[image: image1.emf]

Updates on Global Fund (GF) for DPG Health Meeting, July 1, 2015
1. [image: image2.emf]MAL -HSS concept  note draft zero - 25 June.docx

Development of Malaria/ HSS concept note
· Draft CN has been shared with TNCM members (Financial part is still being worked on)
· Mock Technical Review Panel in Dar es Salaam from 1-3 July to review draft CN. Venue will be communicated.

· Action Point: DPs to share comments latest until July 4th (official deadline was June 29) with TNCM members representing DPs and DPG H Secretariat
2. Recruitment of TNCM Executive Secretary
· A short list of 5 candidates has been developed. Candidates will be contacted for a written evaluation by end of this week
· Action point: DPs requested to consider supplementing the GF supported salary to attract better candidates – currently capped at TZS 5,126,000 per month (GF does not want to increase amount without a partner sharing that increase)
3. Oversight Committee:

· Lab procurement has been blocked by GF for a second time—MSD failed to follow its own procurement rules (didn’t leave tender out long enough to get a competitive bid). DPG Aids will write a formal request to TNCM to move lab commodities to the pooled procurement mechanism (PPM) because MOF is not able to manage MSD in this process 

· Expecting to get an update from the MoF PMU about the audit process of TANAM and the follow-up on the complaints from COPADEA. 

· Internal audit of the TNCM budget is foreseen after CN submission

4. GFATM visits

· [image: image3.emf]GF Mission Proposed  Agenda 25th June to 3rd July 2015.xlsx

Global Fund country team (Linden Morrison, Tatjana Peterson, Sarah Asiimwe, Shevone Corbin and Rafiu Idris) coming to Tanzania and Zanzibar from 25 June to 3 July to participate in PEPFAR COP review, engage in Malaria/HSS Concept Note submission, start grant making in Zanzibar
· July 2, 15:15-16:00 Meeting with DPs at CDC,

· July 3, 15:00-16:00 Debriefing with TNCM members at TACAIDS 
(Action Point: Who can represent DPG Health in the latter meeting? (Claudia and Miriam are not available)
· [image: image4.emf]Copy of Progs_ OIG  Visits_July 2015 Planning mission v3-updated (2).xlsx

Visit of the Global Fund Inspector General from 8 to 16 July 2015 to audited Tanzania’s GFATM portfolio. Meeting with DPs requested for Thursday, July 16, 2015, 10:00 - 12:30
(Action Point: Inform Leticia who is going to participate
5. Next extra-ordinary TNCM Meeting on July 10th (to be confirmed)
· Endorsement of Malaria/HSS concept Note for submission 

· Finalize review of TNCM governance manual 
· Save the Children (PR) cost recovery request of 15% (Potential Consequences: If Save the Children does not sign the grant without increased cost recovery, TNCM would need to nominate a new PR)
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A concept note outlines the reasons for Global Fund investment. Each concept note should describe a strategy, supported by technical data that shows why this approach will be effective. Guided by a national health strategy and a national disease strategic plan, it prioritizes a country’s needs within a broader context. Further, it describes how implementation of the resulting grants can maximize the impact of the investment, by reaching the greatest number of people and by achieving the greatest possible effect on their health. 
A concept note is divided into the following sections: 
Section 1:
A description of the country’s epidemiological situation, including health systems and barriers to access, as well as the national response. 
Section 2:
Information on the national funding landscape and sustainability.
Section 3:
A funding request to the Global Fund, including a programmatic gap analysis, rationale and description, and modular template.
Section 4:
Implementation arrangements and risk assessment.
) (
IMPORTANT NOTE: 
Applicants should refer to the
 Standard Concept Note Instructions 
to complete this template.
) (
Investing for impact against
 
HIV, tuberculosis or malaria
) (
STANDARD 
CONCEPT NOTE
)


		
SUMMARY INFORMATION



		Applicant Information



		Country

		Tanzania

		Component

		Malaria



		Funding Request Start Date 

		1 January 2016

		Funding Request 

End Date 

		

31 December 2017



		Principal Recipient(s)

		1. Ministry of Finance
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		This section requests information on the country context, including the disease epidemiology, the health systems and community systems setting, and the human rights situation. This description is critical for justifying the choice of appropriate interventions.



		1.1 Country Disease, Health and Community Systems Context 



		With reference to the latest available epidemiological information, in addition to the portfolio analysis provided by the Global Fund, highlight: 

a. The current and evolving epidemiology of the disease(s) and any significant geographic variations in disease risk or prevalence.

b. Key populations that may have disproportionately low access to prevention and treatment services (and for HIV and TB, the availability of care and support services), and the contributing factors to this inequality. 

c. Key human rights barriers and gender inequalities that may impede access to health services. 

d. The health systems and community systems context in the country, including any constraints.



		1. 

1.1.a. Disease Epidemiology 

Burden: Malaria prevalence in Tanzania has dropped dramatically over the last decade. Between 2000 and 2010, there has been a greater than 53% reduction in malaria parasite prevalence. The proportion of Tanzania's population living in areas of intense transmission (≥ 50%) declined from 11.6% to only 2.3% by 2010. Similarly, the proportion of population living in lower risk areas (< 10%) increased to 60% from 30% in 2000 [Epidemiological Profile 2014; pp. 72-73 and 111; Annex 1]. According to the 2012 Tanzania HIV/AIDS and Malaria Indicator Survey (THMIS), prevalence is 9.5%, down from 18% in 2007 [THMIS 2012; page 157; Annex 2]. There is however considerable variation in transmission in geographical areas as shown in the maps below, due to a range of factors including differences in geography and climate, as well as level of urbanization, access to health care and prevention, and economic indicators. 



[bookmark: _Toc363075123][bookmark: _Toc366529849][bookmark: _Toc377731219][bookmark: _Toc405659688]Figure 1: Percentage of Tanzania's Population at Various Classes of P. Falciparum Endemic Risk in 2000 and 2010 
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Source: Epidemiological Profile of Malaria 2014



Mortality and morbidity trends: Malaria deaths has significantly reduced by 71% from 41/100,000 population (2004) to 12 /100,000 population (2014) [HMIS 2004 – 2014 Tables; Annex 3]. However, malaria remains a principal cause of admissions to hospital, and deaths in health facilities [AHSPPR 2014; pp 7 – 13; Annex 4]. Analysis of data delivered from clinical presentation and 25,743 laboratory investigations yielded 1,232 diagnosis. Of 1,005 children (22.6% of whom had multiple diagnoses), 62.2% had an acute respiratory infections; 5.0% of these infections were radiologically confirmed pneumonia. A systemic bacteria, viral, or parasitic infections other than malaria or typhoid fever was found in 13.3% of children, nasopharyngeal viral infection (without respiratory symptoms or signs) in 11.9%, malaria in 10.5%, gastroenteritis in 10.3%, urinary tract infection in 5.9%, typhoid fever in 3.7%, skin or mucosal infection in 1.5%, and meningitis in 0.2%.The cause of fever was undermined in 3.2% of the children. A total of 70.5% of the children had viral disease, 22.0% had bacterial disease, and 10.9% had parasitic disease.  [REFERENCE - Hanif, Annex 5]







            Figure 2: Malaria Incidence                                                         Figure 3: Malaria Mortality

     

Source: HMIS/MoHSW



Aetiology and vector: The declining malaria prevalence is mainly due to intensive malaria control interventions.  Receptivity of an area may change due to climate variations or ecological changes, but it is unlikely that in the medium term major parts of mainland Tanzania will sustain low levels of transmission without continued vector control interventions. Tanzania remains highly vulnerable for malaria transmission due to ecological suitability in most of the country. Therefore as long as there is a malaria parasite reservoir, continued interventions across all transmission strata are necessary [MSP 2014-2020; p. 7; Annex 6]. 

The major vectors of malaria in most areas of Mainland Tanzania are members of the Anopheles gambiae complex. Among them, An. gambiae sensu stricto that prefers resting inside houses and feeding on human blood. Another member of the An. gambiae complex, An. arabiensis, exhibits a wide range of feeding and resting patterns, depending on geographical location and blood‐host availability. The second largest malaria vector in Tanzania is An. funestus that, like An. gambiae s.s., is more anthropophilic and endophilic [MSP 2014-2020, p.12; Annex 6]. 



Economic impact: Malaria is a societal and economic burden in Tanzania ranging from school absenteeism, low productivity in the work place, household financial burden affecting especially the poorest and those most vulnerable individuals [MPR 2012; p. 21; Annex 7].  This is in addition to the health impact. In the short term, wide spread malaria illness reduces agricultural production and other economic outputs; and cumulatively may decrease national economic capacity and development in the long term [THMIS 2012, p. 123; Annex 2]. In economic terms, losses incurred by the country as a result of Malaria if translated in monetary terms can be to the tune of USD 121 million, which otherwise would have gone into other development investments [MPR 2012, p. 20; Annex 7]. 



1.1.b. Key populations that have disproportionately low access to malaria control interventions 

Over 93% of the population of Tanzania (~44 million of the 47.2 million people based on projections of the 2012 Population Census) lives in areas where malaria transmission occurs, but the risk varies depending on different factors including: the level of malaria transmission (i.e. hypo, meso, holo, and hyper endemic); biological and socio-economic vulnerability of the population; and environmental and institutional factors [MSP 2014 - 2020; p 71-90; Annex 6].



Key populations are:

1) Biologically vulnerable populations: Infants and children (16% of the Tanzanian population) who have little or no acquired protective immunity and pregnant women (approximately 4% of the population) are more susceptible to malaria infection and increasing the risk of illness, severe anaemia and death. In areas of high stable transmission, mortality is greatest amongst infants and children but in areas with low or unstable transmission, all age groups are at risk due to low acquired immunity. There is some indication that there is a shift in the burden of disease to older children and young adults who have less exposure and there less acquired immunity due to increase in ITN coverage and decrease in overall burden of malaria. 

2) Economically disadvantaged and marginalized populations: People living in rural hard-to-reach areas and economically disadvantaged even though they have been targeted by several malaria prevention and control interventions, still have limited access to services and are therefore more vulnerable to the consequences of malaria including progression to severe disease and death [UKAID Malaria Evidence Overview 2010; p. 30; Annex 8]. 

3) Mobile populations: Other key populations at increased risk of malaria include mobile populations, such as migrants and nomads and certain occupational groups such as mine workers, taxi and truck drivers, and commercial sex workers. These groups are more difficult to reach through the health system and might require alternative (personal) protection measures and differentiated outreach activities. An additional risk is that these groups could bring malaria parasites from high prevalence to low prevalence areas, especially as more areas transition to low endemicity [UKAID Malaria Evidence Overview 2010, p. 37; Annex 8]. 

4) Humanitarian crisis including refugees: Humanitarian emergencies are catastrophic situations can lead to population displacements, food scarcity and health systems disruption causing excess mortality and morbidity in affected populations. Control of malaria in emergencies is complicated by the breakdown of existing health systems and programs, displacement of health workers and field staff with malaria expertise, movement of non-immune people to endemic areas and concentration of people often already in poor health, high risk, high exposure to Anopheles spp., due to poor housing or lack of it. The population also has weakened immunity because of multiple infections and malnutrition [MSP 2014-2020; p. 46; Annex 6]. In Tanzania there are currently three refugee camps: a transit camp in Ngara district (Kagera Region) for refugees from Burundi, and 2 camps in Kigoma region, Kasulu district: a) Nyarugusu A camp for over 56,000 refugees Congo DRC which has existed for more than 10 years; and b) Nyarugusu B: recently created for about 51,000 refugees from Burundi. These camps are supported by UNHCR.



1.1.c. Key human rights barriers and gender inequalities:

[bookmark: _Ref419813332]Gender differences with regard to increased risk of infection and impact of malaria on individuals mainly relate to the risk for malaria amongst women and girls during pregnancy and differences in risk of exposure. The biological risk during pregnancy with an associated increased risk of death or adverse birth outcomes is well documented. However, intermittent preventive therapy for pregnant women (IPTp) is still lagging far behind. While the majority of pregnant women (60 percent) are taking at least one dose of Sulfadoxine-Pyrimethamine (SP) during ANC visits only 32% received the full IPTp with two doses of IPTp, with a considerable discrepancy between rural and urban areas (31% and 40% respectively) [THMIS 2012, p. 143; Annex 2]. There is evidence that it is beneficial for both the pregnant woman and her baby to receive more than 2 doses of SP for IPTp [WHO IPTp Policy Brief 2014, p. 5). The NMCP has adopted this policy in its revised guidelines for the diagnosis and treatment of malaria [NGDTM 2013, pp.77-82; Annex 9].

Although pregnant women are more vulnerable to malaria, men are often at increased risk of exposure due to spending more time outdoors in the evening hours. There is also some evidence that when there are insufficient nets in a household, older children and adolescents, particularly males are less likely to sleep under a net than girls and women. When there are enough nets in the household, all age groups of men and women use an ITN [secondary analysis of THMIS 2007, p. 114; Annex 10 and THMIS 2012, p. 135; Annex 2]. 

[bookmark: _Ref419373866]Human rights barriers in terms of access to malaria health services are linked to poverty and marginalization. Poverty is still widespread in Tanzania, with 28% of the population living below the Basic Needs Poverty line [HBS 2012, p. 96; Annex 11]. Over 70% of the poor live in rural areas [Population Distribution 2012, p. 7, Table 1.2; Annex 12]. Although malaria prevalence has been declining in all quintiles, malaria prevalence in the lowest socio-economic group is still much higher than in the highest socio-economic group (13% and 1% respectively) and higher in rural areas than in urban areas (11% and 3% respectively). Mothers who had no education were much less likely to have heard a malaria message than those who had secondary education or higher (37% and 84% respectively). Children of uneducated mothers have much higher malaria prevalence than those whose mother had secondary or higher education (11% and 3% respectively). There is also a considerable difference amongst the lowest and highest socio-economic groups in terms of use of anti-malarial drugs (30% versus 41% respectively) and the level of self-efficacy (i.e. individual’s belief that they can protect their children from malaria) (76% and 86% respectively). There is no difference between urban and rural areas in terms of household ownership and use of insecticide treated nets [THMIS 2012 p.135; Annex 2].



1.1.d. Health System and Community Systems Context 

Governance and coordination: Tanzania has decentralised most Government functions through Decentralisation by Devolution (D-by-D). Responsibility for health services is shared among the Ministry of Health and Social Welfare (MoHSW) and the Prime Minister’s Office – Regional Administration and Local Government (PMO-RALG). At the district level the Local Government Authorities (LGAs) are responsible for planning, delivering and overseeing public services. Council Health Management Teams (CHMTs) manage council health care and social welfare services based on annual Comprehensive Council Health Plans (CCHPs). The Council Health Services consist of Primary Referral Hospitals and Primary Health Care Facilities (health centres and dispensaries). Regional Health Management Teams (RHMTs) work under the Regional Administration under PMO-RALG and to oversee the work of the Regional Referral Hospitals and the CHMTs. Health Facility Governing Committees (HFGCs) and Council Health Services Boards (CHSBs) are bodies with community representatives that ideally contribute to management of the health institutions, but which are sometimes dysfunctional [MTR-HSSP III 2013, pp. 45-47; Annex 13].

Health System Structure: the health system is organised according to decentralized network of hospitals, health centres and dispensaries. Pharmaceutical services are provided through public as well as Faith Based Organisations (FBOs), health facilities, private pharmacies and Accredited Drug Dispensing Outlets (ADDOs). There are currently over 8,215 healthcare facilities in the country, of which 79% are government run, 13% faith-based and voluntary, and 9% privately owned [HSSP IV – draft; Table 2, p. 28; Annex 14]. 

Public Sector: District hospitals (203 in total) provide health care to referred patients and provide medical and basic surgical services. Regional Hospitals (27 in total) function as referral hospitals to provide specialist medical care. Zonal (5) and National Hospitals (5) offer advanced medical care and are teaching hospitals for medical, paramedical and nursing training [HSSP IV – draft; Table 2, p. 28; Annex 14].

Private sector: There are 1,333 private health facilities, of which 1,123 are dispensaries. A key strategy for the strengthening of public governance in Tanzania is through the concept of public-private partnerships (PPPs). Service Agreements (SAs) are in place between Local Government Authorities (LGAs) and faith-based organisations (FBOs) service providers, although Councils face constraints in meeting the financial obligations of those agreements. The private-for-profit sector is not yet fully organised and has not yet managed to enter into Service Agreements.

Community Health Systems: In parallel with expanding health services through front line health facilities, the MoHSW is promoting Community Based Health Care (CBHC) using Village/Community Health Workers, and has developed Community Based Health Programme Guidelines [CBHP 2014; Annex 15). In addition to community health workers, there is a cadre of community-level people involved in malaria outreach including community own resource persons (CORPs), Community Change Agents (CCAs),  community leaders, and school teachers. Various organizations including non-governmental organisations (NGOs), civil society organisations (CSOs), and faith based organisations (FBOs) are involved in CBHC, although with insufficient coordination. 

Table 1:  Tanzania Health System Structure

		Governance  Coordination

		Levels of Health Services

		Main Category of Health Worker

		Roles and estimated service population



		Parliament, Top Management Committee (TMC), Technical Consultative Sector Wide Approach (TCSWAp)

		Health Sector - entire

		CMO; Policy Planners; Programme Managers; Researchers

		Country: 45 million



		National  and Regional Level Hospital Boards

		Tertiary care – Zonal and National level health care

		Medical Specialists

		Zones: approximately 4 million

National: 45 million  



		

		Secondary care – Region al Referral 

Level health care

		Doctors; Nurses; Pharmacists; Laboratory Technologists; Radiographers, etc.

		Regions approximately 1.7  million 





		District Health Boards

		Primary Health Care

		Clinical Officers; Nurse/Midwifes; Assistant Clinical Officers; Pharmacy Technicians; Laboratory Assistants etc.

		250.000 to 300.000







Constraints of the National and Community Health System:

National: 

Health Financing: There is growth in total health expenditure in Tanzania, but the per capita expenditure corrected for inflation remained flat in the past five years, with an annual health spending of 7% of GDP [WHO Global Health Expenditure Data Base; http://apps.who.int/nha/database/Key_Indicators/Index/en). The public health budget has become increasingly reliant on foreign funds. Furthermore, health financing is inefficient and fragmented with a large number of different funding streams, health purchasing agencies (e.g. health insurances) and regulatory institutions. A Health Financing Strategy (HFS) is currently under development to establish a more sustainable and efficient architecture for raising (particularly domestic financing) and deploying overall funding for health, with defined roles for certain critical institutions. A number of initiatives to address financial barriers are being implemented countrywide, including the Community Health Fund (CHF) - a scheme that target the largest population in the rural informal sector and membership is voluntary; and counterpart called TIKA (Tiba Kwa Kadi- Treat using identity card) – which mainly target the informal sector individual in urban areas (a scheme for urban, peri-urban areas). 

Malaria program is funded through medium term expenditure framework (MTF) and supported by range of partners who provide technical and financial assistance. Between 2000 and 2010, there was dramatically increase funding malaria principally donors (The GF (55%), PMI (32%), and World Bank (6%), among others (4%)) leading to dramatically scale up key interventions. Government contribution (3%) excludes indirect expenditure of malaria, such as the substantial portion of frontline health worker time spent on malaria related tasks and larviciding issues [MPR 2012, page 20; Annex 7].

Availability of health services: Although the health sector infrastructure is expanding especially the number of dispensaries (around 500 in the past five years), there are district variations in the population access to diagnosis and treatment for uncomplicated malaria at public dispensary as well as access to private pharmacies. About 90% of the population live within 5 kilometres from a public health facility [HSSP III; p. 11; Annex 16] and pharmacies are concentrated around the urban centres. The number of Accredited Drug Dispensing Outlets (ADDOs) has increased, leading to better availability of some medicines and health products in rural areas, but there are still challenges with sustaining quality of services and products. High prices of quality assured ACT in private sector outlets and limited distribution of mRDTs in the private sector remains a barrier for the lower income groups. This may limit access to reliable diagnosis and effective treatment of uncomplicated malaria even in urban areas, where there is sufficient coverage by private pharmacies and ADDOs, and also the best economic case for confirmatory testing before medication with ACTs [ADDO Pilot report, p.3; Annex 17].

Quality of health services: Most of the health facilities in remote areas lack electricity and reliable water supply and infrastructure maintenance is a major challenge.  Although the number of health workers especially clinical personnel is increasing, remote rural areas still face major shortages and many primary health facilities do not have enough qualified staff. A review conducted in 2012 found that high availability of essential medicines through various levels of facilities ranging from 79% to 100% [PER 2012; page 37; Annex 18]. However problems of inadequate funding and coordination remain, as well as inadequate pharmaceutical human resources at the facility level. External factors include lack of coordination of externally funded vertical programmes’ medicines and health products and donated supplies, and pilferage.

Supply chain and logistics management: Much effort has been put in supporting the Medical Stores Department (MSD) to improve quantification and procurement processes and distribution system up to delivery to service points. However, in the last several years, MSD operations have been severely compromised by the accumulated debt and erosion of working capital following non-payment of fees and charges [MSD Special Audit 2011, p.20; Annex 19 and Strategic Review Supply Chain, p.45-47; Annex 20]. Further support for strengthening and reforms for sustainable operation of MSD will be subject to an independent study facilitated by the Global Fund, under terms of reference recently agreed by MOHSW and GF, and steered by a high level Task Force including representation for MOF and Health Development Partners [Ref. Aide Memoire of GF Mission, April 2015, p. 1-6; Annex 21].  The availability of essential medicines and health products through the Integrated Logistics System, including those for the malaria programme remains unsatisfactory due to a number of factors, as highlighted by situation analysis in a number of recent reviews and planning processes [Ref. NPAP 2020, March 2015, p 6; Annex 22 and BRN Lab Report, pp. 155-166, Annex 23] as well as periodic performance monitoring [Quarterly End Use Verification Reports; Annex 24].

Rational use of medicines: In 2013, Tanzania switched from presumptive treatment to children under five years of age (i.e. treating every fever case with ant malarial drugs) to testing every suspected malaria case, regardless of age, with a rapid diagnostic test (mRDTs) and providing Artemisinin-based Combination Therapy (ACT) only to those who test positive for malaria. However, adherence to the new testing and treatment protocol is still low. Of the 7.4 million malaria cases recorded in 2014, only 37% were confirmed using mRDTs [DHIS 2014). Twenty-seven (27%) of cases were confirmed with blood slide, and 36% were clinical malaria cases. Comparatively in 2014, a stock of 13,596 treatments of ACTs, and 405,564,375 tests of mRDTs) were provided to public health facilities. The variance may be explained by poor Adherence of test results and possible over prescription ACTs by health workers. 

Community Health Systems constraints: 

One of the key malaria strategies [MSP 2014 – 2020; pp. 47-48; Annex 6] is to provide equitable access to malaria diagnosis and treatment by creating an integrated community case management system for communities that are underserved by other health outlets. However, the integrated community case management (ICCM) package has not yet been rolled out. In the past, the malaria program has primarily use community structures for the behaviour change activities where NMCP through subcontract to Community Based Organisations (CBOs) at district level were responsible for the implementation of an agreed plan. As there was no formal MOHSW approved framework for delivering community based services, different CBOs created and worked with it cadre of volunteers  at community levels, called Community Change Agents (CCAs) and Community Owned Resource Persons (CORPs). These volunteers are trained on aspects on malaria prevention and control and are responsible for BCC activities and community mobilisations in their respective villages. The key challenge revolves around sustainability of using volunteers to deliver health promotion activities. In addition, CCAs/CORPS are not uniformly distributed, and therefore some villages are not covered at all. Typically they also lack tools such job aids that assist them in providing accurate malaria prevention and control information (especially IPC intervention). In response in this challenges, NMCP has started the program to train ward Health officers (public servants), a cadre under the Preventive Section in a Health department at the Council level, responsible for health promotion and preventive activities at the community levels. The challenges will be their limited ability to cover the wide geographical area. The new MOHSW Policy Guidelines for Community Based Health Care recommends CHW who will be transition being volunteers to paid civil servants.





		1.2  National Disease Strategic Plans 



		With clear references to the current national disease strategic plan(s)and supporting documentation (include the name of the document and specific page reference), briefly summarize:

a. The key goals, objectives and priority program areas.

b. Implementation to date, including the main outcomes and impact achieved. 

c. Limitations to implementation and any lessons learned that will inform future implementation. In particular, highlight how the inequalities and key constraints described in question1.1are being addressed.

d. The main areas of linkage to the national health strategy, including how implementation of this strategy impacts relevant disease outcomes.

e. For standard HIV or TB funding requests[footnoteRef:2], describe existing TB/HIV collaborative activities, including linkages between the respective national TB and HIV programs in areas such as: diagnostics, service delivery, information systems and monitoring and evaluation, capacity building, policy development and coordination processes. [2: Countries with high co-infection rates of HIV and TB must submit a TB and HIV concept note. Countries with high burden of TB/HIV are considered to have a high estimated TB/HIV incidence (in numbers) as well as high HIV positivity rate among people infected with TB.] 


f. Country processes for reviewing and revising the national disease strategic plan(s) and results of these assessments. Explain the process and timeline for the development of a new plan(if current one is valid for 18 months or less from funding request start date), including how key populations will be meaningfully engaged.



		1.2. 

1.2.a. The key goals, objectives and priority program areas

The goal of the National Malaria Strategic Plan (MSP) 2014 - 2020 is to reduce the average malaria prevalence from 10% in 2012 to 5% in 2016, and further down to less than 1% in 2020. The following five strategic objectives support this goal:

1. Reduce malaria transmission by scaling up and maintaining effective and efficient vector control interventions, particularly universal access to Long Lasting Insecticidal Nets (LLINs)

2. Prevent the occurrence of severe morbidity and mortality related to malaria infection through the promotion of universal access to appropriate early diagnosis, prompt treatment and provision of preventive therapies and vaccines to vulnerable groups

3. Create an enabling environment in which individuals and household members are empowered to minimize their own malaria risk and seek proper and timely malaria treatment, if and when needed;

4. Provide timely and reliable information to assess progress in achieving established global and national targets, to ensure that resources are used in the most cost-effective manner and to account for investments made in malaria control

5. Ensure effective programmatic and financial management of malaria control interventions at all levels, implemented through effective and accountable partnerships, with adequate funding

The two key technical strategies to reach these objectives are: (1) Integrated Malaria Vector Control, with a focus on ensuring universal access to LLINs and IRS in selected areas; and (2) malaria diagnosis, treatment and preventive therapies. These 2 strategies are supported by three cross-cutting strategies: Behaviour Change Communication; Surveillance, Monitoring and Evaluation; Programme Management, Partnership and Resource Mobilisation [MSP 2014-2020; pp. 32 – 52; Annex 6].



1.2.b. Implementation to date, including the main outcomes and impact achieved:



Malaria outcomes and impact:

 The results of the implementation of the previous strategic plan are outlined in detail in Chapter 3 of the Malaria Strategic Plan 2014-2020. A summary is given below.

Vector Control: Between 2004 and 2014, a total of 40,123,138 ITNs and LLINs were distributed in Tanzania through a combination of “Catch Up” (Mass Campaigns) and as well as “Keep Up” (continuous distribution through schools and clinics). According to the 2012 THMIS, 75% of the population had access to a net within their household [THMIS 2012; page 137; Annex 2]. As a result of increased access, net use has also greatly increased; 72% of children under 5 and 75% of pregnant women slept under an ITN the night before the survey, in comparison to 26% and 27% respectively in 2007 [page 140; Annex 2]. Use amongst the de facto population with access to an LLIN within their household was 93% [THMIS 2012, p. 136; Annex 2] that lack of access is a much larger barrier to use, than behaviour. In addition to LLIN distribution, indoor residual spraying was done in selected districts in the Lake Zone, covering a total of 3,053,247 households. In Tanzania Mainland, 11.6% of houses had received Indoor Residual Spraying (IRS) in the past 12 months, predominantly in the Lake Zone [THMIS 2012, Table 10.4, p. 132; Annex 2]. 

Malaria diagnosis treatment and preventive therapies: The four main initiatives regarding malaria diagnosis, treatment, and preventive therapies between 2007 and 2012 were: (1) improve diagnosis and treatment of uncomplicated malaria in public health facilities by consolidating the use of mRDTs (introduced in 2009) and ACT (introduced in 2007); (2) consolidation of co-payment scheme for quality assured ACTs in the private sector through the Co-payment mechanism; (3) scale up of mRDTs for malaria diagnosis in the private sector, including drug dispensing outlets; (4) treatment of severe malaria by using Injectable Artesunate; and (5) continuation of IPTp 3+. Between 2007 and 2012 a total of 93,858,422 ALu treatments and 29,523,750 mRDTs were procured and distributed in public health facilities; 25,672,590 QAACTs were procured and distributed through private facilities [MSP 2014-2020, page 27; Annex 6]. As a result, 25% of children with fever were tested for malaria [THMIS 2012; page140). Comparing 2012 to 2007, there was an increase in use of ACTs for treatment of Malaria; among those children under age five with fever, 40% received ACTs on the same or next day relative to onset of fever in 2012 compared to 14.2% in 2007 [THMIS 2007; p. 143; Annex 2). In 2012, 53% of children who took ALu received ALu that had been purchased, the average cost being Tshs 1,372 [THMIS 2012; p. 150; Annex 2]. These interventions overall contributed to decrease of severe anaemia in children under five (6% of children aged 6-59 months had hemoglobin levels 8.0g/dL compared to 7.8% in 2007 [THMIS 2007; p. 149; Annex 10] and Malaria prevalence aged 6-59 months dropped to 18.1% in 2007 to 4.2% in 2012 [THMIS 2007, pp.140-143; Annex 10 and THMIS 2011-12, pp. 147-16; Annex 2].

Behavioural Change Communication: EIC/BCC activities have been implemented national wide over the past years guided by the MSP 2008 – 2013 and Malaria Communication strategy [Annex 25], using multiple and complementary channels such as mass media, mid-media, community outreach, IPCom and advocacy at different levels. Radio has mainly been used to communicate malaria messages and create public awareness on malaria prevention, diagnosis and treatment seeking national wide. In the 2012 THMIS, 84% of women and 91% of men mentioned radio as source of malaria information [page 172; Annex 2]. IEC materials carrying different malaria message have been printed and disseminated time to time targeting both rural and urban population. 

At the community level, a number of community outreach activities have been implemented in 18 regions of mainland Tanzania involving community mobilizers (CCAs, CORPs) who conduct malaria IEC/BCC at individual, household and community levels through community meetings, house to house visits and school based activities. Contracted Community Based Organization at the district level  have been involved to supervise, support, and work with the CCAs at the ward level  and make sure that  these activities are well implemented while the district malaria and IMCI focal persons have been the overseer  of BCC activities at the district level.  High level fora such as World Malaria Day and meetings with Members of Parliaments have been used as avenues to advocate for Malaria. In 2010, the president of United Republic of Tanzania was founder chair of the African Leaders Malaria Alliance (ALMA – a forum that brings African heads of states in the fight against malaria).

Through these IEC/BCC activities knowledge and understanding of malaria prevention and malaria signs and symptoms has increased and is almost universal among the population (92% of women and 96% of men knows that there is way to avoid malaria, and 78% of women and 70% of men knows malaria signs and symptoms [THMIS 2012; pp 163 – 164; Annex 2]. IEC/BCC has contributed to increased use of preventive and treatment measures as outlined in the vector control and case management paragraphs above. 

Malaria Surveillance, Monitoring and Evaluation: NMCP is currently finalising its Malaria Surveillance, Monitoring and Evaluation Plan 2014 -2020 [Annex 26] which describes the entire architecture of health facility based data, population based data, vector data and programmatic data relevant for malaria SME.  The programme has initiated new surveys, such as Service Provision Assessment for Malaria (SPAM) and School Malaria Parasitological Survey (SMPS), to collect information for non- routine indicators. Using data from routine HIMS (DHIS) the program has been conducting review meetings with consultative stakeholders such as RHMTs and CHMTs to review performance at different levels. In 2012, NMCP together with National Bureau of Statistics (NBS), Tanzania Commission for AIDS (TACAIDS) and Macro International conducted 2012 THMIS that provided updated indicators for malaria. In 2012, NMCP with other stakeholders conducted an extensive comprehensive malaria program review which will cover from 2002 to 2011 whose findings were the bases of the development of the MSP 2014 – 2020. 

Malaria Program Management: The National Malaria Control Programme was established in 1989 to coordinate malaria control efforts. Since then it has been staffed with technical and support personnel. It has effective thematic units for Case Management, Vector Control, IEC/BCC, MIP, Surveillance, Monitoring and Evaluation, and Programme Management. The programme has well equipped office building as the headquarters within the compound of the National Institute for Medical Research. Regions and districts are staffed with Malaria/IMCI focal persons who are employees of regional administration and local government authorities respectively. Malaria is implemented in an integrated approach at all levels of health care delivery. Transport system to ease coordination and supervision is adequate at the national and regional levels, but not at district level. Mobile phone coverage is generally widespread in Tanzania and can potentially support internet connectivity to enhance communication to the national level. 

NMCP is the Lead sub recipient for the Malaria grant in Tanzania. It operates with sub sub-recipients (SSRs) through contracting mechanisms. The contractors, in turn, implement the activities or subcontract to CBOs/ FBOs. As such, NMCP developed an oversight plan [Annex 27] to oversee the implementation of Civil societies Organization (CSOs) and all implementing partners to ensure quality and timely implementation. The programme has completed implementation of the Medium Term Strategic Plan 2008 – 2013 in partnership with all stakeholders. Policy guidelines have been developed and are in place for most areas.  

Health systems strengthening outcomes and impact:

Surveillance, Monitoring and Evaluation: A comprehensive Monitoring and Evaluation Strengthening Initiative (MESI) was developed in 2009. Indicators across the HMIS tools were harmonised and data collection tools for most Disease Control Programmes are now realised, allowing for integration of systems. Health workers have been trained on the customised District Health Information System (2). Each year, the MOHSW and stakeholders continue to harmonize indicators and related tools, to minimize duplicate data collection and reporting The HMIS Supportive Supervision tools were refined in collaboration with stakeholders and are now implemented in DHIS.  HMIS results are now disseminated quarterly to all regions, councils, vertical programs and the M&E TWG: These results include the Reproductive, Maternal Newborn and Child Health (RMNCH) Score Card and Child Health Score Card (RCH).  All regions and districts of Tanzania have been reporting DHIS since October 2013, and the reporting rates continue to improve. 

Figure 4: National average reporting levels by type of HMIS summary forms, 2013 – 2014 [image: https://lh3.googleusercontent.com/i5bA9ezslEK1eNnZ45EIna7_Em0pcj6xIghg7FoW0iyDEAjf2DBDWWttM_8Zt4-Y8kxhcR-GF3PWAad3jYq3n9EEOQg7o9MhyAx27jiEQJkIpUGtUCe6pQQVxfOD-dyASifFZlo]

[bookmark: _Toc419375845]Source: DHIS2

The two surveillance systems in the M&E are the Demographic Sentinel Surveillance (HDSS, SAVVY) and disease surveillance.  The HDSS records births, deaths, cause of deaths and migration of population overtime and provides important information about Burden of Disease (BOD).   The Sentinel Panel of Districts (SPD) operates in the sampled 23 SAVVY districts along with HDSS sites. SAVVY generates annual all cause, cause-specific and age-specific mortality estimates as well as other demographic indicators. These estimates can further be disaggregated by zone and residence (rural-urban). It is the vision of MESI that the health sector continuously improves demographic and disease surveillance (SAVVY, DSS, HIV/AIDS, malaria)) based data collection to provide community based health data.

M&E capacity development: The MESI five year vision for 2015-2020 [Annex 28] calls for the health Sector having a systematic Continuous Professional Development (CPD) including pre-service and in-service training programs that ensures all health workers have the skills and knowledge to collect and use health information to improve health services delivery. HSSP III included a brief reference to ‘appropriate training programmes on data collection and use including in-service and pre-service training to strengthen health worker’s capacity’.  MESI built on this concept envisioning a pre-service and in-service training and support system. Pre-service training programs include the MTUHA, DHIS2 and Data Dissemination and Use (DDU) curriculum. In the context of the overall objective for capacity development the Health Sector continues to advocate for and support the inclusion of M&E competencies within Health pre-service training programs. 

Over 24,000 HCWs were trained in the paper HMIS tools, along with over 700 in DHIS2.  Despite this progress there are still concerns about whether new graduates have requisite HMIS skills for either the paper based or computerized HMIS systems. In 2013/2014, M&E SI together with 61 tutors from various training institutions incorporated HMIS training materials into a Facilitator Guide and Students Manual. A limited number of copies of the Facilitator Guide and Student Manual were printed for these training institutions, but more are needed.

Policy & Governance: Roles of various partners and working links with other Ministries have become clearer within the SWAP; and consultations have become the norm. Strategy and policy guidelines are utilized to inform programs and Council Comprehensive health plans. Annual performance profiles give excellent information of the Health Sector performance including programmatic information such as Malaria, HIV and TB morbidity and mortality trends as captured in HMIS, SPD and survey sources. PPP policy guidelines, PPP Act and regulations, PPP Strategic Plan are in place. Various partners are linking with the CCHP process in terms of advancing health interventions through public and private domains of care e.g. through Service Agreements.

As outlined in Section 1.1 above, malaria mortality and morbidity in Tanzania mainland have declined over the past decade. What is a challenge for immediate address is the issue of sustaining the programmatic gains in an environment of unreliable quality of health services and challenges parading in health systems.

Human Resource Development: The GFR9 HSS programme was projected to complete by end of April 2016; hence there is an overlap of 4 months where some interventions are presently budgeted to be spent. Global Fund has already approved this budget. However for technical reasons these activities will be included in this NFM application. Achievements here have been:

1) Human resources for health – housing to enhance retention, a large number of qualified health professionals provided for the health sector through enhanced capacity of health training institutions and increased absorption in the health facilities.

2) Achievements in the areas of M&E, PSM and Governance have been elaborated in narrative above.

Table 2: Changes in some of the key indicators from routine data. 

		Key indicators from routine data 

		2013

		2014

		Source



		OPD visits attributed to malaria in children under 5 (in public and formal Private health facilities)

		4,355,538(15.8%)

		3,483,326(15.3%)

		DHIS 



		The percentage of OPD visits attributed to malaria in individuals 5 years

		6.2%(4,227,351)

		6.9% (3,907,392)

		



		In-patient malaria mortality 

		8,526(22.8%)

		5,368 (35.7)

		



		Proportion of suspected malaria cases tested

		48% (Jul-Dec 13)

		32%

		



		Percentage of women who received 2 or more doses of IPTp

		XXX

		34%

		







Overall Impact: The improvements in malaria treatment and increased access to malaria prevention have had a direct impact on the under-5 mortality rate, which dropped dramatically since 1999, for 148 deaths per 1000 live births in 1999, to 81/1000 live births in 2010 [DHS 2010, p. 117; Annex 29] to 52/ 1000 in 2013 [UNICEF Child Mortality Trends 2014; p. 24; Annex 30].  It is estimated that at least 50% of the decrease in under-5 deaths can be attributed to improved malaria interventions, translating to 60,000 deaths averted each year.



1.2.c. Limitations to implementation and lessons learned that will inform future implementation

LLIN Distribution: The major challenge in terms of distributing LLINs has been to ensure continuous distribution over time and across geographical areas once universal coverage (defined as universal access to and use of LLINS; assuming one net for every two people) has been achieved. An estimated 7 million new nets are needed annually increasing to 7.7 million by 2020 to replace worn out nets and cover new sleeping spaces to sustain population access [Keep Up Strategies Report 2011; pp 49; Annex 31]. 

During and after the last Universal Coverage Campaign (UCC) of 2010/2011, the Tanzania National Voucher Scheme (TNVS) provided discount vouchers for an LLIN to pregnant women and children, however donor funding for the TNVS ended mid-2014. No other continuous distribution mechanisms targeting the general population were put in place after the UCC other than the School Net Programme (SNP) in the Southern Zone, but that was not implemented until 34 months after the campaign. The main limitations to implementing the vector control strategy have been delays in roll out of school-based distribution and withdrawal of funding for the TNVS mid-2014.

To address this challenge, it is essential that continuous LLIN distribution mechanisms are established within 12 months of finalizing the campaign before coverage drops. The key focus is on covering key populations who are most at risk and ensuring equity of access. The first priority of NMCP is to establish a new mechanism targeting pregnant women and infants through reproductive and child health (RCH) clinics to replace the TNVS which was discontinued mid-2014. RCH distribution will be complemented by school based distributed mechanisms which target the wider community. The annual School Net Programme in the Southern Zone will be continued and expanded to the Lake Zone, with funding from PMI. See section 3.2 below for details on the LLIN strategy.

Case management: the major challenge in provision of appropriate care for suspect malaria cases is the achievement of universal access to timely and quality diagnostic and treatment services. To achieve the strategic objectives for case management both public and private health care delivery services should be taken into account. The ratio public/private for provision of malaria services is approximately 60/40 [THMIS 2012; Annex 2]. The major obstacles for appropriate care for suspect malaria cases in public health care system are:

· Low test rate among suspect cases: 25% [THMIS 2012; p 149; Annex 2].

· Persistent high level of clinical versus confirmed malaria diagnosis: 40/60 [DHIS 2014; Annex 32]

· Persistence of stock outs of malaria  commodities in health facilities: 10% [SMS for Life May 2015; Annex 33] especially in malaria high transmission areas

· Low quality of microscopic malaria diagnosis [D’accremont 2014; Annex 34]

· Bottlenecks in the logistics management system for malaria commodities [Silaa 2013; Annex 35]

· Accessibility to malaria case management services in hard to reach areas



The major obstacles for appropriate care for suspect malaria cases in private health care system are :

· Low use of mRDTs for malaria testing in formal private health facilities (13%), [DHIS 2014; Annex 32]

· Lack of malaria diagnostic services in drug outlets resulting in high consumption of antimalarials on clinical/syndromic ground

· Persistence of mono-therapies in drug outlets: SP 36%, Quinine 14% [SPAm 2015; pp. Xxx; Annex 36]

· Limited access to QAACTs due to sub-optimal supply of CPM commodities: 48% of market share [SPAm 2015, p. Xxx; Annex 36]

· Adherence to malaria treatment and diagnosis national guidelines.



To address the above challenges, the NMCP plans to do the following:

· Improve case management commodities logistics through better quantification, timely procurement, distribution and reporting in order to eliminate stock outs in public health facilities.

· Improve quality of malaria case management through increased testing rate, quality assurance of diagnostic services (both for mRDTs and microscopy), enhance adherence to results and treatment guidelines in order to eliminate clinical malaria diagnosis.

· Promote universal access to quality assured ACT in the private sector by eliminating the quota of non-artemisinin monotherapies in the market and extending the availability of affordable QAACT.

· Promote universal access to malaria diagnosis by scaling up mRDTs use in drug outlets (Pharmacies and Accredited Drug Dispensing Outlets).

· Improve management of severe malaria by scaling up use of Artesunate Injectable formulation for both pre-referral and definitive treatment of severe form of the disease.



Behavioural Change Communication: NMCP has been implementing a range of IEC/BCC activities in a support of malaria prevention and treatment services. Current evidence suggests a very high knowledge about malaria in the community. However the pace of the behaviour change is not in line with high knowledge [THMIS 2012, page 161-175; Annex 2]. Several challenges have been identified in implementation of BCC activities to date, including: 

· Inadequate resources to distribute IEC/BCC materials to the targeted areas. 

· Heavy reliance on subcontractors some of which lack capacity to implement high quality malaria BCC interventions 

· Overreliance on mass media with limited approaches that increase person to person interactions for behaviour change. 

· Reliance on volunteers at community levels and insufficient reach of the Community Change Agents (CCAs) to reach all villages and wards. 

· Insufficient funding for BCC to cover all strategic interventions (e.g. larviciding not covered) or to reach all communities and eventually households

· No allocation of funding for BCC from the district budgets.

· Poor integration of BCC interventions at the implementation level.



In addressing these challenges, the following approaches will be followed in design and implementation of future BCC activities:

· Prioritize distribution of IEC/BCC interventions to most areas of the high need.

· Streamline and strengthen process of the selection of the subcontractor paying attention to the capacity to implement BCC activities within a given geographical scope.

· Ensure appropriate mix of mass media, mid media and interpersonal communication

· Ensure that all planned activities have an integrated component of effective IPCom.

· Piggy back on the MoHSW CBHP Guideline which are proposing cadre for civil servants for CHWs (paid) 

·  Work with RHMTs, CHMT and implementing partners to ensure allowances are paid to volunteers to motivate them.

·  Identify train and deploy adequate number of community mobilisers (CCAs/ CORPs) for selected villages and wards. 

· Expand the use of existing civil servants (Ward Health Officers) to be involved in BCC activities at village and ward levels.

· Create and/or strengthen structures for planning implementation and coordination of BCC activities especially at community levels.

· Maximize available BCC funding to cover all BCC interventions.

· Advocate for increase of BCC funding from district budgets during supportive supervision of RHMTs and CHMTs 

· Advocate for stronger role of districts in supervision of implementers within their districts. 

· Develop and roll out reporting and feedback system that will facilitate communication between national level and implementation level. 

· Increase national level involvement in regional and district level routine planning and implementation.



Malaria Surveillance, Monitoring and Evaluation: Weak health systems are impacting negatively on the monitoring and evaluation of the performance of the programme. Current Health information system strengthening efforts are being streamlined by the M&E Unit of MoHSW to address different program interests. Routine malaria data from HMIS is inadequate, incomplete and untimely making it difficult to understand the impact of the current efforts of scaling up program interventions on reducing morbidity and mortality due to malaria. Moreover, the HMIS does not capture data from the informal private sector. DHIS is now rolled out countrywide however limitation is data analysis and use. The programme has done some data analysis to inform program planning and implementation. However this capacity needs to extended in subnational levels. Additional efforts need to be invested in information sharing within the NMCP and with malaria partners/stakeholders. Antimalarial therapeutic efficacy studies are sub-contracted to research institutions. There is limited knowledge on quality of care in the health facilities. Also the available routine information does not provide all necessary information to be able to monitor the programme.



Based on this experience, there is a need to strengthen existing systems through capacity building on data management at different levels including the data analysis and information use. Additional approaches need to be developed to capture Non-routine data for improving Monitoring and Evaluation.



Malaria Programme Management: During implementation of last strategic malaria plan 2008 – 2013, program management faced the following challenges:

· Inadequate functioning of coordination committees (National Malaria Steering Committee, Integrated Malaria Vector Control subcommittee, and Malaria Case Management sub-committee) through which NMCP provides overall policy guidance, program planning and coordination of different malaria stakeholders.

· Gaps in coordination of sub sub-recipients activities especially at district and community levels.

· Insufficient skilled personnel at both national and sub-national levels to support activities for malaria control in the country 

· Heavy reliance on external sources for malaria control and insufficient mobilization of domestic resources.

· Insufficient adherence to program supervision and monitoring plans at different levels especially at regional and council levels, due to insufficient resources for supervision and coordination. 



In planning future interventions, NMCP plans to:

· Revive national steering and subcommittees to be able to provide policy and programmatic leadership.

· Establish mechanisms to effectively coordinate, supervise and monitor implementation of activities by sub recipients and other partners.

· Conduct relevant training of existing staff to improve a skill set for Malaria Control at different levels and recruit new skilled staff when necessary.

· Examine options to establish a “Malaria Trust Fund” to improve resource mobilisation from domestic sources for malaria.

· Provide better support to malaria and IMCI focal persons (MIFPs) at RHMTS and CHMTS to improve program coordination and supervisions, particularly of the regional malaria focal person to perform coordination and supervision in their regions



Procurement & Supply Management: Availability of key medicines in health facilities remains as a limiting factor for quality of care and service utilization in the public sector. A number of factors (internal and external) affect overall management of commodities in the sector. According to BRN analysis internal factors include inadequate funding, poor planning and coordination, inadequate tracking mechanisms and tools, as well as inadequate pharmaceutical human resources at the facility level resulting in poor inventory management. External factors include dependency on externally funded medicines and health products and donated supplies, limited coordination of third party financing and procurement for vertical programmes, and pilferage. 

1) Funding of essential medicines and health products beyond those financed through disease control programmes is not improving in real per capita terms. Furthermore, failure to budget for distribution costs for externally financed products has eroded MSD working capital. MSD's limited cash flow negatively affects the pipeline, stock levels and order fulfillment rates. A high-level Task Force including representation of MOF and Health Development Partners will address the constraints on MSD and will steer reforms based on the findings of the Global Fund supported study (see Section 1.1.d above). This will complement recently completed costing studies of MSD operations and landing costs and, funded by USG and Danida. The aim is a sustainable business model for MSD.

2) On the positive side, better procurement and supply chain oversight by a dedicated Logistics Management Unit (LMU) under MOHSW, and information management systems and procedures  e-LMIS)are advanced in development, with the potential to increase efficiency, reduce waste and improve availability of medicines to the population. 

3) The number of Accredited Drug Dispensing Outlets (ADDOs) has increased leading to better availability of some medicines and health products in rural areas through private sector participation, with useful lessons learned from the Affordable Medicines for Malaria programme in Tanzania. However there are still some challenges with sustaining quality of services and products within ADDOs that may have been exacerbated by the transfer of responsibility from the Tanzania Food and Drug Authority (TFDA) to the Pharmacy Council. Institutional strengthening of the Council, and support for ADDO programming should bring benefits for access while ensuring 

4) The regulatory framework has improved over the years. TFDA has been able to increase the annual number of medicine samples to be tested, as well as the number of samples actually processed in its WHO pre-qualified quality control laboratory. However, there are still medicines and health products of questionable quality and some unregistered products circulating in the market. Health technology assessment will require greater attention in the coming years, to provide the evidence base and guide selection and standards for devices, diagnostics and equipment.

5) Rational use of medicines is still a major challenge in spite some positive developments that include the development of Medicines and Therapeutics Committee (MTC) guidelines, training on MTCs at public sector hospitals and the update and wider distribution of Standard Treatment Guidelines and National Essential Medicines List. This is evidenced by sub-optimal adherence to guidelines for malaria case management following rapid diagnostic testing for malaria (mRDT) in the public sector, and inappropriate prescribing of antimalarials, particularly in the private sector where availability of rapid diagnostic tests has limited reach. The formative studies on private sector delivery of mRDT and cost benefit analysis (CHAI, Tanzania) show promise for affordability and rational use. 

6) Under BRN, a Star Rating system for both public and private primary health care facilities and primary referral hospitals will set objective criteria for minimum standards to be achieved. The development of a stepwise certification and accreditation system and linkage of quality to performance and insurance payments will stimulate improvements in health care provision.



M&E / ICT: Through the development of the second five year MESI plan the M&E team has identified past challenges, identified lessons learned and developed new plans or approaches to guide future implementation. The full list of challenges and new approaches is captured in the MESI five year plan and only those that relate to the activities proposed within this GF concept note are described here:

1) Insufficient and incorrect printed tools distributed to all districts and facilities have negatively impacted data completeness and quality. The cost and logistics associated with printing and distributing all forms is a challenge for the national MOHSW and a single supplier so over time, the MOSHW section is working on distributed mechanisms so facilities and districts can order their own paper tools from a range of suppliers and transitioning the cost of tools to district budgets.

2) The paper tools and reporting forms are complex and despite the fact that over 35 000 HCW have been trained, transfers and attrition result in facilities with no trained personnel. The M&E SI plan approach to address this includes securing some funding to train new HCW, continuing training for district staff to serve as mentors or trainers within the district, constantly looking for ways to simplify or reduce reporting and putting more emphasis on including new HMIS tools in pre-service training.

3) The M&E SI has to manage the success of having one strong national HMIS reporting system as disease programs and sections constantly request new reporting, new features and the number of users increases. To address this need the MOHSW team recognizes it needs to outsource some services including DHIS software support and data center or hosting services.

4) As data completeness has improved the MESI plan has identifieddata quality as a major area of focus to ensure data can be used for evidence based decision making. The new five year M&E SI plan includes many measures to improve data quality including improved use of data quality indicators, monitoring of data validation errors and outliers, and facility based data verification.  

5) Data Use or evidence based decision making is ultimately the primary objective. Out of the many activities to support data use within the M&E SI plan this global fund grant application focuses on district through the expanded use of District Health Profiles. 



Policy & Governance: Health Facility Governing Committees and Council Health Service Boards have been established but some are poorly functioning. There is insufficient donor harmonization and alignment resulting in parallel reporting and accountability creating inefficiencies through encroachment on already insufficient human resources. Obligations on Service Agreements under the PPP arrangement are often not met, and there is still high level mistrust between government and private-for-profit sub-sector in health.

Functionality of the SWAP arrangement faces limitations from Technical Working Groups (TWGs) working in silos and not communicating effectively between them. There is diminishing level of Health Basket Funding over the years while non-basket donor funding increased significantly, coupled with delayed disbursements compromised the gains from this arrangement. Important issues include:

1) Insufficient alignment and harmonization of some programmatic donor supported interventions undertaken by NGOs, leading to parallel reporting and staff time abuse

2) Poor fulfilment of Service agreement contracts undermining the principle and practice of Public Private Partnerships

3) Un-predictability of availability of funds as  previously reliable sources (Basket) diminish

4) Insufficient utilization of governance mechanisms (HFGCs, CHSBs) for social accountability indirectly promotes under-performance and in-effectiveness of planned interventions.

These constraints pose a challenge to be overcome through more effective communication and down-to-earth dialogue between partners and the government, without neglecting the benefits of open communication with respective headquarters of donor agencies through such means as skype conferences to cut down on bureaucratic inertia. 

1) Lessons from initial piloted activities indicate strengthening social accountability and performance management can make a contribution to improving communication and dialogue besides strengthening stewardship over available resources.

2) Another key lesson is the reveal that more can be achieved within the same resource envelope where alignment, coordination and partnership in oversight and implementation are optimized.



Human Resource Development: GFATM has issues the document “Tanzania Malaria and HSS Global Fund program analysis” and has requested that this concept note explains the tracking and management of construction projects that is ongoing and part of the GFR9 HSS interventions.

Ministry of Health and Social Welfare is the Lead Sub-Recipient for implementation of the GFR9 HSS programme. A major component of this programme is construction interventions. The Ministry had already put in place the monitoring system to make sure all constructions are completed by April, 2016. The constructions are done in three areas namely:  (1) Regional Referral Hospital Rehabilitation, (2) Health Training Institution Expansion/Rehabilitation and (3). Staff Houses Construction. Among the major strategies are as below listed:

1) Regional Referral Hospital Rehabilitation

· Engagement of Consultant team contracts for supervision of these projects as per contracts and their payments according to contractor achievements. 

· Engagement of Clerks of work to make a daily monitoring of onsite and submit bi-weekly progress report.

· Direct involvement of Local Authority technical team in the monitoring of the projects as per contract. 

2) Health Training Institutions Expansion/Rehabilitation

· Engagement of Consultant team for supervision of these projects as per contracts and their payments according to contractor’s achievements. 

· Engagement of Clerks of work to make a daily monitoring of onsite and submit bi-weekly progress report.

· Firm Ministry in-house technical team monitoring in monthly and quarterly basis.

· Direct involvement of user/recipients (Principals) in the monitoring of the projects as per contract. 

3) Staff Houses Construction

· Engagement of consultant team for supervision of these projects as per contracts.

· Engagement of Clerks of work to make a daily monitoring of onsite and submit bi-weekly progress report.

· Firm Ministry in-house and BMAF technical team monitoring in monthly and quarterly basis.

· Direct involvement of user/local Authority technical team in the monitoring of the projects as per contract. 

· Ad-hock technical meeting with sub-recipients, consultants and contractors to discuss and put a way forward for different challenges whenever it arise.

· Feasible distribution of construction package among the main contractors it terms of scope.  



MoHSW is confident that these measures will result in successful completion of these activities by April, 2016.

 

1.2.d. Main areas of linkage to the national health strategy, including how implementation of this strategy impacts relevant disease outcomes.

The new MSP 2014-2020 is linked to the National Health Policy, The MoHSW Medium Term Strategic Plan 2013-2016 and Government of Tanzania Development Vision 2025 which all focus on having healthy society with improved social well-being that will contribute effectively to personal and national development. This goal is to be achieved by providing basic services in accordance to geographical conditions, which is of acceptable standards, affordable and sustainable. Malaria is one of the key disease programs articulated in the National Health Policy in 2007 [NHP 2007; p. 3; Annex 37]. The Policy takes into account emerging and re-emerging diseases and changing landscape and technology. It is aligned with the Government of Tanzania Development Vision 2025, which states that, “MoHSW will contribute towards improvement of the health status and life expectancy of Tanzania people”. The Policy underscores the impact of malaria as one of the major communicable diseases (in addition to HIV/AIDS and Tuberculosis), that affect the health of the people of Tanzania. The draft Health Sector Strategic Plan – IV states that “Tanzania will continue successful reduction of malaria mortality and morbidity through preventive and curative measures”. Details of how the malaria strategy is linked to national health policies are explained in the Malaria Strategy 2014-2020 [pp. 13 – 14; Annex 6].

Alignment with National Health Sector Strategic Plan IV (HSSP IV) 2015 – 2020 and Big Results Now (BRN): 

Currently, the health sector is developing a fourth Health Sector Strategic Plan (HSSP IV) that encompasses the objectives and targets expressed in the Big Results Now (BRN) initiative under the health sector. 

HSSP IV is operating with 5 strategic objectives:

1) The health and social services sector will achieve objectively measurable quality improvement of primary health care services, delivering a package of essential services in communities and health facilities.

2) The health and social welfare sector will improve equitable access to services in the country by focusing on geographic areas with higher disease burdens and by focusing on vulnerable groups in the population with higher risks. 

3) The health and social welfare sector will achieve active community partnership through intensified interactions with the population for improvement of health and social wellbeing.

4) The health and social welfare sector will achieve a higher rate of return on investment by applying modern management methods and innovative partnerships.

5) For improving social determinants of health and welfare, the health and social welfare sector will achieve close collaboration with other sectors, and advocate for inclusion of health promoting and health protecting measures in other sectors’ policies and strategies. 

To address the performance management issues the BRN aims to ensure 80% of primary health facilities at 1- & 2- Star to be 3-Star and above by 2017/2018. Key results targets for BRN performance management priority are: 

· Assess all primary level health facilities 

· Develop specific intervention program for health facilities rated 1 & 2 

· Implement the intervention program for 12 specific regions – Kigoma, Katavi, Tabora, Singida, Shinyaga, Geita, Mwanza, Simiyu, Mara, Kagera, Pwani and Dar es Salaam



Major programmes have contributed their priorities which are fed into HSSP IV where interventions stretch beyond the BRN regions. In HSSP IV page 30 and 31 the challenges of HIV, Malaria and TB are captured. Intended Malaria interventions have been captured in section 5.4.4.1 [page 57 and 58], HIV/AIDS interventions reflected in section 5.4.4.2 [page 58-59] and TB interventions in section 5.4.4.3 [page 59 and part of page 60] of HSSP IV. Malaria, TB, HIV indicators have been taken into consideration in HSSP IV as part of Health Sector Performance indicators. Since Governance will be inclusive in HSSP IV, i.e. empowering communities, involving partners, being gender sensitive, specific HSSP IV objectives 2,3,4 and 5 [pages 14 and 15] shall have direct programmatic benefits particularly concerning Malaria interventions and wider disease prevention and control measures.

Alignment with the National Pharmaceutical Action Plan: The National Pharmaceutical Action Plan (NPAP; Annex 22) was developed through broad consultative process with stakeholders in the pharmaceutical sub-sector beginning January 2014. Key results and strategic interventions were formulated in the core pharmaceutical components: selection and use, regulatory framework, procurement and supply chain management (national and local level). NPAP also defined those key strategies within the health system building blocks that will complement the medicines and health technology block in the delivery of pharmaceutical services. NPAP has complementary components in health information systems, human resources, financing and governance. The NPAP covers the period 2015 to 2020 and is fully aligned with HSSP IV (2015-2020) and BRN (2015-2018), having contributed to the process of developing those national strategies and reflecting the agreed priorities back into the final draft of NPAP in March 2015. The NPAP 2020 is accompanied by a rolling three-year Costed Implementation Plan that addresses the current priority activities, programme gaps, and aims to mobilize resources from Government and Development Partners to fill the funding gap. 

M&E Strengthening Initiative (MESI): The MOHSW M&E section has been leading efforts within the sector to coordinate inputs and activities through the M&E Strengthening Initiative (MESI). The approach brings multiple funding and implementing partners together into a coordinated structure that ensures all stakeholders are contributing to the creating and improvement of one national M&E system. The MOHSW has completed the implementation of the first MESI and made great progress. The combined team has developed a new five year plan for the period 2015 to 2020 and the activities including in this application are aligned with this combined plan and will work in synergy with inputs from other sources including MOHSW inputs, USG inputs and technical assistance from CDC And USAID including HIV and Malaria funding, WB funding and other GF funding. M&E systems continue to be strengthened with harmonization of information systems and improved data quality with increased accessibility by stakeholders for validation of health sector performance.  MESI promotes innovations and research for empowering communities and evidence based health care practices for better health outcomes.

Governance: Malaria, TB, HIV indicators have been taken into consideration in HSSP IV as part of Health Sector Performance indicators. Since Governance will be inclusive in HSSP IV, i.e. empowering communities, involving partners, being gender sensitive, application of modern and innovative approaches, specific HSSP IV objectives 2,3,4 and 5 (pages 14 and 15) shall have direct programmatic benefits particularly concerning Malaria interventions and wider disease prevention and control measures.



1. 

1.1. 

1.2.e. Existing TB/HIV initiatives (not applicable)



1.2.f. Country process of reviewing NSP and developing the new strategic plan

The process and timeline for development of the strategic plan is described in detail in chapter 4 of the Malaria Strategic Plan 2014-2020 [page 30]. The plan was developed over a period of 12 months through an extensive consultative process, starting with a Malaria Programme Performance Review (MPR) in 2012 followed by a series of stakeholder consultations and workshops. Stakeholders included government, researchers, academia, private sector, NGOs, FBOs, and CBOs. The views of the communities were incorporated into the new MSP through engagement of non-state actors (non-governmental and Civil-Society organizations).  Concerted effort was made by NMCP to actively engage Local Government Authorities in discussion on the malaria strategies through a series of zonal dissemination meetings, which included all stakeholders.

As described in Section 1.1 above, malaria affects all people living in malaria transmission areas, but pregnant women, infants and young children are most vulnerable. The interests of these vulnerable populations are on top of the agenda for all stakeholders, from the perspective of service delivery (RCH department), delivery mechanisms (NMCP, private sector, and implementing partners) and research institutions (academia). A representative from the Non-State Actors has been involved in the Concept Note development process.









		SECTION 2: FUNDING LANDSCAPE, ADDITIONALLY AND SUSTAINABILITY 



		To achieve lasting impact against the three diseases, financial commitments from domestic sources must play a key role in a national strategy. Global Fund allocates resources which are far from sufficient to address the full cost of a technically sound program. It is therefore critical to assess how the funding requested fits within the overall funding landscape and how the national government plans to commit increased resources to the national disease program and health sector each year.  



		2.1 Overall Funding Landscape for Upcoming Implementation Period 



		In order to understand the overall funding landscape of the national program and how this funding request fits within this, briefly describe: 

1. The availability of funds for each program area and the source of such funding (government and/or donor). Highlight any program areas that are adequately resourced (and are therefore not included in the request to the Global Fund).

1. How the proposed Global Fund investment has leveraged other donor resources. 

1. For program areas that have significant funding gaps, planned actions to address these gaps.



		2. 

2.1. 

2.1.a. Availability of funds for each programme area



Malaria Funding

The Malaria programme is funded by the Government of Tanzania through the Medium Term Expenditure Framework (MTEF) and is supported by a range of partners who provide both technical and financial assistance. In addition to direct government funding for malaria (larviciding, malaria commodities procurement and logistics, program staff salaries), indirect expenditure on malaria is substantial. For instance, expenditures on front-line health-worker time spent on malaria-related tasks, health infrastructure and other health systems investments such as DHIS. 

Current funding for malaria includes financial resources from external sources such as the US President’s Malaria Initiative, the Global Fund (Round 1, 4, 7, RCC, 8 and SSF), Swiss Development Cooperation (SDC) and other bilateral contributions to the health basket fund. This has contributed to the scaling up of malaria prevention and control interventions towards universal coverage. NMCP receives funding from different sources including The Global Fund (55%,) PMI (32%), World Bank (6%), 4% for other donors including Swiss Development Cooperation (SDC) and GOT (3% excluding indirect expenditure of malaria, staff salaries and larviciding) [National Health Accounts; Annex 38].

Table 3 below highlights the funding requirements  per thematic areas highlighting the funding per program areas  and resources from each partners. No programme area, except MIP is adequately resourced and therefore priority areas are included in the request to the Global Fund. Total need for funding the MSP from 2016 to 2017 is $343,121,627. Government commitment over this period is $150,624,489 [Malaria Business Plan; Annex 39]. 



Table 3: Table of funding gap per thematic area and contribution by various donors- in USD millions

		Thematic area

		MSP

		GOT

		PARTNERS

		FUNDING GAP before allocation to GF

		GF-NFM-Allocation



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		Prevention

		IRS 

		25,751,041

		-

		24,923,000

		828,041

		-



		

		Larviciding

		6,483,925

		2,000,000

		-

		4,483,925

		-



		

		LLINs

		51,197,859

		-

		20,195,606

		31,002,253

		19,179,129



		

		Environmental and entomological Monitoring 

		-

		-

		-

		-

		402,500



		

		Specific prevention interventions - MiP

		138,174,694

		138,174,694

		

		-

		-



		Case Manage-ment

		Commodities ( (ACTS, RDTs, Artesunate )

		60,999,116

		3,074,577

		10,563,987

		47,360,552

		44,736,684



		

		CM support interventions (Drug outlets testing scale up, facility based etc)

		17,527,465

		3,371,508

		5,050,000

		9,105,957

		2,000,000



		

		Program management 

		19,005,137

		2,675,460

		10,406,437

		5,923,240

		2,784,677



		

		BCC

		12,849,472

		

		4,000,000

		8,849,472

		4,077,321



		

		

		

		

		

		

		



		

		M & E, Operations research

		11,132,918

		1,328,250

		3,755,000

		6,049,668

		3,504,980



		

		

		

		

		

		

		



		TOTAL MALARIA

		343,121,627

		150,624,489

		78,894,030

		113,603,108

		76,685,291



		HSS - Procurement supply chain management (PSCM)

		Operationalization of procurement and supply chain management system

		

		

		

		

		328,446



		

		PSM infrastructure and development of tools

		

		

		

		

		275,432



		

		Other: Regulatory oversight of quality, safety, and efficacy of products in the market

		

		

		

		

		257,285



		

		Other: Selection and rational use of medicines and health products

		

		

		

		

		163,808



		HSS - Policy and governance

		Development and implementation of health legislation, stratgies and policies

		

		

		

		

		703,821



		

		Monitoring and reporting implementation of laws and policies

		

		

		

		

		10,127



		HSS - Health information systems and M&E

		Routine reporting

		

		

		

		

		834,264



		

		Analysis, review and transparency

		

		

		

		

		1,172,574



		

		Surveys

		

		

		

		

		-



		HSS - Health and community workforce

		Retention and distribution of health and community workers

		

		

		

		

		2,150,182



		

		Scaling up health and community workers

		

		

		

		

		3,020,751



		Program management

		 

		

		

		

		

		492,293



		TOTAL HSS

		

		

		

		

		9,408,982



		GRAND TOTAL

		

		

		

		

		86,094,273







Table 4  Currently submitted  Contribution by Partners over the Concept Note period

		 MSP  NEED

		2015

		2016

		2017

		 Total  Jan 2016 Dec 2017



		Domestic  resources -government

		

		

		

		



		United States Government (USG)

		40,000,000

		40,000,000

		40,000,000

		80,000,000



		United Kingdom

		1,000,000

		

		

		



		Swiss Agency for Development and Cooperation

		1,000,000

		1,000,000

		1,000,000

		2,000,000



		World Health Organisation

		Xxx

		xxx

		xxx

		xxx



		Xxx

		Xxx

		xxx

		xxx

		xxx



		xxx

		Xxx

		xxx

		xxx

		xxx



		Total External resources 

		

		

		

		



		Existing GF grants 

		

		

		

		



		Funding Gap 

		

		

		

		



		Request from Global fund  allocation

		

		

		

		



		Request from Global fund  - incentive funding

		

		

		

		



		Unmet Quality demands to achieve the MSP set targets 

		

		

		

		







Health Systems Strengthening Funding

Funding for Procurement and Supply Chain Management: In addition to the MoHSW and the Global Fund, other funding partners for the Government’s National Pharmaceutical Action Plan 2020 are the US Government (USAID, PEPFAR, PMI and implementing partners), World Health Organisation, and Swiss Development Corporation. Specifically, the US Government through implementing partners has contributed in the areas of MSD infrastructure, electronic logistics management information systems, establishment of the MOHSW Logistics Management Unit, as well as regulatory and rational use interventions that include support for the ADDO programme, hospital medicines and therapeutics committees. WHO supported the MOHSW in review of the medicines policy and rational use of medicines strategy to the community. Swiss Development Corporation has been active in strengthening the pharmaceutical services delivery through the regional level project “Health Promotion and System Strengthening” in Dodoma Region, to be extended to additional regions. 

The BRN Healthcare NKRA programme (2015-2018) has ‘commodities’ as one of the four work-streams, and includes initiatives focused on financial sustainability and performance of MSD, private sector engagement based on a prime vendor model operated at regional level, and improvement in inventory management using the Total Quality Management ‘5S Kaizen’ approach in 12 BRN regions, aimed at improved accountability, and reduced leakage/pilferage.   (This initiative will be supported by SMS reporting of stock-outs by clients - refer HIS-M&E module in Section 3.2 below). Other work streams will focus on performance management and quality of care at facilities and enhanced community participation that will complement PSCM.  BRN will promote a closer collaboration between MOHSW and PMORALG and bridge the policy/implementation gap in health care provision. 

The World Bank and US Government are assisting the MOHSW in design and roll-out of Results Based Financing programmes in the health services that also incorporates MSD. Implementation of RBF will begin with one region (Shinyanga) and extend to 7 regions out of 25 within 3 years. The health service RBF model includes one management indicator for the CHMTs related to supply chain management (average number of tracer medicines at council health facilities), and one facility indicator on inventory management (stock levels within min/max range) that should incentivise improved performance. The RBF model for MSD will focus on order fulfilment rates and timeliness of delivery up to health facilities, initially in 3 out of 9 MSD zonal distribution outlets (Strategic Business Units).

This support catalyzed the national government’s commitments so that In 2015, the MOHSW obtained approval for upgrading of the Pharmaceutical Services Section (PSS) within the Department of Health Quality Assurance to a ‘Unit’ (PSU) headed by a director and reporting directly to the Chief Medical Officer. The new Unit provides the organizational framework for the Logistics Management Unit (LMU) that integrates activities evolving from vertical disease programme support for PSCM. Under PSU, the LMU is well positioned to oversee a diversified procurement and supply chain, serviced by global agents, Medical Stores Department (MSD) and complemented by non-governmental supply agencies and prime vendors serving LGAs and hospitals through framework agreements at regional level.

The LMU integrates PSCM for all disease control programmes into the national logistics systems, harmonises logistics management information into one system (eLMIS), and feeds back to resource planning and allocation by PSU. The LMU includes 7 members of staff allocated responsibilities for central level coordination and upstream logistics located at PSU-LMU, to be absorbed in FY 2015/16. There is a project charter that plans for absorption of the remaining staff of the LMU stationed at 9 zonal level MSD distribution centres and at MSD HQ. The LMU has been supported with 17 staff through the GF Round 9 Grant, and a larger number through US Government support for HIV related commodities. 

A high-level Task Force including representation of MOF and Health Development Partners will address the constraints on MSD  and will programme reforms based on the findings of the GF supported study [Cross-ref. Section 1.1.d] and recent work on costing MSD operations and respectively landing costs and, funded by USG through JSI, and Danida Health Sector Programme Support. The aim is a sustainable business model for MSD.

In the current funding landscape, the areas of high priority thatrequire funding are operationalisation of the procurement and supply chain including tools, regulatory controls in the market, and selection and rational use of medicines and health products

M&E funding: The MESI five year plan identifies all of the key focus activities that are required. As of now the main sources of funding are the Global Fund, the World Bank and the US Government. The majority of the plan is currently under-funded since GF inputs have decreased and the Embassy of the Kingdom of the Netherlands has withdrawn from the health sector.  At this stage, the main surveys including DHS and HIV Indicator Assessment are fully funded and the USG is providing significant inputs for technical assistance.  WHO has also been providing technical assistance.  The global fund investment leverages the inputs of other donors and works in synergy with these other inputs. The M&E Management team is continuing to work with all stakeholders to address the gaps. Although at this stage there appears to be a shortage in direct investment, the M&E team is working to improve collaboration with disease programs and regional implementing partners to address the shortages by aligning their efforts so they contribute to the national objectives.

Governance funding: HSSP III (2009-2015) review confirmed a well guided era in terms of laws, policy, regulations (PPP) and MOU (for the HFB basket) and soft agreements (with PMORALG). The long standing top level management acting positions ended by appointment of Permanent Secretary (MoHSW), CMO and Deputy P/S-Health within PMORALG. Establishment of a full Health Department within PMORALG is at the final stage. This will provide a closer administrative and technical oversight to the LGAs health implementation. Central, regional, council and facility level planning continued with MoHSW machinery oversight. Salaries and administrative logistics aspects are maintained by Government funding; technical support into planning and policy concept piloting (RBF) has received a significant Development Partners’ financial muscle. The Private Sector and NGOs contribution in the training institutions support continue to be appreciated. A mixed funding approach can be concluded but faced by inadequate resource mapping approach. GFR9 HSS funded...



2.1.b. How the proposed Global Fund investment has leveraged other donor resources:

The new funding (allocated NFM) will sustain the gains achieved to date and prevent disruptions of critical interventions. This funding has been complemented by resources from US PMI and bilateral donors. PMI provides support for vector control (IRS and LLINs); Case management interventions (commodities and Quality Assurance activities); all components of BCC; and strengthening of different components of Surveillance, Monitoring and Evaluation (Malaria Program Reviews, Routine Monitoring, surveys, Drug efficacy studies and operational research). Several donors (PMI, SDC, WHO, among others) have contributed to strengthening overall program management and technical capacity in addition to quality assurance and other support activities. The new funding from GF has been directed mainly to procurement of case management commodities (ACTs, mRDTs and injectable artesunate) and LLINs for both routine and mass campaigns. NMCP is responsible for the overall management of malaria control in the country using existing government structures, staff and systems for supply chain management, HMIS, and overall health service delivery. 



All funding available (including NFM allocation) to the program is geared at supporting implementation of agreed strategic interventions as articulated in the new MSP 2014 - 2020. Resource mobilization is achieved through comprehensive continuous partners’ dialogue to prevent duplication of funding and ensure complementarity.



2.1.c. For program areas that have significant funding gaps, planned actions to address these gaps



Table 5:  Programme areas with funding gaps and actions

		Program areas that have significant funding gaps

		Planned actions to address these gaps



		IRS

		IRS is one of the key vector control interventions in selected areas. However PMI is the only partner funding IRS, but this support does not cover all the selected areas. The NMCP is exploring mechanisms of how the Local Government authorities (LGAs) can prioritize IRS implementation in their Comprehensive Council Health Plan (CCHP) from domestic funds. 



		Full integration of Private Sector in increasing diagnosis and treatment

		The private sector provides health care a significant proportion of people of Tanzania (40% of people with fever seek care from private sector).  Current initiatives (CPM and other initiatives) are inadequate to provide full coverage of affordable and quality services to all in need. NMCP in an effort of expand access to quality testing for malaria has negotiated with manufacturers for low cost quality assured mRDTs to be availed through private sector supply chain, so that the product is affordable to the end users. In addition NMCP is receiving in-country technical assistance to coordinate and facilitate implementation of the Private sector malaria case management interventions in collaboration with implementing partners such as CHAI and PSI.  



		Expansion of Community based IEC/BCC interventions





		Implementation of current IEC/BCC activities especially at community level is patchy (due to limited funding). In order to increase reach and scope of community based IEC/BCC activities, NMCP is collaborating with Community Based Health Care Unit (CBHC) of MoHSW, to explore avenues of using community health workers (as outlined in Community Based Health Program (CBHP) Policy guidelines) to carry out community based IEC/BCC activities.



		Strengthening coordination of Malaria partners at different levels (National, regional and district)

		NMCP plans to link Malaria partners at different levels to existing platforms for coordination of non-state actors (e.g. Tanzania National NGOs Coordination under the Ministry of Community Development, Gender and Children). NMCP plans to reinforce the Terms of References (ToRs) of Malaria Focal and IMCI focal person (MIFP) to coordinate district level malaria partners.





		HSS

		xxx









		2.2        Counterpart Financing Requirements 



		Complete the Financial Gap Analysis and Counterpart Financing Table (Table1).The counterpart financing requirements are set forth in the Global Fund Eligibility and Counterpart Financing Policy.

a. Indicate below whether the counterpart financing requirements have been met. If not, provide a justification that includes actions planned during implementation to reach compliance.



		Counterpart Financing Requirements

		Compliant?

		If not, provide a brief justification and planned actions



		i. Availability of reliable data to assess compliance 

		Yes         ☐ No

		



		ii. Minimum threshold government contribution to disease program (low income-5%, lower lower-middle income-20%, upper lower-middle income-40%, upper middle income-60%)

		Yes         ☐ No

		



		iii. Increasing government contribution to disease program

		Yes         ☐ No

		



		

b. Compared to previous years, what additional government investments are committed to the national programs in the next implementation period that counts towards accessing the willingness-to-pay allocation from the Global Fund. Clearly specify the interventions or activities that are expected to be financed by the additional government resources and indicate how realization of these commitments will be tracked and reported.

c. Provide an assessment of the completeness and reliability of financial data reported, including any assumptions and caveats associated with the figures.



		2.2. 

2.2.a. Counterpart Financing Requirements:

Minimum threshold for counterpart financing: The Financial Gap Analysis [Table 1] indicates that the counterpart Financing for malaria is 19% which is greater than 5% requirement for a country like Tanzania.  This 19% counterpart financing is accrued for GoT commodity procurements (SP, ACTs, and laboratory consumables for microscopy) and implementation of larviciding. 

Increasing government contribution to the health sector:  The health sector budget has increased from USD 960,124,296 in FY 2013/14 to USD 1,018,061,498 in 2014/15, equivalent to 6% increase. It is projected to reach USD 1,079,145,188 in 2015/16 and 1,143,893,899 in 2016/17. The per capita health spending has steadily increased from USD 21 in 2005/2006 to USD 46 in 2011/2012, which is equivalent to 119% increase over a seven years period. The trend is very encouraging, showing that, Tanzania will soon attain the WHO per capita health spending threshold of USD 54 [NHA 2011/12). 



Figure 5:  Annual Health Expenditure and cumulative Nominal Growth



Source: National Health Accounts Projections



Government contribution to malaria: The GoT continues to prioritize funding of malaria activities. In the proposed 2015-2016 financial year, GoT has budgeted to scale up larviciding in 6 urban areas in addition to current 3 (Ilala, Temeke and Kinondoni). The GoT is planning to recruit additional health workers to deploy at district and community levels in the coming financial years (front-line health-workers spend a large proportion of their time on malaria-related tasks). In 2014, GoT developed policy guidelines on CBHP in which it will employ and deploy who will conduct malaria IEC/BCC activities.

Government contribution to Procurement & Supply Management: The 2015/16 budget process and parliamentary proceedings (June 2015) showed a stated preference and willingness for increased domestic co-financing of medicines and health products for key disease programmes, and reduced dependence on external financing. BRN in Healthcare will monitor the schedule for settlement of the government debt at MSD, and timely payment of PSCM costs up to facility level. Financing of new commodities such as artesunate injection under the GF will be matched by part payment from the health facilities’ budget for medicines. Government financing of 5% of commodity procurement, increasing to 20% by 2020 will contribute to mainstreaming of programme interventions as well as sustainability. 

Government contribution to M&E / ICT: The MOHSW is allocating increased level of funding for M&E in the 2015-2016 budgets. At this stage it is too early to confirm what the funding level will be and if the budgeted amounts will be released to support M&E activities.  The Government does continue to support M&E personnel at national head quarters level and HMIS focal persons at the district level.  The MOHSW is working with PMORALG to increase the allocation of M&E skills to district offices and once deployed these new staff will be funded by the Government.

For e-Health the MOHSW has allocated a larger budget in the requested budget for 2015. The e-Health steering committee is working to help coordinate inputs across different Ministries and agencies. For example, the MOHSW is working together with NHIF to ensure its investment in hospital management systems is aligned with different MOHSW objectives related to data collection and increased revenue collection.

Government contribution to Governance: Beginning July 2015 the Health Sector has embarked on the Big Results Now initiative. Here there are additional government investments in four areas including 1) Human Resources Distribution in addressing geographical in-equity; 2) Area of Health Commodities in addressing the overall country shortage and curbing systemic losses; 3) Area of Facility Performance improvement in promoting the desired quality of services for the people and 4) the Areas of Maternal New Born health in addressing the unmet Millennium Development Goals. Besides BRN, the MOHSW is developing a Health Financing Strategy aimed at Universal Health Coverage.



2.2.b. Willingness to pay

Above and beyond meeting the counterpart funding requirements, the GoT is demonstrating its willingness to pay by increasing financing for malaria in the following areas: 

a) Larviciding Factory: In 2014, the GoT completed construction of biolarvicides manufacturing factory in Kibaha, Pawani region, in which it spent USD 22.3 million. The factory is expected to start production in July 2015. In line with its commitment to scale up larviciding, GoT has an annual budget of approximately USD 1 million for operational costs and to purchase biolarvicides in the urban areas (Malaria Business Plan). This program complements all other malaria interventions.

b) Increased Financing to the Health Sector: Over the last 3 financial years, GoT to the health sector has been increasing by 6% per year. The spending by main disease analysis indicates that, 16.9% of health spending was directed towards malaria interventions [NHA 2011/12). In the medium term, government funding to the health sector is expected to increase. As mentioned in 2.2.a. above, current counterpart financing for malaria is 19%.

Information Requirements related to Government Investments: For the TNCM to track the government investment, the TNCM will obtain an update on government spending (past two years), budget (current year) and commitments (next three years) to programs supported by the government as illustrated in figure 2.2 (health expenditure as a percentage of government expenditures). This investment will include interventions/activities currently financed by government investments and additional investments over the next phase for scaling up program activities and/or absorption of existing donor support (including Global Fund).



Information on how actual spending will be verified and reported by the TNCM by using Official documents that serve as the basis for verifying government spending . These include:

· Medium Term Expenditure Framework

· National Health Accounts

· Costing of National Strategic Plans for Malaria

· Health Sector Public Expenditure Review

· Joint Annual Health Sector Review



2.2.c. Provide an assessment of the completeness and reliability of financial data reported, including any assumptions and caveats associated with the figures.

The data from the financial government sources to be used to track government commitments is complete and reliable. This information can be easily accessed online through Financial Management system known as Epicor 9. The MTEF provides details of all activities that will be implemented in that year to input level. It also shows the source of funds either the government or donors. National Health Account for Malaria [NHAm) shows total allocations and expenditures for each intervention area. It also includes information from both public and private sector. The Health Sector Public Expenditure Review [HSPER) shows all public expenditures for health in a reviewed period, showing information to disease level. It highlights all health financing sources and analyses their budget execution.

The program prepares annual financial reports showing sources of funding and expenditures against activity budget lines. These reports are audited initially by the MoHSW internal Auditor and then externally by Controller and Auditor General (CAG) annually. The CAG produces three reports, one for each source (GoT, GF and PMI).

Data sources: The following are three major sources of data used to complete the financial gap analysis; 

1) Budget framework papers of Ministry of Finance (MoF) for overall national budget and macro-economic indicators - Indicative Revenue and Expenditure Framework from National Budget Framework Paper FY

2) Medium Term Expenditure Framework (MTEF); Earmarked funds for Malaria medicines from government commitment, funding for larviciding, staff salaries and development partners contributions to the budget. 

3) Sources financing the health sector outside the government systems; Malaria Operation Plan (MOP) for PMI. 

Financing Data system Limitation: While the information is generally complete and reliable for reporting, there are some limitations:

· Insufficient existing mechanisms of sharing finance information between the malaria  program and partners implementing malaria  programs outside the government funding mechanisms. 

· Difficulties in disaggregating Malaria specific funding from the overall heath budget (e.g staff salary and infrastructure)







		SECTION 3: FUNDING REQUEST TO THE GLOBAL FUND



		This section details the request for funding and how the investment is strategically targeted to achieve greater impact on the disease and health systems. It requests an analysis of the key programmatic gaps, which forms the basis upon which the request is prioritized. The modular template (Table 3) organizes the request to clearly link the selected modules of interventions to the goals and objectives of the program, and associates these with indicators, targets, and costs.



		3.1 Programmatic Gap Analysis 



		A programmatic gap analysis needs to be conducted for the three to six priority modules within the applicant’s funding request. 

Complete a programmatic gap table (Table2) detailing the quantifiable priority modules within the applicant’s funding request. Ensure that the coverage levels for the priority modules selected are consistent with the coverage targets in section D of the modular template (Table3).

For any selected priority modules that are difficult to quantify (i.e. not service delivery modules), explain the gaps, the types of activities in place, the populations or groups involved, and the current funding sources and gaps.



		Global Fund Programmatic gap analyses tables have been completed for key commodities including LLINs, ACTs, RDTs and artesunate injection for treatment of severe malaria in the public sector, and ACTs for the private sector (See Table 2 - Programmatic Gap Analysis). Additionally the country developed a business plan that describes the estimated financial requirements needed to implement the malaria strategic plan 2014 - 2020 [see Business Plan; Annex 39]. In each of these modules, the programmatic needs have been quantified taking into consideration resource commitments from partners and government. Programmatic Analysis Table-2 does not include gaps in IEC/BCC, M&E, Program Management and HSS hereby described below. 

Information Education Communication/ Behaviour Change Communication: IEC/BCC is an important supportive strategy that promotes positive behavior for prevention, health seeking, and treatment and enables community members to make informed choices that will result in improved health and more effective services. Currently, some IEC/BCC activities are being implemented, there is a need to continue investing on IEC/BCC for malaria in order to maintain and sustain positive behaviours. In Tanzania, knowledge on Malaria is high (fever recognized as a specific malaria symptom by 78% of women and 70% of men [THMIS 2011-12 page 163 2nd paragraph) and 98% of women and men cited sleeping under mosquito nets as a way to avoid malaria [THMIS 2012; p. 166; Annex 2]. However appropriate behavior change and practice is lagging (66% of household population slept under LLINs [THMIS, 2012;  p. 134; Annex 2]; of the children with fever, 25% had blood taken for testing, 21% were given ACTs the same or next day following the onset of fever [THMIS 2011-12; p. 148; Annex 2]. In order to reach different segments of the population, it is important to use a mix of approaches for IEC/BCC such as mass media, mid-media, community outreach, interpersonal communication and advocacy. 

Malaria Surveillance, Monitoring and Evaluation:  

a) Routine reporting: Data generated from different sections of all health facility levels (outpatient department, inpatient, reproductive and child health, pharmacy, laboratory) provide a major source for routine monitoring performance of malaria interventions. Reporting which has been a major problem in the past has been improved through the introduction of the web-based electronic system (DHIS) in 2013 at district level. Data collection at the facility level is still paper-based and reported to the district where it is entered into the DHIS platform. Data inconsistencies and incomplete reporting through the system at different levels remain a problem [RSS Malaria Data Quality and Use Report – 2014; p.10; Annex 40]. As a contribution to the MoHSW M&E unit, NMCP has developed a plan for data quality improvement with the focus on malaria variables. 

b) Analysis, interpretation and transparency: Analysis, review and sharing of information enhance visibility of the malaria program and issues related to data quality, effective information for decision-making and planning. Currently, NMCP conducts data analysis on quarterly basis on key malaria indicators and uses this information for program planning purposes. The feedback and sharing of information is still ad-hoc [MPR 2012, p. 77; Annex 7 and RSS Malaria Data Quality and Use Report – 2014; p. 9; Annex 40]. However, for a well-functioning program, all levels of the health system should be able to analyse data, share it with relevant stakeholders and use it in their setting. The investment by NMCP will increase analysis of data and use for effective planning and decision-making at the different sub-national levels.

c) Surveys: Surveys triangulate and compliment data from routine sources. NMCP is conducting a mass LLIN replacement campaign which will be completed in May 2016. Currently MoHSW is conducting a combined DHS/MIS survey expected to be completed by December 2015, thus will not be able to assess the achievements of the campaign. A standalone MIS is planned to be conducted in 2017 so as to generate key program indicators including performance of LLIN mass replacement campaign. 

There are several non-routine indicators collected by the program to measure quality of malaria services provided and performance of some interventions at health facility level. NMCP currently conducts Service Provision Assessment for Malaria (SPAM) to complement program reporting. The current Malaria risk map is outdated (developed in 2013), and NMCP needs to continuously update the risk map to be able to reflect malaria epidemiological transition in the country to help NMCP better target its interventions.

Malaria Programme Management: NMCP is the nationally mandated programme responsible for overall policy, resource mobilisation, program management and coordination of all stakeholders invested in malaria prevention and control. Several platforms currently exist for policy and program coordination including meetings at different levels. Each year, together with partners, NMCP mobilises resources for funding planned activities, although to date, majority of funding is from external sources (more than 90% is funded by bilateral and multilateral donors [Malaria Business Plan). Currently NMCP is the lead sub recipient of the malaria GF grant and manages several sub-recipients that implement activities at sub-national levels. In order to achieve the principle of 3-Ones: One strategic plan, one M&E plan and one coordination mechanism, NMCP must put in place effective policy, planning and coordination mechanisms for a well-coordinated, well-resourced (including domestic financing) and managed sustainable malaria control program at all levels. The TNCM has therefore selected priority activities which are not resourced and are considered most essential to support the implementation of the MSP for the period January 2016 to December 2017.

Health Systems Strengthening: A financial analysis has been carried out as part of the preparation of HSSP IV. The analysis shows that the larger HSS investments are in infrastructure and in human resources, whereas the estimated needs are much smaller in the selected priority areas in this concept note, i.e. Procurement & Supply Management (“logistics” in the table below); M&E, and Governance.

Figure 6:  Investment Needs in HSS



Procurement and Supply Chain: Significant gains have been made in improving the performance of the public sector supply chain in Tanzania in recent years. Supply chain strengthening efforts for vertical programs have resulted in increased availability of antiretroviral medicines (ARVs), medicines to treat opportunistic infections, and other related HIV commodities. Similarly, the supply chain for vaccines and health commodities for universal immunisation have been strengthened. However, the availability of essential medicines and health products through the Integrated Logistics System, including those for the malaria programme remains unsatisfactory (see Section 1.1.d above) due to a number of factors: 

· Inadequate financing for medicines through the mainstream annual budget process; 

· Inefficiencies in the supply chain and logistics management information system (LMIS), and wastage arising from inappropriate use; 

· Poor inventory management, reporting and requesting (R&R) at the facility level

·  Lack of accountability leading to potential for leakage.

M&E / ICT: The MESI five year plan for 2015 – 2020 includes a detailed situational analysis which assesses the state of each system, programmatic priorities to sustain and continuously improve and identification of programmatic gaps to achieve the stated objectives. The five year plan includes some review of planed activities and funding for different components. Based on the assessment and projected availability of resources this concept note identifies three programmatic priorities.

·  Investment in activities to ensure the progress to date to improve routine reporting is sustained and improved.  Data completeness has improved but activities and investment are still required to sustain the gains that have been made and continue to improve data quality. The MOHSW recognizes that this will mean some continued printing of registers with national support, and software support to maintain and improve the DHIS system.  There is still a gap in regards to trained HCW who understand and know how to use the paper forms used for record keeping and reporting. There is a need to use a combination of pre-service training on HMIS, training for district officials to act as Training of Trainers and provide onsite mentoring support and some training for HCW in sites that have no trained personnel.

· All of the investments to date to strengthen M&E are linked to the analysis and use of data in decision making and quality of data.  Data quality and use are two of the major areas of focus for M&E over the next five year period.

· The M&E SI plan includes a detailed list of the priority surveys for the next 10 years. SARA is a part of this plan to provide detailed feedback on service availability and capacity and supplies required to offer services. 

Policy & Governance: The health sector is a complex sector, with many Ministries, Government Departments and Agencies involved, especially with a prominent role of PMO-RALG in implementation. There are also many private and non-governmental players in the sector. In addition, other stakeholders from outside the health sector may have a major bearing on health. Gains made in governance especially as regards policy dialogue, policy analyses, PPP instruments and establishment of governance mechanisms at LGA health facilities stand to benefit if the gap in ascertaining the actual costs of governance is addressed. The place of quality of health care in enhancing programmatic and governance gains calls for attention on the following factors:

· Poor quality of health services undermining delivery of program interventions.  Legislation to establish an accreditation system to safeguard quality of health services.

· Decline of health sector budget in real terms running parallel to reduction on Health Basket Funds contributions limits the ability to sustain current levels of sector accomplishments without mobilizing additional financial resources and implementing rigorous costs containment. 

· Lack of sensitivity to the importance of social accountability with consequences on resource wastage. Orientation of managers and care providers to performance management and social accountability as a way to enhance stewardship over available resources. 

· Review and application of devised tools such as the MOUs and Code of Conduct, Service Agreements.
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The Global Fund has allocated to Tanzania USD 79,126,695.49 broken down as follows: USD 76,685,291.80 for malaria and USD 2,441,403.69 for health systems strengthening. The details of the break down are provided in the Table 3.2-a below for allocation.

Table 6:  Summary of indicative funding allocation for the Malaria concept note

		Component

		Malaria

		HSS 

		TOTAL



		Total Allocation as of 1 January 2014 (USD)

		185,335,848.00

		36,333,124.00

		221,668,972.00



		Less: Actual disbursements (Jan 2014 – April 2015)

		29,440,194.20

		18,637,964.00

		48,078,158.20



		Less: Actual disbursement forecast to date of NFM start date (May 2015 – Dec 2015)

		79,210,362.00

		15,253,756.31

		94,464,118.31



		Add: In-country uncommitted cash balance at NFM start date (estimated)

		Not yet available

		

		



		Equals: Estimated allocation amount available for the implementation period

		76,685,291.80

		2,441,403.69

		79,126,695.49



		Less:  Adjustment to HSS.

		

		

		



		Available Allocation for this  Concept Note

		76,685,291.80

		2,441,403.69

		79,126,695.49







Funding Request for Malaria

The total funding within allocation for malaria is USD 76,685,291.80. Following a thorough consultative process of prioritization, the following are the key strategic areas included in this funding request: 

1. Sustain Universal LLIN Coverage with additional nets for the on-going mass campaign and continuous distribution to pregnant women and children at ANC and  EPI Clinics  (Vector control Module)

2. Ensure confirmation of all suspected malaria cases in public and private facilities and giving appropriate treatment and follow up in-line with the test, treat, and track strategy (Case management module)

3. Scale up and maintain IEC/BCC for increased uptake of all malaria prevention and control interventions (all modules)

4. Strengthen surveillance, monitoring and evaluation (SM&E)  for improving program monitoring and evaluation (SM&E module)

5. Support the NMCP ensure effective policy, planning, coordination and program management for a well-coordinated, well-resourced (including domestic financing) and managed sustainable malaria control program at all levels (Program management module)

The malaria portion of the grant is split to cover procurement and distribution of essential commodities (79% of the budget request) and key implementation support (21% of the request). The emphasis on commodities and their distribution is necessary given the need to focus on sustaining essential services for case management and vector control previously financed with GF resources, in order to avoid a reversal of the gains to date. In addition to the delivery of ACTs through the public and private sector (including training, follow-up supervision, coaching and mentorship), the requested fund will also support strengthening M&E systems for improved reporting. In order to ensure effective implementation of the grant resources have been set aside for grant management. The country will also enhance behaviour change communication (BCC) activities including interpersonal communication (IPCom) at community level to further scale-up demand and utilization of malaria control services. The modules included in this request are shown in the Table 3.2 b below. 

Funding Request for Health Systems Strengthening

xxxxx



Table 7:  The application amount per module and intervention areas from GF indicative allocation and above allocation (incentive funding).

		 MODULE

		 Description

		Allocation in USD

		% of  total

allocation

		Above- Allocation in USD

		% of total

above-

allocation



		1.    Vector control

		Procurement and distribution of additional LLINs through the current mass campaign to cover the gap.

		$7,319,005

		9.5%

		$ -

		0.0%



		

		Procurement and distribution of LLINs for continuous distribution through RCH facilities

		$11,860,124

		15.5%

		$11,860,124

		53.0%



		

		Entomological Surveillance

		$402,500

		0.5%

		$812,396

		3.6%



		2.    Case management

		Facility Based treatment including procurement, storage and distribution of ACTs, mRDTs and supportive interventions

		$33,318,937

		43.4%

		$2,110,000

		9.4%



		

		Severe malaria management  including procurement of artesunate injection and supportive interventions

		$5,985,467

		7.8%

		$ -

		0.0%



		

		Private sector - Co-Payment Mechanism 

		$5,432,281

		7.1%

		$4,878,074

		21.8%



		

		Private sector Other – includes Training of Medicine Dispensers on Malaria testing  in Drug outlets using mRDTs and other supporting interventions

		$2,000,000

		2.6%

		$ -

		0.0%



		3.       IEC/BCC

		Targeted at Malaria vector control (mass media, mid media and IPC)

		$2,000,000

		2.6%

		$ -

		0.0%



		

		Targeted at Malaria diagnosis and treatment (mass media, mid media and IPC)

		$2,077,321

		2.7%

		$ -

		0.0%



		4.    HIS & M&E

		Routine reporting

		$800,000

		1.0%

		$500,000

		2.2%



		

		Analysis, Interpretation and transparency

		$1,104,980

		1.4%

		$ -

		0.0%



		

		Surveys

		$1,600,000

		2.1%

		$ -

		0.0%



		5.    Program management

		Policy, planning, coordination and management

		$1,010,020

		1.3%

		$674,885

		3.0%



		

		Grant Management including HR costs

		$1,550,917

		2.0%

		$1,550,917

		6.9%



		

		Other – Resource Mobilisation

		$223,740

		0.3%

		$ -

		0.0%



		 Total Malaria

		$76,685,291

		100%

		$22,386,396

		100%



		6.    Procurement & Supply Chain Management 

		PSCM infrastructure and development of tools

		$328,446

		3.5%

		$646,576

		10.0%



		

		Operationalisation of PSCM system

		$275,432

		2.9%

		$ -

		0.0%



		

		Regulatory oversight of quality, safety and efficacy of products on the market

		$257,285

		2.7%

		$106,235

		1.6%



		

		Selection and rational use of medicines and health products

		$163,808

		1.7%

		$197,393

		3.0%



		7.    M&E HIS

		Routine reporting

		$834,264

		8.9%

		$575,045

		8.9%



		

		Analysis, Interpretation and transparency

		$1,172,574

		12.5%

		$327,931

		5.0%



		

		Surveys

		$ -

		0.0%

		$150,000

		2.3%



		8.    Policy & Governance

		Development and implementation of health legislation, strategies and policies

		$703,821

		7.5%

		$4,423,159

		68.1%



		

		Monitoring and reporting implementation of laws and policies

		$10,127

		0.1%

		$68,283

		1.1%



		9.    GFR9 HSS Phase 2 Completion

		Retention and distribution of health and community workers

		$2,150,182

		22.9%

		$ -

		0.0%



		

		Scaling up health and community workers

		$3,020,751

		32.1%

		$ -

		0.0%



		Program management

		Grant management

		$492,293

		5.2%

		

		0.0%



		 Total HSS

		$ 9,408,982

		100.0%

		$6,494,623

		100.0%



		Malaria

		 

		$ 76,685,291

		89.1%

		$ 22,386,396

		77.5%



		HSS

		 

		$ 9,408,982

		10.9%

		$ 6,494,623

		22.5%



		TOTAL CONCEPT NOTE APPLICATION

		$ 86,094,273

		100.0%

		$28,881,019

		100.0%







		Table 8: Commodity Allocation in Quantities



		Overall

		ACTs (treatments)

		ACTs (treatments) Co-payment

		RDTs (tests)

		Artesunate (Vials)

		LLINs



		Allocation

		19,641,850

		4,423,840

		32,819,364

		2,266,121

		3,848,555



		Above allocation

		0

		4,423,840

		2,853,857

		0

		1,976,687









MODULE 1:    VECTOR CONTROL

The funding request for this module is for procurement and distribution of LLINs, and for entomological surveillance.



1.1   LLINs: For this Concept Note, funding is requested to cover a shortfall of nets in the current mass campaign (under the SSF-II grant) and to set up a new continuous distribution mechanism for biologically vulnerable populations through ANC and EPI clinics (in Tanzania referred to as Reproductive and Child Health (RCH) clinics). The original projections for the campaign were based on the 2012 population census but the population has increased considerably since the design of the campaign in 2013 and the delayed start of implementation mid- 2015.  In addition, 1.5 million nets were originally deducted from the total need since pregnant women who would have received a net from the Tanzania National Voucher Scheme (TNVS) within 12 months of the campaign would not be eligible to receive a campaign net. However, the TNVS was discontinued mid-2014 prior to the start of the campaign. An additional 1,871,868 LLINs are required to cover 3,369,363 people which were not included in the original projections. The funding request is for procurement of the additional LLINs and their transportation only. The existing Logistics Contractor will not require additional funding as these additional nets can be incorporated into their existing work plan, provided the nets are distributed before the end of their contract in June 2016. Funding for the additional nets will ensure that universal coverage is achieved in all regions of the mass campaign.



As explained in section 1.2c above, it is essential that a Continuous Distribution Mechanism is established shortly after the mass campaign to ensure coverage remains high. It is therefore proposed to distribute nets through clinics to pregnant women and infants at their first RCH visit, using the existing Medical Store Department (MSD) mechanism. The MSD is the national institution responsible for procurement, storage and distribution of medical commodities to public health facilities countrywide. The roll out will start mid-2016 in the first 15 regions which will have received a campaign net in 2015, followed by a national roll out by 2017. This new continuous distribution mechanism will replace the Tanzania National Voucher Scheme. LLIN needs for the grant period is shown in the Table 3.2 c below, and in detail in the attached gap analysis.

Table 9: LLIN needs for Jan 2016 – Dec 2017 

		TOTAL LLIN NEED

		Expected from PMI

 

		LLIN Gap



		 

		Jan -Dec 2016

		Jan -Dec 2017

		TOTAL 

		

		



		Campaign shortfall

		1,871,868

		0

		1,871,868

		0

		1,871,868



		ANC/EPI

		        1,215,445 

		3,962,880

		5,178,325

		1,224,950

		3,953,375



		Schools

		740,000

		1,400,000

		2,140,000

		2,140,000

		0



		TOTAL

		3,827,313

		5,362,880

		9,190,193

		3,364,950

		5,825,243







Allocation: The full amount for the additional campaign nets are requested from the allocation amount (USD 7,319,005) and half of the need for the continuous distribution mechanism (USD 11,860,125). The rationale is that high prevalence areas (approximately 50% of the country) must provide continuous protection of their vulnerable populations.

Above allocation: The other half of the amount needed for the continuous distribution is requested from above-allocation (USD 11,860,125). This additional funding will make it possible to implement continuous distribution through RCH clinics in the entire country even in areas where prevalence has been reduced due to malaria control. Protection of biologically vulnerable populations remains essential in these areas, as explained in section 1 above.



1.2   Entomological Monitoring: Funding is requested for the actual implementation of the entomological surveillance to monitor malaria vector density and bionomics in 62 selected sentinel sites so as to assess the efficacy and effectiveness of vector control interventions. The NMCP has already conducted preparatory work (training and procurement of equipment) under the SSF-II grant. Funding requested to cover costs of laboratory assessments and running costs of the fieldwork for the period Jan 2016 - Dec 2017. 



Allocation: An amount of USD 402,500 is requested within allocation to cover cost of laboratory assessment and fieldwork in 31 councils. 

Above allocation: USD 812,396 is requested as above-allocation to cover training of council staff, procurement of equipment and fieldwork in the remaining districts. 



MODULE 2:      CASE MANAGEMENT

This funding request is for improving testing, treatment and track strategy in public and private sector through procurement, storage and distribution of commodities (ACTs, RDTS, Artesunate Injection) in the public sector and Implementation of Co-Payment Mechanism in private sector. Additionally funding will also support IEC/BCC, Microscopy QA/QC, and Integrated Management on Childhood Illness Distance learning Training and follow-up (d-IMCI),  train health workers managing severely ill children in Emergency Triage Assessment and Treatment (ETAT) and train medicine dispensers in Accredited Drug Dispensing Outlets (ADDOs) in proper testing of malaria using mRDTs.



2.1   Facilities based Management in the Public Health facilities: The requested funding will procure 74% of the ACT supply (19,641,850 treatments) and 94% of mRDT tests (35,673,222 tests) of the projected need of the public sector. Additional ACTs (6,901,910 treatments) and mRDTs (2,277,507 tests) will be procured using GOT and PMI. All GF commodities will be procured through the Pooled Procurement Mechanism (PPM) and delivered to the MSD which will be responsible for storage and distribution.  These procurements will maintain the current stock level in the country. 

Evidence from supervision reports and an assessment of quality of malaria microscopy [Quality Management of Malaria Microscopy Report 2012; p. Xx; Annex 41] indicates gaps in capacity of the laboratory personnel in conducting quality microscopy. To strengthen Microscopy QA/QC at Health Centre and Hospital levels, NMCP will establish system of Quality Assurance system for microscopy. As part of this process, NMCP will conduct training of 600 laboratory personnel from all public hospitals and Health Centres in the country (one staff per facility) on WHO certified course on Malaria Microscopy Quality Control focusing on Standard Operating Procedures (SOP) for Malaria microscopy. 

To strengthen capacity of Health providers on comprehensive assessment and treatment of sick children under five years, NMCP will continue to implement the distance learning approach of Integrated Management of Child Illness (IMCI) which is an approach that ensures a holistic assessment and management of a sick child by health workers, improving management of febrile condition. To date, the Program has completed training of 4,806 health workers in 43 districts (23 districts supported through GF and 20 funded by UNICEF and USAID) from 1,427 health facilities. The requested funding will support training of 3,600 health workers in distance IMCI in 30 districts over the two years. The remaining 60 districts will be covered funding by other partners.

In order to improve adherence to NGMDT (with particular emphasis on increasing malaria testing and adherence to test results by health workers), NMCP will increase capacity of CHMTs to provide effective supervision, coaching and mentoring of health care providers by developing a Problem Solving Supervision module which will include aspects of revision of records, analysis of data, generating useful information for better planning and organization of malaria case management services including improved/rational utilization of commodities. This module will be rolled out to half of the CHMTs (80) in year one and the remaining in year two. 

To continue strengthening the management  and availability of ACTs and mRDTs at public health facilities, NMCP will continue to support the existing MoHSW-based electronic Logistic Management Information System (eLMIS); a system which captures all logistic information (stock status data at all levels, consumption data, requisition, ordering process, receiving and management and forecasting, expiry etc) from health facilities across the country. NMCP will continue to support LMU operations for management of eLMIS based in 9 MSD zones including Central medical store. 



Since 2011, NMCP has been using a mobile phone-based short messaging services - SMS application (also known as SMS for Life) to monitor weekly stock information from 5,078 public health facilities across the country. SMS for Life has been standalone system which accounted for the high cost for maintenance. NMCP with funding from this grant will transition and integrate SMS for Life into the existing MoHSW- based DHIS. 



Allocation: USD 18,125,132 is requested for procurement of 19,641,850 treatments of ACTs and USD 13,334,300 for procurement of 32,819,364 tests of mRDTs through Pooled Procurement Mechanism (PPM); and USD 1,859,505 to fund 66% of the supportive interventions including training of 600 Laboratory personnel on QA/QC, train 3,600 health workers on distance learning IMCI, development and roll out of supervision model to 160 CHMTs and strengthening of commodity monitoring.

Above allocation: USD 1,159,505 is requested to fund procurement of 2,853,857 mRDTs; and USD 950,495 to fund 34% of supportive interventions including training of Laboratory personnel on microscopy QA/QC, training of health workers on distance learning IMCI, development and roll out of supervision model to CHMTs and strengthening of commodity monitoring.



2.2   Management of Severe Malaria: This request will fund 44% (3,531,881 vials) of the projected need (8,027,002 vials) of the artesunate injections while PMI will fund for 50% and 6% from GOT. Also, 450 health workers will be trained on Emergency Triage Assessment and Treatment (ETAT) from 30 districts. To date, NMCP has conducted training of 294 health workers on ETAT from 21 districts. 



Until 2013, Quinine was the first line treatment for severe malaria. In line with the change of policy for treatment of severe malaria which now recommends use of injectable artesunate, MoHSW, in a phased manner, has been rolling out implementation of the new policy. To date, national coverage of artesunate is estimated at 24% [SPAM 2015; table 10; Annex 36]. It is planned that by December 2015, 50% of the severe malaria management will be using injectable artesunate and to reach national coverage of 80% by end of 2017.



Allocation: USD 4,985,467 is request for procurement of 2,266,121 vials of Artesunate for all public health facilities and USD 1,000,000 for ETAT training of 450 health providers from 30 districts and other supportive interventions.

Above allocation: No funds are requested above allocation.

 

2.3   Private sector Co-Payment Mechanism: The requested fund is for procurement of 8,847,680 quality-assured ACTs (QAACTs) for private sector through the Co-Payment Mechanism (CPM). This CPM will cover 50% market share of the antimalarial market in the private outlets for next two years.  The CPM followed Affordable Medicine Facility for Malaria (AMFm). Tanzania was among the pilot countries. In 2013, The Global Fund developed the Operational Policy Note (OPN) which provides the guidance to countries that wish to participate in the CPM. In line with OPN guidance, Tanzania already has Co-Payment Task Force with membership from both public and private sectors. The agreed co-payment ratio for Tanzania is currently GF 75%, versus FLBs 25% for adult and GF 85%, versus FLBs 15% for paediatric treatments. Between 2013 and 2015, a total of 25,509,775 ACT treatments have been procured through CPM. Currently there are 9 First Line Buyers for first round which will distribute subsidized QA ACTs to about 1,200 pharmacies and over 6,500 ADDOs. A SPAM conducted found that subsidized ACTs were reaching final beneficiaries at an average price of Tshs 1,400 (USD 0.70) versus Tshs 10,300 (USD 5.15) for non-subsidized ACTs (SPAM 2015, PDO; Exhibit 3; Annex 36); ensuring availability of affordable ACTs within community. These are consistency with AMFm Price Tracking Evaluation Report 2013 (Retail prices of ACTs co-paid by the AMFm and other antimalarial medicines [page 11 Table 6; Annex 42).

NMCP proposes to continue the CPM under this grant, and will invest USD 9,756,094. NMCP will continue to monitor performance through semi-annual SPAm (monitors the retail price and availability of the co-paid product to the end user). The SPAm is costed under the M&E module. In addition of SPAm, there will be a regular spot check of the drug outlets by Pharmacy Council of Tanzania to check availability and adherence to the terms of Co-payment Mechanism including retail price. Overall coordination of the CPM will continue through the Task Force.



Allocation: USD 4,878,047 is requested for co-payment of QA-ACTs and other USD 554,207 for supportive interventions.

Above allocation: Additional USD 4,878,047 is requested above allocation to further expand the co-payment mechanism by additional 50% of the market share of ACTs



2.4   Introduction of Malaria testing service using mRDTs in the Drug Outlets: Funding is requested to introduce malaria testing in private drug outlets (pharmacies and ADDOs). Funds will be used to train medicine dispensers so that they can properly conduct malaria testing using low-cost quality-assured mRDTs in drug outlets. In 2014, NMCP in collaboration with Clinton Health Access Initiative (CHAI) completed an operational research in two districts (Kilosa and Kilombero as intervention districts and Mvomero as control district) in Morogoro region to assess the feasibility and affordability of introducing malaria testing in drug outlets. Results from the pilot found that testing for malaria using mRDTs was feasible and affordable. Key findings were that; Overall there was increased rate of testing in both subsidized and unsubsidized drug outlets (at end line, 66% in subsidized and 65% in unsubsidized were tested in ADDOs). Also, high adherence to negative test results was observed, with only 7% of test negatives purchasing any kind of antimalarial drug [ADDO Pilot Report; p. 3; Annex 17]. 

With this evidence, MoHSW is rolling out testing of malaria in the drug outlets in a phased manner, starting with most underserved communities. NMCP will conduct training of at least one dispensing staff in 7700 registered drug outlets to properly test for malaria using mRDTs. NMCP together with Pharmacy Council of Tanzania and Health Laboratory Practitioners’ Council (HLPC) will conduct regular supervision to ensure the adherence to standards. NMCP in collaboration with M&E Unit of MoHSW and Pharmacy Council of Tanzania will develop and roll out a data capture and reporting system to be used by the trained dispensers which will be integrated into the existing DHIS.



Allocation: USD 2 million within allocation will be used to support training of medicine dispensers, regular supervision; and Design and roll out of Data capture and reporting system.

Above Allocation: No fund will be requested above allocation.



MODULE 3:      IEC/BCC

The requested funding is for conducting continuous IEC/BCC on appropriate malaria prevention, diagnosis and treatment-seeking so as to maximize the impact of on-going IEC/BCC activities that are currently implemented by NMCP and BCC partners countrywide. Results from THMIS 2011-12 show high knowledge on ways to avoid malaria 92% of women and 96% of men page 166 paragraph 3), malaria signs and symptoms (78% of women and 70% of men [p.163, paragraph 2] and on where to obtain ACTs (87%of women and 83 of men0 [ p. 169, paragraph 3].  The high knowledge does not correspond to recommended practices; for example, of the children with fever, only 25% had blood taken for testing, 21% were given ACTs the same or next day following the onset of fever [THMIS 2011-12 page 148]. In Tanzania, exposure to malaria messaging is high through radio (88%) and is nearly universal in rural and urban settings with limited reach of other channels. To address the slow pace of behaviour change, NMCP and BCC partners need to refocus messaging for impact. There is need also to use a mix of BCC approaches with emphasis to community outreach through interpersonal communication, so as to increase messaging intensity and reach to all segments of the populations to trigger actions for positive behaviours. Currently, NMCP implements various mass media programs on malaria and limited range of mid media and Interpersonal Communication (IPCom) approaches. At community NMCP is conducting cascade training of ward health officers countrywide to conduct BCC activities (household visits and community dialogues) where they discuss personal and community actions necessary for malaria prevention and control. 

NMCP will conduct various mass media activities including production and airing of Radio and TV spots and programs; develop, print, and disseminate IEC and promotion materials targeting the whole country. NMCP will also conduct mid media including road and film shows, and folk media to be conducted in 19 regions. To increase intensity and reach of messaging for behaviour change, NMCP will deploy intensive interpersonal communication approach within selected communities in regions not covered by PMI support. To improve health worker behaviour particularly with adherence to test results and to build their skills on IPCom, the BCC Unit of NMCP will integrate with technical units of NMCP (Case Management and M&E) as entry point for improving supervision, mentoring and coaching.



NMCP will conduct a range of advocacy activities to influence decision makers to lobby for additional resources for malaria and to raise malaria profile. To gain political support and social commitment, advocacy forums (World Malaria Day, TAPAMA and other national events) will be conducted with influential people, business executives, decision makers and Members of Parliament. 



Allocation: USD 5,000,000 within allocation to fund mass media, mid media and community outreach through IPCom and advocacy. USD 2 million is earmarked for BCC on prevention and USD 2 million for case management.

Above allocation: No fund is requested above allocation



MODULE 4:     SURVEILLANCE, MONITORING AND EVALUATION

Funding is requested to cover cost of improving program data (data collection and reporting), data analysis and use and collection of non-routine indicators through selected surveys so as to monitor and evaluate program performance and enhance informed decision-making, accountability, and value for money. 



4.1   Routine Malaria reporting: In order to improve quality of data from routine reporting funding is requested to train selected health care workers at regional, district and HF level on malaria data management (data collection, reporting, analysis, and interpretation). In 2013, the MoHSW completed the national roll-out of a web-based electronic system (DHIS) for routine reporting of data to district level. As per 2014 HIMS report 87% of HF were reporting through the system (both public and private facilities) (MoHSW-HMIS report 2014). In 2014, NMCP in collaboration with MoHSW M&E unit and other partners conducted a national assessment of the quality of data reported from health facilities through DHIS (Routine System Strengthening Situational Analysis for Malaria Data Quality and Use – 2014). The assessment found the following weaknesses with the system, namely; inconsistences of data across sources, poor data/register keeping, incomplete reporting/use of HMIS tools, inadequate tally sheets and lack of skills, and limited routine data use [RSS page 15, Figure 2). 

In collaboration with WHO and RTI, NMCP and MoHSW M&E unit developed an implementation plan to address the above observed weaknesses [Strengthening malaria data quality and use plan 2015). NMCP and partners based on this plan reviewed data quality assessment tools which are included in the monitoring and supervision framework of NMCP. A pilot program to improve data quality in the health facilities is planned for August 2015 using PMI funding. Using funding from this grant, NMCP plans to train 4788 HCWs from 84 districts on data management. 

In order to improve the quality of data and as a response to one of the key findings of the assessment, NMCP plans to develop and roll out data quality guidelines. In order to strengthen the national DQA system, NMCP will print and distribute DQA tools to RHMTs and CHMTs and build their skills on DQA by training 576 RHMTs and CHMTs from 84 councils on use of these tools, so that RHMTs and CHMTs will conduct DQAs within their areas of authority using their own resources. NMCP will provide technical and financial support to RHMTs and based on the findings of the technical support conduct DQA to selected HFs on biannual basis. 



Allocation: USD 800,000 is requested within allocation for training of HCWs on data management, development and distribution of DQA tools, training RHMTs and CHMTs in 15 regions and conduct national level DQA.

Above allocation: USD 500,000 is requested above allocation to complete the roll-out training of RHMTs and CHMT in the remaining 10 regions.



4.2   Malaria - Analysis, interpretation and transparency: Funding is requested to strengthen the culture of data analysis and use at different levels, conduct periodic program reviews and support programme dissemination meetings at different levels. Currently, data analysis and use at the different levels is limited [Routine System Strengthening Situational Analysis for Malaria Data Quality and Use – 2014). With regard to periodic programme reviews, NMCP conducts annual zonal reviews and national annual review and planning. In 2012 conducted Malaria Program Review (MPR) and the next review is scheduled in 2017. In 2014, NMCP and partners developed a new Malaria Strategic Plan (MSP 2014 – 2020). The medium term review is planned for 2017. Currently, through zonal reviews and other national forums, NMCP disseminates information about the program as a basis for discussion on the status of malaria in the country and performance of malaria interventions.

Requested funding will support the following activities: conduct periodic reviews (quarterly, semi-annual, and annual), mid-term review and MPR; Hold dissemination meetings (scientific forums, zonal meetings, consultative meetings with partner). NMCP will analyse, and interpret malaria data from routinely reporting and surveys and share in available forums e.g. SME network, consultative meetings, planned zonal meetings which include RHMT/CHMT and international forum; and Produce biannual bulletins.



Allocation: USD 1,104,980 is requested within allocation to fund periodic program reviews, dissemination meetings and production of semiannual bulletins

Above allocation: None is requested for above allocation



4.3. Surveys: Funding is requested to conduct a standalone MIS in 2017 and biannual SPAM surveys to collect data on non-routine indicator for program monitoring and evaluation. Also funding is requested to support annual SMPS to provide data for update of malaria risk map. These surveys are described in detail in the Draft Malaria Surveillance, Monitoring and Evaluation Plan 2014 -2020.

· Malaria Indicator Survey: Currently MoHSW is conducting a combined DHS/MIS survey expected to be completed by December 2015. A standalone MIS is planned to be conducted in 2017 to generate key program indicators including performance of LLIN mass replacement campaign. NMCP will conduct MIS in 2017 with funding both the GF and PMI.

· Service Provision Assessment for Malaria:  For some of the interventions NMCP implements, data required to monitor them is not captured through the existing routine systems, for example quality of services provided in informal private sector. NMCP currently conduct biannual SPAM that collects information for non-routine indicator and on the quality of malaria services provided. 

· School Malaria Parasitological Surveys:  Since 2014, NMCP in collaboration with Ifakara Health Institute (IHI) and National Institutes for Medical Research (NIMR) conducts School Malaria Parasitological Surveys (SMPS) to complement national representative parasitological prevalence surveys through DHS/MIS. The DHS/MIS is powered to provide population estimates at national and regional levels only.  Under the current epidemiological transition, the large sample size of the SMPS is able to capture parasitaemia rate level up to district and sub-district levels. Information collected through SMPS contributes to update malaria epidemiological profile and risk mapping. In order to best target malaria intervention, malaria risk map identifies heterogeneity in malaria transmission intensity and subsequent strategic stratification. NMCP plans to conduct SMPS biennially in sample of randomly selected 500 primary schools (with an average of 100 pupils aged 5 to 16 years per school) in June 2016 (first half of the country) and in June 2017 (for the other half of the country).



Allocation: USD 500,000 is requested within allocation for the MIS 2017. USD 500,000 is requested within allocation to conduct SPAM in 2016 and 2017. USD 600,000 is requested to conduct SMPS in both years.

Above allocation: No funding is requested above allocation



MODULE 5:      PROGRAM MANAGEMENT

Funding is requested for planning and coordination; grant management; and resource mobilization.

5.1    Planning and coordination: The funding requested will support the overall coordination mechanisms existing in place to ensure cost effective holistic programme. In line with decentralized system of Government of Tanzania, malaria coordination and planning at the national level is by NMCP. At each RHMT (region) and CHMT (council), there is focal person for malaria who provides link to the national level. NMCP conducts regular training of these focal persons to update their knowledge and improve their performances. In 2017, NMCP will train 40 newly selected malaria focal persons. 

In 2014, NMCP conducted four integrated supervisory visits to Regional and district levels. In the first half of the 2015, NMCP is yet to conduct the planned round of supervision. NMCP plans to supervise 12 of the 25 regions through The GF application (13 regions will be supervised using USAID funds). 

To support operations of RHMTs and CHMTs, NMCP has provided transport facilities for all regions and councils to facilitate coordination and monitoring of malaria activities at these levels. NMCP will continue to provide operational funding to support these levels.

In Tanzania, there are many partners (NGOs, CSOs and CBOs) that are involved in malaria prevention and control at various levels (National, Regional, districts and community levels). Currently malaria program is coordinated through the following committees: the National Malaria Steering Committee at the top, supported by two technical sub-committees (Malaria Case Management and Malaria Vector Control). NMCP aims to hold quarterly meetings for each of these committees. 

5.2    Grant management: To support grant management, NMCP has engaged 29 contractual staff (19 for LMU Unit, 3 for IMCI, 1 for Malaria Case Management, 3 for data management, and 1 supportive staff). 

5.3    Resource mobilisation: NMCP is mandated to lead resource mobilization for malaria. Currently, more than 90% of the budget for malaria is from external sources. There is a need to build and strengthen capacity of NMCP for resource mobilization with special focus on increasing domestic funding. NMCP plans to complete tools for resource mobilization and conduct a series of consultative meetings geared at building national fund for malaria.

Allocation: USD 1,010,020 is requested within allocation to fund policy and coordination meetings, program monitoring and supervision for RHMTs and CHMTs, routine program management and administration. USD $1,550,917 is requested within allocation to fund grant management activities including staff salaries, LMU operations and PMU operations. USD 223,740 is requested within allocation to fund resource mobilization

Above allocation: USD 674,885 is requested above allocation to fund training of 40 newly selected malaria focal persons; national annual coordination forum for Civil Society Organizations in 8 zones.



MODULE 6:       PROCUREMENT & SUPPLY MANAGEMENT

Strategic investments are proposed for improvement of the supply chain using the data and reports from the electronic Logistics Management Information System, conveyed to the operational level through the Logistics Management Unit. Impact of the high investment in commodities will be improved through interventions for ‘rational use’ and assurance of quality through regulatory bodies (TFDA and Pharmacy Council) and specialist medicines information centres.

Requests above the funding allocation are focused on support for the BRN initiatives in the ‘commodities’ work-stream addressing inventory management and accountability to deter leakage, as there is currently a funding gap and additional support will increase the coverage of the BRN initiatives together with LMU operational support. Above allocation requests will also support the National Medicines and Therapeutics Committee in key activities such as review of the standard treatment guidelines and essential medicines list, due in 2016-17.

Table showing interventions, and budget allocation 

		 

		Allocation

		Above



		 

		USD

		%

		USD

		%



		Operationalization of procurement and supply chain management system

		$328.446

		32%

		$646.576

		68%



		PSM infrastructure and development of tools

		$275.432

		27%

		$0

		0%



		Regulatory oversight of quality, safety, and efficacy of products in the market

		$257.285

		25%

		$106.235

		11%



		Selection and rational use of medicines and health products

		$163.808

		16%

		$197.393

		21%



		 

		$1.024.970

		100%

		$950.205

		100%





Intervention 1: PSCM infrastructure and development of tools 

The eLMIS has been developed and rolled out to council level, for electronic capture of data from facility Report & Request (R&R) forms and supply through the Integrated Logistics System (ILS). The LMU has trained personnel in all councils nationwide. Several quarterly cycles of data have been captured in eLMIS by data entry of R&R at the council level and LMU capture of order processing and delivery details from the Zonal MSD. Data entry by selected primary care facilities is planned, based on readiness assessment (those health centres and dispensaries having ICT and internet connectivity).  A dedicated eLMIS system is under development for hospitals. Rollout of the hospital eLMIS is funded for 97 hospitals (USG support). One training workshop is held for each region.

Within allocation activities

LMU will train users of the hospital eLMIS in the remaining 73 hospitals with GF support.

Above allocation activities: none

Intervention 2: Operationalisation of PSCM system 

Estimation of requirements at primary health facilities is weak, and quarterly R&R forms require systematic review by the district pharmacist and CHMT members. The eLMIS is now able to calculate ‘stock on hand’ as ‘months of stock’ based on past consumption. The CHMT will need to access and interpret eLMIS database reports for the review and approval process, and follow through with targeted support to facilities submitting poor estimates or those with known data quality issues identified through eLMIS. 

LMU will now focus on eLMIS data quality and use of eLMIS reports to operationalize and improve the PSCM system. Regular monitoring and mentoring visits will be required from LMU zonal level through regions to councils, using earmarked funds over and above the LMU operating budget. 

Within allocation

LMU Supply Chain Monitoring Advisers will visit councils twice annually to support eLMIS users and decision makers on logistics data analysis and use of eLMIS reports.

Above allocation

Priority 2&4: BRN initiatives for improved inventory management using the ‘5S Kaizen Total Quality Management’ approach, and accountability mechanisms will complement LMU interventions to operationalize the PSCM system. The BRN work stream has mobilised funding for 3 priority regions from the Health Basket Fund, and a further 2 priority regions could be served through GF support. A sensitisation workshop in each council is followed by on-job training at health facilities aimed at substantive and sustained improvements in organisation and management of inventory.

Priority 8: LMU has a funding gap for operations as a government recurrent budget line for LMU within the new PSU is established (2015/16) and scaled up in 2016/17. Matching funds from the GF would increase the scope and effectiveness of the LMU in the context of limited GOT funding. 

Intervention 3: Regulatory oversight of quality, safety and efficacy of products on the market

The TFDA post marketing surveillance (PMS) activities are still sub-optimal and cannot give the required level of assurance on quality standards of products in the market, and protections against counterfeit or falsified products. The Pharmacy Council needs to develop a monitoring and performance framework for oversight of ADDOs, and scale up their activities.

Within allocation

1. TFDA zonal staff will collect samples of antimalarials, ARVs and anti-TB medicines form the market (both public and private outlets) and conduct quality testing at the TFDA laboratory. Funding the TFDA inspectors to purchase samples from the market, plus logistics for delivery of PMS samples to the TFDA laboratory; TFDA laboratory budget for procurement of consumables for performance of laboratory tests according to the monographs for the products to be tested. 

From the GFR9 HSS programme TFDA is remaining with very limited interventions related to public education campaign on drug quality and safety and safety monitoring activities through strengthening of the TFDA pharmacovigilance system.

1. Pharmacy Council will receive technical assistance to frame the ADDO programme and conduct surveillance monitoring, plus funding for electronic collection of consumption and pricing data on ACTs at ADDO premises in all 8 zones.

Above allocation

Priority 3: TFDA will be supported for attendance of relevant international fora on initiatives, e.g. on strategies against sub-standard, falsified and counterfeit products.

Intervention 4: Selection and rational use of medicines and health products

Malaria, HIV and TB programme initiatives for appropriate use of medicines and health products can be consolidated and mainstreamed through HSS. There is need for annual assessment of actual practices, and standardized measurement on implementation of recent changes in the guidelines, to inform and guide ‘rational use’ interventions including limitation of antimicrobial resistance, and to measure impact. This may be focused on ATM-specific, such as management of severe malaria, malaria diagnosis, PMTCT and ART regimens, and others, while strengthening institutions and capacity to serve all healthcare programmes. 

New technologies for prevention (such as a malaria vaccine), and new generation ARVs are on the horizon. Evidence-based selection of medicines and health technologies is the role of the National Medicines and Therapeutics Committee. The NMTC oversees review of the National Essential Medicines List in Tanzania (NEDLIT), and the National Standard Treatment Guidelines (NSTG) and incorporation of changes. The current NSTG-NEDLIT of July 2013 will need to be reviewed, revised and published in 2016 per WHO recommendation (every 3 years).  Information Centres in zonal hubs for pharmacovigilance, and institutional medicines and therapeutics committees need to be actively engaged in dissemination and delivery of NSTGs and new guidelines, as well as BCC/IEC interventions for rational use.  

Within allocation

1. MoHSW PSU (Pharmaceutical Services Unit) will conduct annual standard indicator survey to assess access, affordability and utilisation of medicines in both public and private sector outlets. 

1. MoHSW PSU will provide technical assistance for BCC/IEC materials and message development, followed by delivery through channels reaching providers and public, and involving existing institutions such as medicines and therapeutics committees and medicines information centres at zonal and regional referral hospitals. 

1. TFDA equipping medicines information centres in three regional referral hospitals (corresponding with three pharmacovigilance zones).

Above allocation

Priority 1: Technical assistance / consultancy for the NSTG-NEDLIT review 2016

Priority 5: NMTC monitoring and mentoring of medicines and therapeutics committees at zonal hubs and regional referral levels.

MODULE 7:    M&E HIS 

The selection of activities for the Global Fund grant was done to optimize the use of different sources of funds according to the advantages and disadvantages of each source. The USG inputs are primarily directed through partners who add significant value through technical assistance. Partners are able to adapt budgets and activities according to shifting needs. The team has prioritized activities that are predictable and better suited for direct funding through the MOHSW within this Global Fund application. 

Tanzania MOHSW facilities use Health Management Information System (HMIS) registers to document information about patient visits to their facilities, and then report aggregate summaries to districts using monthly summary forms that are entered into the MOHSW DHIS2 by districts.

The HMIS includes paper registers and tally sheets used at the facility level to record patient interactions, monthly summary forms used to submit aggregate data to the district level and the MOHSW DHIS software used to manage and analyze routine aggregate service delivery data reported by health facilities.  

		

		Allocation

		Above



		

		USD

		%

		USD

		%



		Routine reporting

		$834.264

		42%

		$575.045

		55%



		Analysis, review and transparency

		$1.172.574

		58%

		$327.931

		31%



		Surveys

		$0

		0%

		$150.000

		14%



		Total

		$2.006.839

		100%

		$1.052.976

		100%







7.1 Routine reporting

1. Printing of medical registers rationale: All the new introduced registers like the laboratory and dispensing need to be printed and distributed to facilities.  The uniformity attained by HMIS tools controlled and printed from one locus contribute to improved Efficiency of HMIS Systems and Processes to meet all health sector M&E requirements. The printed tools are needed to document all statistics and integrate them to be comprehensive to address all stakeholders’ needs. Considering the Health facilities do not have a budget to distribute or print the tools, the MOHSW is working with councils for longer term sustainability to handle the printing component. The Netherlands through EKN, the CDC and other donors have been half way supporting printing of the HMIS registers from FY 2012 to 2014. The current direction is towards gradual reduction of external funds and increase local sources (e.g National Budget allocation MTEF, and Local Councils). Global funds support is needed during the transition to set the system in order.

2. Hosting and Data Connectivity Costs to Vodacom Tanzania Limited are needed to continue support with servers for DHIS2 and the eIDSR. The CDC Foundation through the m-Health project has been funding this and now came to an end. In efforts to sustain this in future, we request GF to support the server hosting and connectivity to enable efficiency of the systems. The CDC have funded the initial annual hosting agreement with Vodacom for rack space, with enterprise level physical space management, for location of servers needed to support the MOHSW key health information systems such as DHIS-2, IDSR and other related services. The goal of the hosting is to continue to support reliable hosting services for the infrastructure for these health information systems.  The MOHSW will work to establish PPP or procure hosting services using the Government MTF funds.

3. UDSM support: Within the first 2-3 years of the M&E SI, the University of Dar es Salaam (UDSM) has been providing software maintenance, development and technical support to the MOHSW. For the first 2.5 years of M&E SI, UDSM has been funded by UiO with Norwegian Embassy support and this support expired in December 2012 the GF round 9 HSS to the current moment. In line with the five year M&E SI plan, the MOHSW will continue to receive technical assistance from the UDSM Department of Computer Science and Engineering for software maintenance, development and support for DHIS so that it can continue to provide software maintenance, development and technical support to DHIS activities. The MOHSW developed a management framework to guide any support work related to DHIS. The framework is describing the work required and how the partners will work together. The framework highlights key activities on DHIS that are to be implemented by technical support partners with close consultation and guidance from the MOHSW. The MESI has communicated with CDC who agreed to leverage efforts and partially fund UDSM to provide technical support and this will top up with the proposed GF resources we are requesting.

4. Train tutors on HMIS: Ministry of Health and Social Welfare through the Directorate of Human Resource Development (DHR) in partnership with the HMIS Unit of the M&E Section of the Policy and Planning Department (DPP) made efforts and introduced the facility based data collection and reporting system (HMIS) as one of the module to be taught to all Health Training Institutions in Tanzania funded by the Netherlands through EKN. The aim is to impart clear knowledge about how HMIS operates in the country. Training to Participants from health training institutions and MOHSW staff particularly from Directorate of Human Resource Development has been conducted. The purpose of HMIS training is to enhance knowledge and skills on how to use the Health Management Information System (HMIS) and train students in their respective health training institutions, as a sustainability strategy. Students will finally be able to use the knowledge acquired on how to store, report, access, share and use data and information available on the health management information system and hence reduce the burden of training and re-training staff in the future which is quite expensive. 

5, 6. HMIS/DHIS2 training: Training facility staff and district staff is critical for the HMIS system functioning. New staffs have not received training on paper based and the online (DHIS2), poor internet connectivity and limited funds to sustain connections. However, there have been new regions, districts, and some staff who missed the trainings and require to be retrained to be able to effectively use the HMIS tools. It is imperative hence to train staff on paper based tools and the DHIS2 to build their capacity and confidence on the tools. Forms such as ANC, L&D, Postnatal, IPD, OPD, Child Register, DTC, FP, tracer medicine and HR have all been in use since Oct 2013.  The eye and Dental register are in use since Oct 2014.  The NACP CTC form is in use since October 2014. TB and leprosy district quarterly report forms were integrated into DHIS2 October 2015, used to generate the 2014 report. Further, new regions and districts have been formed and some supplied with new staff. Against such backdrop, orientation to new staff on the paper based tools and the online DHIS2 is very important to supply needed health information and use it. 

Within Allocation

1. Print 70% of the annual need for medical registers, tally sheets, and monthly summary forms 20 Sets required per facility per year. 7,590 total facilities. 70% to be financed through this mechanism. USD3.83 per set. 

2. MOHSW data center hosting fees (Vodacom). Hosting fee is currently USD 2,600 per month

3. The remaining GFR9 HSS activities related to supervision of the rollout of DHIS 2 and training of CHMT and RHMT to analyze share and use data. 

Above allocation

1. Support to DHIS maintenance and new developments via UDSM staff salaries and overhead. This reflects a scale-down from HSS R9 Phase II. The configuration of new operating systems will be complete by December 2015; this support is geared towards ongoing maintenance only. 48 days LOE Senior Project Manager at current salary level. 30 days LOE for 4 Developers. Some transportation and supervision cost also included. Overhead based on HSS R9 Phase I expenditure.

2. Training 300 tutors across 150 training colleges on HMIS and DHIS curriculum for pre-service training. Maximum of 2. 5 day workshop with 35 participants, 2 facilitators, and 1 secretary. 9 total trainings.

3. Train 200 district officials in DHIS. This reflects a scale-down from HSS R9 Phase II, as the country begins to invest in capacity building for the sustainability of DHIS. 5 day workshop with 30 participants, 3 facilitators, and 1 secretary. 7 total trainings.

4. Train 200 health care workers in DHIS paper forms. This reflects a scale-down from HSS R9 Phase II, as the country begins to invest in capacity building for the sustainability of DHIS. 5 day workshop with 25 participants, 3 facilitators, and 1 secretary. 8 total trainings.

7.2 Analysis, review, and transparency

1. MHealth platform configuration and operation contract for stock-out feedback by patients. As per BRN performance management and health commodities interventions, separate mHealth platform (USSD based) is needed to separate information provided by citizens (patients) from those reported by Facility health workers on the quality of healthcare services including medicines availability and other related issues like corruption, poor services, cleanliness and adequate staffs.

2. SMS stock out feedback by facilities operating costs -  Existing sms based platform that is used to report about the stock level and immediate stock out of tracer medicines at the facility for management of stocks to the places where there is eLMIS cannot be implemented due to various factors including Network and Resources.      

3. The District Health Profile (DHP) offers insight into district health conditions by assessing priority health indicators that reflect the district health status of the population, status of health systems, and status of health service delivery.  The DHP also tracks the progress in the district and highlights some of the challenges and successes the district has encountered. The DHP offers information through a reliable and transparent platform. It allows district health officials to monitor priority disease trends and adequately target relevant interventions. It is critical to have the DHPs since they  help the ministry of health determine what policies are needed to support work in the district, and in turn how to allocate resources to district efforts. It educates and empowers district health workers and in turn the community they serve. A total of 36 Districts have been oriented on the DHP during the end of year 2013. The remaining districts (133) need to be oriented and proceed to produce their profiles annually.

4,5,6 Having well defined Data Quality definitions that all health sector actors involved in health sector data collection, management, analysis, review, dissemination, accountability and use of data are trained on and using is critical to ensuring that the data can be used reliably for decision making.  Encouraging a culture of information use, where all levels of the health sector are using data improves data quality and health care workers collecting and reporting information are more accountable for data quality. With the rollout of the revised MTUHA tools, and the use of DHIS2 with monthly reporting, this makes the facility data available in a timely manner (one quality attribute) and allows for more stakeholders to have access to review the data quality.  Also, as part of M&E SI, HMIS Supportive Supervision tool was piloted and tested (in DHIS2/MTUHA), and the first 8 regions used these tools during July-August 2014.  At the core of this tool is a focus on data quality, and checking whether data entered into DHIS2 matches the facility based paper records. Use of different Data Quality Assessment (DQA) instruments across projects and donors so there is no consistency across different stakeholders conducting a DQA leads to a lot of parallel assessments that could be combined together, with better sharing of results.  There is a lack of defined data audit trails for particular data review activities, and follow up (such as to make sure data quality issues are addressed.  The health sector needs to better define the combination of internal (i.e. Supportive Supervision) and external DQA that are conducted and how the results are used.

7. The GFR9 HSS has allocated USD 993.494 in the last four month of the programme from January to April 2016. The final activities include annual supportive supervision to RHMTs and CHMTs; training of CHMT and RHMTl to analyze,  share, and use data and to compile and manage data; capacity building of MOHSW HQs to analyze data, provide feedback, and use the data for policy and planning; and finally to support community based HIV surveillance in Kisesa and Kilombero/Ulanga DSS sites.

Within Allocation

1. mHealth platform configuration and operation contract for stock-out feedback by patients. USD 0.07 per color brochure based on JHU CCU Tanzania quote. 1 brochure per facility per year. 7,590 total facilities.

2. SMS stock out feedback by facilities operating costs.  MoHSW contract price estimate

7. Interventions budgeted to be carried out in the last 4 months of GFR9 HSS: USD 993.494

Above Allocation

3. District health profiles printing and orientation to district and regional staff in 135 districts. 5 day workshop with 25 participants, 4 facilitators, and 1 secretary. 10 total trainings. USD 2.81 per color booklet based on JHU CCU Tanzania quote. 100 copies per district. 135 districts remaining.

4. External HMIS and DHIS data verification. (I.e. NMRI, IHI, UDSM, etc.).3 months’ salary for 3 Data Analysts.

5. DHIS data quality analysis at central level. Estimated contact price by MoHSW based on past expenditure.

6. Print annual facility summary to inform facility-level decision making. Based on current annual SMS system operating cost.

7.3 Surveys:

 1. The Tanzania “Service Availability and Readiness Assessment” provides a snapshot of the current status of health service provision in Mainland Tanzania. The Service Availability and Readiness Assessment (SARA) for Tanzania need to be conducted to help monitor health care delivery capability and establish areas for attention following the 2012 SARA that was conducted to some selected sites. The rationale to repeating the survey in the near future says 2016 is to assess the results of MOHSW and partners collective efforts. Further, the survey provides estimates of general health care availability and readiness, as well as detailed assessments of specific areas of health care provision. SARA report findings will be used by MOHSW and all stakeholders in the health sector in order to raise standards of service delivery. Other studies conducted such as SPA, Sam etc. do not provide same kind of information.

Within Allocation

1. Partial support to 2016 Service Availability and Readiness Assessment (SARA) 

1. The remaining sero surveys and SAVVY activities under GFR9 HSS programme will be completed by NIMR and Ifakara Health Institute.

Above allocation

Contract price of 2012 SARA = $414,743. GF approved $150,000 financing for the country's second SARA under HSS R9 Phase II. This intervention was deferred to 2016.



MODULE 8 :    POLICY AND GOVERNANCE 

The main objective is to monitor quality of care for Malaria, HIV, TB and other diseases on a sustained basis so that treatment outcomes and control measures against these diseases are improved for greater impact on morbidity and mortality. This focus on quality is more opportune now since the overall objective of the HSSP IV embraces quality of health care as the core. Application of quality improvement approaches is still limited to pilot projects and as a result its countrywide understanding and application has been constrained. Moving to countrywide application calls for legal thrust of accreditation. Governance mechanisms at all levels are vital for putting into operation the requirements for accreditation. 

		

		Allocation

		Above



		

		USD

		%

		USD

		%



		Development and implementation of health legislation, strategies and policies

		$703.821

		99%

		$4.423.160

		98%



		Monitoring and reporting implementation of laws and policies

		$10.127

		1%

		$68.283

		2%



		Total

		$713.948

		100%

		$4.491.443

		100%







8.1 Development and implementation of health legislation, strategies and policies.

1. Initially policy guidelines on health services accreditation will be developed. It is foreseen that this will take approximately two years to initiate the process and discuss the draft. The long-term objective is to develop a National Health Services Accreditation Body and regulations for Advisory Boards for Referral Specialized, Zonal and National Hospitals and other lower level facilities. Consultancy, High-level advocacy meeting, Stakeholders advocacy meeting are needed to get the legislation well understood and properly interpreted for wide application. 

2. At the end of 2015 new health facility governing committees and boards will be appointed in the 6.800 health facilities. Training of the new health facility committees and boards on financial management, social accountability, and performance management is required. Performance management and social accountability are elements emphasized in the Health Sector Strategic Plan IV, and so is the strengthening of governance. In chapter 7 of the HSSP IV it is pointed out that Governance will be inclusive encompassing empowering communities, involving partners and being gender sensitive. The large number of health facilities has restricted the number of facility governing committee and board members to 3 per facility. 

3. Client Services Charter reflecting a rights-based approach shall augment measures to improve quality of care. 

4. Support the initial operationalizing of the Public Private Health Forum in Tanzania through establishment of its resource center.

5. Cascade transfer of skills and competencies through capacity building of Zonal Training Institutions and LGAs is another stream to render the system sustainable. 

Within Allocation

$31,508 is requested to draft policy guidelines and advocate National Health Services Accreditation body that will steer quality of health services, as well as support capacity building and institutionalization of related services. $37,764 will be allocated to develop the Client Services Charter. A lump sum of $100,000 is set aside to establishment of the Public Private Health Forum resource center. $276,447 will be required to orient health facility governing committees and boards in their roles and functions. This will only cover 1200 persons out of 20,400 that need this introduction training. $198,632 will be use to 

Above Allocation

$4,423,159 is required to orient the remaining new health facility governing committees and boards in their roles and functions. This covers the remaining 19,200 persons out of 20,400 that need this introduction training.

8.2 Monitoring and reporting implementation of laws and policies

Laxity in enforcement of enacted laws in Tanzania points to the need for rigorous monitoring and reporting on implementation of these laws. Activities have been planned to support to MOHSW and PMORALG oversight to regions and councils monitoring site visit.

One field visit to monitor professional bodies is expected to be remaining from GFR9 HSS and will be implemented during the first 4 months of 2016. However, as the training of professional associations activity was implemented only in 2014, this intervention is still needed in 2016.

Within Allocation

$10,127 is required to support to MOHSW and PMORALG oversight to regions and councils monitoring site visits. 

Final monitoring of professional bodies is budgeted with USD 6.781 in GFR9 HSS. 

Above Allocation

$68,283 is requested to cover conducting of annual RHMT Annual Monitoring Review Meetings, given their core role in supportive supervision, mentoring and coaching the lower levels of the health service delivery system through the agency of CHMTs and Advisory Boards and Governing Committees.

Module 9 GFR9 HSS Phase 2 Completion

The GFR9 HSS programme was projected to complete by end of April 2016; hence there is an overlap of 4 months where some interventions to a projected value of USD 6,326,131 are presently budgeted to be spent. Global Fund has already approved this budget. However, for technical reasons these activities will be included in this NFM application. Interventions are in the areas of 1) Procurement and Supply Management; 2) M&E; and 3) Policy and Governance. The remaining interventions planned and budgeted for the last 4 months of GFR9 HSS, i.e. January to April 2016 have all been included in the respective sections above. 

The 4th HSS intervention area supported by the GFR9 HSS programme is human resources for health, which due to the substantial support in the previous 5 years and relative constrained absorption capacity is not selected for GF support in 2016 and 2017. However there is need to complete the already initiated HRH interventions.

The remaining activities include completion of construction of staff houses (implemented by BMAF), renovation of Regional Referral Hospitals for training institutions, and renovation activities of separate health training institutions. A total of USD 3,778,722 is projected to be spent for completion of renovation and construction activities in the months January to April 2016. 

Also recruitment and payment of tuition grants to students and payment of salaries and benefits for tutors is being completed in the last quarter of GFR9 HSS. 

To this concept note the revised budget, the approved budget for the present programme, and the explanatory notes for GFR9 HSS Phase 2 are attached. The comprehensive explanation and documentation for the GFR9 HSS programme can be provided as well.

Within Allocation

Budget for Human Resource for Health interventions for January to April 2016: USD 5,157,771

To this concept note the revised budget for GFR9 HSS is attached in the modular template as sheet “HSS R9 PH II budget”.

Above Allocation

When the budget for GFR9 HSS Phase 2 was approved Global Fund made a calculation error that involved a reduction in the total budget amounting to USD 5,190,676.98 While Global Fund regretted this error, it was not possible to correct when the 121,127,608 was already approved; hence the programme  activities had to be reduced. The HSS team has later reviewed the budget; some activities were time barred and some could be excluded without serious consequences for the output; however this was not sufficient to reach the reduced budget allocation. One important intervention that was removed from the budget due to the error was support for tuition grants for 850 students attending the certificate course at Regional referral hospitals. Many students particularly in the remote districts cannot afford to pay the expenses related to attending health training institutions. It is assumed that about 70% of candidates in rural districts are unable to pay for cost sharing (reference to MKUKUTA figures on rural poverty). The unit cost is based on average tuition fees in 2010 TSh 800,000 plus inflation.  The 10 regional referral hospitals are each projected to have increased student enrolment for two years. This will make a total of 595 students to be enrolled for 2 years. We are requesting tuition assistance for student under referral hospital of USD 471,287 from the approved budget of USD 749,662 for the next two years.  Funds will be disbursed directly to selected students through an established Government system i.e. Sub-Treasurer, while, the selection, verification and contracts will be handled by the districts with support from the Zonal Training Resource Centers.





		3.3  Modular Template 



		Complete the modular template (Table3).To accompany the modular template, for both the allocation amount and the request above this amount, briefly:

a. Explain the rationale for the selection and prioritization of modules and interventions. 

b. Describe the expected impact and outcomes, referring to evidence of effectiveness of the interventions being proposed. Highlight the additional gains expected from the funding requested above the allocation amount.



		3. 

3.1. 

3.2. 

3.3. 

3.3.a. Rationale for the selection and prioritization of modules and interventions

Malaria Component: The rationale for the selection and prioritization of modules and interventions for this concept note took into account the scope and scale of what has been previously funded by the Global fund and priorities outlined in the new Malaria Strategic Plan (MSP) 2014 – 2020. Particular emphasis was given to interventions that will ensure that the current gains are sustained. Key lessons learnt to date have been incorporated into the prioritization exercise to ensure maximum impact will be achieved.  The development of this concept note happened just soon after the launch of the new MSP during the World Malaria Day (April 25, 2015). The MSP was developed following a comprehensive Malaria Programme Review (MPR) conducted in 2012, which involved a long drawn out process of the country dialogue through participation of all malaria stakeholders including state and non-state actors, as well as external experts.  The MPR provided critical recommendations to inform revision of the existing national strategies and developing the new MSP. The new MSP dictates strategic direction that Tanzania needs to follow to achieve the goal of malaria pre-elimination and eventually elimination. It forms the basis of the development of this concept note. 

Health Systems Strengthening Component: Since 2011 the GFR9 HSS programme supported Tanzania in the areas of 1) human resources for health; 2) procurement and supply management; 3) monitoring and evaluation and 4) policy and governance. With the limited support during 2016 and 2017 the following consideration was applied. Firstly, support for renovation/construction of infrastructure is perhaps needed but will require much additional funds to make a real difference. Secondly, support for establishment of new health care financing systems is greatly needed. However, as agreement is awaited about which strategic direction to take, this support was considered untimely. Thirdly, human resources for health (HRH) have been supported substantially in the past 5 years. The production and employment of health professionals has improved significantly and the distribution of health professionals to the neediest districts have improved. The available funding for HSS activities in the coming 2 years, it is regarded insufficient to provide significant improvements in HRH systems; hence apart from completing the ongoing activities initiated under GFR9 HSS no additional HRH interventions would be pursued. The remaining pillars in the health systems strengthening framework have all been pursued during the implementation of GFR9 HSS, i.e. 1) procurement and supply management, 2) monitoring and evaluation and 3) policy and governance. These HSS pillars have been selected by using criteria that include systems impact relative to inputs in terms of funding and hence effectiveness and efficiency, The individual activities are considered relatively effective even with contribution of limited funds. The fact that these areas are focused on development of systems which are relatively inexpensive to implement and potentially have substantial systems impact. 



This concept note aims to invest strategically to maximize available resources, in reaching and sustaining high coverage of core interventions so as to achieve the greatest impact. The investment plan is complemented by a monitoring and evaluation plan to not only monitor the progress in achieving higher coverage of core interventions but also to allow measurement of the disease burden over time. TNCM with its stakeholders (MoHSW and other government agencies, bilateral and multilateral donors, implementing partners, academia, researchers, CSOs ( NGOs, CBOs and FBOs) and other key private sector players) has chosen the prioritized interventions as the best possible mix to ensure that all Tanzanians have access to quality, effective, safe, and affordable malaria preventive and curative interventions through timely and sustainable efforts of partners and stakeholders at all levels.



See Table 3 - the Funding Model Modular Approach Template for details of selected priority activities per module.

3.3.b. Description the expected impact and outcomes, referring to evidence of effectiveness of the interventions being proposed.

By implementing these selected interventions, it is expected that malaria parasite prevalence in the country will continue to drop (from 10% in 2012 to 5% in 2016 and further down to less than 1% in 2020) thereby reducing the burden of malaria in the near and medium term through reduced morbidity and  mortality attributable to malaria.



The Table below selects some indicators that will be tracked to show expected outcome for this investment by 2017 if this integrated compressive package is delivered as described in sections 3.1 – 3.2 above.



Table 10: Malaria Targets

		Impact /outcome indicator

		Baseline

		Targets



		

		2012

		Year  1

		Year  2

		Year  3

		Year  4

		Source



		

		

		2014

		2015

		2016

		2017

		



		Malaria test positivity rate 

		32%

		30%

		25%

		25%

		20%

		HMIS



		Parasite prevalence: Proportion of children aged 6-59 months with malaria infection 

		9.5%

		9.5%

		9.5%

		7%

		5%

		MIS (Malaria Indicator Survey)



		Confirmed malaria cases (microscopy or RDT) per 1000 persons per year.

		

		102

		90

		80

		70

		HMIS



		Proportion of suspected malaria cases that receive a parasitological test in public sector.

		

		

		

		80

		80

		HMIS



		Proportion of children under five years old who slept under a net the previous night (baseline THMIS 2012)

		72

		72

		80

		80

		80

		MIS  , DHS



		Proportion of pregnant women who slept under a net  the previous night (baseline THMIS 2012)

		75

		75

		80

		80

		80

		MIS  , DHS



		Proportion of population with access to a Long Lasting Insecticide treated Nets within their household (assuming one LLIN  for every two people) (baseline THMIS 2012)

		68

		68

		80

		80

		80

		MIS  , DHS







The interventions prioritized and to be invested through resources acquired from this grant are deemed to be of high-impact and proven malaria and HSS interventions. The mix of requested funding in both allocation and above allocation, are needed to fund intervention areas necessary to adequately control malaria in Tanzania and to reach the intended goal of malaria pre-elimination in Tanzania by 2020 and eventually elimination.

MODULE 1:      VECTOR CONTROL

1.1   LLINs: LLINs are the mainstay of malaria prevention. By distributing the additional LLINs, the country will achieve universal coverage with LLINs by completing mass campaign started in 2015. LLIN coverage will be maintained through the “keep-up” strategy (continuous distribution) especially targeting biologically vulnerable groups (pregnant women and children under five) in areas at greatest risk of malaria.



The rationale for investing in the additional nets is to bring coverage back up and to sustain the gains. After the previous mass campaigns implemented in 2010-11, 75% of the population had access to an LLIN within their household [THMIS 2012, page 136). Coverage will have dropped significantly since then due to decay in nets and creation of new sleeping spaces. The aim of the current mass campaign is to reach 100% of households and is expected to increase population access to at least 85% when the campaign has been completed in mid-2016. Therefore all LLINs needed for mass campaigns to achieve universal coverage are requested for funds within allocation. The additional gains from investing in ANC/EPI country-wide are that biologically vulnerable populations in all transmission strata remain protected. As explained in section 1, declining prevalence is due largely to previous scale-up interventions. Understanding that the pattern of malaria endemicity in Tanzania is changing with some areas in meso-endemic to low endemic zones, and aware of the limited resource envelope, a strategic decision has been taken to request within allocation half the needs for LLINs for vulnerable groups (pregnant women and children attending their first ANC and EPI clinic respectively). These nets will be targeted to areas of meso-endemicity (12 regions) and the other half of the LLINs are requested above allocation to cover the rest of pregnant women and children under 1 year in  areas with low endemicity (13 regions).  



Within Allocation: request 1,871,868 LLLINs to complete the mass campaign and 1,976,687 LLINs to be provided free to half of the population of pregnant and children under 1 year attending their first ANC/EPI clinic in areas of highest malaria transmission.

Above allocation: request for 1,976,687 LLINs for half of the projected population of pregnant women and children under 1 year in areas with low endemicity, therefore at slightly less risk of malaria. 



1.2   Entomological surveillance: In 2011, the NIMR and Pan African Malaria Vector Research Consortium (PANMVREC) reported insecticide resistance to pyrethroids in anophelene mosquitoes which has been observed in a number of districts [www.irmapper.com). As a result, NMCP has developed strategies for insecticides resistance management. One way to address the emerging threat of insecticide resistance is to direct key interventions basing on the geographical reconnaissance and mapping for identifying target areas, collecting data for vector borne diseases determining the choice of the vector control measures. This requires regular monitoring and compliance inspections. One such activity is Entomological Monitoring, which is needed to establish a nationally representative mapping of mosquito species, composition, and behaviour which will provide a strong evidence base for the choice of vector control interventions in the specific areas. This is in line with the approach of stratification as described in the malaria strategic plan. NMCP for the next three years has identified 62 sentinel sites selected from the 170 councils, representative of different malaria transmission zones in the country, for conducting entomological monitoring [MSP 2014-2020, p 33).



Within Allocation: The within allocation amount will cover costs for surveillance in 32 out of 170 councils. 

Above allocation: By increasing the entomological surveillance to cover all 62 entomological surveillance sites, it will be possible to obtain representative entomological monitoring information from different malaria transmission zones in the country, thereby contributing to a solid evidence-base for stratification and program implementation.



MODULE 2:      CASE MANAGEMENT

In accordance with WHO recommendations, the MSP directs that all suspected malaria cases in the public and private sector health facilities be tested using microscopy or mRDT; and those with malaria be treated according to NGMDT and those without malaria be further investigated and treated as appropriate. This will improve malaria case management and also reduce misdiagnosis and irrational use of ACTs (with the goal of bringing ACT consumption data closer to HMIS confirmed case data). 



To meet the MSP goal of having all suspected malaria cases presenting to a health worker tested and treated according to the national guidelines, 94% of all mRDTs needs will be procured with funding within allocation. The private sector co-payment mechanism will also contribute to increasing coverage of quality assured ACTs in the private sector. The primary objective of case management component is to shorten morbidity and prevent death thus reducing the overall burden of malaria. Injectable artesunate is an important life-saving commodity and is easier to administer than quinine (Quinine was previously recommended first line treatment for severe malaria) will significantly reduce the number of malaria-related deaths, particularly among children under five.



The following commodity quantities are requested within the allocation for the public sector:

		Public Sector

		ACT treatments

		MRDTs

		Artesunate vials



		Within Allocation

		19,641,850 (100%)

		32,819,364 (94%) 

		 2,266,121(100%)



		

		

		

		





Allocation: The proposal has budgeted within allocation for 100% of the need for ACTs and injectable artesunate to ensure adequate supply of commodities for prompt and effective treatment in 2016-17 of the component to be purchased under The GF. 

Above Allocation: The remaining 8% (2,853,857 tests) of the mRDTs needed will be procured with funds above allocation. It is observed that the consumption of the mRDTs will be influenced by improved compliance to NGMDT and reduction of stock outs. The former will lead to increased testing rates. Taking into account these factors the above allocation request will ensure continuous availability of mRDTs due to expected increase rate for year one and year two.



		Public Sector

		mRDTs tests



		Within Allocation

		32,819,364



		Above Allocation

		2,853,857



		

		







Private sector case management and Co-payments for malaria: The private sector delivers 38% of health care in Tanzania, a number that underpins the importance of private sector delivery of quality antimalarial medicines to the Tanzania population. The AMFm financed by the Global Fund successfully supported the roll out of ACTs in the private sector and already Tanzania has put in place mechanisms for continuing to participate in the Co-Payment Mechanism (CPM) established globally with First Line Buyers. Investing in the private sector will increase access to affordable quality assured ACTs that reaches 38% of the total population who seek care in the private sector [Secondary analysis of THMIS 2012 Dataset; Annex 43]. This approach also recognises the role of the private sector in increasing access to quality assured ACTs, and meets the overall objectives of the Public Private Partnership (PPP) in the HSSP-4. 



A total of 8,847,680 treatments of ACTs are requested in the allocation and above allocation for the private sector co-payment (See NMCP, Quantification table 2015, Annex 44) 



		Private Sector

		ACT



		Allocation

		4,423,840



		Above allocation

		4,423,840







Within Allocation: Current status of market share of quality assured ACTs is 50% (SPAM 2015, PDO, Exhibit 2, Annex 36). Given the limited resource envelope, to be able just to maintain the current 50% market share of QAACTs in the private sector, funding within allocation is requested to invest in the CPM to maintain a 50% market share of quality assured ACTs in the private sector.

Above allocation: In order to achieve 100% market share of Quality Assured ACTs in the private sector, and additional 4,423,840 ACTs are requested with funding from above allocation.



Other interventions in the private sector: Supporting interventions in the private sector to increase testing for malaria by drug outlets is a strategy Tanzania has piloted and found that it is feasible and affordable. Currently, persons receiving care in the drug outlets are not tested before receiving ACTs. Investing at this level will increase access to quality diagnosis, rational use of ACTs and therefore improve overall quality of care. The main investment planned under this grant is to improve skills of dispensers to be able to conduct malaria testing properly and to facilitate NMCP and Pharmacy Council and the Health Laboratory Practitioners’ Council (HLPC) to carry out routine supervision and monitoring of the trained dispensers from the drug outlets. This approach is expected to provide testing to people seeking care for fever in drug outlets.

Within Allocation: The proposed funding will facilitate NMCP target the most underserved communities where small to medium drug outlets are the main source of malaria services. With this fund, NMCP will be able to develop appropriate training materials and design a report system to capture data from private sector which will be integrated into existing DHIS; It will also facilitate to conduct supervision for quality of services. The private sector will make contribution to training cost such as meals and participants up-keep

Above allocation: no funds are requested above allocation to fund other private sector activities.



MODULE 3:      IEC/ BCC

Behavior change is a continuous process, and the investment in BCC will make it possible to provide continuous messaging on malaria prevention, diagnosis and treatment in order to ensure that malaria knowledge remains high, leading to high net use, appropriate prevention behavior and also taking appropriate actions on testing and treatment seeking. Radio for example has been proven to be the most common channel for delivering malaria messages (more than 84% of women and 91% of men reported receiving malaria through radio) followed by TV in urban settings [THMIS 2011-12, page 172]. Mid media will be used in areas where electronic media is limited and in hard to reach areas specifically in rural settings. IPC through community mobilizers will be used to influence attitudes and practices on malaria prevention, diagnosis and early treatment seeking. The anticipated impact of the interpersonal communication activities requested is that there will be increase in use of malaria interventions and an empowered population that will be demanding for malaria testing before treatment to meet the MSP target of universal diagnosis.

Through effective BCC, the target population will be able to make informed choices from the knowledge gained and take appropriate actions on malaria prevention and control leading to reduction in malaria morbidity and mortality contributing to a healthy community.  



Within allocation: All funding for BCC is requested within allocation to support mass media, mid media, community outreach and IPC to reach target population with both prevention and case management messaging.

Above allocation: no funds are requested above allocation for BCC



MODULE 4:      MONITORING AND EVALUATION

The role of monitoring and evaluation in assessing programme performance and for program accountability and value for money cannot be over emphasized. Specifically, quality data will enable planners at the different levels better target interventions to most at risk areas and most in need populations thereby achieving effective programming and value for money. The requested funding for M&E activities will strengthen systems for surveillance, monitoring, and evaluation to provide the information necessary to effectively guide programmatic decision-making. To provide more frequent prevalence data needed to guide stratification, NCMP proposes to conduct School Malaria Parasitological Surveys (SMPS) that generates parasitaemia levels in school age going children and is powered to provide estimates for smaller geographical areas such districts. This information reflects epidemiological transmission as malaria transmission goes down and risk is changing (new vulnerable groups such older children and mobile adults). The information generated will assist NMCP update the Malaria risk map and better target interventions according to prevailing malaria transmission and stratification.



Within allocation: In this grant, majority of activities (MIS, SPAM, SMPS, Periodic Programme Reviews and Zonal Review meetings and dissemination fora) proposed and are routine for improving the quality of data collected and reported through the health system and all activities for collecting information for non-routine indicators.

 Above allocation: Additional funding for the Malaria Indicator Survey.



MODULE 5:     PROGRAMME MANAGEMENT

The anticipated impact of program management activities is to ensure more effective implementation of malaria interventions at all levels of the health system. This investment will ensure that the grant is well managed and broadly leads to achievement of the principle of 3-Ones: One strategic plan, One M&E plan and One coordination mechanism (including all stakeholders), for a well-coordinated and managed malaria control program at all levels.

Within allocation: The funding required to support grant management and strengthening the capacity of NMCP for resource mobilization are requested within allocation. This is in addition to resources needed to strengthen policy, planning, supervision, programme coordination and overall management. 

Above allocation: Additional funding requested above allocation will support NMCP enhance program performance by 2017 for effective coordination and management at all levels of health service delivery. NMCP will conduct training of 40 newly selected malaria focal persons and facilitate national annual coordination forum for Civil Society Organizations in all the 8 zones. This will contribute to improved programme planning, supervision, programme coordination at RHMT and CHMT levels. 



MODULE 6:  PROCUREMENT & SUPPLY MANAGEMENT

Health system strengthening under HSSP IV and specifically the National Pharmaceuticals Action Plan 2020 assigns high priority to institutionalizing the Logistics Management Unit [refer Project Charter 2013] as the vehicle for procurement and supply chain management strengthening. The aim is to extend the successful model of investment and resulting best practices of the HIV and other vertical programmes to benefit all medicines and health products managed in the public sector, with clear lines of oversight and division of responsibilities in the supply chain. The LMU will have a coordination role for product quantification and PSCM that will make full use of the electronic LMIS developed as a flagship supply chain tool in collaboration with international health development partners in several countries alongside Tanzania. Dedicated logistics management information for malaria and TB (SMS for Life) and HIV (CTC, pharmacy module) have brought improvements for individual programs, but at the expense of the systems and sustainability. The LMU and eLMIS are strategic investments for institution building, coordination, harmonization, and sustained improvement of the supply chain. The Head of LMU reports directly to the Director of PSU in MOHSW, who has the mandate and responsibility over resource planning and management, implementation of the medicines policy including financing and price regulation, selection and rational use of cost-effective medicines and health technologies. Together with new BRN initiatives focused on inventory management and accountability at the facility and client interface, there is high expectation of greater efficiency, value for money, reduced leakage, continuous availability of medicines, diagnostics and laboratory supplies, and related health products, appropriate use, and ultimately improved quality of services provided. 

Regulatory and professional bodies such as TFDA, Public Health Laboratory Board, and Pharmacy Council have a crucial role to play in control of the market and ensuring efficacy, safety and quality of medicines and health technology, and necessary controls and enforcement of standards in the market across public funded and private outlets. TFDA has benefited from GF support in previous grants. The Pharmacy Council, having taken over oversight of Accredited Drug Dispensing Outlets (ADDOs) from TFDA, lacks resources and capacity to effectively conduct its role at a time when access and use of antimalarials and rapid diagnostic tests for malaria in the private sector are a particular concern for the programme. As the malaria, TB and HIV programmes engage the private sector in provision, and insurance coverage is extended to include these benefits, regulatory controls, standards for quality of care, and interventions for appropriate use of medicines and health technology for these programmes will need to be institutionalised in the health system.



MODULE 7:    M&E HIS 

The MOHSW and the health sector more broadly is committed to using data for evidence based decision making to guide resource allocation, policy and monitoring of implementation. Investments by the government and many funding partners including Global Fund have yielded great results as the overall HMIS completion rate is now above 90%. This concept note prioritizes activities or funding requirements to sustain the gains achieved to date while adopting strategies to gradually transition those costs to the government, prioritizes analysis, review and transparency to improve the use of the data collected and prioritizes some investment in SARA survey to allow for monitoring of progress over time. 

7.1     Routine reporting:

Printing of medical registers rationale: The HMIS system makes use of paper registers, tally sheets and summary forms and overall data completeness and quality is depending on the availability of high quality paper tools across all facilities. The MOHSW is working with councils for longer term sustainability to handle the printing component and is planning on continuing to pursue new ways of managing printing and distribution to improve sustainability and the GF request reflects this transition since it does not cover the full printing cost. The Netherlands through EKN has also supported printing of the HMIS registers from FY 2012 to 2014 and the MOHSW understands that some USG disease program funding will support some printing. 

Hosting and Data Connectivity: The successful deployment of DHIS and eIDSR means the MOHSW must maintain reliable system hosting and internet connectivity. The MOHSW is continuing to work with EGov office to plan a gradual transition but the costs to maintain the use of the Vodacom Tanzania Limited data center space are needed to ensure efficient use of DHIS2, eIDSR and other applications over time. The CDC have funded the initial annual hosting agreement with Vodacom. 

UDSM support: Within the first 2-3 years of the M&E SI, the University of Dar es Salaam (UDSM) has been providing software maintenance, development and technical support to the MOHSW. For the first 2.5 years of M&E SI, UDSM has been funded by UiO with Norwegian Embassy support and this support expired in December 2012. In line with the five year M&E SI plan, the MOHSW will continue to receive technical assistance from the UDSM Department of Computer Science and Engineering for software maintenance, development and support for DHIS.CDC has also included some funds to partially fund UDSM to provide technical support which reduces the dependency on Global fund. 

Train tutors on HMIS: Ministry of Health and Social Welfare through the Directorate of Human Resource Development (DHR) in partnership with the HMIS Unit of the M&E Section of the Policy and Planning Department (DPP) made efforts and introduced the facility based data collection and reporting system (HMIS) as one of the module to be taught to all Health Training Institutions in Tanzania funded by the Netherlands through EKN. The purpose of HMIS training is to enhance knowledge and skills on how to use the Health Management Information System (HMIS) and train students in their respective health training institutions to be able to acquire knowledge on how to store, report, access, share and use data and information available on the health management information system and hence reduce the burden of training and re-training staff in the future and call for sustainability.  This activity is part of the M&E SI strategy to reduce the amount of pre-service trainings over time.

HMIS/DHIS2 training: Training facility staff and district staff is critical for the HMIS system functioning and there is regular transition of staff.  The allocation includes some training for new health care workers but it also prioritizes district staff to pursue a training of trainers model so district level staff can do orientation for new staff provide mentoring support over time. 

7.2   Analysis, review, and transparency:

MHealth platform configuration and operation contract for stock-out feedback by patients. As per BRN performance management and health commodities interventions, separate mHealth platform (USSD based) is needed to separate information provided by citizens (patients) from those reported by Facility health workers on the quality of healthcare services including medicines availability and other related issues like corruption, poor services, cleanliness and adequate staffs.

SMS stock out feedback by facilities operating costs -  Existing sms based platform that is used to report about the stock level and immediate stock out of tracer medicines at the facility for management of stocks to the places where there is eLMIS cannot be implemented due to various factors including Network and Resources.      

The District Health Profile (DHP) offers insight into district health conditions by assessing priority health indicators that reflect the district health status of the population, status of health systems, and status of health service delivery.  The DHP also tracks the progress in the district and highlights some of the challenges and successes the district has encountered. It allows district health officials to monitor priority disease trends and adequately target relevant interventions. It is critical to have the DHPs since they  help the ministry of health determine what policies are needed to support work in the district, and in turn how to allocate resources to district efforts. A total of 36 Districts have been oriented on the DHP during the end of year 2013 and have produced district profiles that have helped improve use of data in decision making and understanding of data within the district. The remaining districts (133) need to be oriented and proceed to produce their profiles annually.

The M&E SI new five year plan calls for an increased emphasis on data quality and a key part of the strategy is to have robust measures of data quality to guide implementation and track progress over time. The M&E SI plan proposes multiple methods to improve data quality, increased monitoring and follow up on validation errors, outliers, increased use and supportive supervision that does detailed review of registers versus reported data. External data verification is critical also here along with periodic printing of the annual facility summary to inform facility-level decision making. At the core of this tool is a focus on data quality, and checking whether data entered into DHIS2 matches the facility based paper records. There is a lack of defined data audit trails for particular data review activities, and follow up (such as to make sure data quality issues are addressed.  The health sector needs to better define the combination of internal (i.e. Supportive Supervision) and external DQA that are conducted and how the results are used

7.3    Surveys: 

The Tanzania “Service Availability and Readiness Assessment” provides a snapshot of the current status of health service provision in Mainland Tanzania. The Service Availability and Readiness Assessment (SARA) for Tanzania need to be conducted to help monitor health care delivery capability and establish areas for attention following the 2012 SARA that was conducted to some selected sites. The rationale to repeating the survey in the near future says 2016 is to assess the results of MOHSW and partners collective efforts. Further, the survey provides estimates of general health care availability and readiness, as well as detailed assessments of specific areas of health care provision. SARA report findings will be used by MOHSW and all stakeholders in the health sector in order to raise standards of service delivery. Other studies conducted such as SPA, Sam etc. do not provide same kind of information.



MODULE 8     POLICY AND GOVERNANCE

Decline in quality of health services contributed by absenteeism or lack of qualified professionals, lack of functioning equipment, supply and medicines insufficiencies together represent a high risk to lose out the impressive gains made in malaria prevention and control. To prevent decline in quality and gainas, concrete measures are needed to keep quality improvement on a positive course. Setting health facilities on a path that will help them attain and sustain quality standards can be achieved through putting in place an accreditation system. Such a system can only operate optimally if backed up by law that is rigorously enforced. Rationale for the selection and prioritization of this module and interventions draws from this logic. To get an accreditation system up and running shall require legal back up that is periodically monitored to determine the level of its enforcement. The level of financial investment for treating controlling and preventing malaria and other major communicable diseases overall, is considerably high, calling for quality assured services and effective and rigorous oversight over spending and transparency in reporting.

8.1   Development and implementation of health legislation, strategies and policies: Setting up a legally empowered accreditation system for health facilities shall stimulate an increase in the proportion of health facilities certified as meeting a basic set of quality of health care criteria to assure effective discharge of interventions against Malaria, HIV, TB and other diseases. The expected impact of the accreditation to improve quality is to win trust and confidence of the population towards the health services. Additional gains from the funds requested in the “Above” category include institutionalization of the activities through capacity building and getting health managers to be competent and provide leadership to quality improvement moving forward.

Programmatic interventions need acceptance and cooperation of the population to have meaningful impact and outcome; cooperation can be maximized if people have trust in services and the health system as a whole. Improved quality will generate trust of the population in the health and social welfare services and will stimulate people to join the anticipated Single National Health Insurance (specific objective 1 set in HSSP IV – page 41) aimed at guaranteeing universal coverage. 

The capacity building of health facility boards and committees is an urgently need interventions since new members of the existing boards and committees will be elected in the election expected at the end of 2015. The capacity building is intended to transfer specific knowledge and skills as well as more effective team work and committed leadership. Enhanced leadership and team work shall lead to additional gains in delivering program interventions. Only a fraction (12 out of 204) of these orientation meetings will be supported within the allocation; however the need to expand this intervention to as many as possible of the remaining 192 orientation meetings has been recognized by leaving the remaining budget as above allocation. 

8.2   Monitoring and reporting implementation of laws and policies: It is often the case that laws are enacted in Tanzania, but not followed up to determine adequacy of enforcement. The lack of monitoring compromises the ability to make evidence based decisions to solve legal related problems. Regular reporting on implementation of laws and policies shall generate the information required for follow up to correct anomalies.

The support to facilitate Local Government oversight and conducting a review of legislation as deemed necessary from the monitoring and oversight information. This is expected to enhance the level of enforcement and compliance to the legislation and adherence to existing policies. In selected urban areas where larviciding shall be implemented, enforcement of environmental protection laws shall benefit program prevention and overall Malaria control. 

Comprehensive Hospital Plans (CHOPs) and Council Comprehensive Health Plans (CCHPs) have many Malaria activities which stand to suffer when financial flows are in jeopardy. Bottlenecks in accessing funds are discussed at Regional Review Meetings when RHMTs fulfill their responsibility of reviewing and supporting performance of CHOPs and CCHPs. The allocation earmarked as ‘above allocation’ category is planned to facilitate conducting RHMTs monitoring and review meetings on bi-annual basis, which will have an advantage of inducing a systematic review element into the working routine of RHMTs. The support requested shall augment the meager funds currently being allocated and released for RHMT review meetings.

The expected benefit is in identification of good Malaria control practices for sharing during the review meetings in context of understanding their problem-solving potential. Close monitoring and supportive supervision shall generate information shared at review meetings for resolving experienced performance bottlenecks and eventually track Malaria intervention outputs for improved treatment and prevention outcomes, as routine and periodic data is analysed and discussed. The reviews therefore present a forum for deliberating and taking program improvement decisions based on HMIS and relevant surveys data, and comparison of performances across districts and health facilities, as well as learning from good practices.

The impact is at the level of timely decision making based on evidence, and consequent acceleration in achievement of program outputs and outcomes in terms of Malaria prevention and control.
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		3.4  Focus on Key Populations and/or Highest-impact Interventions



		This question is not applicable for low-income countries.



		Describe whether the focus of the funding request meets the Global Fund’s Eligibility and Counterpart Financing Policy requirements as listed below:

a. If the applicant is a lower-middle-income country, describe how the funding request focuses at least 50 percent of the budget on underserved and key populations and/or highest-impact interventions.

b. If the applicant is an upper-middle-income country, describe how the funding request focuses 100 percent of the budget on underserved and key populations and/or highest-impact interventions.



		½ PAGE SUGGESTED

NOT APPLICABLE







		SECTION 4: IMPLEMENTATION ARRANGEMENTS AND RISK ASSESSMENT



		


4.1  Overview of Implementation Arrangements



		Provide an overview of the proposed implementation arrangements for the funding request. In the response, describe:

a. If applicable, the reason why the proposed implementation arrangement does not reflect a dual-track financing arrangement (i.e. both government and non-government sector Principal Recipient(s). 

b. If more than one Principal Recipient is nominated, how coordination will occur between Principal Recipients.

c. The type of sub-recipient management arrangements likely to be put into place and whether sub-recipients have been identified. 

d. How coordination will occur between each nominated Principal Recipient and its respective sub-recipients.

e. How representatives of women’s organizations, people living with the three diseases, and other key populations will actively participate in the implementation of this funding request.



		1-2 PAGES SUGGESTED

4. 

4.1. 

4.1.a. If applicable, the reason why the proposed implementation arrangement does not reflect a dual-track financing arrangement (i.e. both government and non-government sector Principal Recipient(s). 



The Tanzania National Coordinating Mechanism (TNCM) has nominated Ministry of Finance (MOF) as the PR for this application. In the previous Global Fund grants for malaria, Tanzania used the MoF as the principal recipient including the current Single Stream Funding (SSF) for malaria grant. MoF has capacity and know-how in the management and its implementation. TNCM has chosen this single PR because most of the activities proposed will be implemented by state actors (given that the thrust of the grant is primarily on providing lifesaving malaria commodities and supporting interventions). Even in the current SSF grant managed through MoF as PR, implementation of activities includes Non-state actors who are contracted through the MoHSW. In the new application, this arrangement is expected to continue. More so, the new funding is more or less reprogramming of the existing grant. A similar is used in the implementation of Round 9 HSS grant.



The MoF will work with the MoHSW (NMCP for programmatic malaria implementation, MSD for commodities, HSS for overall cross-cutting health system Strengthening, TFDA for malaria drug quality assurance and pharmacovigilance, NIMR for Operational Research agenda); and malaria focal persons at regional and district levels. 



Figure below, depicts the flow of funds, goods and data from GF to the recipient and sub-recipients. 

(TO BE UPDATED AND ATTACHED IN LANDSCAPE LAYOUT)

Figure 7: Implementation Arrangements
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HSS Component:

It is proposed that five persons in the MoHSW HSS Unit will monitor the implementation of interventions and coordinate physical and financial reporting. These persons include four Government staff (one Head of Unit, one for each the areas M&E and PSM, and one accountant) and one external local consultant in the area of Governance. The accountant will come from the Accounts Section in the MoHSW and will oversee the financial reporting.

Coordination meeting with SRs will take place every quarter, where programme specific issues of common interest including monitoring and the reporting to LFA/Global Fund will be discussed. 

The GFR9 HSS has also some programme management interventions to be implemented during the last four months of the programme, e.g. monitoring field visits to assess progress of activities;  conduct of final annual meeting; and audit of procured and distributed medicine and equipment to facilities. The internal audit will continue during the 4 months to oversee contracts management and training of procurement officers on advanced computer applications will be completed. The total budget allocated for these programme management interventions under the GFR9 HSS programme is USD 125.866

4.1.b. Coordination between PRs: not applicable



4.1.c. Sub-recipient management arrangements

The lead SR designated for this concept note is MOHSW. The MoHSW will implement activities through NMCP and HSS Unit. The lead SR and its main implementers NMCP and HSS Unit have been selected as the main implementers of the grant since these are the main technical arms of MOHSW for implementation of malaria and health systems strengthening activities. Also these have the required capacity in managing and implementing GF grants among others. 



For this grant, the current the sub sub recipients (SSR) including non-state actors will continue to be used to implement planned activities. State sub sub recipients such as MSD, TFDA, Pharmacy Council will continue based on their technical expertise as allocated by MoHSW. For Non-State actors current contracts will be extended as appropriate; however, if necessary, additional non-state actors for this grant will be selected through a transparent process and with critical analysis and evaluation on the capacity for the SSR to manage the grant effectively and efficiently. 



The PR and SR will sign a MOU stipulating the roles and responsibilities of each party. Each SR will develop a set of work plans as per the grant, aligned with the National Malaria Strategic Plan (NMSP 2014 - 2020, performance framework (PF), Health Sector Strategic Plan – IV (HSSP IV) 2015 - 2020 and agreed implementation arrangements which will be used as monitoring tools by the PR to monitor their progress. Additional disbursements will be a performance based to ensure that the set targets in the PF are been met. 



The PR will have planned capacity building visits on quarterly basis to the SR to ensure that their management capacity is enhanced. This will include areas of finances, M&E, PSM and program management. All SR are subjected to financial audit by the PR in addition to their internal audits annually. 



PR coordination: The TNCM provides oversight to the portfolio of Global Fund grants in the country. It is tasked with the responsibility of ensuring coordination of the PRs; and measuring and monitoring performance of grants. The TNCM provides a high-level formal and representative forum for all the partners from government, private sector, development partners, civil society, including international NGOs, People leaving with diseases (PLWD). The TNCM provides a platform for information sharing, technical leadership and direction. 



The TNCM has two subcommittees: Management and Oversight Committee. The TNCM coordinates all the PRs through these structures, which also functions as a forum for dialogue between the TNCM and the PRs. The Oversight Committee coordinates the PRs through their quarterly meeting and different visits to produces reports outlining their progress, challenges and programmatic information relevant to TNCM. The Management Committee provides oversight on Finance specifically in regards to where is the Money in terms of Procurements to know and be aware where are the medicines or other products; Implementation to see if the grant is being implemented on schedule and how programme is doing in terms of the targets; TNCM seeks for technical Assistance to deal with any bottlenecks as these arise. 



Supervisory reports are presented to the TNCM members in their scheduled quarterly meetings to provide feedback and strategic direction on how the grants are performing and if there are any bottlenecks necessary steps and remedies are suggested to the PRs by the TNCM. 



In case of any urgent matter needed to be resolved there is a mechanism in place for calling an extra ordinary TNCM meeting to discuss and resolve the issue before the TNCM scheduled meeting time. 



SR coordination: MoF has put in place a functioning PMU to strengthen the relationship with its SRs and manage its performance. The PRs have developed their own monitoring and evaluation frameworks and through the PMU which is comprised of head of PMU, M&E, Finance manager, and PSM manager. This team work closely with the SRs coordinating the implementation of their grant agreements. The PMU does its role through quarterly meetings and visits to the fields to ensure that the grants are in progress as planned. The PMU also participate in the meetings of SRs’ different TWGs and taskforces to get updates and be involved in different SR planning sessions to provide strategic leadership and direction, and timely implementation. 

4.1.d. Coordination between Principal Recipient and its respective sub-recipients

The PR shall ensure intensified monitoring, quarterly, by PR staff to ensure that sub recipients adhere to standard operating procedures set by the Global fund. The PR shall also conduct induction training for all key staff especially those involved in programmatic and financial reporting to ensure that there is common understanding of all reporting indicators and guidelines. The PR shall also facilitate quarterly validation of expenditures by sub recipients and also carry out internal audit as often as is necessary to ensure financial integrity and also external audits as often as is required by the Global Fund.



The PRs will strengthen coordination between priority program implementers and sub recipients. The PRs will ensure that all cross cutting health systems strengthening activities are effectively planned and executed with the relevant stakeholders. 

4.1.e. Key Populations

To facilitate and strengthen the evidence-base for human rights and gender mainstreaming, efforts shall always be made to disaggregate health data by age and sex and gender analysis carried out on the results in order to enhance the effectiveness and efficiency of interventions and programs. Every effort will be taken, when involving CSOs, to specifically include women-centered CSOs. Key  affected populations that are disproportionately affected by malaria including children under-five years, pregnant women, PLWHA, IDPs, Refugees, PWDs and nomads will be prioritised.  





		4.2  Ensuring Implementation Efficiencies (1 page)



		Complete this question only if the Country Coordinating Mechanism (CCM) is overseeing other Global Fund grants.



		Describe how the funding requested links to existing Global Fund grants or other funding requests being submitted by the CCM.

In particular, from a program management perspective, explain how this request complements (and does not duplicate) any human resources, training, monitoring and evaluation, and supervision activities.  



		4.2. 

The TNCM is currently overseeing 4 active grants in Malaria, HIV, TB and HSS, most which are ending by December 2015. The flow of the GF grants managed by the Tanzania National Coordination Mechanism (TNCM) is shown in the table below. 



Table 11: Grants managed by the TNCM

		No

		Existing GF Grants & New Request

		Years of Implementation 



		

		

		‘10

		‘11

		‘12

		‘13

		‘14

		‘15

		‘16

		‘17



		

		SSF for malaria

		

		

		

		

		



		

		HIV grant

		

		

		

		

		

		



		

		TB grant

		

		

		

		

		

		



		

		HSS grant

		

		

		

		

		

		







The current application has linkages to the existing grants for Malaria, HSS, HIV and TB in Tanzania. The gains made through the existing grants will be sustained through this new application. The planned grant will ensure leverages of the existing grants.  



The funding being requested in this application will build on the gains of the current grants in the following ways: 

a) In terms of trained personnel, both programs will use existing trained personnel at the National, regional, district and implementer (SR/facility) levels to implement the activities of the grant. Refresher trainings will be used on basis of need to maintain optimal service delivery. Training documents and job aids developed from the previous grant will be used to conduct such training activities as well as improve implementation capacities at the service delivery points. 

b)  Lessons learned from the implementation of the current grants and key findings and recommendations of programme reviews carried out will be used to inform implementation strategies for this grant. 

c) The HSS investments including capacity building, M&E, LMIS and facility upgrade under the current HSS grant will be leveraged in the roll out of activities under this new application. An active effort has been made to streamline activities in his application to ensure that there are no duplications.

d) The Monitoring and evaluation system strengthened using funds from Round 9 will continue to be used and strengthened in the new grant. DHIS strengthening has been premised on the need to have a single source of data for monitoring overall health sector.  





		
4.3 Minimum Standards for Principal Recipients and Program Delivery 



		Complete this table for each nominated Principal Recipient. For more information on minimum standards, please refer to the concept note instructions.



		PR Name

		MoF

		Sector

		Public



		Does this Principal Recipient currently manage a Global Fund grant(s) for this disease component or a crosscutting health system strengthening grant(s)?

		☐Yes	☐No



		Minimum Standards

		CCM assessment 



		1. The Principal Recipient demonstrates effective management structures and planning

		The Ministry of Finance (MOF) as public sector PR in Tanzania mainland on behalf of the Government of Tanzania is the body that is “legally responsible for program results and financial accountability.”  

The MOF has a specific unit with qualified personnel to oversee grants implementation.

 

The MoF plays a pivotal role in the co-ordination of development planning; mobilisation of public resources and ensuring effective accountability for the use of such resources for the benefit of all Tanzanians. Under its mandate, MoF as a PR regulates financial management, accountability and ensures efficiency in public expenditure. PR derives its mandate and functions from government/state tools under the country constitution.



In the delivery of health services, The MoHSW provides technical and leadership role and responsibility for policy and guidelines, resource mobilization, monitoring and accountability.



		2. The Principal Recipient has the capacity and systems for effective management and oversight of sub-recipients (and relevant sub-sub-recipients)

		The Ministry of Finance as a Principal Recipient has specific unit to oversee the implementation of the Global Fund programs. Currently the Unit has four competent staff: Head of the Unit, PSM Manager, M&E Manager, and Finance Manager.



The PR oversees the sub recipient and the sub recipient oversees implementation of activities by sub sub recipients. 



The MoF communicates with the MoHSW that is the lead SR. The LSR then ensures that planning and management of all grant activities is conducted timely and as planned. LSR also ensures that required reporting mechanisms are implemented. 



The PR then participates in the meetings of SRs’ different TWGs and taskforces to get updates and be involved in different SR planning sessions to provide strategic leadership and direction, and timely implementation.



		3. The internal control system of the Principal Recipient is effective to prevent and detect misuse or fraud

		i. The internal control system of the Ministry of Finance who is also a Principal Recipient for the Global Fund is sound and effective. The Treasury establishes several mechanisms to prevent fraud and misuse of Public funds including Establishment of the Office of Internal Auditor General to oversees the work of Internal Auditors in the Public Sector 

ii. Establishment of Public Procurement Regulatory Authority to regulate procurement process in the Public Sector 

iii. Establishment of Procurement Management Unit at each Lead Sub Recipient to deal with all matters relating to procurements of goods, service and consultancy 

iv. Establishment of Internal Audit Office at each Lead Sub Recipient to ensure that policy and procedures of the organisations are adhered to 

v. Establishment of Grant Operation Manual for the Global Fund 

vi. The Auditing of the Global Fund accounts by the Controller and Auditor General 



		4. The financial management system of the Principal Recipient is effective and accurate

		Although, the PR currently uses the Integrated Financial Management System (IFMS) to track Government and other donor`s expenditure, the Global Fund off-budget supported Expenditure is tracked using excel systems that are further reviewed by the Local fund Agent for accuracy and appropriateness. 



		5.  Central warehousing and regional warehouse have capacity, and are aligned with good storage practices to ensure adequate condition, integrity and security of health products

		Medical Store Department which is under Lead Sub Recipient MOHSW has central and zonal warehouses to make sure commodities are in required conditions and well handled. The MSD has put in place mechanisms for adequate inventory management for integrity and security of health products. There is an electronic system (Epicor 9) that allows managing orders and requests submitted to MSD from health facilities. This system provides accurate reports of commodities issued.



		6. The distribution systems and transportation arrangements are efficient to ensure continued and secured supply of health products to end users to avoid treatment/program disruptions

		Medical Store Department has the capacity (warehouse, trucks for distribution and qualified 

staff) to make sure commodities are handled properly and delivered direct to health facilities. 





		7. Data-collection capacity and tools are in place to monitor program performance

		Ministry of Health and Social Welfare has Health information Management Unit to make sure all the relevant medical information are captured. This system captures and reports all health data from facility levels to the national level. Various tools have been established and are rolled out to health facilities to capture the required information. 



		8. A functional routine reporting system with reasonable coverage is in place to report program performance timely and accurately

		The national reporting system is robust enough to report program performance timely and accurately. The electronic platform DHIS2 is in place to increase coverage and timeliness of reporting. 



		9. Implementers have capacity to comply with quality requirements and to monitor product quality throughout the in-country supply chain

		Tanzania Food and Drugs Authority (TFDA) has a legal mandate to regulate the quality of health commodities in Tanzania. TFDA has the capacity to monitor the product quality domestically produced and those imported. TFDA is one of the SSR in the Global Fund grants 



The Tanzania Bureau of Standards is responsible for establishing standards and enforcing quality assurance of non-pharmaceutical commodities (such as LLINs).



		4.4	Current or Anticipated Risks to Program Delivery and Principal Recipient(s) Performance



		a. With reference to the portfolio analysis, describe any major risks in the country and implementation environment that might negatively affect the performance of the proposed interventions including external risks, Principal Recipient and key implementers’ capacity, and past and current performance issues. 

b. Describe the proposed risk-mitigation measures (including technical assistance) included in the funding request.  



		4.4 a & b. Analysis of Risks and Proposed Mitigation

Implementation of activities will be subject to several risks, which will require timely and appropriate mitigation.  









Table 12: Key Issues from the portfolio Analysis and mitigation measures 

		Issue

		Mitigation Measures



		1. In the context of the incremental NFM allocation and anticipated gaps in funding for malaria commodity procurement, it will be critical to demonstrate efficiencies and value for money in the rationale for allocating funds across the different key commodities. 

		This has been noted and the current funding allocation to modules is premised on the best investment scenario as guided by the MSP business plan and gap analysis and also key consideration for leverage opportunities with other donor investments in the country. 



		2. It will also be important for the TNCM and Ministry of Finance to address the current delays in funds flow with instances occurring where SRs received disbursement up to 90 days after GF initial disbursement. 

		This has been noted and the related administrative bottlenecks identified. PR is putting in mechanisms to address the bottlenecks. 





		3. A need by the program to demonstrate how absorption will be improved to maximize use of the investment allocated. 



		The limited resource envelop has required that the current NFM allocation be invested in areas with “quick win “potential. Bridging commodity gaps alone will consume over 70% of the current allocation and as such it is not anticipated that absorption will be a challenge in the new grant period. A system for close monitoring of construction works under the HSS will be implemented.



		4. Need to demonstrate readiness and ability of the MoF financial management systems to generate GF compliant financial reporting including reconciliation of accrual to cash basis where necessary (for preparation of PUDR’s, EFRs) 

		This is noted and the MOF has commenced an internal review process which will address this and issue 2 above. 





		5. Demonstrate a strong link between the systems being used by the GF Program Management Unit with government systems including clear oversight at ministry level over GF funding (including scope of government internal auditing and the extent to which GF funds will be reviewed) 

		Noted. The current National financial management system is being upgraded with a module that can generate GF specific financial reports. 





		6. Ensure there are clear and robust financial management policies on cash management, budgeting, variance analysis, acquittal of advances, procurement and validation of expenditure 



		Noted. There is a financial management policy operative within the Ministry of Finance and all national entities are expected to be in compliance. Grant operation manuals are also in place. To ensure compliance regular oversight will be provided by the TNCM oversight committee and the National Audit office of Tanzania 



		7. Demonstrate how the PR will ensure compliance with the new GF audit guidelines including submission of consolidated financial reports for each grant and audit report within three months. 



		The PR will implement recommendations from the capacity assessments of the financial management system report by the GF and will periodically informing the GF  implementation status of the recommendations for capacity improvement. Compliance will also be monitored by the TNCM oversight committee.





 







		CORE TABLES, CCM ELIGIBILITY AND ENDORSEMENT OF THE CONCEPT NOTE  



		Before submitting the concept note, ensure that all the core tables, CCM eligibility and endorsement of the concept note shown below have been filled in using the online grant management platform or, in exceptional cases, attached to the application using the offline templates provided. These documents can only be submitted by email if the applicant receives Secretariat permission to do so. 









		☐

		Table1: Financial Gap Analysis and Counterpart Financing Table



		☐

		Table 2: Programmatic Gap Table(s) 



		☐

		Table3: Modular Template 



		☐

		Table4: List of Abbreviations and Annexes



		☐

		CCM Eligibility Requirements



		☐

		CCM Endorsement of Concept Note









Malaria Incidence per 1,000 Population

Incidence per 100,000 Population	

2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	325.62004718041072	303.87891800936467	278.39482647622549	246.07513970487645	295.01796782014372	317.32412250495975	310.38105574175199	239.3654926632156	194.25085834103106	191.56866413409222	160.62194599380302	Malaria mortality per 100,000 Population

Mortality rate per 100,000 Population	

2004	2005	2006	2007	2008	2009	2010	2011	2012	2013	2014	41.273942417642786	52.775169034488307	47.733112095176409	53.888025508785994	33.055172881367376	26.424412444392772	33.362013511191762	29.91692311454419	17.906985177499898	19.029791332512588	11.981224474891798	          Heath Sector Budget Trend 

2013/14 - 2016/17 

          Health  910.8  13.8%  963.0  5.7%  960,124,295.5  Lands - 2008/9-Dev	2014/15	2015/16	2016/17	1018061497.7025646	1079145187.5647185	1143893898.8186016	Health Sector Annual Budget (USD)

HRH	

2015/2016	2016/2017	2017/2018	2018/2019	2019/2020	740.32978337100053	807.34167450299947	879.10538367500055	948.19163513299998	1033.967883279	Infrastructure	

2015/2016	2016/2017	2017/2018	2018/2019	2019/2020	589.89204056200003	609.91091152700005	574.38144315	547.78571936100354	564.66556190799997	Governance	

2015/2016	2016/2017	2017/2018	2018/2019	2019/2020	116.839891607	119.41679474900057	124.13263135199922	119.618809958	133.93517477599997	Health financing	

2015/2016	2016/2017	2017/2018	2018/2019	2019/2020	91.727988110999206	34.140701973000006	51.470121567999996	78.242482777999371	73.603152196999176	Logistics	

2015/2016	2016/2017	2017/2018	2018/2019	2019/2020	49.016644460999743	54.665850522000063	48.048631109000006	45.813487061999496	51.257159233000003	HIS	

2015/2016	2016/2017	2017/2018	2018/2019	2019/2020	32.636791613	35.140240001999999	76.449423874000558	54.482404802999994	62.532305511000011	

TZS billions
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GF CT Schedule

				Global Fund Country Team Mission to Tanzania Schedule

				25th June to 3rd July 2015

				Date		25-Jun-15

				Day 1		Thursday										Venue

				08:00 - 16:00		PEPFAR COP regional meeting 



				Date		26-Jun-15

				Day 2		Friday										Venue

				08:00 - 16:00		PEPFAR COP regional meeting 





				Date		1-Jul-15

				Day 3		Wednesday

				08:00 - 17:30		MOCK TRP Review for Malaria /HSS Concept Note Review 
Objective:  Involve in dialogue and review working relationship with CT and state expectations and raise issues in the Concept Note.										Kunduchi Hotel



				Date		2-Jul-15

				Day 4		Thursday

				08:30 - 13:30		MOCK TRP Review for Malaria /HSS Concept Note
Objective: Budget allocation to priorities area										Kunduchi Hotel

				14:00 - 15:00		Follow up on the HIV and TB program issues with the onset of the new grants										NACP

				15:15 - 16:00		Meeting with Development Partners Group 
										CDC-Victoria 

				Date		3-Jul-15

				Day 5		Friday

				08:30 - 13:30		MOCK TRP Review for Malaria /HSS Concept Note
Objective: Clarifying issues on the presentation of Group works										Kunduchi Hotel

				09:00 - 10:00		Side Meeting with TNCM Secretariat Team
Objective:  Review programatic and financial report with CT and state expectations in the next TNCM Budget.										Kunduchi Hotel

				15:00 - 16:00		Debriefing with TNCM Members 										TACAIDS

				Global Fund Country Team: Linden Morrison, Tatjana Peterson, Sarah Asiimwe, Shevone Corbin and Rafiu Idris





Sheet2





Sheet3






IG Scedule

		The OIG Inspector General  VISIT: July 14 -  16  2015

		 





		DATE		TIME		MEETING		 

		Tuesday, July 14th , 2015		From 10.30hrs onwards		1) Prime Minister's Office (PS TNCM Chair and Vice Chair)
2) Ministry of Finance ( Permanent Secretary - Finance)
3) Ministry of Health (Hon. Minister and PS Health)














				19.00-21.00hrs		Working Dinner with LFA Team



		Wednesday, July 15th, 2015		From 09.00 onwards		1) Auditor General (Current) 
2) USG/USAID 
3) Visit to  TACAIDS, 
4) National disease programs, MSD, BMAF, CSSC.

				19.00-21.00hrs		Working Dinner with Former and Current Auditor General 





		Thursday, July 16th, 2015		10.00-12.30hrs		DPG Health and DPG AIDS (Joint meeting)

				13.00-14.00hrs		Lunch Break

				14.30 to 17.00hrs		Site Visit to General Hospital e.g. Temeke Hospital 











Audit Team

		OIG VISIT: Tuesday, July 8-  16  2015







		DATE		TIME		MEETING		 

		Wenesday, July  8th, 2015		09.00 -12.00 hrs		The Local Fund Agent Team		 

				12.30 - 13.30hrs		Lunch break

				14.00-17.00hrs		Joint Meeting (three National Programs)
National Program  HIV/AIDS (with MoH GF PMU)
National Program Tuberculosis (with MoH GF PMU)
National Program Malaria (with MoH GF PMU)		 





		Thursday, July 9th, 2015		09.00-10.00		TNCM Management and Oversight Committees (organised by TNCM Secretariat)

				10.30-17.00hrs		Team 1:  PSM Area:
- Central Medical Stores (MSD)
- Central Warehouse
- Quantification Team of there programs
- LMIS  Team
- TFDA

				10.30-17.00hrs		Team 2:  Data Collection and M&E Team:
- MOH - M&E Team  
- M&E  team for there programs
- Quantification Team for there programs
- HMIS Team 

				10.30-17.00hrs		Team 3:  Finance and Procurement Team
- Ministry of Finance-PMU
- Ministry of Health -PMU
- National Programs Finance Officers  
- Internal Auditor MOH
 -HSS Unit MOH



		Friday, July 10th, 2015		09.00 -10.30hrs		WHO

				11.00-12.30hrs		UNAIDS

				13.00-13.30hrs		Short Lunch Break

				14.00-15.30hrs		PR -  Ministry of Finance (Commissioner for External Finance)

				16.00-18.00hrs		Site Visit to Health facility in Dar Es Salam (to be confirmed/discussed with LFA)





		Saturday, July 11th, 2015		10.00-16.00hrs		Site Visit to hospital  outside Dar Es Salam (to be confirmed/discussed with LFA)









		Monday, July 13th , 2015		09.00-11.00hrs		World Bank (Team 1)

				09.00-11.00hrs		PEPFAR   (Team 2)

				11.30-13.30hrs		DFID (Team 1)

				11.30-13.30hrs		USG-CDC Tanzania  (Team 2)

				14.00-15.00hrs		Lunch Break

				15.00 - 16.30hrs		French Embassy Cooperation 



		Tuesday, July 14th , 2015		09.00 - 13.00hrs		PR-  PSI

				13.30-14.30hrs		Lunch Break

				15.00-17.00hrs		PEPFAR - Global Fund Advisor











		Wednesday, July 14th, 2015		09.00-13.00 hrs		PR- Save the Children

				13.30-14.30 hrs		Lunch Break

				15.00-17.00 hrs		PR African Medical and Research Foundation in Tanzania



		Thursday, July 16th, 2015		10.00-12.30hrs		Health Development Group

				13.00-14.00hrs		Lunch Break

				14.30 to 17.00hrs		Site Visit to General Hospital e.g. Temeke Hospital (To be Confirmed/discussed with LFA)












