisors as well as lack of adequate resources for carrying out the supervision tasks (transport and costs related to field activities). Similar deficiencies exist at the Regional and Central level particularly with respect to capacity and funds for conducting effective monitoring and supervision activities. 
Health workforce

With little more than one third of the established health staff positions filled,  the HRH crisis remains the most challenging predicament for provision of health care services. The hard-to-reach rural areas are mostly affected by the crisis - partly due to insufficient motivation and retention packages. Hence, dispensaries often operate without sufficiently trained health professionals. Also at the District and higher levels the professional staff do not always have the required professional qualification for the posts they occupy. 

The Government, with support from development partners, is presently dramatically increasing the capacity of health training institutions particularly with respect to pre-service training. However, the newly trained health professionals will also fill in posts from a large number of retiring health professions in the next 5 to 10 years. 

Health professionals lack skills to conduct the correct and up-to-date procedures which they are expected to perform their tasks due to resource constraint for in-service training. However, the scarce in-service training also has implications at District, Regional and Central levels where the capacity for supportive supervision is often hampered by skills limitations among the supervisory staff.
Health information

Several reviews carried out in recent years have pointed towards substantial weaknesses in  the health information systems that impinge on quality of data, timeliness of reporting, analytical capacity, dissemination and feedback of data and information, and appropriate use for decision making. Most health staff at the facility level have not received skills training in data collection and use of reporting templates for many years and often fail to understand the value of health information data. Analytical capacity for data handling and capacity to supervise and support data collection at lower levels are limited at District, Regional and Central levels. 

Initiatives related to the roll-out of the “Combined M&E Plan” are expected to rectify limitation related to the general HMIS. However, programme specific quality control and HIS training remain challenges for the individual programmes (e.g. EPI, NMCP, NTLP, and NACP).

Tanzania has adopted an E-health strategy that envisions the linking of all health facilities to a central database. However, resource constraints have so far limited the roll-out of the strategy particularly in remote areas. 
Resource constraints limit the use of operational research as a tool for developing more effective and cost efficient methods and procedures in delivery of health services. Virtually only operational research that is funded from external sources takes place. Consequently, many procedures and processes lack evidence to prove efficiency and there are few attempts to improve and enhance health service delivery based on research methodologies and evidence. The operational research constraints are prominent at the central and zonal levels where most operational research is expected to be initiated and controlled. 
Medical products, vaccines & technologies

Consistent availability of medicines and supplies in health facilities remains a big challenge. Irregular and insufficient funding negatively impacts the MSD’s ability to procure sufficient volumes and  on a timely basis. Implementation of the Integrated Logistics System (ILS) nationally was completed in 2009, but it is clear that additional support to the facilities is needed to improve its functionality. Support and supervision from the district and regional levels is insufficient due to limited staffing and inadequate supervisory capacity. 

The MSD delivered vaccines and medical supplies up to the regional levels, the distribution of vaccines and medical supplies to districts and health facilities remained to be a challenge in some councils. There are inadequate capacities at district level in managing the distribution of vaccines and related supplies to health facilities and carry out mobile services  due to lack of transport. With the introduction of new and under used vaccines, the cold chain capacity in some districts and health facilities are inadequate to meet the requirements. While the cold chain capacity has recently improved at the Central and Regional levels, there are gaps in cold chain capacity at the District level and in one Region.  At the Regional level the gap is 7,100 liter while at the District level the gap is 91,200 liters. The gap of cold storage capacity at health facility level especially to newly established health facilities through MMAM and replacement of old refrigerators in the existing heath facilities is calculated at 44,471 liter. Furthermore, there is inadequate information on the quality, safety and efficacy of essential medicines including vaccines.
Leadership & governance

While policies, strategies and guidelines exist, they are not always known, followed, or understood at lower levels in the health system. 

Many health sector governing bodies or committees (such as primary health care committees) particularly at the district and health facility levels do not function adequately mainly because members do not fully understand their roles and responsibilities. 

Though reporting is taking place at all levels the capacity to analyze data and information reported from health facilities is limited, feedback to reporting entities is infrequent, and information is often not used appropriately for evidence based decision making by health systems managers at District and Regional levels. Also mechanisms for feedback and coordination of managerial issues from the implementation level are limited.



	2.3 Current HSS Efforts 
→ Please describe current HSS efforts in your country, supported by local and/or external resources, aimed at addressing the key health systems constraints and barriers. 

	The HSS approach for analysing and assessing health systems performance, constraints, and requirements according to 6 major building blocks has only recently been introduced in Tanzania. Most previous evaluations, reviews and important strategic documents have primarily used a programmatic or implementation level approach with emphasis on service delivery level or on detailed programme-relevant issues that sometimes only with difficulty conform to overall assessment of health systems building blocks. However, MoHSW have initiated efforts to consider, plan and monitor interventions according to National health systems requirements. The MoHSW is in the third year of implementing the third five years Health Sector Strategic Plan (HSSP III). The following HSS efforts are specifically initiated to systematically address health systems weaknesses.
Building blocks
Current health system strengthening efforts

Health services

In the process of improving access to the health services, the MoHSW has developed the Primary Health Services Development Programme (PHSDP/MMAM) which focuses on strengthening service delivery and referral systems; infrastructure development and rehabilitation; human resource development; transportation; and provision of medicines, equipment and supplies. Substantial support for health services strengthening is provided through basket funding and other direct funding partnership. Global Fund support largely provision of HIV and AIDS, TB and Malaria services. 
MoHSW and development partners have attempted to address the existing inequalities in health outcome and provision of health services through various strategies including financial and human resource allocation criteria, RHMTs capacity building and implementation of the MMAM programme. In addition, all National health programmes are required to explore opportunities for provision of services that will address the equity gaps and MOH-Zanzibar through GF round 8 has subcontracted some activities to CSOs to address equity gaps. 
Various strategies to improve access and quality of immunisation services have been implemented in the country. These include RED/REC strategy in 51 districts which has proven dramatic increase in immunisation coverage whereas number of districts with coverage of DTP3 above 80% has increased from 64 (2009) to 96 (2010).
Health workforce

MoHSW is implementing the HRH Strategic Plan 2008-13 that includes 7 strategic objectives to achieve the Ministry’s HRH policy. The Ministry has expanded the recruitment of pre-service students from 3,025 in 2007 to 6,713 in 2010 this was in line with the expansion of the training institutions. The MoHSW has also increased the number of recruitment of health workers from 1,200 (2006) to 5,687 (2010). As part of the HRH strategic plan there is on-going effort of involving community health workforce in reducing the health workforce shortage crisis.

In addition to the Government’s, efforts, partners have supported projects for recruitment and training of health staff. For example, the Mkapa fellows’ project supported by United States Government (USG) managed to hire 300 professionals. The I-TEC has managed to hire 60 tutors and BMAF is in process of hiring additional 80 tutors for Ministry of Health and FBO training institutions. CIDA is planning to support the infrastructure expansion of private health institutions. A HRH database has been established for improvement of planning, development, distribution and management of human resources and will cover the whole country in 2013. 
MoHSW established 8 Zonal Training Centres (ZTC) to support districts and regions for in-service trainings, tailor-made trainings and support to carry out operational researches in various disciplines and programmes.  

The Global Fund Round 9 HSS grant has two objectives under this building block. The first objective is to increase production of mid-level and highly skilled health workers in Tanzania’s existing public, private, and faith-based training facilities. Supported activities include execution of  existing expansion plans in health workers training schools already assessed,  complete and execute expansion plans for remaining training schools and renovate regional hospitals to be able to undertake a training function. The second objective is to scale up tested country HRH innovations to support recruitment, strengthen retention to improve service delivery in HIV/AIDS, TB, Malaria and other health services. Planned activities include creating and implementing appropriate conditions to overcome hiring obstacles including expanding existing staff accommodation to improve working environment in primary health facilities and fast track recruitment of health care workers addressing rural-urban disparity and accelerate incentive package to improve retention.
Task shifting has been introduced to overcome the lack of highly trained staff. The introduction of community health attendants being considered one of the promising approaches to provide sufficient time for higher level health professionals to focus on more complex health services. It is acknowledged that a precondition for successful task shifting is the system’s capacity to provide focused training of lower level health staff to adequately conduct procedures which they are basically not trained to perform.
Health information

In collaboration with a Consortium of Development Partners there is an ongoing effort to develop a five years implementation Strategic plan to reinvigorate the health information system. In addition Health Information System (HIS) and District Health Information Systems (DHIS) have been developed by the Ministry in Collaboration with other partners for improving sharing and coordination of health and health related information. There is on-going support by the World Bank on increased evidence based decision making at districts and Regional levels, through strengthening HMIS in improved data collection, compilation, analysis and use of data. 
The Global Fund HSS Programme aiming at increasing evidence-based decision making at district, regional, and national levels through strengthened health information systems supports the following main activities to Strengthen HMIS through improved collection, compilation, analysis and use of health system data, to roll out HRIS to all health and training facilities and to Continue and expand community based surveillance. These include a large intervention aiming at training all health workers in the country in use of the new health information tools. There is on-going coding of health facilities in the Geographical Information System (GIS) contracted to National Institute for Medical Research (NIMR). 
The ongoing information systems strengthening interventions do not presently extent to the level of quality assurance of immunization specific data and information. To ensure there is availability of reliable and quality immunisation data, this proposal plan to carry out data quality audit and operational research.
Other on-going interventions to improve health information are phone for health, telemedicine and electronic e-health strategy 2010 – 2015. This e-health strategy will ensure all health facilities are linked to the national network. 
Medical products, vaccines & technologies
Tanzania receives substantial provision of new and under used vaccines and its related injection materials from GAVI, while the traditional vaccines and vaccines related supplies are procured by the Government of Tanzania.

The Ministry of Health in collaboration with CIDA and UNICEF is expanding the central and regional cold storage capacities through procurement and installation of Walk-in Cold Rooms (WICRs) and standby generators. The expansion includes procurement and installation of 36 WICRs. There is also on-going effort to expand the MSD storage capacities at national and zonal levels through Global Fund and USG support. Through the GFR9 HSS grant MSD will expand its warehouse capacity by 24,000sqm and provide both training and supportive supervision to 350 MSD staff. An Integrated Logistic System (ILS) has been established with assistance from Danida and USG; however, the system still  remains to be fully functional.
Currently the Country has received 8 WICRs of 40 m3 at the national level which will increase the cold storage capacity from 15,546 litres in 2010 to 97,144 litres in 2012 through CIDA and UNICEF support. Twenty six regions received 7 WICRs of 40 m3 and 19 WICRs of 30 m3. However, a substantial gap remains for one new region and for expansion to the districts and health facilities that are established in line with Primary Health Services Development Programme (MMAM). The expansion of cold storage capacity at national, regional, districts and health facilities to bridge the gap has been addressed in this proposal under objective 3. 
Twenty one regions received vehicles for distribution and supportive supervision from GAVI support in 2010 and additional vehicle for malaria control programme which sometimes can also serve some immunisation activities. One hundred and twenty one (121) out of 142 councils received vehicles for HIV/AIDS project from global fund from 2009 to 2010. These vehicles have fully engaged to HIV/AIDS activities (including home care based activities) and some few integrated health services. The gap for districts and major health centres without any vehicle and the magnitude of hard to reach areas in various districts, transport remains to be major constraint to carry out immunisation services. This proposal addresses transport challenge needs to marginalised and hard to reach areas. 
The GFR 9 HSS grant also support strengthening of post-marketing surveillance system (PMS) and the procurement management unit of the Ministry of Health and Social Welfare gets support to improve timeliness, transparency and efficiency in procurement.
Leadership & governance

Through GFR9 HSS support there are on-going efforts to strengthen the professional boards to promote adherence to professional code of ethics and quality control. Other GFR 9 HSS supported interventions include training of CHMT members and TB/HIV officers in-charge in action planning and incentive management, strengthening of the capacity of health managers to administer basic performance review and evaluation procedures, and to design and implement supportive supervision. 
A Public Private Partnership strategy has been developed and is streamlined in HSSP III strategy 6.There is a functioning PPP technical working group and Danida and GIZ is supporting initiatives to establish and strengthen various PPP governance structures at Central and Regional levels. Involvement of private sector for expansion of immunization services is most relevant in remote, hard-to-reach areas where FBOs are essential providers. These FBOs are fully integrated in the immunization services and depend largely on the same systems support interventions as Government health facilities in similar areas. 


	3. Health Systems Strengthening Objectives

	3.1 HSS objectives prioritized in this proposal

→ Please describe the HSS objectives to be addressed by this proposal. Please demonstrate clear links to all sub-sections of Section 2, and show how the proposed objectives will improve health outcomes related to Maternal & Child Health, with special emphasis on immunisation, and (two or more of) HIV/AIDS, tuberculosis and malaria.

	The HSS objectives take departure in particular constraints related to immunisation as specified and condensed in section 2.2. Section 2.3 explains that though support is on-going or planned for strengthening of health systems corresponding to all of the six HSS building blocks the following immunisation interventions are not fully funded: HRH capacity building for immunization interventions; development of tools for this capacity building; strengthening of management and advocacy capacity for improving and expanding immunization services; and logistical support for immunization activities in terms of transport, cold chain, monitoring and communication. While identifying the HSS objectives under HSFP much attention was given to analyzing the specific requirements that will particularly ensure the strengthening of systems in support of immunization services. Based on this analysis of major systems constraints clearly linked to immunization services’ performance it was decided to separate those systems interventions under three objectives: 1) Systems strengthening that will enhance the overall effectiveness of immunization services; 2) Systems strengthening focusing on equity of services; and 3) Improvement of the cold chain system.
Objective1: Improved immunization outcomes (coverage & quality) in the context of integrated health services – National wide
The objective is aiming at systems strengthening in those specific areas that were identified in the 2010 EPI review to be key constraints for improving immunization outcomes. These areas are1) human resource development (training and supervision); 2) management & leadership; 3) monitoring & evaluation; 4) advocacy; and 5) infrastructure. By supporting systems strengthening of the integrated health services with focus on immunization services the objective is complementary to other ongoing or planned HSS efforts in the country.
The objective respond to the HSSP III in terms of strengthening immunization related systems in the areas of District health services (strategy 1); referral hospital services (strategy 2),; Central level support (strategy 3); human resources for health (strategy 4); public private partnership (strategy 6); maternal and child health (strategy 7); disease specific programmes (strategy 8) and monitoring, evaluation and research (strategy 11). 
Human resource development interventions will focus on capacity building to EPI managers and health care providers at different levels. Essential human resource development for enhancement of immunization-related skills will focus on the refresher training and RED/REC strategies that will be implemented in the priority districts in the country. Enhancement of capacity for management and leadership of immunization services is to a large extent interconnected with the human resource development activities. Training of EPI managers will focus on management and leadership skills, knowledge and skills to undertake comprehensive supportive supervision, to provide mentorship and on job trainings. Training of managers will, in addition to supervision competence, comprise skills development for general programme management including effective use of information systems for decision making.
Supportive supervision remains to be the key activity based on the EPI review 2010 and it is among of the RED/REC strategic component. The supportive supervision will give opportunity for districts and health care providers at facility levels to improve their performances in terms of quality and immunisation coverage. The Expanded Programme on Immunization has identified supportive supervision as a high priority and a critical gap in the delivery of quality immunization services. Supportive supervision is also one of the five key elements of the Reaching Every District (RED) / Reaching Every Child (REC) strategy. It is anticipated that implementation of six-monthly supportive supervision from the national to regional and district levels; and quarterly supportive supervision from the regional level to districts and health facilities will go a long way to improve performance.

Furthermore, supportive supervision is a process that promotes quality at all levels of the health system by strengthening relationships within the system, focusing on the identification and resolution of problems, and helping to optimize the allocation of resources promoting high standards, teamwork, and better two-way communication. A cornerstone of supportive supervision is working with health staff to establish goals, monitor performance, identify and correct problems, and proactively improve the quality of service. 

In the GAVI HSFP section 2.2 on key health constraints, it was shown that one of the major constraints is the shortage of skilled staff and especially in the rural hard to reach areas. The Ministry is expecting that, after empowering immunization supervisors through trainings on mid-level management, logistics, vaccinology and refresher courses depending on their level and identified skills gaps, such supervisors will be used to provide mentorship, coaching and on-job trainings through quarterly supportive supervision shown in this GAVI HSFP proposal to other EPI service providers. Supervisors can play a very important role in the training process and their involvement in training program is critical for buy-in. They can also help ensure that the training needs of the health workers are addressed. 

In the GAVI HSFP proposal there are three types of supervision checklists which will be deployed, from national to regions and districts; and from region to districts and health facilities. 
Insufficient infrastructure particularly related to transport remains as a top priority barrier against EPI performance in Tanzania. The Government has been able to provide fuel and maintenance of vehicles for immunization services, but replacement of worn-out transport utensils remains out of budget reach. This is vividly explained in the 2010 EPI review. Development partners have previously supported infrastructure to allow replacement of completely worn-out vehicles, but such replacements are critically needed in sixty districts which are under-performing for the main reason that EPI services are not provided optimally due to lack of transport. 

While basic immunization data is captured in the new National HMIS presently being rolled out in the country, these data do not extent to the level of detail that is required for conducting an optimal, cost-effective immunization programme. Hence, quality data related to performance of individual health facilities and EPI managers remains to be generated through the programme information system. The detailed data needed for EPI management are already identified. Training of EPI managers for gathering and utilization of these data will be build into the training modules planned for these managers. It is expected that the complete EPI District Vaccine Data Management Tool will be integrated in a later version of the new HMIS by 2015.
Objective 2: Increased community participation in the provision of immunisation services, particularly in rural and hard to reach areas. 
The objective focuses on equity of access to immunization services as well as health outcomes directly associated with uptake of immunization services. The objective is linked to HSSP III provision of District health services (strategy 1), maternal and child health (strategy 7) and with the HSSP III cross-cutting equity objective. 
In the provision of immunization services, communities are expected to participate as the primary stakeholders in planning of the services, supporting outreach services and participating in bringing children for the vaccination services. To ensure communities in hard to reach and marginalized communities participate in improving immunization services, recruitment and training of 400 Community Health Attendants (CHAs) from their communities for sensitizing the communities on immunization essentials will be done through existing CSOs. These CHAs will be responsible for the registration of targeted children, defaulter tracking, social mobilisation and participate in outreach services in hard to reach areas. The criteria used in recruitment and training of CHAs will be based on the gender equity, education level (form four), and community ownership of the selected individual. The management of CHAs will be organised by CSOs in their respective areas. This is an interim strategy while the Government is pursuing establishment of a formal cadre. The process is expected to take several years. The formal CHA will take over this role to ensure sustainability.
In enhancing effective demand of quality health services at the community level, this proposal intends to support sensitization of PHC and Shehia custodian committees on health issues including immunization to create awareness. The sensitisation activities will target the communities in hard to reach areas and where there is low vaccination coverage.  
This objective aims to increase the access of immunisation services in rural and hard to reach areas and reducing number of unvaccinated children, the activity to achieve this include to support carrying out immunization days in these communities whereby various health services will be provided.
Objective 3: Improved cold chain capacity and management. 
The objective is linked to HSSP III strategy 7 (Maternal, newborn and child health). The objective aims at increasing and strengthening cold chain storage capacities at all levels to cope with the increased demand, introduction of new and under-used vaccines, and the on-going Primary Health Services Development Programme (MMAM). The objective will complement the MoHSW efforts supported by WHO, UNICEF and CIDA on expansion of cold chain storage capacity from 15,546 litres in 2011 to 97,144 litres in 2012.  
This objective address the need to fill the substantial remaining gap for one new region and for expansion to the districts and health facilities that are established in line with Primary Health Services Development Programme (MMAM). The requested cold chain equipment including solar powered refrigerators and lighting systems has considered reliable source of energy to run the cold chain and related services for the geographically hard to reach areas. 

In addition, the objective aims to ensure regular availability of vaccines and related supplies through the installation of vaccine stock management software which will provide information on vaccines stock status at regional and national levels.  It will facilitate appropriate ordering and distribution of vaccines and related materials and hence monitor vaccine & related supplies stocks. 
Furthermore, the objective addresses to conduct operational research on vaccine management aiming to reduce vaccines wastage and increase efficiency. 

	3.2 a) Proposed objectives and key activities and their contribution to national goals
→ Please describe the proposed objectives and key activities and how they are aligned with the goals of the National Health Strategy or Plan.

3.2 b) Logical framework
→ Please present a logical framework for this proposal as Attachment 2.
3.2 c) Evidence base and/or lessons learned 
→ Please summarise the evidence base and/or lessons learned related to the proposed activities. Please provide details of previous experience of implementing similar activities where available.

	3.2 a) Proposed objectives and key activities and their contribution to national goals
HSS objectives to be addressed by this proposal

Key activities

Objective 1: Improved immunization outcomes (coverage & quality) in the context of integrated health services – National wide
To achieve the national target of immunization coverage of DTP3 of above 85% to all districts as indicated in HSSPIII and cMYP 2010-2015, RED/REC strategy will be implemented to build capacities for 142 districts and 1,420 health facilities levels to address the common obstacles to increasing immunization coverage with focus on planning and monitoring. 

1. To improve the coverage and quality of the immunization services:  the capacity building to immunization managers at national, zonal, regional and district levels through  training is very important to ensure that health care providers and their supervisors have the requisite skills and competencies to ensure  delivery of  quality and effective immunisation service delivery, disease surveillance and programme management. Refresher training to health care providers will address the gaps identified in EPI review and the HSSP III. 

2. Systematic supportive supervision is fundamental for quality immunisation system performances. Comprehensive supportive supervision will be conducted quarterly to improve health workers’ capacities in order to improve their performances’ in delivery of immunisation services. 

3.  Improvement in transportation for EPI will enhance immunization coverage - procurement of 60 vehicles is requested for the hard to reach districts and those without vehicles to facilitate distribution of vaccines and related supplies, surveillance activities, supportive supervision and mobile services. Hard to reach areas have been defined as those with very hostile terrain and poor road infrastructure. Most of the current vehicles are over 5-year old or have passed 200,000 kilometres and need to be replaced also new district have no vehicles (Attachment 27 and 28 ). Support is  being requested to purchase  boats for 7 health facilities located around Lakes  Victoria , lake Nyasa, lake Tanganyika  and Indian ocean  to serve areas which cannot be reached by any  other means to support  implementation of immunization services.  Health Facilities located in areas where the road infrastructure is poor will be provided with 60 motorbikes and 3,000 bicycles as appropriately to carry outreach services and household visits for immunization services. It will address the gap that still exists even after the Global Fund support. Maintenance of vehicles and equipment will be slowly integrated into annual Mid Term Expenditure Framework (MTEF) and Comprehensive Councils Health Plans.
4. To improve immunization HIS and to have quality data for planning and decision making, districts and health facilities immunization workers will be provided with data collection tools. Districts Immunization Officers will be supported to use District Vaccination Data Management Tool (DVD-MT), Stock Management Tool (SMT) and Cold Chain Inventory. As to improve immunization data collection, analysis, sharing, reporting at all levels and use of the data.

5. To achieve the planned targets, internal and external monitoring will be conduc-ted through performance reviews meetings, quality assessment and production of reports. 
6. The programme management and administration support will be provided by ensuring office operations, report writing and documentation; inter coordination and technical working group’s meetings conducted regularly.  Also local technical assistance  is requested to work with EPI Unit to build capacity of EPI staff   on financial management under this platform,  facilitate monitoring and evaluation of planned activities, support EPI to conduct operational research   and ensure   sustainability  to sustain the gains. The transfer of knowledge is key output of this technical assistance.
In this proposal, activities implemented at district level for both private and public facilities providing immunization services will benefit. Such activities includes training of health care providers, supportive supervision, provision of transport to hard to reach facilities, data collection and analysis tools  as it is implemented under  public private partnership and services agreement.
Also planned activities implemented at district level, such as capacity building, maintenance of vehicles and equipment and procurement of cold chain equipment; will be slowly integrated into annual Mid Term Expenditure Framework (MTEF) and Comprehensive Councils Health Plans.
Objective 2: Increased community participation in the provision of immunisation services, particularly in rural and hard to reach areas 

Three  strategies are proposed to mobilize under-served communities to increase the uptake of immunization services: 
1) Through CSOs, Community Health Attendants (CHAs) will be engaged to increase utilization of health services including immunization uptake in hard to reach, underserved and marginalized communities. The key activities include engaging CSOs in recruitment and training of 400 CHAs from their communities for sensitizing the communities on immunization essentials.
2) To increase the access of immunisation services in rural and hard to reach areas and reducing number of unvaccinated children, the key activity is to support the carrying out of ‘ immunization week’  to these communities. 
3) Involving communities in decision making for planning of health services is essential for ensuring ownership, sustainability and acceptability of the health services including immunisation services. The key activities include conducting sensitisation meetings to primary health committees and Shehia health custodian committees’ members in hard to reach, rural, underserved and marginalised communities. 
The outcome of the three strategies will be monitored rigorously and evaluated annually against uptake of immunization and other basic essential health services.
Objective 3: Improved cold chain capacity and management

This objective aims at improving vaccines management, increasing and strengthening cold chain storage capacities at all levels to cover the identified gap so as to cope with the increased demand, introduction of new and under used vaccines, and to support the on-going primary health services development programme (MMAM).  The key activities in this objective include:

1) To procure and install cold chain storage equipment at Central, Regional, District and Health Facility levels. The 100 solar powered refrigeration system will be procured and installed in health facilities located in geographically hard to reach areas so as to increase availability and accessibility of immunisation services. 
2) Installation of web based database for DVD-MT, CCIT and SMT from central to regional level. This will facilitate easy monitoring of vaccines stock and related supplies at regional level, improve timeliness of reports from regions to national level and reduce workload of data entry.
3) To conduct operation research on vaccine management aiming reducing vaccines wastage and improve vaccines management. 
3.2 b) Logical framework

See Attachment 2 for the logical framework for this proposal.

3.2 c) Evidence base and/or lessons learned 

The African Regional Task Force for Immunisation (TFI) in 2008 recommended that WHO and its partners update the existing RED guidelines and use them to encourage countries that have not already taken RED to scale to do so.  The RED strategy has been shown to be one of the most effective immunisation strategies of reaching unvaccinated children especially in hard to reach rural areas with marginalised communities. On other hand, the WHO and the Joint Learning Initiative (JLI) in the World Health Reports in 2006 dictates that, the development of Community Health Workers as a strategy to increase Primary Health Care coverage including immunisation.
The use of community health attendants has previously proved a very effective strategy for raising the uptake of immunization services and other basic health services at the community level. A recent study of 17 community health attendants schemes indicated that this is an effective strategy to enhance the provision of basic health services.


	3.3 Main Beneficiaries 

→ Please describe how the proposed activities under each objective contribute to equity (e.g., gender, geographic, economic), reach the unreached and marginalised populations, and benefit the poorest and other disadvantaged populations, including any measures to reduce stigma and discrimination that these populations may face.

	In all of the three objectives, the beneficiaries will be the entire community with focus on the under-five children, school children and Women of Child Bearing Age (WCBA) and particularly in hard to reach areas and marginalised communities. The Reach Every Child (REC) strategy has proven to be an effective strategy in reaching unvaccinated and underserved populations. Outreaches EPI services will be provided together with other essential health services and hence ensure the delivery of an integrated package of services.  The health workers especially in primary health care facilities will be gaining knowledge and skills. 400 Community Health Attendants will receive training and get employment.
The private health sector actors will benefit along the line of public sector and FBO actors. Hence, the private health sector actor will benefit from introduction of the RED strategy, and provision of supplies and cold chain equipment.


	4. Performance Monitoring and Evaluation 

	4.1 National Monitoring and Evaluation (M&E) Plan and Performance Framework

→ Please present your National M&E Plan as Attachment 3, and the Performance Framework for this proposal (using prescribed template) as Attachment 4.

	4.2 a) M&E arrangements

→ Please describe how the Performance Framework in this proposal uses existing national indicators, data collection tools and reporting systems and is linked to the National M&E Plan.

4.2 b) Strengthening M&E systems

→ Please describe if and how the national M&E systems will be strengthened through activities included in this proposal.

	4.1 National Monitoring and Evaluation (M&E) Plan and Performance Framework

The Health Sector Strategic Plan III prescribes the development of a National M&E Plan for the health and social welfare sector. The attached document “M&E Strengthening Initiative ‘Combined Plan’ 5 Year Operational plan & Year 1 Annual Work Plan” (the MESI [Attachment 3]) presents the National M&E plan and budget for the coming 5 years. A Performance Framework for the GAVI HSFP proposal including indicators, baseline and targets is attached as Attachment 4. The selected indicators are drawn from the existing National list of indicators.

4.2 a) M&E arrangements

The National M&E Strengthening Initiative Operational Plan is developed and currently the reviewed HMIS data collection and reporting tools are  being piloted in one region (Coast) before rolling out to all regions starting  in 2012. This initiative is supported through a Consortium including the government and development partners such as Government of Norway, The Netherlands, and CIDA Canada. The M&E Plan is also supported by other partners including most importantly the GFATM.
The National M&E system will be assessed as part of the annual sector reviews and the Health Sector. The indicators detailed in this proposal are generated and transmitted through the established National M&E reporting system and also in the Health Sector Strategic Plan III (see attachment 1 table 10 page 81). Strategic Plan III midterm review. These reviews will be undertaken by joint agreement within the health sector SWAp arrangement, taking on board all key health sector stakeholders. The selected indicators are based on the agreed objective and the level of measuring the indicators. For the improved immunization outcomes (coverage & quality) in the context of integrated health services; two national level indicators were agreed i.e. of dropping  out between DTP1 and DTP3 coverage and the national DTP3 coverage which is the percentage of surviving infants receiving 3 doses of DTP-containing vaccine. On the increased community participation in the provision of immunisation s services, particularly in rural and hard to reach areas objective, the indicator used is the drop out between DTP1 and DTP3 coverage (at district level) and district DTP3 coverage  which is the percentage of surviving infants receiving 3 doses of DTP-containing vaccine.

On the improved cold chain capacity and management objective; the national vaccine wastage rate will be used as indicator. This is the percentage of DTP-containing vaccine being wasted
4.2 b) Strengthening M&E systems

The multi-stakeholder EPI review carried out in 2010 identified several shortcomings in the M&E system related to the EPI programme intervention. It was recognized that the country has data management problems especially with timeliness, completeness, accuracy, analysis and feedback at all levels; and that the Unit has only one Data Manager who is overwhelmed with the tasks. Hence, it was recommended that MoHSW/ EPI should in the short to medium term:

1. Develop and integrate the data verification and validation protocols to address issues of data errors and inconsistency in supportive supervision.
2. Institute regular data quality audits at regional, district and health facility levels and follow up on implementation during supervision.

3. Ensure availability of immunization data tools and equipment for processing, analysis, transmission of data and introduction of electronic data processing from district to national level.
4. Strengthen the data management unit at the national EPI Unit by appointing more staff.
5. Harmonize data between EPI, Laboratory, HMIS, and Epidemiology units through institution of monthly data harmonization meetings.
6. Recruit and build capacity among the HMIS cadres to be able to deal with all data issues across the health sector. Capacity building should also target health personnel on immunization data collection, processing, analysis, interpretation and use.
7. HMIS to respond favourably to the needs of user departments in terms of frequency of reporting, and inclusion of core indicators of the programme. 
8. Review and further develop the MTUHA (software used in HMIS) to make it more robust and address issues/demands from the users. 



Those of the above mentioned recommendations that are not already supported though other programmes or projects are included in the proposed HSFP interventions. These key activities included to strengthen M& E in this proposal include review of immunization data tools; ensure availability of immunization data tools and equipment and introduction of electronic data processing from district to national level. Furthermore, there is a plan in this proposal to conduct EPI data quality audit at national level and Data Quality Self-Assessment (DQS) at district level every year, conduct bi-annual feedback meetings for data management and to conduct project implementation performance monitoring, tracking milestones of performance indicators. 

	5. Gap Analysis, Detailed Work Plan And Budget

	5.1 Financial gap analysis

→ Please present a financial gap analysis for each objective as Attachment 5.

	5.2 Detailed work plan and budget

→ Please present a detailed work plan and budget as Attachment 6.

	5.3 Supporting information to explain and justify the proposed budget

→ Please include additional information on the following: 

· Efforts to ensure Value For Money

· Major expenditure items
· HR costs and other significant institutional costs 

	5.1 Financial gap analysis

In order to undertake gap analysis for this proposal the basis of the calculation was the estimates that had been provided by the Health Sector Strategic Plan III. This proposal presents three objectives. The objectives were then classified into three main categories as outlined in  HSSP III these are   District Health Systems and Health Infrastructure covering objective 1,4,5,and 6 Human Resources for Health covering objective 2 and Monitoring and Evaluation covering objective 3. Disaggregation for each objective out of the HSSP III was not possible because of its formulation.  Both the total sector and health systems requirement has been pulled out of the Health Sector Strategic plan III July 2009-2015.  The total amount of funds that can be raised for both the sector and health systems is 75% for 2009/10, 71% for 2010/11, 92% for 2011/12, 96% for 2012/13, 68% for 2013/14 and 70% for 2014/15 of the total requirement. Since the information for government versus other sources of financing could not be easily retrieved from the Public Expenditure Review Reports, the National Health accounts Report of 2008 was used to determine the proportions of the sources of funding in both cases. The report suggests that government contribution is 28.10%, donors 44.1% and private 27.8%. On the basis of this the financial gap for the seven objectives is US$ 255,787,700, US$ 51,841,300, US$ 25,726,162, US$ 366,742,500 and US$ 343,837,246 for the first year to the fifth year respectively. The amount requested in this proposal will contribute towards alleviating the gap. 
   The total summary of the financial requirement, available resources and financial gap for the sector and health     systems are presented in the tables below.

Health sector - summary of funding needs, financing and gaps in US$

Funding sources

Year 1

Year 2

Year 3

Year 4

Year 5

Total needs

1,362,947,600

1,181,601,600

1,236,787,600

1,929,888,000

2,018,355,400

Domestic resources

543,314,460

605,072,780

666,831,100

728,589,420

790,347,740

External resources

642,727,944

477,347,220

526,068,900

574,790,580

623,512,260

Funding gap

176,905,196

99,181,600

43,887,600

626,508,000

604,495,400

Health systems - summary of funding needs, financing and gaps in US$$

Funding Sources

Year 1

Year 2

Year 3

Year 4

Year 5

Total needs

882,026,900

648,017,200

643,155,300

1,146,070,600

1,146,124,300

Domestic resources

350,067,700

333,262,300

345,142,900

435,644,400

448,478,454

External resources

306,434,805

262,913,600

272,286,238

343,683,700

353,808,600

Funding gap

225,524,395

51,841,300

25,726,162

366,742,500

343,837,246

Health systems summary of funding needs based on cMYP in US$
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The above analysis presents a financial gap analysis based on the estimates that were provided by the cMYP. The cMYP as opposed to the other financial gap analysis focuses more on health systems elements that have a direct implication to immunisation. Although in this presentation we have indicated secured sources of funding. There is however no confirmation from these sources that the agreed amount and time of the disbursement with remain the same. The proposal is covering health systems elements that are not financed by the sources identified in this table they are either additional and in some cases complementary.
5.2 Detailed Work Plan and Budget
Please find below the total proposed HSFP budget as per cost category (US$)

[image: image2.emf]Cost category Year 1 Year 2 Year 3 Year 4 Year 5 5 years % of Total

Training 549,735 1,401,774 739,068 83,758 0 2,774,335

17%

Human Resources 334,174 571,380       956,086         896,527          -           2,758,167       

17%

Technical and Management Assistance 144,000 144,000       144,000         72,000            -           504,000         

3%

Health Products and Health Equipment 153,803 212611 878790 1583270 0 2828474

18%

Infrastructure and Other Equipment 1,649,729 238,235       30,747           -                 -           1,918,712       

12%

Communication Materials 33,953 45,091         33,953           45,091            -           158,088         

1%

Monitoring and Evaluation (M&E) 402,306 706,094       583,818         718,212          -           2,410,429       

15%

Procurement and Supply Management Costs 220,588 220,588       220,588         220,588          -           882,353         

6%

Planning and Administration 381,208 321,440       273,769         250852 0 1,227,269       

8%

Overheads 112,982 128,012       128,441         112,982          0 482,418         

3%

Grand Total 3,982,480 3,989,225    3,989,261       3,983,280       -           15,944,246      100%


Please refer to attachement 6 for detailed work plan and budget.
5.3 Supporting information to explain and justify the proposed budged
	6. Implementation Arrangements, Capacities, and Programme Oversight

	6.1 a) Lead Implementers (LI)
-> For each LI, please list the objectives they will be responsible to implement. Please describe what lead to their selection, including their technical, managerial and financial capacities to manage and oversee implementation of objectives, including previous experience managing Global Fund and/or GAVI grants. Describe any challenges that could affect performance (refer to any current assessments of capacity if available) as well as a mitigation strategy to address this. 

( Please copy and paste the tables below if there are more than three Lead Implementer (LI). Where a LI will act for more than one Objective, list all Objectives.


	Lead Implementer:
	

	Objective 1: Improved immunization outcomes (coverage & quality) in the context of integrated health services
Objective 2: Increased community participation in the provision of immunisation services, particularly in rural and hard to reach areas 
Objective 3: Improved cold chain capacity and management
	Ministry of Health and Social Welfare.

	( Description

	For this HSFP proposal, the Ministry of Health and Social Welfare will be the lead implementer while sub- implementers will the RHMTs. The Ministry as the lead implementer has technical and financial capability to fulfill the oversight responsibilities under this proposal. 
Implementing and monitoring of the HSFP programme: The overall implementation is coordinated and monitored by the GF/GAVI Coordinator and the Health Systems Strengthening Component under Department of Policy and Planning (DPP). The HSS Component Team is also designated to coordinate and monitor GF round 9 HSS interventions and has capacity to carry out oversight coordination and monitoring of the HSFP programme. The HSS Team will, as is the case for their coordination and monitoring of GF supported HSS activities, develop a field monitoring plan and carry out visits to monitor the implementation of activities under the GAVI HSFP programme. The HSS Team is responsible for ensuring linkages and coordination with programme of work funded under the GF HSS support, and to ensure that duplication of activities is avoided. The HSS Team activities are funded by the Government and with some operational costs from the GFR9 HSS programme. 
The daily monitoring of programme activities will be carried out by the M&E staff of the EPI programme, who together with other EPI technical staff will be tracking out the proposed activities with the performance framework. To carry out the day-to-day activities, the EPI programme requires additional technical assistance in the areas of financial management, M&E strengthening and operational research (please refer to section 6.1 e) On monthly basis, the EPI team (technical and M&E) will be meeting with DPP HSS Team to present progress and share successes, challenges and shape the programme for improvement. In addition, during these meetings, financial status reports will be shared in relation to activities conducted. 

Receiving, managing and accounting for the funds is the main responsibility of the department of finance under the able leadership of the Chief Accountant. Disbursement of funds and overseen financial arrangement for implementing agencies including preparing plans for annual audit of implementing agencies’ activities under this grant falls under core functions of the department of finance. Audit will be carried out by the National Audit Office who audits all funds within Ministries. The department of Internal Audit of Ministry will focus on internal financial control.

The Chief accountant has a dedicated accountant for the Global Fund (GF) who keeps track of all expenditures made by the grant receiver (implementing agency). The EPI programme has an accountant who will be oriented on the global fund financial procedures. The two accountants will work hand in hand to ensure the smooth flow of finances to the Implementer Partner (IP) and have a work plan that will stipulate the timeline for audit to be conducted.

A month before submitting the reporting Programme Update and Disbursement Request (PUDR) progress update to the GAVI, implementing partners will be meeting to share progress and prepare disbursement request. This will be condensed and reviewed to get PUDR that will be shared with GAVI. This procedure is currently being used in the other programmes and projects supported by GF.


	6.1 b)   Coordination between and among implementers

	( Please describe how coordination will be achieved (a) between multiple Lead Implementers, if there is more than one nominated for the proposal; and (b) between each nominated Lead Implementer for the proposal and its respective Sub-Implementers. 

	The lead implementer in this proposal is the Ministry of Health and Social Welfare (MOHSW). The sub- implementers are 24 RHMTs in Mainland and 2 zones through Ministry of Health in Zanzibar. The RHMTs will sub grant to DHMTs (about 6 per Region). The DHMT/Districts are the lowest serving bodies to the Country and is where the health facilities, outreach services and community activities are conducted primarily by CSOs.  

The community activities conducted include health education, advocacy, social mobilisation and preparation and participation in outreach services. DHMTs conducted monthly meetings with representatives of communities and CSOs through the health boards and health facility governing committees, where progress reports are presented. 

The proposed activities to be implemented at the districts level, will be integrated into their comprehensive district health plans to enhance coordination. On quarterly bases, DHMTs within Regions meet to discuss progress of health interventions within the districts and this will include reports of implementation of activities included in this proposal. The comprehensive districts/Council health implementation reports are submitted to the MOHSW through RHMTs quarterly. 

The districts implementation reports are reviewed by RHMTs for accuracy and quality for technical and financial performance; this includes EPI implementation status performance. These reports are submitted to the MOHSW which undergoes the same review for clearance if they meet the criteria for technical performance and financial disbursement.


	6.1 c)  Non-implementation of dual track financing

	(  Dual track financing means that at least one government sector and one non-government sector Lead Implementer have been nominated in this proposal. If relevant, please provide an explanation as to why dual track financing has not been applied. 

	Not Applicable


	6.1 d) Sub-Implementers

For each objective, answer the following questions relating to all other departments, institutions, and bodies who will be involved during implementation. 

	(i) Will other departments, institutions or bodies be involved in implementation as Sub-Implementers? 
	[image: image3.wmf]
Yes ( go to section 6.1 (iii)

	
	[image: image4.wmf]
No  ( go to section 6.1 b) (ii)

	(ii)
If no, why not?

	    Not Applicable

	(iii)
List the identified Sub-Implementers and describe:

The sub implementers are the 30 RHMTs. These are Regional Health Management Teams (RHMTs) and are mandated to supervise and coordinate all health services in the region which include planning, budgeting for the regional health services and providing technical assistance to Local Government Authorities to undertake the same activities. This includes supportive supervision, monitoring and evaluation of service delivery and quality assurance. The team will be also responsible for generating quarterly performance reports and review and provide technical support for district technical and financial performances reports.

RHMTs have experience in implementing several GF rounds over the years and health basket funded activities at both regional and districts levels. The RHMTs as sub implementers covers the whole country. The RHMT is composed of 8 core team members with different health professional disciplines which cover public health, administration, programmes and financial management, environmental health. The core function of this team over and above management of health administration is to focus on maternal and child health, immunisation, supplies of medicines and other pharmaceuticals including vaccines. 

The challenge is underfunding of the whole health sector including the immunisation programme, the human resource is not sufficient to implement according to the programme expectations. Those who are in the programme needs to be trained and provided with working equipment to improve the performance of the programme. The monitoring and information system is also weak and needs to be strengthened.

However, there are strategies on the ground to mitigate the challenges in the health system. The Health Policy was reviewed in 2007 to address the key policy issues that need to be implemented. The strategy is in place which has translated this policy into eleven strategic areas and one overarching important issues such as gender, vulnerable groups, community participation, management and logistics & transport. This strategy has led into the development and implementation of several programmes such as ATM, EPI, MMAM and development of CCHP in all 142 Districts. On the monitoring, there is M&E project which is supported by several development partners in SWAp and is piloted in Coast region. The procurement and the logistic supply chain management have been revamped by the Procurement Act no 21 of 2004 and establishment of PPRA. The MOHSW has a procurement unit to oversee the procurement logistics and supplies. The human resource issues, has been addressed by MOHSW through the human resource strategic plan 2008-2013. 

	iv)  If the private sector and/or civil society are not involved as Sub-Implementers or only involved in a limited way, explain why.

The Private sector represented as CSSC and CSO as reflected in the preceding sections of this document are part of health sector SWAp participating at all levels and structure of health services provision including writing of this HSFP proposal. We have therefore agreed, the implementation arrangement the Civil Society Organisation and Private Sector will participate in implementing activities at district level, facility level and at the community. In this respect, we have activities which are going to be implemented by them (see activity matrix and section 3.2.)
These activities include involvement of private sector and CSO in the RED/REC strategy trainings, refresher trainings in both public and private facilities and more importantly the community health attendants training and support. The majority community health attendants are involved directly in the private sectors such as outreach services, home based care, community distributors of family planning projects/programmes. The financial resources of implementation of these activities are going to be provided directly to the private and CSOs through CCHP. In this arrangement it is only the reporting and management resources which are not provided directly to the private sector.




	6.1 e)
Strengthening implementation capacity
(a) The applicant is encouraged to include a funding request for management and/or technical assistance to achieve strengthened capacity and high quality services, supported by a summary of a technical assistance (TA) plan based on the indicative percentage range in the Guidelines.  In the table below, please provide a summary of the TA plan.
( Please refer to the Strengthening Implementation Capacity information note for further background and detail. 

	Management and/or technical assistance objective
	Management and/or technical assistance activity
	Intended beneficiary of management and/or technical assistance
	Estimated timeline 
	Estimated cost
( same as proposal currency

	(  add extra rows as needed
	M&E

Financial Management


	EPI Coordination Team / Immunization & Vaccines Unit


	3 years l

4 years 
	216,000
288,000
TOTAL 504,000

	(b) Describe the process used to identify the assistance objectives listed in the above table.

	The Tanzania EPI Review 2010 identified that the EPI Coordination Team’s capacity for monitoring & evaluation needs strengthening in terms of systems development for EPI data management and operations research. The review specifies 8 areas where data management strengthening is required including development of validation protocols, data audit systems, data processing mechanisms, review of registers, harmonization of data, training of peripheral EPI data management staff, and review and improvement of the EPI related HMIS software. Technical support from an M&E/Data Management consultant is required to develop these M&E tools including training material for capacity building of central, zonal and district EPI data management staff. It is expected that the M&E consultant will complete the task within three years, after which the regular EPI staff will be able to sustain the M&E and data management systems.
A long-term Financial Management Consultant will be required to ensure timely and high-quality financial controls and EPI programme reporting. The Financial Management consultant is expected to develop and introduce financial management procedures and to strengthen financial management capacity in the programme. Hence, the terms of reference for the Financial Management Consultant will include responsibility for establishing adequate financial control and management systems, to ensure alignment with existing GoT reporting systems, and to provide the required training of counterparts in the EPI organization. This capacity will be required during the length of the programme implementation. After four years it is expected that the financial management system has been sufficiently developed and integrated with the public finance management system to ensure sustained improved capacity.

	(c) If no request for management and/or technical assistance is included in the proposal, provide a justification below.  

	6.2 Financial management arrangements

a) The proposed financial management mechanism

The new approach that is being proposed (used by GAVI and/or the Global Fund) will be used instead of an agency-specific arrangement (see attachment 18).

b) The proposed financial management arrangements,
Annual plan and budget approval

The development of annual work plan and budget and its approval will follow the normal government planning and budgeting process and timelines. The time of annual work plans shall be July to June as per government financial year. The GAVI HSFP support, together with other development partners contributions, will form the basis for providing the resource envelope and planning guidelines for Regions, districts and national programs. All plans will be submitted to the budget technical committee of planning and budgeting for appraisal and provide corrective suggestions. Once the Annual Plan is approved as part of MOHSW appropriation by the Parliament, then it will be launched in June for implementation starting July each year. The GAVI HSFP will fit in to this overall process and approval mechanism.
 Accounting and Financial Reporting 
The MOHSW will receive funds directly from Treasury for its facilities. In order to fast track the release of funds, the Ministry shall use the existing government framework for disbursement. It may be necessary for the Ministry to open special dollar account for external procurements. The MoHSW, Accountant will put the supporting documents together and prepare a voucher to initiate the accounting/expenditure process. 

The MOHSW will produce an annual health sector performance every October on the preceding year’s performance. There will be annual Joint Review Mission, September/October each year, to independently review and verify the performance of the preceding year. These reports will formally be reviewed and approved by the budget committee and presented to the Review health summit. The GAVI HSFP support performance will therefore be within these reports. 

Internal Control, Internal and External Auditing: 

Financial transactions go through internal audit process who recommends for payment. Moreover, internal audit section undertakes quarterly audit checks on the financial management and payments. The report of its audit is presented each quarter in the quarterly MOHSW internal Audit Committee. Six month after the end of the financial year, MOH will complete a financial statement, which will be audited by Government Resident Auditor

Procurement and Asset management:

The government procurement Act of 21, 2004 will govern the process of procurement. The government will undertake most of the procurement which is undertaken locally. However, for some items that are procured from outside it may engage an executing Agency to undertake procurement on its behalf. Assets acquired through this proposal will belong to the government and subject to Asset management procedures adopted by the government.



	6.3 Governance and oversight arrangements

a) The committee(s) responsible for the governance of the HSS support

→ This will include the roles of the HSCC and the CCM including how the roles of these bodies are aligned with GF or GAVI requirements.

b) The mechanisms for co-ordinating the proposed HSS support with other health system strengthening activities and programmes

c) Plans (where appropriate) to strengthen governance and oversight

→ These should focus on the actions required to ensure effective governance of HSS support – including breadth of membership of the oversight committee, terms of reference, frequency of meetings, and the committee’s role in financial reporting and review and follow-up on audit reports (perhaps through creation of an Audit & Finance Sub-Committee of the CCM/HSCC). 

d) Technical Assistance (TA) requirements

→ Where appropriate, summarise any TA required to enhance the above governance processes, and the proposed source of the TA (e.g. is it included in this proposal? or from another source?).

	a) The Interagency Coordination Committee (ICC) has been re-established as it was strongly recommended by the Review 2010. The terms of reference for the ICC have been reviewed and a new edition agreed. The ICC now consists of all relevant stakeholders in the public and private health sector, and meetings are chaired by the Permanent Secretary of MoHSW.

b) and c) Implementation arrangements are aligned with the only other noticeable health systems strengthening programme in the country, i.e. the GFATM Round 9 Health Systems Strengthening (GF R9 HSS) programme. Ministry of Health and Social Welfare will on behalf of Ministry of Finance act as Lead Implementer for the six objective components while various qualified and competent non-Government organizations will be Sub Implementers of a number of defined interventions.
To further align and integrate the GAVI HSFP interventions with existing health systems strengthening efforts in the country, an established HSS Component of the Department of Policy & Planning, MoHSW is vested with the responsibility for coordinating, monitoring of implementation and performance according to agreed terms and conditions for the GAVI HSFP programme. This HSS Component is designed to be focal point for all health systems strengthening initiatives in the country, and to provide oversight on strategic planning and management of future health systems strengthening activities. The HSS Team is already executing similar responsibilities with respect to the GF R9 HSS programme, and will be further capacitated to also coordinate monitoring of financial management and progress reporting related to the HSFP programme. The team is presently being build up and tools for carrying out their responsibilities are being developed.

c) The governance and oversight of GAVI HSFP at Committee level is referred under the ICC. The ICC including its governance framework is considered to be sufficient (see attachment 21).

d) Capacity building for health systems strengthening of both the EPI Coordination team staff and the Health Systems Strengthening Team is required in systems areas related to service delivery, human resources, monitoring & evaluation, medical products, vaccines and technologies; and governance. In addition, the HSS Team in particular needs technical assistance to develop the tools required to carry out monitoring of the general health systems related to the Ministry of Health & Social Welfare activities as well as the particular health systems strengthening interventions related to GF R9 HSS and GAVI HSFP  interventions. Consultancy capacity for Health Systems Strengthening is not available in the country; hence it will be necessary to provide this capacity from an international consultancy.


	7. Risks and Unintended Consequences

	7.1 Major risks
-> Please describe any major risks:
· Major “internal” risks, within the control of those managing the implementation of the HSS support and “external” risks, beyond the control of those managing the implementation of the HSS support.
· Please focus on risks that might negatively affect implementation and performance of the grant.
· For each risk, please specify both its relative likelihood and mitigating strategies.

	Risks
	Probability or Likelihood

Signify as “High”, “Medium” or “Low”
	Mitigating strategies

	1: Method of disbursement of funds
	Low
	Funds should be channelled through Ministry of Finance using exchequer system

	2: Flow of funds. Delayed in realisation of funds for any reason
	Low
	Strengthen capacity to implement and financial management

	3:Unresolved human resource capacities in terms of number and skills
	Medium
	Training in building capacities, enrolment  of community health attendants and Technical Assistance (medium and long term on financial management)

	
	
	

	7.2 Unintended consequences

-> Please describe any  unintended consequences:
· The unintended consequences are those that might occur as a result of the implementation.
· Please explain what strategies are proposed to mitigate potential disruptive effects.


	Tanzania is bordered with 8 countries. With improved EPI, there will be influx of people to get services in the health facilities at the borders between Tanzania and those countries. This will have negative impact on the use of resources and may be reported. Training on data management will reduce the effect in reporting.
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