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Report
Health Sector Reform Secretariat, DPP, Ministry of Health and Social Welfare. 

Executive Summary
The 7th Annual Joint Health Sector Review took place at the Kunduchi Beach Hotel from 27th to 29th April 2006. The review drew upon the Technical Review Preparatory Meeting in March where a number of technical areas were discussed in more depth. A number of resource documents fed into the Review process, including the Technical Review Report, the Report of the Technical Preparatory Meeting, the Milestones Report, the draft Public Expenditure Review, and the Health Sector Performance Profile. These and other resource documents were made available to all participants on CD-ROM.

The Honourable Minister of Health and Social Welfare formally opened the meeting and welcomed participants. As this Review is the first following the incorporation of the Social Welfare department into the Ministry of Health and Social Welfare, the meeting began with a brief introduction to the work of the Department and its contribution to Health. There followed three sessions examining performance of the health sector over the previous year.

The first of these described progress against the milestones set at last year’s review. The consensus was that on this measure progress has not met expectations. Discussions centred on two issues in particular: 1) Public Private Partnership and 2) the Human Resource Crisis. The meeting resolved to give heightened attention to milestones in the year ahead. The second session examined performance as measured by the health sector performance profile (indicators). Updated data was available for just over half of the indicators. The data available showed a mixed picture. Progress on infant and under-five mortality has been particularly encouraging. In contrast, little progress has been made on reproductive and maternal health indicators. The third session was devoted to the Technical Review Report, which examined the quantity and quality of service delivery at the district level. The team that compiled the report was commended on a balanced report that provided a clear view of positive and negative findings, as well as clear recommendations. Towards the end of the first day, participants discussed the new Roadmap for Maternal and Newborn Health, following a presentation by the Head of Reproductive and Child Health.

Day two began with a brief presentation and discussion on health financing innovations in Mwanga district. Next, the meeting considered the findings of the draft Health Sector Public Expenditure Review 2006 and the Draft Health MTEF for MOHSW and local government levels. In both instances, concerns were expressed about the tightening of the budget envelope and the fact that some priority areas remain seriously under-funded. Three major resource shifts anticipated in the year ahead are: 1) an increase in the wage bill due to rising salaries and new recruitment; 2) a significant increase in the health block grant allocation to local government authorities; 3) a real decrease in the “other costs” ceiling for the central MOHSW. The meeting resolved to ensure that discussions on the budget envelope and allocation decision take place at an earlier stage in the budget preparation process. Concerns were also expressed that project assistance needs to be better integrated into budgeting, planning, and the MTEF document itself. The convening of a joint financing committee was seen to be key in improving budget preparation, dialogue, resource mobilisation and strategic planning for health sector financing over the medium term.
The third day was devoted to discussion of the issues that arose from the in-depth discussion of 12 technical areas that had taken place at the Technical Preparatory Meeting in March. The JAHSR broadly endorsed the issues and key actions that came out of that meeting, with some minor amendments and additions. On the basis of this list of key actions – together with matters arising from the Technical Review Report and discussions at the JAHSR itself, the meeting then went on to deliberate on a concise list of milestones for the coming financial year.

This was presented and discussed on the morning of the third day before the meeting was formally closed by the Honourable Deputy Minister of Health and Social Welfare.
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Opening Session
The Permanent Secretary MOHSW welcomed participants to the meeting. She noted that this Review takes place in the context of a new government, committed to “Ari mpya, Nguvu mpya Kasi mpya”
. She drew linkages between this review and the Joint Assistance Strategy and General Budget Support. She informed participants that the budget ceiling and its allocation across priority areas would be shared with participants. She thanked development partners for their assistance, particularly in the field of HIV/AIDS. She drew attention to the forthcoming Evaluation of the Health Sector and reiterated the need to draw upon experience at the district level. Finally, she introduced the guest of honour, the Honourable Minister of Health.

In his speech, the Minister noted the collective commitment to improving health outcomes and to achieving the goals set out in Mkukuta. The purpose of the Review was to assess performance, and to learn lessons so that we can jointly respond to concerns and issues.  He drew attention to the need for multi-sectoral collaboration as well as public-private partnership. He noted that decentralisation was the centre-piece of the health sector reforms.
The Minister went on to note key achievements, including lower childhood mortality, the imminent eradication of polio, the reduction in measles, improvements in planning and management, the development and roll-out of TEHIP planning tools, and improved quantity and quality of health service delivery. He looked forward to the sector evaluation that will identify strengths and weaknesses, inform future planning, and drive up performance.

However, significant challenges remain, including achievement of the MDGs, addressing the high burden of disease and assuring equitable and accessible health service delivery. Further threats include avian flu and the human resource crisis. Care and treatment has only reached 25% of its coverage target and the roll out should be speeded up. Cholera remains an eyesore and needs urgent action. Hospital infrastructure is in a dilapidated state and requires renovation as part of the Hospital Reforms. The health financing needs are huge, especially because there has been a decline in funding for the coming fiscal year. Complementary support will be required from donors, but this should support the system rather than vertical interventions. The SWAp, the basket, and general budget support need to be further strengthened.

The Minister confirmed the government’s commitment to the MDGs, to the attainment of the Mkukuta goals, and to health sector reform. He pointed to a few particular priority areas, including:
· Prevention, treatment and control of malaria, TB & Leprosy and HIV/AIDS

· Human resources, particularly in remote areas

· The promotion of reproductive and child health

· Equitable and sustainable access to anti-retroviral
· Rehabilitation of all public health facilities, including hospital equipment

· The rationalisation of allocation of drugs and medical supplies

The forthcoming health sector evaluation should use agreed indicators to assess performance and assess the implementation of recommendations from the Reviews. The sector should move towards a continuous evaluation of performance. He ended his opening speech by thanking all health sector development partners, reiterating government’s commitment to health sector priorities and value for money.

On behalf of development partners, the Chair of the DPG made a vote of thanks, and looked forward to the outcomes of the review including performance assessment and new milestones.

Social Welfare and Health Outcomes

The opening session was followed by a presentation by the Commissioner of Social Welfare to inform participants of the role and contribution of the department of social welfare – now part and parcel of the MOHSW.

Social welfare and health are two sides of the same coin: they complement one another. The linkages between socio-economic factors and health are well-known. Health is not simply the absence of disease, but broader well-being.

Numerous examples were given of the contribution of social welfare to health, and the synergies between the two, including:

· counselling for depression, mental and emotional problems

· working with families to achieve a higher standard of living

· work with people with disabilities, including referral for corrective surgery, technical aids and advice on prevention

· work with the elderly, including medical referral

· ensuring access to basic social services for orphans and vulnerable children

· support for very young, or very elderly, carers

· emergency assistance and aid for destitute persons

In discussion participants noted that social welfare officers are only present in 30% of districts – and where they are not available social welfare was neglected in council plans. This was acknowledged and efforts are underway to address the gaps. The ambition is to “mainstream” social welfare into all comprehensive council health plans. It was recognised that social welfare needs far outweigh the resources available. Policies on the elderly and disabled are under preparation and an inter-governmental consultation is underway on social protection policies.

Milestones Report

For detailed status on milestones and relevant remarks, readers are referred to the milestones report. On the basis of the report provided and further information provided at the Review, a summary of milestones status is presented below. This indicates that of the fourteen milestones, four were achieved, five were partially achieved, and four were not achieved. For one milestone (ARV security and logistics), the information provided did not relate specifically to ARVs – so the status column has been left open.

The consensus of the meeting – echoed by both the Permanent Secretary and the Deputy Minister of Health & Social Welfare – was that performance against milestones had fallen short of expectations. Much of the discussion focused on two issues in particular: Public Private Partnership, and Human Resources.

On Human Resources, the feeling was that some progress has been made - but that it is not commensurate with the magnitude and urgency of the human resource crisis. Recruiting staff to fill the estimated deficit of 15,000 health workers will be a major challenge. Participants were concerned about allocation of new staff, particularly for the most under-staffed districts. An incentives package for hardship postings will be essential to attract and retain staff in those areas and work is in progress to come up with a package. It was agreed that the HR crisis calls for urgent action, not “business as usual” and requires a rapid response. A “special initiative” was suggested, with dedicated staff, clear objectives, targets and accountability. MOHSW is working on reprogramming unspent Global Fund resources for an emergency hiring plan. The Deputy Minister emphasised the need for action in this field and noted that the President is ready to hear recommendations and requests. He pointed to the lag time between production of new personnel and their eventual posting, and to the need to come up with pragmatic measures to accelerate hiring and improve retention and motivation.
On Public Private Partnership, many voiced dissatisfaction with the lack of progress during the year. Even the recommendations which do not require financial resources have not been taken forward. It was noted that approval and implementation of the new service agreement is important since faith-based service providers are experiencing real problems. Some staff are migrating from non-profit to government employment because of the recent salary rises, and because of delays in subventions and salaries. At the request of the Permanent Secretary the Director Hospital Services gave a brief explanation of why progress has been so limited. He took on board the comments made and acknowledged that progress has been slow.

Regarding the Regional Secretariats, the Deputy Permanent Secretary PMO-RALG informed the meeting that this was very nearly concluded, that the number of health professionals at the Regional level is to be raised to five, and that this would be implemented in the coming year.

Table 1: Summary Status of Milestones FY 2005/6
	
	Public Private Partnership
	Status

	1.1
	Service Agreement governing subsidy to non-profit providers concluded by September 2005, process of implementation started and included in MTEF FY 2006/7
	Not achieved

	1.2
	Technical working group on PPP established by June 2005; develop and implement work plan to take forward recommendations of the PPP Technical Report
	TWG established but did not achieve expected results

	
	Health Sector Financing
	

	2.1
	High level meeting of MOH and MOF to review PER and Health MTEF and agree a medium term funding strategy for the health sector in the context of Mkukuta
	Partially achieved. The team still is on to continue with the work this year.

	
	Human Resources
	

	3.1
	Secure top-level commitment, submit Cabinet Paper setting out the urgency and severity of the problem, the proposed solutions, the financial implications and the obstacles to be overcome
	Achieved

	3.2
	Plan for quick wins developed and implementation started by June 2005
	Partially achieved and is still in progress as this is process approach mode.

	3.3
	Approved health care worker vacancies in all councils are filled through a fast-track approach with assistance from PORALG and MOH
	Partially achieved. The exercise is still ongoing.

	
	Maternal and Child Health
	

	4.1
	Finalise by August 2005 roadmap for reducing maternal mortality with defined indicators that are measured and monitored annually. Priority actions are fully integrated into MOH MTEF and council comprehensive health plans FY 2006/7
	Partially achieved

	4.2
	Revision of TBA policy finalised and disseminated by 2006
	Not relevant as a policy option.

	4.3
	Strategy for rapidly accelerating progress in reducing under-five mortality is agreed following June and October meetings of the MCH partnership
	Partially  achieved by Road map  Reproductive and Child health in place ready for implementation and see also MKUKUTA and PMORALG MTEF.There is on going study on how to reduce child mortality so that this milestone can be accelerated.

	
	HIV and AIDS
	

	5.1
	Full implementation of Health Sector HIV/AIDS strategy, with particular emphasis on prevention aspects, including a secure condom supply. Progress on this reported at next Review
	Achieved

	5.2
	Monitoring system including ARV logistics and security developed and put in place
	Achieved (reference HIV presentation and discussions at Technical Preparatory Meeting at Belinda 21 – 24.03.2006).

	
	Sector Performance
	

	6.1
	Update and interpret health sector performance profile matrix to include all 2004 & 2005 data by March 2006 and present at next Review
	Partially achieved, there was a presentation in the review of this milestone.

	6.2
	Publish & disseminate Health Stats Abstract 2003 by July 2005 and HSA 2004 by March 2006
	Achieved

	
	Regional Health Teams
	

	7.1
	Comprehensive restructuring of Regional Secretariat, including Regional Health Team, agreed FY2005/6, outcome presented at next Review, and implemented in FY 2006/7
	Achieved


Health Sector Performance Profile
A presentation was made of the health sector performance profile. Of the 33 indicators, 17 have been updated to include data up to 2004. Data for 2005 is available for only a very few indicators. The presentation showed outpatient attendances per capita at 0.78 – the same as in 2003 and somewhat higher than previous years
. TB treatment completion remains high at over 80%. Family planning acceptors remains fairly low at 20% and shows no improvement since 2001. Vaccination rates (particularly measles and DPT3) seem to have slipped somewhat since 2003. HIV prevalence was said to have gone down
. Little if any change has occurred in skilled birth attendance since 1999 and facility-based births have dropped. Maternal mortality shows no improvement. ANC coverage, though, remains high at 93%. Infant and under-five mortality have come down sharply and childhood malnutrition also shows an improvement.

The Permanent Secretary enquired why updated information was only available for half of the indicators. Other participants conveyed the same sentiment. They noted that accurate, up-to-date performance information is more important than ever in the context of the SWAp, the Mkukuta and General Budget Support. They expressed concern that reporting remains low.
Several congratulated the government for the progress documented by the new Demographic and Health Survey, particularly with regard to childhood mortality. However, much less progress is evident in the area of reproductive health, particularly safe motherhood. Concerns were also expressed about the apparent drop in vaccination coverage.
The presenter said that some indicators had not been updated due to absence of data. He said that strategies are in place to strengthen the HMIS, but that an overall information strategy is needed for the sector, as is more use of computers at the district level. Survey data continues to provide the best picture of performance. A “service delivery survey” is currently underway.

It is noted that, under the MKUKUTA, there is a Poverty Monitoring Master Plan (PMM) and Poverty Monitoring System (PMS) and Routine data system. The health sector is part of this system and will get more organized reporting of performance especially from the district level using the poverty monitoring system.

Technical Review Report

The leader of the team that carried out this year’s Technical Review report made a presentation of the key findings. The purpose of the review was to assess district health service delivery in terms of quantity and quality of service provision. The review documents considerable achievements including a reduction in childhood mortality, high immunisation coverage, polio-free status, increased use of ITNs, a switch from chloroquine to SP, lower than expected HIV prevalence, a strong Leprosy & TB control program, improvements in nutrition, higher breastfeeding rates, higher vitamin A coverage, greater use of oral re-hydration, and the roll-out of IMCI.
The main area in which results have been more disappointing is in maternal health – where skilled attendance and maternal mortality have shown no improvement since the TRCHS 1999. Moreover, there are serious gaps in coverage of key maternal health interventions between women with lower educational status, and those with higher education. Several measures were suggested to accelerate progress on maternal health, including:

· mobilising resources to make emergency obstetric care more widely available
· greater effort to raise family planning use
· more use of NGO providers for youth-friendly reproductive health services
· address problems in drugs and medical supplies
· prioritise skilled attendance at delivery, including upgraded and better-distributed skilled HR

· balance HIV Care and Treatment inputs

· Raise profile of RCH co-ordinators

· Strengthen referral and communications

· Acknowledge [and address] equity gaps between rural and urban area
The report also notes that barriers to accessing health care persist – particularly cost and distance. The review concludes that more can be done to raise quality and improve equity of service delivery. Greater community involvement and bottom-up planning, more reliable supplies (less stock-outs), implementation of the quality framework, maternal and neonatal death reviews – should all help. The client charter has potential, but its visibility remains very low. Accreditation of public facilities by the NHIF could help to drive up quality. There are also a number of broader “systems” issues that need to be addressed. These include better use of information for planning, stronger technical supervision and better use of non-government providers. On HIV, the review recommends additional attention to prevention aspects. The review pointed to Human Resources as a major concern. Bureaucratic obstacles will need to be overcome in order to redistribute scarce health personnel in favour of under-staffed areas.

Finally, the review team recommends a renewed focus on implementation. More resources and more management attention are needed for maternal health. Training and upgrading of human resources need to be accelerated. District health infrastructure is in need of rehabilitation. Districts should be required to set themselves ambitious service delivery targets. There is also the possibility of introducing innovative measures to raise performance, such as reimbursement of non-government providers for services rendered; provision or reimbursement of referral costs, and the introduction of a hardship allowance for remote areas.

The presentation was warmly received and the team were congratulated on having done a good job. The report was seen as balanced, with a fair reflection of both positive and negative findings. It also provides clear recommendations.
Several points emerged in the discussion that followed. The meeting was informed that the long-standing problem with technical staff at regional level will be solved from July this year. Several people remarked on the need to move beyond planning and policy guidelines to focus on implementation performance. Decentralisation needs to move beyond the district to the facility level and community participation in planning, management and financing should be strengthened. Peer assessment may help fill the supervision gap and improve performance. The ethic and manners of health workers leave much room for improvement.

On the medical supply situation, it was noted that, “There is something wrong”. “Medical Stores Department has money, but health facilities have no medicines”. Long lead times for tendering cannot be the explanation. The situation may be better than it was, but it is not good enough.

Regarding human resources, the Director HR said that so far 966 of the 1700 new recruits had been posted – but noted that some of them may not have reported to, or stayed at, their allocated posting. An emergency recruitment plan is under consideration, whereby staff would be gradually absorbed into the government payroll. There are plans to increase the training intake and to train AMOs to provide Emergency Obstetric Care. The Permanent Secretary recommended greater pace in addressing the issue. She urged the Director Human Resources to share the draft Human Resource Strategy and to invite others to help to finalise it.

Roadmap for Maternal and Newborn Health

This was presented by the Head of Reproductive and Child Health. The roadmap derives from an undertaking of the African Regional Committee of Health Ministers and the African Union in 2004 to accelerate national efforts to address maternal and newborn health. The completion of the roadmap was one of last year’s review milestones. Tanzania remains off-track for the Maternal Mortality MDG, with an MMR of 578 against the 2015 target of 193. The roadmap seeks to reduce maternal mortality by 45% by 2010, increased skilled birth attendance by 36%, reduce neonatal mortality by 40%, and improve accessibility of EmOC and essential newborn care to at least 80% of households. To achieve this, the roadmap proposes advocacy and resource mobilisation, fostering a muti-sectoral approach, strengthening the capacity of the health system (particularly skilled human resources), community mobilisation and greater effort to promote reproductive health through information, education & communication. The immediate actions for implementation include:

· Costing of the essential RCH package

· Advocacy targeted at politicians, policy-makers and partners

· Review of protocols and policy-guidelines

· Addressing the HR gap 

· Building the capacity of the RCH Section

· Upgrading of health facilities to provide EmOC and essential newborn care. This should include rehabilitation of infrastructure and equipment, availability of skilled staff and supplies, upgrading of AMOs to provide obstetric and paediatric care, and strengthening of referral systems.
· Inclusion of selected process indicators into the HMIS

The success of the roadmap will depend upon the commitment of government and partners, the mobilisation of resources, and the integration of priority actions into the MTEF and comprehensive council health plans.

The meeting agreed that the roadmap should be regarded as finalised. It has been discussed extensively by MOHSW senior management and has been presented to parliamentarians. The challenge now is to translate it into practice. Concerns were raised that the document has been finalised too late for inclusion into the MTEF and CCHPs this year.

It was agreed that the two over-riding priorities for action are availability of skilled human resources for maternal health care and much more widespread availability of quality emergency obstetric care, particularly in rural areas. It was noted that the recent EmOC survey shows that even at the hospital level, only 60% of hospitals are presently able to provide these services. It was agreed that the Roadmap must guide the whole of the health sector and be owned by all actors who play a role – especially the Hospital Services.
District Presentation on Health Financing

On the start of the second day, a short presentation was made by the Chair of the Council Health Board of Mwanga District. The DMO and DED were also in attendance. Mwanga district has managed to collect revenues of 92 million shillings since the start of the CHF scheme in July 2003. CHF premiums account for 46 million, matching grants 21 million, and user fees 25 million. The CHF premium has been reduced from 10,000/= per household to 5,000/= to raise membership. For the calendar year 2005, membership has increased to 14% of households in the district. Non-CHF members are exempted from user fees according to the policy guidelines (pregnancy and childbirth, under-fives and chronic diseases). In addition, a waiver system has been introduced whereby 142 households have been deemed eligible for waiver. These households are issued with an ID card. The consolidation of user fees into a CHF was felt to make health services more accessible as well as raising revenues to improve services. The presenter recommended that exemptions should be modified so as to collect fees from those able to pay. In addition, the CHF should be expanded and donors/government should set aside a budget to reimburse the district/facilities for services rendered to waived households. 
In discussion it was revealed that the ID card will not carry stigma since it should be indistinguishable from the CHF card. Revenues have been used for supplementary medical supplies, minor rehabilitation, referral transportation and the payment of watchman wages. Participants were informed that community mobilisation and sensitisation has led to a high level of support for cost sharing and that access was not a problem. The medical fees are user friendly and affordable. Exemptions of under fives, pregnant women, chronic illness including TB and HIV/AIDS are functioning well. However, the component of waivers for the sick poor needs to be strengthened
Draft PER 2006 Findings

The PER presentation shows a marginal increase in budget allocation to the health sector: up from 11.3% to 11.6% in 2005/6. Because of rapid growth in the overall budget, this translates into a steep rise in nominal and real spending on the health sector. Health expenditure per capita reached $9.92 in FY2005/6 (budget) compared to $5.16 in FY2002/3. Despite this broadly positive picture, the allocation falls far short of the 15% budget share endorsed at Abuja.
In discussion, four key points emerged. First, there was serious concern - echoed by the Chair - that the majority of recommendations from the previous PER have not been implemented. This is partly because of the departure of key staff from the Policy and Planning Department. Second, the presentation dwells on the quantity of expenditure rather than allocation decisions within the sector3Third; the proportion of total health sector resources allocated to the district level seems to have shrunk over time, notwithstanding the fact that a significant proportion of central expenditure is undertaken on behalf of the districts. Fourth, the forthcoming budget year FY2006/7 will see a real cut in the MOHSW “other charges”. This does not align with the expectations of development partners moving to General Budget Support (GBS). Linked to this, the need to convene the Health Financing task force is more urgent than ever to elevate attention paid to financing matters and to reverse the cuts in the health budget. The Chair noted that the ability to discuss sector financing matters in greater depth was handicapped by the absence of any MOF representative from the meeting.  
Draft MTEF 2006/7

Two presentations were made: one focusing on the MOHSW MTEF, the other on local government health budgets for the year ahead.
On the MOHSW, the Director Policy and Planning described steps in the process from preparation through to approval. Priorities for the coming year included drugs and medical supplies, malaria control, additional human resources (particularly remote and disadvantaged  areas), scaling up HIV interventions including both prevention and care/treatment, rehabilitation of primary health facilities and social welfare infrastructure, programmes to assist the disadvantaged, and improvement of environmental and public health.

Table 2: Health Sector Financing 2005/6 – 2006/7 T.Shs Billions
	
	2005/6 budget
	2006/7 MTEF
	% change

	Recurrent
	
	
	

	MOHSW Recurrent
	180.305
	207.395
	15%

	…of which Other Charges
	148.0
	140.1
	-5%

	Regions
	11.5
	n/a
	

	LGAs
	75.3
	119.0
	58%

	Total Recurrent
	267.2
	326.4
	22%

	Development
	
	
	

	MOHSW
	90.9
	89.8
	-1%

	PMO-RALG
	40.0
	n/a
	

	Regions
	7.6
	n/a
	

	LGAs
	20.1
	23.1
	15%

	Total Development
	158.6
	112.9
	-29%

	Total MOHSW
	271.2
	297.2
	


Key movements in health sector funding and allocation are described in the table above. On the recurrent budget, the overall allocation to the sector has gone up by nearly 60 billion shillings (recurrent), before including the allocation for the regional level. The biggest increase is for the local government authorities, from 75 billion to 119 billion. Although central MOHSW has experienced an overall increase, much of this is for personal emoluments (including provision for salary increases), while the allocation for other cost has fallen from 148 billion to 140 billion. 
On the development budget, the total allocation (excluding PMO-RALG and Regions) is only slightly higher than last year. Most of the development budget comprises the basket fund (56 billion) and other development assistance (66 billion). The basket will allocate 23 billion for council (recurrent) grants, 13 billion for rehabilitation of primary health facilities, and 20 billion to central MOHSW.

The domestic funding ceiling allocated to MOHSW of 297 billion (207 recurrent, 90 development4 compares to the funding requirement estimate of 512 billion – leaving a gap of 215 billion. In consequence, even some of the top priority areas are not fully funded – the unfunded portion amounting to 65 billion. Compared to last year, the funding available for drugs and medical supplies has remained stable and funding for HIV (including ARVs) has risen by 7 billion to 65bn. The allocation for rehabilitation has nearly doubled, from 13 billion to 24 billion. Meanwhile, the allocation for EPI has been cut by two thirds and funding for Reproductive and Child Health has been cut by nearly half. The foreign component for malaria control also shows a sharp decrease.
Table 3: Allocation to Priority Areas: T.Shs Billions
	
	2005/6
	2006/7
	% change

	
	Local
	Foreign
	Total
	Local
	Foreign
	Total
	Local
	Foreign
	Total

	Drugs & Medical Supplies
	36.9
	0.5
	37.4
	37.9
	0.0
	37.9
	3%
	-100%
	1%

	Immunisation Services
	10.3
	10.7
	21.0
	6.3
	0.0
	6.3
	-39%
	-100%
	-70%

	RCHS, FP & SMI
	9.2
	6.0
	15.2
	6.5
	2.0
	8.5
	-29%
	-66%
	-44%

	IMCI
	0.6
	0.0
	0.6
	0.7
	0.0
	0.7
	13%
	..
	13%

	HIV incl. ARV
	24.3
	34.0
	58.3
	24.1
	41.2
	65.4
	-1%
	21%
	12%

	TB & Leprosy
	2.1
	2.6
	4.7
	2.1
	2.2
	4.3
	0%
	-17%
	-9%

	Malaria control
	2.2
	23.2
	25.4
	3.8
	2.4
	6.2
	73%
	-90%
	-76%

	Rehabilitation of Health Facilities
	5.0
	7.9
	12.9
	7.1
	16.7
	23.8
	42%
	112%
	85%

	TOTAL 
	90.6
	84.9
	175.5
	88.6
	64.5
	153.1
	-2%
	-24%
	-13%


In conclusion, the funding available falls far short of requirements, particularly in light of new funding commitments – including rehabilitation needs. An appeal for further support was made, and Development Partners were requested to make indicative commitments earlier in the budget cycle so that they can be incorporated into the MTEF.
The PMO-RALG presentation dwelled on resource allocation and out-turns during the current year (2005/6) before presenting estimates for the year ahead. For 2006/7 there has been a marked increase in the recurrent block grant for health – from 75 billion to 119 billion: an increase of over 58%
. As regards resource requirements, the main funding gap is in rehabilitation, where the requirement is estimated to be 28 billion against a provisional allocation of 12 billion.

In discussion it emerged that significant sums of development assistance probably do not appear in the MTEF figures quoted above. Global Fund grants, the [US] Presidential Malaria Initiative, PEPFAR, TMAP and other development assistance may push the actual MOHSW Development budget higher, and may also influence the picture as regards funding of priority areas. Departments within MOHSW should sit with partners at the beginning of the budget process to get a better picture of what aspects will be funded from project assistance. Participants would like to have had more analysis on what had changed in terms of budget levels and allocation. They felt that although this budget was tight, it was not a “starvation budget” – and some areas remain fatter than others. In particular, a significant portion of the scarce OC is allocated to training and associated per diems.The allocation to capital investment (rehabilitation) also appears high when considering the shortage of OC funds. It was proposed that the Joint Annual Health Sector Review should be moved to September, so that decisions reached can feed into the budget guidelines and allocation decisions. Government and partners could meet again in January to review the budget guidelines and the shape of the draft MTEF. 

Others enquired what proportion of the total budget would end up reaching the end user in terms of salaries for front line health workers, medical supplies etc. They wondered whether the sector allocation for FY2006/7 represents an increase or decrease as a share of the overall government budget. It was noted with concern that despite calls for ARVs to be considered as over-and-above the sector ceiling, it now seems to be displacing essential health expenditures. The true picture on priority areas is not clear because an unknown level of project funding has not been included in the MTEF figures. Particular concern was expressed about priority areas such as immunisation and RCH which are not fully funded. Several people enquired about the ability to absorb effectively the allocation for rehabilitation. The big increase in block grants for the district level was welcomed – but it was suggested that strategic allocation of resources should entail setting a target percentage for the allocation of health sector resources to the district level.

The Permanent Secretary MOHSW summed up with a number of comments. She pointed to the determination of the Fourth Phase Government to raise performance and value for money. A deliberate shift has been made by government to push more resources to the councils. Health is not the only sector that has experienced a squeeze in allocations for the ministry level. The budget ceiling is set by MOF and cannot be exceeded. The SBAS system is complex and entails ceilings on specific areas that constrain allocation within the sector. At this stage, the MTEF is “closed” and it is too late to introduce changes. She proposed that next year, partners should participate earlier in the MTEF and suggested having a small joint committee to monitor the MTEF development process from start to finish. Honoraria and per diems are provided according to government regulations and are important for motivation. Nonetheless, MOHSW strives to strike a balance with service delivery priorities.
Remarks on formulation of milestones

Before proceeding to the matters arising from the Technical Preparatory meeting, a brief presentation was made on the formulation of milestones for the coming year. The linkage between sector reviews and budget support means that the Health sector will partly be judged according to achievement of milestones. Performance against milestones to date has been poor - a point highlighted in the Technical Review Report. One of the reasons is that the milestones were too ambitious, some were poorly specified, and others did not have strategies and resources to address them. Milestones for the year ahead should be “Critical Actions for the period July 2006 – June 2007” which will help to judge the Health Sector’s achievement of its objectives. They should not be more than 12 in number. They should be stated in explicit terms, be measurable and “owned” by the responsible actors in the sector. They should be achievable within one fiscal year, and describe strategic actions rather than routine ones. The final list should not be seen as exhaustive: not every priority area within the sector needs to have a milestone. A milestones drafting group has been convened that will draw upon the Technical Review Report, the Technical Preparatory Meeting, and the proceedings of this meeting. The draft would be presented for discussion on Saturday morning.
Issues arising from the Technical Preparatory Meeting

The Technical Preparatory Meeting had examined in depth 12 priority areas5within the health sector. For each one, key actions were selected that would make a significant difference to health impact. Having deliberated on these findings, the MOHSW reflected back to participants the issues and key actions. For the most part, these are identical to those described in the report of the Technical Preparatory Meeting. The full presentation is shown at Annex 1. The two areas6that were included in the Preparatory Meeting but not included in this presentation were also discussed. Given the prominence of rehabilitation, this was also considered as an area in its own right. The subsequent discussion focused on each of the areas in turn.

Malaria

In addition to the points in the presentation, the meeting agreed that policy on affordability of ACT in the private sector and policy on mono-therapy availability were important issues to resolve.
Public Private Partnership

The migration of staff from faith-based organisations (FBO) to government employment was highlighted as a problem that needs to be solved. A Plan of Action is needed to take forward the recommendations of the Technical Review Report (on PPP) from last year. The financing situation for FBOs (including the implementation of the service agreement) needs to be clarified.
Rehabilitation

The meeting was informed that His Excellency the President intends to have one dispensary for every village. This generated considerable discussion – the main concern being that any new construction needed staff and supplies in order to deliver quality health services. Yet health workers and OC are already very thinly spread. Health infrastructure needs to be planned carefully, and should be tailored according to settlement patterns. It was proposed that the MOHSW needs to respond to the President’s directive with a well-reasoned proposal.
Human Resources

The redistribution of human resources to under-served areas and their retention need to be highlighted as key issues to be tackled. Participants felt that the proposal to have a human resources “project” with dedicated staff and resources was a good one. The government agreed to move ahead and start implementation without further delay. The partners need to support this move.
Drugs and Medical Supplies

The revision of the allocation formula for drugs and medical supplies should be added back in to the list of key actions. In response to a query on ADDO, it was confirmed that resources have been included in the MTEF for the first stage of the roll-out.
Monitoring and Evaluation

All agreed that better information is needed for decision-making. The HMIS needs to be strengthened to avoid the need for parallel information systems. A task force may be needed to tackle the challenges, and should have clear tasks and outputs. More could be done to collect views from clients and to encourage community participation in performance tracking.
HIV / AIDS

The issue should be amended to reflect “low coverage of prevention, care and treatment”. There should be a particular emphasis on prevention. Care and treatment includes more than just anti-retroviral therapy.
Hospital Reforms

The secretariat proposed to spearhead hospital reforms should be situated within the Department of Hospital Services, but with linkage to the Health Sector Reform Secretariat. Participants raised concerns about the high capital costs (and subsequent recurrent costs) associated with hospital rehabilitation and equipment.
Health Financing Options
It was pointed out that CHF and user fees do not impact significantly the use of health services. It is generally known that cost of service is one among the barriers of health care. However, the study preceding the review commissioned by the Ministry of Health and Social Welfare pointed out that cost of service did not represent a real barrier to access because mechanisms for exempting the children under fives, pregnant women, patients with chronic illness and waivers for the poor are in place. It is the transport and other associated opportunity costs which are a barrier to access, particularly for the poor. A consultative process is needed to financing the access costs like the transport and other opportunity costs to overcome such cost barriers affecting the sick poor.

It was suggested that at every health facility information should be posted on a notice board so that communities are aware of fee rates, their entitlements, exemptions and waivers, and how and where to direct complaints. Functioning health boards and committees should help to address access issues, including identification of those eligible for waivers.
Reproductive and Child Health

The issues and key actions for RCH were endorsed. Investing on TBA’s was seen to be not in tandem with the EmOC in addressing Millennium development Goal no 5
Harmonisation, Technical Assistance and Sector Dialogue

A proposal on improving sector dialogue and harmonisation had been tabled at the Technical Preparatory meeting but does not appear in the report. This proposal entails identification and discussion on bottlenecks within the year (rather than waiting for the review); greater pluralism in sector dialogue, including civil society; shifting the timing of the Joint Health Sector Review; and improving preparation for the Review. It was suggested that this proposal be revisited after the review.
It was also agreed that “reality check” field trips are important and that time should be made available to undertake them.

Public Sector Health Financing

On public sector health financing, it was agreed that a joint financing committee is needed to take forward a number of priority actions. Although financial management has been improving, there remain a number of concerns about management of health resources in the Councils which need to be addressed.
Nutrition 
The issues and key actions for nutrition set out in the Technical Preparatory Meeting Report were endorsed.
Conclusion

Having reviewed all of the issues and key actions, participants agreed on the milestones recasted below:
Milestones for FY 2006/7
The following list of milestones was finalised by the Secretariat on the basis of the discussions.
	S/N
	MILESTONE
	RESPONSIBLE
	TIME FRAME

	1
	Drugs & Medical Supplies: Undertake tracking study including assessment of feasibility of devolving 20% of drugs budget to district level (funding: HSPS)
	DHS
	By March 2007

	2
	Financing: Put in place health Sector Financing Committee that will commission and oversee: long-term financing strategy; assessment of complementary financing options; monitoring of MTEF throughout the budget cycle; and bid for additional resources for the sector
	PS, MoHSW/DPG/Health
	By Sep. 2006

	3
	PPP: Deploy full-time officer & assistant to spearhead PPP, with clear TORs, and complete the service agreement
	DHS
	By Sep. 2006

	4
	HRH #1: Establish an HRH Special Initiative (or Project) in the DHR responsible for rapid recruitment and deployment of front-line health workers.

	PS, MoHSW
	By Sep. 2006

	5
	HRH #2: Fill 80% of funded posts in the councils
	PS, PMORALG
	By June 2007

	6
	Sector Evaluation: Early agreement reached on TOR & methodology; full participation of MOHSW HQ, Regions, Districts and Partners, and Evaluation completed for discussion.
	DPP
	BY July 2007

	7
	HIV/AIDS: Costed health sector HIV strategy, including prevention, care and treatment, and impact mitigation, completed to in put to NMSF and the third HSSPand presented on September 2007
	DPS
	By March 2007

	8
	RCH: Translate roadmap into prioritised operational plan & budget, mobilise resources (as a matter of urgency), and integrate into MOHSW MTEF and CCHPs for FY2007/8
	DPS
	By Sep. 2006

	9
	Infrastructure: In collaboration with PMO-RALG, and CSSC6, complete assessment of need for, and location of, additional health sector facilities in light of PPP
	DPP
	By March 2007

	10
	SWAp: SWAp Committee to revisit the process of the JAHSR to make it more efficient and harmonise with the national budget cycle
	DPP
	BY Dec. 2006

	11
	Social Welfare: Development of operational plan and identification of resources to address specific needs of most vulnerable children by August 2007
	Commissioner SW
	By march 2007


Way forward

Key forthcoming tasks include the development of the third Health Sector Strategic Plan and the Independent Evaluation.

HSSP3 needs to be completed and approved by March 2008 to guide implementation in the financial year starting July 2008 and beyond. The HSSP3 will be positioned within the National Vision 2025, informed by the National Health Policy and the Mkukuta. It will focus on key areas to deliver greater health impact as measured by the Health Sector Indicators.
The Evaluation needs to be ready by July 2007 to feed into strategic planning. Preparations must start immediately, including mapping out the steps in the exercise, organising logistics, agreement on TORs and the procurement of consultants. All levels of the health sector should participate actively, especially the districts. The evaluation will take account of the milestones just agreed.

A number of challenges stand out for the forthcoming HSSP3, including:

· Addressing the Human Resource Crisis with the determination and urgency it deserves

· Raise additional funding for the sector (as well seeking efficiency gains)

· Manage the sector for performance and impact

· Strengthen management information for decision-making

· Continued determination to fight HIV/AIDS; prepare to tackle avian flu

· Cope with the escalating cost of drugs, vaccines and other commodities and with emerging drug resistance

· Keep pace with technological development in the field of hospital equipment

· Harmonise health with other government reforms

· Put in place the requisite health expertise at the Regional Level

· Address urgent needs for health infrastructure rehabilitation

· Strengthen the partnership, based on accountability and transparency

· “Walk the Talk”
Closing Session

The Permanent Secretary thanked all for their active participation. She urged partners to keep in touch during the year and noted that progress against milestones needs to be monitored throughout the year. She conveyed special thanks to those who had come from abroad to attend the meeting.

The Principal Secretary of MOHSW Zanzibar conveyed thanks for being invited and for the good collaboration with the Mainland MOHSW. He said that a similar process has now been revived in Zanzibar as the Donor Co-ordinating Committee and welcomed the support of development partners.

The Chair of the DP group noted that this would be her last speech in this capacity. A smooth transition is expected as Julie McLaughlin takes over the chair. She reiterated the commitment of DPs to the JAS process and principles. She noted the continued strengthening in the partnership over the years. However, it was a disappointment that MOF representatives had not been in attendance at this year’s meeting. The decline in MOHSW OC allocation presents a particular challenge and it is a matter of great concern that some priority areas are not fully funded. The forthcoming Abuja meeting will reinforce commitment to funding malaria, HIV/AIDS and TB – but we must not forget Reproductive Health. The priorities set out in the roadmap need to be implemented at all levels of the health system. Some progress has been made on human resources, but the response needs to be commensurate with the scale of the HR emergency. On behalf of DPs she reiterated commitment to work in close partnership with government to address the challenges ahead.
The Deputy Permanent Secretary of PMO-RALG emphasised the role of local government in translating policies and strategies into action. He pointed to the shift in central – local government relations and was optimistic that the Health Sector will be at the forefront of local government reform.

In her closing speech, the Hon. Deputy Minister for Health and Social Welfare thanked all for their participation and a successful outcome to the meeting. She noted that there are always new challenges facing the sector. This review has helped provide a framework for prioritising and addressing problems in the sector. Beyond this sector review, there is the forthcoming Independent Evaluation – that will measure our achievements and inform the new Health Sector Strategic Plan. She looked forward to continue strengthening of the development partnership in the context of JAS. Finally, she wished all participants a safe journey, and declared the 7th Joint Annual Health Sector Review Meeting closed. More details and report proceedings from the JAHSR April 2006 can be found on the www.districthealthservice.com.
� New vigour, New strength. New pace,


� Note, however, that this figure has not been adjusted for under-reporting. It is therefore not possible to say with any confidence whether the figure reflects higher reporting rate, or higher actual utilisation.


� The prevalence figure presented for 2004 (15-24yrs) seems to be an error since it does not correspond either with the figure in the printed report, nor with the figures shown in the new Health Statistics Abstract (2006).


4 Some of this increase is to cater for salary increases and new recruitment. However, the anticipated breakdown between personal emoluments and other charges was not presented.


5This project may draw upon global fund resources (if approved for reprogramming). Additional, dedicated staff to take forward HRH priority tasks may be co-opted.


6On behalf of Interfaith Forum.
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