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Executive Summary
Vision

The vision for NTPI is that through additional flexible and performance based funding to the district health services, together with the identification of key catalytic opportunities through action-oriented research,  maternal, newborn and child health prevention and care will be recognized, integrated and scaled-up on a national level.

Led by the two Prime Ministers, the partnership will endeavor to help achieve MDG 4 and MDG 5 nationally and globally through a shared vision and aim to use the NTPI specific experiences from Tanzania as a model of best practices which can serve as national and global benchmarks that could be multiplied for application elsewhere in the world. 

NTPI entry points and value-added

NTPI will be developed around a few selected entry points building on existing financing mechanisms for the health sector and the Comprehensive Council Health Plans (CCPHs), the developed Roadmap for Accelerating the Reduction of Maternal and Newborn Morbidly and Mortality (the roadmap) and the National Partnership for Maternal Newborn an Child Health.  
The purpose of NTPI is to increase the amount of flexible funding available for the implementation of the Roadmap for maternal and newborn health and child survival strategies at district level and to ensure strategic support from Regional and Central level. 
The strategic thrust of the partnership initiative is to facilitate the use of result focused approaches to the area of maternal newborn and child health through the pooled basket fund mechanism, simultaneously as making more funds available for districts health services.  To facilitate this, funding for performance based financing scheme development, and operational research in the area of community- and facility-based newborn and maternal care are earmarked within NTPI. In addition, strategic support to strengthen HMIS will contribute to support district planning, monitoring and management processes. NTPI will also build on the particular strength of some selected NGOs in adopting innovative, mainly community oriented/outreach approaches.
Partnerships and Collaboration

NTPI is a partnership between the Norwegian and the Tanzanian Governments; however NTPI will involve collaboration and agreements with several partners to  support NTPI in developing and implementing the specifics of performance based financing scheme(s), design and implement operational/evaluation research, as well as for capacity building. 
Fund flows
The funds from Norway would be channeled through several modalities. Approximately 80 percent of the funds within NTPI will be channeled through the pooled health fund to support district health services; including payment of performance bonuses for delivered MNCH services according to agreed scheme(s). The remaining funds are earmarked for the design and implementation and evaluation of catalytic initiatives, strengthening HMIS and supporting NGOs selected as strategic partners under NTPI; and may be channeled to different implementing partners by a project approach.
Oversight and accountability

NTPI will be governed by Tanzania and Norway jointly. The parties shall cooperate fully to ensure that the purpose and objectives are successfully accomplished. In matters pertaining to the implementation of the Programme the Norwegian Ministry of Foreign Affairs (MFA) and the Tanzanian Ministry of Health (MOHSW) shall be competent to represent Norway and Tanzania respectively. 

The MOHSW shall have the overall responsibility to implement the components of the programme. The Royal Norwegian Embassy in Dar es Salaam (the Embassy) is, as a part of the Norwegian Ministry of Foreign Affairs (MFA), competent to act on behalf of Norway. 
Other NTPI agreement partners are answerable and should report to the MOHSW and the Norwegian Embassy for the activities under this initiative.

The main arena(s) for interaction between Norway and Tanzania on technical and programmatic issues will to the extent possible be the already established forums and processes for the collaboration and follow-up of the Health Sector Strategic Plan as well as within the recently launched Tanzania Partnership for Maternal Neonatal and Child Health that operate as a sub-committee under the SWAp umbrella were Norway expects to find its role.

Implementation of the HSSP and the Roadmap, and the financial management of the funds channeled through the Pooled Fund (the basket) will be monitored on a semi-annual basis through the Sector Wide Approach Steering committee that is chaired by the Permanent Secretary, Ministry of Health. The Embassy will find its role within these existing donor coordination mechanisms and shall have a health adviser appointed to the sub-committee of the SWAP Technical Committee (The Tanzania Partnership for Maternal, Newborn and Child Health). 
Periodic independent evaluations of the process and performance of the innovative and catalytic activities within NTPI will be conducted to guide effective implementation of the Partnership.

The progress of the NTPI shall be reported to the level of the Prime Ministers of Norway and the President of Tanzania.  Both Parties commit to support and ensure visibility of the results from the initiative. 
Geographic Focus

It is envisioned that increased allocations to the pooled basket will benefit all districts in fiscal year 2007/2008 to FY 2011/12 through increased allocations to CCHPs. 
However, the implementation of performance based incentive schemes at district level and below will be limited to some selected districts the first year of NTPI while schemes are being designed and scaled up nationally. Also efforts to strengthen HMIS will be implemented in a limited number of geographical sites the first year.  Scalability will be sought from the third year. NGO supported innovative initiatives as well as focused.
Risks and challenges

· Local, regional and political support for exploring and implementing performance based disbursement approaches is crucial.

· The major risk is related to the human resource shortage which may seriously hinder districts in scaling up interventions if it is left to prevail. Incentives to health workers are not enough to solve the need for more skilled health workers.
· Successful implementation of the main scheme is dependent on the quality and timeliness of routinely collected data as well as the capacity to use data for planning and budgeting.

Summary of programme budget (indicative)
(in NOK thousands)

	Programme Strategies
	Activity areas
	2007
	2008
	2009
	2010
	2011
	Total

	1. Basket funding to support implementation of HSSP and National Roadmap
	Strengthening maternal, neonatal and child health interventions in the context of district health services.
	35 000
	35 000
	35 000
	35 000
	35 000
	175 000

	2. Performance-based financing approaches and evaluation/operational research
	Design, implementation and evaluation of pilots and innovations
	4 000
	6 000
	1 000
	1 000
	1 000
	13 000

	3.Strengthening health information systems
	Software 
Technology

Training

Supervision
	4 000
	4 000
	4 000
	1 000
	1 000
	14 000

	4. Non-state actors and innovation
	Community based interventions and innovative approaches
	5 000
	5 000
	5 000
	5 000
	3 000
	23 000

	Total
	
	48 000
	50 000
	45 000
	42 000
	40 000
	225 000


Overal performance indicators

The following set of indicators will be monitored in the context of NTPI. 
a) Community indicators:

· Proportion of women booking early for ANC
· Proportion of villages with community owned resource for MNCH( eg. CBD, IMCI)
b)  Neonatal indicators:

· Neonatal mortality rates 
· Number of district hospitals that have a functional newborn resuscitation place in the delivery room 
· TT2 coverage

c) Child indicators

· Under five mortality rate

· Proportion of health facilities providing IMCI services

· Prevalence of underweight in under fives

d)  Family Planning indicators:

· New FP acceptors

· CPR (DHS)
e)  Maternal Health indicators:

· Maternal mortality ratio (DHS)
· Proportion of ANC (RCH) clinics offering routine core PMTCT services 
· Proportion of deliveries taking place in a health facility. 

· Proportion of births assisted by a skilled attendant. 

· Proportion  of facilities offering Basic EmOC services 
· Proportion of facilities offering Comprehensive EmOC services.

· Postnatal care attendance rate 

f)   Increased political will and commitment indicators:

· Proportion of funds allocated to MNCH and FP at different levels
Specific output indicators for performance based disbursements will be identified and agreed upon as further development of the scheme takes place. 

Introduction

This document will serve as the underlying program document that will guide further development and implementation of the Norway Tanzania Partnership Initiative.

This program document is based on the commitments made by the President of Tanzania and the Prime Minister of Norway to implement a country partnership program in Tanzania.

The Norwegian government will provide a grant of Norwegian Kroner (NOK) 225 millions for the period of 2007-2011. 
The planning of NTPI has taken place in the period December 2006 to August 2007 and has involved review of national plans, meetings between Heads of the two states, between  MOHSW and PMO-RALG and The Royal Norwegian Embassy (RNE), and between the Norwegian Embassy and development partners group in health and other stakeholders. The following reflects some milestones in the programme development process:

· Initiation of talks between The Norwegian Prime Ministers Office and the Minister of Health in Tanzania in December 2006. 

· Meeting with Minister of Health David H. Mwakyusa the 20th of January 2007 in Norway. 

· Request for support developed by  MOHSW and submitted to the RNE in the form of a concept note received January 24th 2007. 

· Joint Statement signed by the government of Tanzania and the government of Norway during President Kikwetes visit to Norway February 27th 2007,
· Draft program document developed by MOHSW in March 2007
· Feedback and dialogue on program document in workshop between MOH and the Norwegian Embassy in April 2007.

· Revised concept note developed by Norad in May 2007 with identification of options for modalities and entry points. 
· Further dialogue and communications between MOHSW and the RNE in May and agreement on main entry points
· Dialogue with Development Partners and non-state actors
· Draft NTPI program document developed by extended resource team in June. Feasibility study on performance based financing study coordinated by Ifakara in June/July.
The hereby presented program document builds on and incorporates recommendations made by partners in Tanzania, including the recommendations from an external appraisal program document of August   2007.

Key design considerations for NTPI includes:

· Accelerating progress towards MDG4 and MDG5 in Tanzania

· Explore the potential application of “performance-based financing” in the      Tanzania context

· Working with and through government systems and structures

· Using joint financing mechanisms

· Channeling resources towards front-line essential services

· Increase emphasis on accountability for enhanced performance

PART I  -  Situational Analysis
1 Background
1.1 Tanzania
The United Republic of Tanzania (mainland) covers an area of 945,000sq km. Administratively the Country is divided into 21 regions, 126 district councils and 11,000 villages. According to the 2002 census Tanzania had a total population of 34.5 million people of which 80% live in rural areas, 20% are women of childbearing age and 16% are under-fives.

1.2 Situation of maternal, newborn and child health in Tanzania 
Child morbidity and mortality is high in Tanzania. Tanzania is one of the ten countries contributing to the 66% of the global neonatal deaths and 61 % of the global maternal deaths (WHR, 2005). About 157,100 under-fives die annually.  Two thirds of these deaths occur within the first two years of life. It has also been observed that neonatal mortality account for 29% of under-fives and 47% of the Infant Mortality (DHS, 2004). The current estimates for Neonatal, Infant and Under five Mortality Rates (NMR, IMR, and U-5MR) are high; 32, 68 and 112 per 1,000 live births respectively (DHS 2004). Recent mortality rates from the last Demographic Health Survey have shown that now there is a downward trend and progress is being made though the neonatal mortality rate has remained stagnant for the past 10 years. It has been observed that majority of the neonatal deaths occur in the first week of life i.e. 50% of the deaths in the first 24hours and 75% in the first week. The maternal mortality ratio in Tanzania has remained high for the last two decades with no decline according to the Tanzania Demographic health survey the current rate is 578/100,000 live births in 2004 and 529/100000 Live births in 1996. Nearly 8,100 women die annually due to pregnancy related causes and about 250 thousand become disabled due to the same causes seriously compromising their reproductive health. About 80% occur during child birth and in the immediate post partum period.

1.3. Achieving Millennium Development Goals in Tanzania 

Despite the observed progress in reducing U5MR , the rates are still unacceptably high. Urban rural disparities, timely access to quality child care, effective and efficient referral care are among the challenges. In Tanzania the MDG4 target is to reach under-five mortality rate of 54/1000 live births by 2015 from the current 112/1000. Analysis of recent mortality trends shows an 11 % decline annually. If such trends continue MDG 4 will be reached before 2015.

In order to reach MDG 5 in Tanzania the maternal mortality needs to go down to 193/100,000 live births by 2015. Little progress has been achieved in the past decade. Therefore there is a need to intensify efforts to deliver effective maternal, newborn and child health  interventions. The MDG 4 and 5 cannot however be considered in isolation as their achievement is dependant on other goals e.g. reduction of hunger, attainment of gender rights and equality, education, reduction of burden of malaria and HIV/AIDS to mention a few. It is with this broad thinking that the country has translated the goals and targets in the National Strategy for Economic Growth and Reduction of Poverty (NSGRP/ MKUKUTA Swahili acronym).

2. Existing plans and frameworks relevant for NTPI
2.1 MKUKUTA
Improving maternal and child health is also a major priority in the National Strategy for Economic Growth and Reduction of Poverty (MKUKUTA). It is a five year plan (2005-2010) with targets to be achieved by 2010 which has three interlinked clusters. Goal number two in the second cluster clearly aims to improve survival, health and well being of all children and women especially vulnerable groups. The operational targets for reduction of under-five mortality is 79/1000 live births and infant mortality 50/1000 live births by 2010. For maternal mortality operational targets are reduced mortality to 265/100,000 in 2010 per thousand live births (from 578/100,000). Increased coverage of birth attendants by trained personnel to 80% in 2010.  The MKUKUTA further outlines strategies and activities towards attainment of the targets.

2.2 The Health Sector Strategic Plan (HSSP II)
Specific attempts have been made to address maternal and newborn health challenges through the National Health Policy (revised 2003), health sector reforms and Health Sector Strategic Plan. The HSSP II is a 4 year document from 2003 to 2008. The plan guides the implementation process of the health sector. Maternal, newborn, and child health are major priorities in the health sector. Preparations for he Third Health Sector Strategic Plan will start shortly. This will include a focus on performance-based funding; implementation will start on July 1st 2009. 

The HSSP II makes provision of quality health services the major objective. To that end, the MOH was named as responsible for policymaking, governance, regulation, legislation, financing, monitoring, Health Management Information Systems (HMIS), standardization, quality assurance, and procurement, while Prime Minister’s Office – Regional and Local Government (PMO-RALG) was designated as responsible for implementation.

2.3 The Roadmap Strategic Plan to Accelerate Reduction of Maternal and Newborn Deaths in Tanzania
This is a strategic document that has been developed by Tanzania following WHO guidelines in an attempt to reduce maternal mortality rates in the region. The National Roadmap Strategic Plan has been developed to guide prioritisation of interventions which will adequately address maternal and newborn issues; guide decision making in terms of budget allocation; influence policy change: foster partnerships; facilitate access to quality care and scaling up of low cost and effective interventions: and setting clear indicators for monitoring and evaluation. This is a five strategic year plan up to 2010. Targets are to reduce maternal mortality by 45% and increase skilled attendance by 36%, and to reduce neonatal mortality by 40%. The priorities in the  Road Map guide the activities to be supported and monitored under NTPI.
2.4  Integrated Management of Childhood Illness
The Government, through the Ministry of Health, adopted the Integrated Management of Childhood Illness (IMCI) strategy in 1996 for reduction of under-five mortality and morbidity. The strategy has three main components; (i) improving health workers skills in management of common childhood illness through training in standardized procedures for first level health workers and follow-up of trained health workers using, adapted guidelines on IMCI, (ii) improving health systems for to support IMCI implementation by ensuring availability of essential drugs and other supplies, improving organization of work at the health facility, improving supervision and strengthening referral pathways and quality of referral care and (iii)  improving family and community practices (c-IMCI) by empowering mothers, fathers and other child caretakers. Implementation of  c-IMCI is at different stages in different regions. The multi-country evaluation showed that with high level of coverage of the first component alone there was 13% reduction in under-five mortality.

2.5 PMTCT in the Health Sector HIV and AIDS Strategic Plan 2008-2012 (HSASP)

Tanzania has yet to move towards population-based strategies and approaches to scale up Prevention of Mother to Child Transmission of HIV (PMTCT). PMTCT  is a relatively new program in Tanzania that needs to be integrated in routine maternal and child health (MCH) services.  Tanzania has over 12 partners on the ground supporting the implementation of PMTCT services in different districts. The multiplicity of partners also presents a challenge to the national program to coordinate and harmonize every partner’s efforts towards one national goal. 
The HSASP is currently under development. The PMTCT component in the HSASP aims to increase the number of health center and dispensaries that provide PMTCT (at least 76% of health centers and 44% of dispensaries with ANC services ) and to reduce the proportion of infants newly infected with HIV through MTCT by 50% and to operationalize the linkage between the delivery of PMTCT and family planning and other reproductive health services.

2.6 Sector Wide Approach to programming and the “health basket fund”
26 development partners contribute to the health SWAp.  SWAp funds are aligned with MoHSW policy; funding sources include development partners, the Global Partnerships, health projects and others.  The SWAp Technical Advisory Committee is responsible for determining an agreed sector plan, and provides routine monitoring and implementation support to MoHSW and PMO-RALG.  They have endorsed a common set of indicators for monitoring the HSSPII, and they conduct six-monthly annual review meetings (“Annual Joint Health Sector review”).  The committee is chaired by the Permanent Secretary; membership includes the Heads of the MoH Directorates, donor representatives – three rotating members, currently WB, DANIDA, GTZ, WHO, and representatives from NGOs and the private sector.  The committee meets every two months.  All development partners are invited to attend, but they cannot contribute to the meeting.  The Tanzania Partnership for Maternal, Newborn and Child health (see above) will form a subcommittee of the SWAp technical group. 
Within the SWAp eight development partners (World Bank, Irish Aid, SDC, GtZ/KfW, CIDA Canada, Netherlands, Danida and UNFPA; (UNICEF is also to become partner shortly) currently support the pooled “basket health fund”.  The fund supports the per-capita payment to Districts; priority areas (contraceptives, drugs, vaccines etc.); the Joint Rehabilitation Fund which targets district dispensaries/ centres and provides short-term emergency funding for rehabilitation and maintenance. However, funds channelled through the basket cannot be earmarked. In the basket donor funds are pooled and provides the financing base for an agreed budget approved by all partners.
The basket fund has a financing committee that meets every six months (July and January each year).  Their responsibility is to determine the per capita payment level (currently $0.75) to the districts.  It is also their responsibility to review the Council Comprehensive Health Plans (receipt of which ensures payment from the basket).  Basket fund representatives do discus technical issues; their suggestions or recommendations are presented (by the donor basket representatives) at the Technical group meetings. 

The basket fund for 2007-08 is $62.7 million.  In July this year the committee agreed to provide a per capita payment of $0.75 to the districts – $35 million, or 56% of the total fund.

2.7 District funding and Council Comprehensive Health Plans

District health management teams are responsible for managing and funding health service delivery; there are specific funding streams for maternal and child health services.  Districts produce annual “Council Comprehensive Health Plans” (CCHPs) which are guided by national plans and priorities, including HSSPII and the Road Map for maternal and newborn health. District funding is derived from several sources:  MoF/ PMO-RALG block grant for health; donor health basket funding (see below); funding from national programmes (e.g., EPI); additional funds from local projects, NGOs, community funds, and others.  The donor basket funding is allocated on a per-capita basis (70%), weighted for under-5 mortality ratio (10%), poverty level (10%) and accessibility (10%).  The donor health basket funding is conditional on CHMTs producing their annual CCHPs. 

2.8 Other relevant programs in support of achieving MDG 4 and 5. 
There are several other programmes and partners in support of MDG 4 and 5. NTPI will actively work to ensure synergies with these initiatives and  partnerships. Some are mentioned below: 
· GAVI support for health system strengthening to support systems for routine immunization programs (includes i.e large funds for funding for recruitment of about 1447 first level MCH staff, basic equipment for clinics, increasing the number of community mobilizers , CORPs and community health workers cadres, vehicles and supervision)
· African Development Bank  will finance a large health infrastructure development programme and capacity building  in 3 regions to support maternal and newborn health interventions.
· EC through WHO  will provide funds support for scaling up Maternal and Newborn strategies in 4 regions  
· Ifakara projects to strengthen district health management teams (including EMPOWER project)
· Health Metrics Network - HMIS Assessment and Strategic Framework (to be finalized in Q4 2007.
· Touch Foundation, INC, Lake Zone Initiative for Human Resources for Health

· Tanzania is  a pilot country for UN reform. The UN agencies have according to their mandates, a technical as well as a facilitating and enabling role that should be capitalised on in the NTPI context. The UN-reform has 5 priority reform areas, one of which is maternal and child health.  The Royal Norwegian Embassy  supports the process and synergies will actively be sought
3 Assessment of current state of MNCH services  
3.1 Management and administration
Recent technical reviews of the health service (HERA technical review of district health services, April 2006;) have been conducted.  The review indicate  that stagnating MMR will not only require more but also better focus and management of existing resources in the health care delivery system, particularly the support systems of commodity supplies, physical infrastructure improvements, and better qualified, better distributed, and better managed health personnel if this problem is to be properly addressed.
There has been an improvement in health planning and management at the district level although the quality of CCHPs varies greatly across districts; In addition, the level of participation in health planning by staff in dispensaries, health centres and district hospitals is significant and has been improving over time.
There have been some significant improvements in the availability of funds, supplies and essential drugs at district level as well as some improvements in access to trained personnel.  The roles of the Council Health Management Team (CHMT) and other local members of the health teams have been clarified and they seem to have a good understanding of their roles and responsibilities.

However , there some challenges such as  unequal capacity for planning and budgeting process at district level;,the referral system is under great strain, in particular at the health centre level since many patients simply bypass the relatively poorly functioning dispensaries  and go directly to district or referral hospitals and inadequate functioning of HMIS and utilization of data/indicators for planning purposes and weak community based management information systems
3.2  Service delivery and human resources
In spite of the good coverage of health facilities, not all components of the services are provided to scale, hence, maternal and newborn mortalities remain a major public health challenge in Tanzania. It is important to keep in mind, that 40% of health services today is delivered by non-state actors CSOs and NGOs including the Faith Based Organisations (FBOs). These are also important actors in community based strategies and  HIV/AIDS work. 
According to TDHS 2004, 94% of women attend antenatal care at least once. However the quality of antenatal care is inadequate. Regardless of high ANC attendance, only 47% of births occur at health facilities. Of all deliveries occurring in health facilities, only 46% are attended by skilled attendants
.  Furthermore, there are several weaknesses such as  Emergency Obstetric Care services that are of  poor quality and with low coverage. Inadequate skilled personnel and lack of essential equipment, supplies and functioning blood banks at most hospitals and health centre contribute to the low rate of caesarean section in the country.  Many districts face continuing severe constraints in terms of outdated and poorly maintained medical equipment, infrastructure in poor repair, lack of vehicles and fuel (many have no functioning ambulance), and occasional stock-outs of essential drugs. 
The newborn care component of the Safe Motherhood programme has not been strengthened fully. Furthermore, newborn care faces other challenges including poor health infrastructure and referral for neonatal care and inadequate skills of service providers related to inadequate incorporation of neonatal component in pre and in-service training curricula.  There is still a lack of key protocols for improving maternal and newborn care, such as postnatal guides, and neonatal care. PMTCT  is a relatively new program in Tanzania that needs to be scaled up and integrated in routine maternal and child health (MCH) services. Although national data indicates that at least 95% and 60% of pregnant women attend at least one and four ANC visits respectively, only 38% of HIV-positive pregnant women identified during pregnancy receive NVP before labour and delivery. In addition, only 54% of HIV-exposed infants in the PMTCT program receive ARV prophylaxis after birth.

The shortage of skilled human resources in the health sector is another major barrier to scaling up quality health services. The human resources requirement of the health sector according to approved Public Service Department establishment is 46,868, while the actual strength is 15,060 showing a deficit of 31,808.  Lacking and dysfunctional incentive structures are also affecting recruitment and retention of skilled health workers.  
3.3 Utilization and demand side barriers 
Another appearing obstacle for increasing utilization of basic services relates to demand side aspects. Low utilization of services, particularly among the low income groups sets the stage for interventions that stimulates healthy behaviours and increase utilization of health services. Major barriers perceived by women to access delivery health services include poverty, long distance to health facilities, lack of transport, and unfriendly services. In addition lack of functioning referral systems, inadequate capacity at health facilities in terms of space, skilled attendants, commodities and other social-cultural aspects surrounding the pregnant women. 

4.
Assessment of budget and financial flows
4.1  Budget allocations for reproductive and child health

Limited budget allocation to the health sector has also been a hindrance to effective implementation of the Essential RCH Package, which includes maternal and newborn interventions. This has affected implementation of comprehensive interventions on maternal, family planning and newborn care.
4.2  Fund flows for Maternal, Newborn and Child Health
The MTEF (current 2005 – 2008)  and its related to yearly budgets, linked to the priorities of the HSSP II,  guides resource allocation to the health sector. Yearly budgets are finalized during the parliamentary session June each year. Basket pledges for FY2007/2008 and draft MTEF (for FY 2007/2008) are attached.
The MTEF seeks to capture all funding to the health sector, but captures firmly only government contributions and the on-budget donor contributions such as those  provided through the basket fund. 

The government and the development partners have also been specifically earmarking funds from the Health Basket to the Joint Rehabilitation Fund (JRF), as a temporary measure to address the urgent rehabilitation needs of health facilities under the DHIRC (District Health Infrastructure Rehabilitation Component). Recommendations and options for possible merge of the JRF into Local Government Capacity Building and Development Grant  (LGCDG) are currently being studied. LGCDG is funded by government funds, development partners (DPs) through earmarked funding and from sectorial basket funds.
District health management teams are responsible for district level planning and are guided by national plans and priorities such as National Essential Health Care Package, IMCI ,EPI strategic plan  and the National Roadmap as well as other national plans (PMTCT). 

Funding for recurrent expenses in CCHPs is provided through the conditional block grant (Personal Emoluments and Other Charges) for health and funds channeled from the pooled health basket fund, and is aimed to redirect resources to the main priorities in the health sector and to improve health care provision. Funds  to CCHPs are flexible except from some set ceilings for allocations within cost senters (DMO/MOH, Hospitals, Health Centres, Dispensaries which should also include funds for health facilities run by private providers such as FBOs and community initiatives as well as set ceilings for distribution of expenditures (training, maintenance, allowances and transport). 
District health facilities are also supported by MoHSW which is in charge of bulk purchases (supplies, medications, vehicles and advanced technical equipment) and for larger rehabilitation needs. These expenses are covered by the central level government allocations, the pooled fund and the Joint Rehabilitation Funds. 
There have been a number of initiatives aiming at improving transparency in budgeting and at increasing spending in health care in a more predictable and sustainable way. These include:

.

· The development of the basket fund mechanism under the SWAP provides stable funding for three key areas of health: strengthening district health services, strengthening the central level (MOHSW) support functions, as well as  rehabilitation and infrastructure;

· The development of the MTEF which increases predictability and  transparency of public expenditure on health and allows for the explicit linking of health sector activities to budget lines and sources of funding; 

· The strengthening of the Public Expenditure Review-Health which allows for annual analysis and tracking of both on-budget and off-budget support provided by government and DPs;

· CCHPs which provide for a more transparent budgeting process at district level;

· Efforts to roll out the Integrated Financial Management System (IFMS) to regional and even district level;

· Some efforts to improve the use of the CHFs and the NHIF; 

· Efforts to improve the use of exemptions and vouchers to offset the impact of user fees on the poor and vulnerable. 

On the other hand, however, a number of constraints to securing adequate and sustainable financing for the health sector still prevail. These include:

.

· Continued and even accelerating use of off-budget and project funding by DPs;

· Increased funding from global initiatives that are often less integrated into government budgeting and planning systems 

· Delays in disbursing funds to the districts from both the basket fund and conditional block grants;
Despite the mentioned constraints of existing financing mechanisms, it  will be effective to channel the NTPI funds through existing financing mechanisms. NTPI aims to increase funding available for district health services and will focus on strengthening result focus in existing financing mechanism through support for and operational research related to performance based financing schemes at different levels of the health system. Fund flows to district level will be monitored closely in the context of NTPI. 
5. The Health Information System

The primary source of routine service statistics is the Health Management Information System or MTUHA. This system was developed in the early 1990s, piloted in 1993 and rolled out to all regions by 1997, including provision of computers and software to all of the regions. A nationwide training effort took place in 1994-7 but has not since been repeated.

Although the intention had been to fully integrate separate information systems under the HMIS umbrella, this has not been possible – partly because of specific information requirements, partly because the parallel systems provider better data. The major parallel systems in operation include EPI, TB & Leprosy, Integrated Disease Surveillance and HIV/AIDS. There is also a multitude of other systems for specialist use including pharmaceutical supplies, onchocerciasis, trachoma, lymphatic filariasis etc, etc.

A systematic review of the HMIS was undertaken by the MOH/HERA in 2000. This highlighted a number of (well-known) problems, including:

· Data collected is incomplete and sometimes inaccurate

· Incomplete and late reporting

· Inadequate analysis and use of data for decision making at all levels – from the facility to the national level

In general the following areas need to be improved:   

· Quality of data and completeness of reporting by ensuring systematic validation of data
· Timeliness  of data transfer from lower levels to central offices

· Ensuring HMIS tools are prepared and distributed in time

· Ensure proper utilization of data for decision making at all levels
· Improve mechanism for software and hardware trouble shooting

· Improve analytical skills among health workers at all levels

· To computerize HMIS at all levers of health delivery system

· Develop a mechanism to covert referral and special hospitals data into HMIS

PART II – NTPI Program Components
6. Goal, purpose and  targets of  NTPI
Goal

The goal of NTPI is to contribute to the implementation of the National Roadmap Strategic Plan to Accelerate the Reduction of Maternal and Newborn Mortality and Morbidity, and the attainment for the MDGs related to maternal, newborn and child health in Tanzania.
Purpose
The purpose of NTPI is to provide additional flexible funding to district health services  to support the implementation of interventions guided by the Roadmap and to contribute to innovation and strengthened result focused through  performance based financing approaches for reaching MDG4 and MDG5 in Tanzania.
Overall targets 
NTPI will support strategies and activities to reach the following national impact targets defined in the  National Roadmap to Reduce Maternal and Newborn Mortality and related background documents (HSSP, MKUKUTA, HSASP).
· The reduction of maternal mortality from 578 to 265 per 100.000 live births by 2010

· The reduction of newborn mortality from 32 per 1000 live births in 2004 to 19 per 10000 in 2010 and

· The reduction of infant mortality from  68 per 1000 live births in 2004 to 41 per 1000 in 2010.

· To increase coverage of births attended by skilled attendants from 46% in 2004 to 80% by 2010.

· To increase the number of health center and dispensaries that provide PMTCT (at least 76% of health centers and 44% of dispensaries with ANC services ) 

7. NTPI strategic programme components and expected results 
Overview of programme areas:

1. Accelerated and strengthening provision of quality MNCH services 
2. Introduction and scaling up of result/output based financing schemes for district level health services including MNCH interventions.

3. Improve the quality of and use of the health information systems.
4. Contribute to scaling up of community based strategies to promote healthy behavior during pregnancy, childbirth and in the postpartum period.

7.1  Accelerated and strengthening provision of quality MNCH services 
7.1.1 Rationale

District level health services are still under funded, and spending on MNCH services are still low. GoT and partners has recently developed a National Roadmap to accelerate the Reduction of Maternal and Newborn Death and has advocated for increased funding for implementation of the Roadmap.
Current government mechanisms to fund MNCH involve the Medium Term Expenditure Framework (MTEF) including government funds and basket at central level and District Comprehensive Council Health Plans (CCHPs) at district level.  The CCHPs have budget lines specifically for reproductive and child health interventions as well as IMCI
. District health management teams are responsible for district level allocations and are guided by national plans and priorities such as  National Essential Health Care Package, Child Survival Strategy and the National Roadmap as well as other national plans (i.e PMTCT). 
NTPI funds will contribute to significantly increase the availability of funds from the pooled basket fund, increasing available funds for districts from 0.75 per capita to approximately 0.90 per capita. Funds will be made available to support MNCH services at district level as well as potential bonus schemes. (The issue of development of performance based financing schemes are outlined further in section 7.2). 
7.1.2. Strategic objective and expected results
· The main objective of this component is to increase the amount of flexible funding available to contribute to the implementation of the Roadmap and other relevant child survival strategies at district level and allow for implementation of performance based financing scheme(s) implemented in the context of the basket fund. 

Increased flexible funding to finance the implementation of the roadmap will contribute to reaching the targets defined in the Health Sector Strategic Plan, the National Roadmap and other relevant child survival strategies. A more detailed matrix of strategic objectives and output indicators are outlined in the performance matrixes  attached to this document (attachment 1 and 2). Objectives includes, but are not limited to of the following:
1) Increased budgets for maternal ,  newborn and child  health including family planning and nutrition at all levels
2) Increased knowledge and skills of supervisors and service providers on maternal ,newborn and child  care services at all levels, including PMTCT
3) Strengthened planning and management capacity for maternal ,newborn care and child services at all levels.

4) Improved access to skilled attendance at delivery

5) Strengthen basic and comprehensive EmONC(Emergency Obstetric and Newborn Care)  services at all levels.
6) Strengthened availability of essential commodities for maternal and newborn care at facilities at all levels
7.1.3. Implementation and grant management
The basket fund mechanisms are the preferred modality to support the MOHSWs intents to implement the components of the roadmap and other relevant child survival strategies, given Norway’s commitment to the Paris Declaration of Aid Effectiveness and as Signatory parts to the Tanzania Joint Assistance Strategy. Basket funding provides the MOHSW with the necessary flexibility for effective implementation of national plans.
Norway will sign the MOU between the GOT and Donors participating in the pooled funding (“basket financing”) of the health sector involving the Second Health Sector Strategic Plan II and the Health Sector Medium Term Expenditure Framework 2003-2008.
Norway will disburse approximately 80% of available NTPI funds per year through the pooled fund mechanism. The overall budget allocations from the basket fund for FY 2007/2008 has been negotiated between health partners and MOH. The basket fund is currently US$ 62,7 million (not including the Norwegian funds). Norwegian funds are currently not on-budget.  
NTPI funds will contribute to significantly increase the availability of funds from the pooled basket fund, increasing available funds for districts from 0.75 per capita to approximately 0.90 per capita. A supplementary budget will then need to be made and Councils will update their CCHPs covering January to June 2008 according to these new funds made available.  Annual budgets are revised  mid-term (in December) and additional funding to the health sector (including NTPI funds) will subsequently be brought on–budget for FY 2007/08.  
Disbursements to districts from the pooled fund mechanism are currently based on  reviews by the Basket Financing Committee focusing on clean financial management and revision of the quality of plans. 
As a consequence of the proposed introduction of  a mechanism for performance based payment described in section 6.2,  the review mechanisms will need to be adjusted to the proposed scheme and will also include specific maternal, neonatal and child health intervention outputs and outcomes.  Recommendations from the feasibility study for performance/output-based financing for MNCH will guide the development of such mechanisms and procedures.
7.1.4 Reporting procedures

Reports will be made according to SWAp agreed procedures::

· Biannual progress report

· Annual progress reports

· Annual Health Sector reviews, SWAP and BFC committee

· Reviews of comprehensive plans/ annual report to be submitted by 132 Local Government  councils 
·  Public Expenditure Review  as may be commssioned(Health) 
7.1.5. Budget

· Approximately 80% of NTPI funds (of total of NOK 225 million over five years) will be challenged to district health services through pooled basket fund. 
· May be channeled in equal yearly trenches (approximately NOK 35 million per year)
· Funds shall be made available from basket fund to scale up performance based approaches in line with the recommendations from the feasibility study and the results of pilots (see section 6.2).
7.2. Performance based financing approaches for district health services
7.2.1 Rationale 
The main objective of this component is to facilitate the introduction and scaled use of performance based approaches in the health sector in order to stimulate improved service delivery and utilization of MNCH services.
District level health services are under-funded.  To improve performance we need to better focus and management of existing resources in the health care delivery system, particularly the support systems of commodity supplies, physical infrastructure improvements, and better qualified, better distributed and better managed health personnel. Focusing attention to management as well as that of frontline workers on results (outcomes/outputs for maternal, newborn and child health) can contribute to bringing about these precise reforms and a corresponding improvement in service delivery outputs and outcomes. A study on the feasibility of applying a performance based financing scheme in Tanzania has concluded that there is a strong case for introducing performance based financing within the context of the basket fund mechanism in Tanzania. However this is subjected to mitigating the existing human resource crisis. 
7.2.2 Strategic objectives and expected results
· Strengthened MNCH program management, implementation and monitoring at district, regional and central levels by introducing result based financing schemes.
Expected results:

· Increased health service outputs in terms of quality and quantity.
· Increased attention to MNCH in planning and budgeting processes

· Increased use of health information 

· Higher motivation and productivity of health workers
· Increased utilization of maternal, newborn and child health services.
Outputs:

· Performance based financing schemes designed 
· Facilities and districts  trained

· Adequate HMIS system put in place to implement schemes

· Pilots implemented and evaluated
Activities:

· Explore and assess options for provider side and demand side performance based financing approaches and incentive schemes in the context of the basket fund
· Define  indicators to be used in scheme

· Development of schemes and materials
· Training of facilities and district management health teams in performance based management approaches etc
· Activities to strengthen HMIS (se section on HMIS in specific)

· Evaluation research to generate solid Tanzania specific evidence evidence base for decisions to roll out the scheme to national scale and/or to modify it.
· Support other central level activities  on MNCH – Advocacy, supportive supervision, capacity building of national/Regional trainers for  MNCH(Newborn care, IMCI, Life saving Skills(LSS) for maternal health  and capacity building for central staff on performance based management.  

7.2.3 Design features
A feasibility study/background study coordinated by Ifakara has been conducted to guide the further development of specific design features. The further design process will be guided by the following preliminary recommendations and consultations within the Swap Technical Committee.
· Scheme(s) should be implemented in the context of the basket fund mechanism to ensure sustainability and broad support
· Both demand (awarded to consumers), and supply (awarded to health providers) side performance based schemes should be tried out
· Implementation through a phased approach, including a solid evaluation research component that tracks effectiveness of scheme(s) in delivering the desired impact on performance.
· Complementary measures to raise performance and result focus should be implemented simultaneously: These include:

1. Include performance reporting as a mandatory requirement for routine basket fund reports. 
2. Include performance reporting as a standard requirement for the Joint Annual Health Sector Review.

3. Make greater use of comparative performance assessment across councils at the regional and national level. 
4. Devolve a “modest” level of petty cash to the facility level by means of an imprest. This proposal is of sufficient importance that we describe it more fully below.

Further development of the schemes will be dealt with within the context of the wider SWAP mechanism where the Ministry of Health and the Norwegian Embassy will develop the dialogue on performance based approaches.

7.2.4 Implementation arrangements
This programme component will be partly carried out in the context of the basket fund financing mechanism and partly as designated partner contracts in support for the development of schemes, supporting the introduction of schemes and  evaluation research activities. 

NTPI funds will be specifically earmarked to design and rigorously test/compare/pilot performance based financing approaches to increase and improve delivery of outputs specifically related to MNCH: Possible arrangements may include to:
1. Commission or contracted a team to undertake the detailed design work for selected performance based schemes
2. Contract a team to lead and support scheme introductions in the first wave of councils according to developed scheme
3. Contract a team to undertake scientifically robust monitoring and evaluation. 
Interested groups should be requested to submit their proposals for a limited tender selection.

Possible implementing partners are Ifakara and NIMR with potential other national/international partners with funding earmarked from the NTPI. 

7.2.5. Reporting procedure  

The Technical Committee under the SWAP will provide the central platform for dialogue to discuss progress and make decisions in regard strategic choices and steps forward.
Financial and programmatic reports will be made according to specifications in individual contracts with implementing partners.
7.2.6 Budget 

A total of approximately 13 million NOK is earmarked within NTPI  towards the design, implementation arrangements and evaluation of pilots on performance based funding schemes.

These earmarked funds may be administered separately by the Norwegian Embassy to implementing partners others than the Ministry of Health in accordance to the agreements reached through the scheme design phase.
The rolling-out of performance based schemes, after initial pilots experiences, is expected to be funded from the basket fund through which 80% of the NTPI funds will be channeled. This is expected to ensure a harmonized approach to the roll out of performance based financing within the health sector.

7.3 Strengthening health information systems 
7.3.1. Rationale
the major constraint on feasibility for the introduction of performance based financing approaches is the poor state of health information. The Performance Based Financing Feasibility study coordinated by Ifakara (June-August 2007) confirmed previous  findings; substantial omission and error in reports from facilities to CHMTs. The main problem lies not with HMIS design, but with its /functioning/, including timeliness and quality of data. A particular focus on enhancing quality and empowering and enabling use of information for management by facilities and CHMTs will therefore be implemented as specific component of NTPI. It is anticipated that increased use of performance based financing approaches, combined with a major effort in HMIS capacity building and supportive supervision– at the facility and council level – will deliver dramatic improvements in data quality and 

completeness.
NTPI will specifically target improving the function of HMIS in some selected districts, building models for scaleable action to be pursued nationally through collective efforts by many other partners.
A new overall HIS assessment will be implemented in the 3rd quarter of 

2007 using Health Metrics Network Assessment tools, and a comprehensive 

plan and budget for HIS including HMIS will then be developed. NTPI 

funded activities shall be an integrated part of this comprehensive plan 

and budget. GAVI Health System Strengthening Support also aims to support the 

strengthening of HMIS with a particular focus on integrating EPI in the 

wider HMIS Synergies will be sought.

7.3.2. Objectives and expected results

· Strategic objectives are to:

· Improve the quality of data and completeness of reporting to support performance monitoring of MNC health service outputs and outcomes 
· Improve timeliness  of data transfer from lower levels to central offices

· Improve mechanism for software and hardware trouble shooting

 Expected outcomes and outputs are: 
1) Increased number of facilitates that deliver quality and timely reports

2) Introduced internal quality assessment system at health facility and district level
3) Strengthened existing systems for regions to provide supportive supervision to districts, districts to health facilities 

4) Health workers trained in data collection, reporting and analysis

5) Refined software and manual reporting formats to support needs of Performance based funding schemes.

Preliminary priority funding areas identified are:

· Capacity building for health facility staff, district level and regional levels as well as central level headquarters staff and support teams.
· Revision of HMIS tools and HMIS software development 

· Equipment (transport and information technology)
7.3.3 Implementation set up

The Health Information and Research Section within the MOHSW operates under the Directorate of Health Policy and Planning. Its basic role is to collect, store, analyze and disseminate health related statistics. The HMIS uinit in the planning dept at MOH is the main coordinating body for the national implementation of the health management information system (MTUHA). The HIRS will have the overall implementation responsibility.
A consortium consisting of the University of Dar es Salaam and Muhimbili College of Health Sciences (MUCHS) and Ifakara Health Research and Development Center is being established to support the MOHSW in the implementation of this program areas. A MoU will be signed between the MOHSW and the Consortium for the delivery of technical support and implementation of the program components. Specific outputs and implementation arrangements to support the above program objectives will be defined within this MoU.
NTPI will target  to improve the function of HMIS in all districts.
7.3.4 Grant management and reporting
Funds for strengthening HMIS will be managed in a project approach. That is; funding is earmarked within NTPI and will be provided according to an agreed operational plan that includes a description of program strategies, activities and implementation plans, budget overviews, as well as monitoring and evaluation plans.

Funding will be provided on the basis of financial requests and programmatic progress reports as well as financial reports.

7.3.5. Budget
Budget needs for this program component amounts to approximately  NOK 14  millions over five years.
7.4 Working with non-state strategic partners to improve utilization of MNCH services
7.4.1. Rationale 
40% over health services in Tanzania is provided by non-governmental institutions and faith based organizations. Non governmental actors play a  crucial in innovation and in reaching marginalized populations.  Funding within NTPI will be earmarked catalytic initiatives and action research to improve access to service delivery, health behaviors and care seeking in pregnancy, delivery and postpartum periods.
Financial support to selected non-state actors, which are particularly strong in working with innovative models and community approaches and therefore complement public institutions and contribute to the learning processes, may receive funding through NTPI. 

7.4.2.. Strategic objectives and expected results 
· Strategic objectives are threefold:

1) Strengthen partnership between MOH and NGOs in the context of implementing the Roadmap

2) Stimulate development and scaling up of innovative approaches

3) Strengthen community oriented approaches 

Expected results are:
1) Increased access to and utilization of preventive SRH, MCH, including PMTCT, and primary health care services 

2) Improved healthy behavior and care-seeking in pregnancy, delivery and postpartum 

7.4.3. Implementation set up
Funds will be managed in a project approach. That is; funding will be provided according to an accepted program proposals that includes a description of program strategies, activities and implementation plans, budget overviews, as well as monitoring and evaluation plans.

Funding eligibility criteria

Eligible institutions for these funds are:

1. Non Governmental Organization and CSOs part of the Tanzania Partnership for Maternal, Neonatal and Child health.

2. Research Institutions (governmental or private)

3. The organization /institution must demonstrate necessary technical  knowledge and administrative capacity  for the project that will be supported.

It is expected that recipients will contribute to the evidence base and the ongoing policy dialogue in Tanzania through an active role in the National Partnership for PMTCT.

Selection of fund recipients

MOHSW and the Norwegian Embassy will establish agreements with non governmental institutions to support catalytic initiatives and action research to improve service delivery, health behaviors and care seeking in pregnancy, delivery and postpartum periods. Decisions regarding funding for strategic partners will need to be undertaken in cooperation/agreement between the Embassy and the MOHSW. Funds may be channeled directly by the Norwegian Embassy. 
The process for selecting programs to be funded will depend on the:

1. Tendering to FBOs and NGOs to Compete

2. The relevance of the organization as a strategic partner for the MOH in the implementation of the National Roadmap

3. Expected results

4. Innovative character of the program

5. Potential for contributing to national scale up

6. Institutional strength and administrative capacity

7.4.4 Monitoring performance of non-state actors 
All transactions will be within the laws of Tanzania. It is expected all contracts will be jointly signed by Govt( MoHSW), Norway (Norwegian Embassy) and the awarded FBO/NGO
7.4.5. Total budget over 5 years
Approximately NOK 23  millions will be earmarked within NTPI for support to non-state actors.

8. Projected costs of Norway Tanzania  Partnership Initiative 2007-2011
(in NOK thousands)

	Programme Strategies
	Activity areas
	2007
	2008
	2009
	2010
	2011
	Total

	1. Basket funding to support implementation of HSSP and National Roadmap
	Strengthening maternal, neonatal and child health interventions in the context of district health services.
	35 000
	35 000
	35 000
	35 000
	35 000
	175 000

	2. Performance-based financing approaches and evaluation/research
	Design of schemes

Capacity buidling

implementation and evaluation of pilots and innovative approaches
	4 000
	6 000
	1 000
	1 000
	1 000
	13 000

	3.Strengthening health information systems
	Software 

Technology

Training

Supervision
	4 000
	4 000
	4 000
	1 000
	1 000
	14 000

	4. Non-state actors and innovation
	Community based interventions and innovative approaches
	5 000
	5 000
	5 000
	5 000
	3 000
	23 000

	Total
	
	48 000
	50 000
	45 000
	42 000
	40 000
	225 000


9 Monitoring and Evaluation of NTPI 

Tanzania shall through the Ministry of Health have the overall responsibility to implement and to report on the progress of the components of the programme. 

NTPI aims to reduce the time of transactions costs, reporting systems and conditional milestones.  The government formats are to be used as much as possible , unless agreed otherwise. Internal and external evaluators will use available reports, socuments and the progress reports to measure performance of the sector 
Oversight of progress, identification of bottlenecks and problem solving within NTPI will be handled within different main NTPI arenas. 

9.1 National PMNCH and SWAp structures

The main arena(s) for interaction between Norway and Tanzania on technical and programmatic issues will to the extent possible be the already established forums and processes for the collaboration and follow-up of the Health Sector Strategic Plan as well as within the recently launched Tanzania Partnership for Maternal, Neonatal and Child Health (TPMNCH) that operates as a sub-committee under the SWAp umbrella.

Implementation of the HSSP and the funds channeled through the Basket Fund is monitored on a semi-annual basis through the Sector Wide Approach Steering committee chaired by the Permanent Secretary, Ministry of Health according to the terms of reference of the Health SWAp Committee. 

Reviews of the Roadmap will be through  mid-term review and planning for the second phase conducted at the end of the first phase in 2010. End term evaluation  will be conducted at the end of the 2nd phase and reporting on attainment of MDGs done in 2015.

Attachment 1 describes the performance matrix that guides the monitoring of the progress of the health sector among the basket partners. Attachment 2 describes the performance matrix for the Roadmap. Performance indicators for the HSSP will be revised with the development of the new health sector strategy from 2009 and onwards.

The sources of data will include the following:

· Health Management Information System

· National Sentinel Surveillance System

· National Population Census

· Demographic Health Surveys

· Household Budget Survey

· Periodic health service delivery survey and other surveys

· Public Expenditure Review (PER-Health)

· Study reports /evaluations as they may be commissioned from time to time

Monitoring of Council Health Services will in addition be measured through the 19 council performance indicators (inputs, process, output and outcomes). See annex 6 in HSSP.

9.2 Innovation and operational research network

The National Institute for Medical Research (NIMR), Ifakara Research and Development Center, as well as other research agencies, will become important dialogue partners to follow up the development of the innovative aspects of NTPI (development of performance based financing schemes etc). NTPI will develop a platform for review of progress and identification of bottlenecks throughout the implementation of the programme, together with these actors.

9.3 Consortium for technical assistance for information systems and M&E
A memorandum of understanding between Ministry of Health and Social Welfare, Ifakara and the University of Dar es Salaam will guide the collaboration between all the partners in the Consortium and MOHSW.  This Consortium is represented in the new M&E task force recently established under the Technical group of the SWAP.

Progress in this programme component will be followed by MOHSW and the Norwegian Embassy through participation in the new M&E task force.

9.4 Strategic non-state partners 

Monitoring of progress requirement for agreements partners will follow reporting requirements and milestones described in individual contracts. 
9.5 Political and policy consultations 

The MOHSW together with the Norwegian Embassy is responsible for developing a summary with main conclusions and recommendations from the Joint Monitoring Activities that take place in the above mentioned foras (SWAP, TPMNCH and research collaborations) that specifically captures the information relevant for NTPI. 
The Prime Ministers of Norway and the President of Tanzania shall receive relevant information of progress and results from the initiative.

10. Financial Management and Audits
Financial management and auditing requirements from partners and  MOHSW will be specified in specific contracts with the Norwegian Embassy. The following details management and auditing related to funds provided through the health basket which is the main vehicle for support through NTPI. 

Health basket

The Health Basket operates a Holding Account at the Bank of Tanzania for the purposes of depositing funds in US Dollars by various Development Partners contributing to the Basket. Partners provide all the funds that they have committed at the beginning of the financial year to safeguard against any shortfalls in resources during the year. Funds are released on a quarterly basis in-line with the Government of Tanzania procedures
 and are converted into Tanzanian Shillings when they are transferred to the Exchequer Account and then onwards to the Consolidated Fund where they are co-mingled with GoT funds. There are three funding streams for the Health Basket Resources, that is, the Central Level (recipient: MoHSW), Council Level (Recipient: Local Government Authorities) and District Health Infrastructure Rehabilitation Component (Recipient: PMORALG/LGAs) 

The Government uses a cash basis of accounting implying that income is recognised when cash is received irrespective of when goods or services are received. 

An annual financial audit is undertaken at the end of each financial year by the Controller & Auditor General with the sub-contracted assistance of a private audit company
. The audited report should in theory be made available by the 31st of December and then submitted to the BFC meeting for discussion.

The Health Basket uses as far as possible Government reporting systems on implementation and progress, including:

· Annual Performance Report of the Sector (Technical & Financial) – Government requirement;

· Mid-year Performance Report (Technical & Financial) – Government Requirement;

· First quarter and 3rd quarter quarterly progress summaries – Government requirement;

· Holding Account USD Receipts & Payments – Health Basket Requirement;
· Bank Reconciliation Statement for the USD Holding Accounting – Health Basket Requirement.

The Council Health Basket Funds are disbursed and accounted for through normal central and local government systems. Prior to the approval by the Full Council, the Comprehensive Council Health Plan (CCHP) will be passed to the Regional Secretariat for checking as to its conformity with national guidelines
, and therefore eligibility for basket funding. All recommendations from the Regional Secretariat are submitted in writing to the Council.  Following approval, the Regional Secretariat collates the CCHP for its region and passes them to PMORALG, copied to the MoHSW, with its recommendations and comments. PMORALG collates the regional CCHP Summary Reports and submits them to the BFC for approval of funding. Following approval, the PMORALG requests the Accountant General to release funds from the Holding Account into the Consolidated Fund. These funds are released in the form of an Exchequer Issue by the Accountant General into the vote of PMORALG. PMORALG produces a Payment Voucher in favour of each council approved to receive funds and forwards it to the Ministry of Finance. The Ministry of Finance transfers the funds directly to the Number 6 Account of the councils, that is, the Health Account.

Councils prepare quarterly reports for the activities funded by Account 6 comparing amounts spent to the budget. Quarterly Reports are submitted to the Regional Secretariat for checking. On satisfying themselves that the report is correctly entered and that the funds have been appropriately used the Regional Secretariat collates the reports received and submit them to PMORALG (copied to the MoHSW) with recommendations and comments as to the release of the next tranche of funding.

All basket funds at the Council level are audited on an annual basis and this is undertaken by a private firm of auditors sub-contracted by the National Audit Office.
11. Assessment of sustainability and risk mitigation 
The Programme document points to 4 major risks related to the success of achieving the goals and targets of the NTPI: 
Certain aspects related these risks are already dealt with through the strategic components of the programme itself such as the health information system and financial management issues. The following is therefore delimited to the human resource aspect and the introduction of performance based approaches. 

Human resources

The major and overarching risk is related to the human resource shortage which may seriously hinder districts in scaling up interventions if it is left to prevail. Performance based financing schemes and incentives to health workers is likely to be an insufficient means to solve the need for more skilled health workers, as the total number available will remain to low, even with scaling up in training.
A new Human Resource for Health Strategic Plan for the period 2007-2012 is currently being finalized. It is a critical step in addressing many of the HRH challenges faced by the country. 
Basket Donors are prepared to endorse the strategy  recognizing that this plan is a living document and that operational costed action plans still will be needed.  The move from strategy to implementation will involve some detailed work planning and further budget details. Towards that end, some Health Development Partners have expressed that they would be prepared to fund some short term initiatives until the operational plans get developed. Such initiatives may include:

i. Support to  HRH issues at a district level 
ii. Support to  a communication strategy 
iii. Support to addressing some of the recruitment, retention issues
iv. Support to strategic research issues  
Performance based/output based strategies developed under NTPI  should be carefully designed to support incentive structures that motivate health workers and contribute to attract and retain staff to underserved areas.. 
Support for Performance Based Approaches
Local, regional and political support for performance based disbursement concept is crucial for the success of introduction of such a scheme. So are also the development of adequate systems to handle this. 
NTPI will seek to work closely with the other development partners and with different stakeholders at all levels within the health system and research institutions in order to develop and carefully test different designs to ensure ownership, understanding and acceptance for performance based schemes. 
A feasibility study building on a careful analysis on pros and cons of the introduction of performance based funding is being commissioned. The study will be realized under the auspices of MOHSW and development partners. Recommendations will be carefully assessed before potential schemes are implemented, tested and scaled up.   

Successful implementation of the main scheme is dependent on the quality and timeliness of routinely collected data as well as the capacity to use data for planning and budgeting. As a result NTPI has incorporated a specific component addressing issues to strengthen health information systems so they can support introduction of output based financing schemes. Operational research is an important part of NTPI with earmarked funding specifically to follow up innovating schemes to detect flaws and modify schemes.

1. Supporting documents:
1. Sector Policy and Strategy
2. The health sector strategic plan 

3. Health Services Technical Review 2006 

4. Roadmap for Accelerating the reduction of Maternal and Newborn deaths ,2006 -2010
5. Medium Term Expenditure Framework and annual budget (MTEF 2007/2008)
6. Addendum to MTEF (side agreements to increase transfers to districts from 0.5 to 0.75 UDS per capita) 
7. Allocation formulas for districts

8. ToR for TNPMNCH
9. ToR for SWAp Technical Committee 
10. ToR for Basket financing Committee

11. Roadmap Programme monitoring framework
12. Resource allocation formulas 
13. Performance-Based financing. Report on Feasability and Implementation Options (Ifakara).

14. Appraisal of the Norway Tanzania Partnership Initiative Programme
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� National Roadmap (2006-2010)


� Larger infrastructure development and rehabilitation is funded through central level basket. Procurement of supplies and medication is largely done from central level.


� The Basket Financing Committee meets twice a year and approves the releases for two-quarters although funds are drawn down from the Holding Account on a quarterly basis.


� One of the rationales being to strengthen the capacity of the National Audit Office (NAO).


� Both the Conditional Block Grant for Health and the Council Health Basket use the same guidelines for allocating funds.
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