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3 Preface

The development of this Technical Report was initiated by the President’s Office - Regional Administration and Local Government (PORALG) to prepare a rehabilitation strategy and funding mechanism and distribution formula for rehabilitation of entry-level health infrastructure, making the best use of funding made available by Development Partners, earmarked for this purpose, taking into account lessons learnt from past projects and current good practices from similar rehabilitation activities currently implemented across the country.

This Final Draft Report contains two main sections:  1) A section, setting out the proposed funds allocation formula and strategy for implementation of the rehabilitation works, derived from the Study Team’s analysis and deliberations;  and 2) An annexes section, containing technical details of various aspects pertaining to the Team’s work, including a discussion of pros and cons of recent past and present modalities for supporting expansion, rehabilitation and maintenance of physical health infrastructure with particular views to their feasibility,  cost effectiveness and sustainability if they were to be taken to a nation-wide scale and, at least initially, be appropriate for a scheme to rehabilitate existing dispensaries and health centres and provide guidance but no funding for maintenance of these facilities.

While PORALG provided transport and office facilities for the Team, the Swiss Agency for Development and Co-operation and Danida made funding available for the national and international consultants on the Study Team.

Under the guidance of Mr Herbert Gondwe, Coordinator, DHIRC, PORALG, the Study Team, consisting of Chief Consultant Mr Julius G. Mamiro and Senior Engineer Mr Edwin Khajia, National Construction Council, Dar Es Salaam and Facilities and Capital Investment Planner Mr John Malmborg, JM associates, Copenhagen, worked in Tanzania 08 September until 03 October 2003.  A first draft of this Paper was presented and discussed at a debriefing session with the PORALG and the Development Partners at the end of the mission.  The Final Draft Report was to be submitted to PORALG shortly after the Team had received comments to their First Draft Report from all stakeholders.

The findings and recommendations presented in this document are those of the Team and do not necessarily reflect the views of the team members’ parent organisations, PORALG, Development Partners or other organisations and individuals contributing to this study.

The Team wishes to thank all those who participated in and contributed to this study, as well as the organisations they represent, for their generous and open discussions and substantial contributions. The team members are grateful in particular to Mr Herbert Gondwe for his keen interest in the study and his unremitting facilitation of the Team’s work.

4 background

In Tanzania, approximately 80 per cent of the population have access to health services and the country has an extensive network of dispensaries, health centres, hospitals and other health related physical infrastructure, owned by the government, local communities and private organisations.  These are assets, representing substantial capital value, which the country can ill afford to loose.
Through the years of structural adjustment and introduction of other measures to restructure the national economy, the health sector in Tanzania has been allocated diminishing means to meet ever-increasing demands, causing a steady decline in capacity and quality of services provided.  The lack of ability to preserve the sector’s physical assets throughout the country is one of the highly visible consequences; although some rehabilitation of existing structures has taken place, the large majority of these health facilities remain in poor, rapidly deteriorating or dilapidated conditions.  For a long time, the government has had to rely on external support to maintaining and rehabilitating the country’s health facilities.

Continuing high population growth and reduced Government involvement in the provision of social services, notably caused by the liberalisation policies, administrative reforms and decentralisation agenda, introduced in succession since the mid 1980s, have aggravated problems in the sector and there still exist distributional imbalances and major shortfalls in the provision of quality health services in the country, to a large extent determined by human resource policies and the level of physical infrastructure, especially in the rural areas.
This has both forced and encouraged partners in the health sector to look for new ways to establish sustainable routines for the upkeep of the sector’s physical infrastructure, and today there exists in Tanzania a wealth of experience on the development and application of alternative strategies to undertake cost-efficient rehabilitation of facilities in the social sectors and on how, subsequently, to develop sustainable routine maintenance of these facilities.
In this situation, capital assets cannot be wasted and the government efforts to improve the health delivery systems, including rehabilitation of the sector’s physical infrastructure, are now underway, supported by the Development Partners.

In the Financial Year (FY) 2001/2002, the President’s Office Regional Administration and Local Government (PORALG) and Ministry of Health (MOH) initiated the process of procuring consultant(s) to carry out Rehabilitation Needs Assessment (RNA) studies in the district hospitals and primary health care facilities.  The approach had been agreed during the Government/Development Partner review meeting in March 2001 but the process proved to be long and too cumbersome, considering the reality on the ground where health facilities are fast deteriorating, and in need of immediate attention.  During the Annual Joint Health Sector Review held in April 2003, it was therefore resolved that there was an urgency to rescue the facilities and make them function at optimum levels.

As a result of this resolution, PORALG and MOH have been working on a strategy for sustainable rehabilitation, maintenance and funding of health care facilities.  During consultations between PORALG/MOH and Development Partners on 22 July 2003, it was agreed that Danida should identify a consultant to assist with the preparation of a rehabilitation strategy and funding mechanism for entry-level health facilities i.e. dispensaries and health centres.  The consultant should work closely with the PORALG/MOH Team and two national consultants from the National Construction Council (NCC).  PORALG was requested to prepare Terms of Reference for the Consultant Team.

As a consequence of the change of strategy where preparation for rehabilitation of entry-level health facilities was to be managed as an independent exercise, the responsibility for assessing rehabilitation needs in district hospitals remain, with the PORALG/MOH, which are being assisted in the procurement process by the Central Tender Board (CTB).  The CTB is currently in the process of procuring consultant (s) to carry out the RNA studies in the district hospitals; it is envisaged that these studies will begin in January 2004.

In addition, the World Bank is currently initiating a study to determine and later advice the local authorities on financial, procurement and management aspects concerning the rehabilitation process.

In a further attempt to ensure functionality, value for money and cost effectiveness of future capital investments in health infrastructure, PORALG/MOH are in the process of updating the standard drawings for health facilities, as the existing designs and specifications were prepared many years ago. The CTB is handling the procurement of consultant to undertake the updating; this process was initiated in the fourth quarter of FY 2002/2003.

5 introduction to The Task on Hand

For all practical purposes, older dispensaries and health centres in Tanzania are different, in size, configuration and construction method.  This has happened, as a result of the historical process in which they have come into existence.  Therefore, standard packages of rehabilitation works and their cost cannot be established without undertaking a survey of each facility, defining the work that should be done and costing the same on a case-by-case basis.

There is global evidence, however, that undertaking a survey, to ‘once and for all’ determine the status of these facilities in order to be able to cost rehabilitation works and develop a ‘total’ budget for the exercise would prove to be a both impractical and costly approach; since before the work would have been completed both technical and financial data would be outdated and have become an unreliable source on information, simply because time would have past and facilities would have further deteriorated, or perhaps have been rehabilitated by other means. Also, the sudden appearance of large amounts of apparently accessible funds would attract attention from many camps with motifs for spending of various shades of relevance to the task on hand.

The Team has based its work on the premise that the funding mechanism and implementation strategy to be developed for rehabilitation of front line health infrastructure was to be considered an ongoing, permanent activity without a set time limit.  Initially, the Development Partners would make funding available but gradually, the national health budget would be adjusted to accommodate the activity.  The monies made available each year, on the other hand, could not be predetermined but would depend on the amounts made available by the Development Partners and later on also by GoT.

Further, it was seen as important by all stakeholders that the activity quickly could become operational; and general conditions set for the use of the funds were that it should be made available not only to facilities owned by communities and the government, but also to facilities owned by faith-based service providers.  No funding, however, would be made available to support rehabilitation of private-for-profit facilities; and as no funds would be provided for expansion of facilities, functional properties or the lack thereof would not constitute a qualifying parameter when determining the needs for support of the individual facility.

In view of the above, the Team is proposing a generic approach to the rehabilitation activity in which single parameters of the strategy can be modified to accommodate a changing political and economic environment, without rendering the overall scheme obsolete.  The strategy allows for implementation within existing administrative structures and in accordance with existing procurement guidelines.  It builds on experience in defining and implementing programmes with direct involvement of communities, gathered in recent years most notably by programmes such as Tanzania Social Action Fund (TASAF) and Tanzania Essential Health Interventions Project (TEHIP); and it would stand a good chance of being sustainable as it does not rely on the setting up of activity specific technical units for its implementation and has low overhead implementation costs.

6 Definition of Terminology

This initiative to fund a revamp of basic health infrastructure is exclusive for two reasons: 1) in that it would make use of a special funding facility, and 2) because it only provide financial support to facilities in need of rehabilitation, neither those needing maintenance nor those in need of expansion or emergency repairs would qualify for support.

While it is recommended that the funds made available from different sources for the rehabilitation be pooled in a basket it would also be important to avoid misconception by using the term Basket Fund for this money as this term is widely used to identify funds, made available by Development Partners to help covering recurrent costs in the health sector.  Therefore, it is proposed that the money pooled for rehabilitation of health infrastructure be given a different name, such as: Joint Rehabilitation Fund (JRF).

Further, there is a need to develop a method to define the status of each facility in order to separate out those that would qualify for support under the given conditions.  While it would be quite easy to identify those facilities in need of expansion or emergency repairs, it is already more difficult, without a well defined terminology, to identify those falling within other categories such as rehabilitation, emergency repairs and maintenance.  The Team has adopted an approach, defining the status of a facility in terms of the cost per m2 of making it good, as against the cost per m2 of a new structure in the same location.  It should be noted that the unit cost applied for this classification is for construction works only, thus excluding the cost of other items such as the infection control package, medical equipment and furniture.  Further,  the actual cost per m2 would vary greatly between different parts of the country, for which reason relative differences in costs have been defined as a percentage of the cost of new construction.

The categories and their relative cost have been defined as follows:

New construction:

Cost per m2 set to 100 per cent.

Rehabilitation:

Unit costs would be more than 30 per cent but not exceed 75 per cent of the cost of new construction.  

Typically, structural elements such as the roof might need (partial/full) replacement but the building is basically structurally sound with no progressive settlements of the foundation, causing irreparable damage to floors and walls.  

The community would be required to contribute in cash, kind or otherwise to the rehabilitation equal to 15 per cent of the cost of the works.  Definition of the work and management of implementation would be the responsibility of the community with help and support from the district authorities.

Emergency Repair:

Unit costs would not exceed 30 per cent of the cost of new construction.  If the totals cost of the work needed to bring the facility back into operation exceeds 30 per cent of the cost of a new building it would be categorised as rehabilitation.
Emergency repair would take place if a facility has experienced a natural calamity, often associated with extreme weather conditions and excessive wear and tear.  No major structural elements would need replacement and the building is structurally sound.  

The community would be required to contribute in cash, kind or otherwise to the rehabilitation equal to 15 per cent of the cost of the works.  Definition of the work and management of implementation would be the responsibility of the community with help and support from the district authorities.

Maintenance:

Maintenance is defined in BS 6100 as a combination of all technical and associated administrative actions to retain an item in, or restore it to, a state in which it can perform its required function.  The Team proposes to have the following two categories of maintenance, which should both be managed at facility level. Community contribution would be in kind rather than cash.  In cases where funds cannot be generated at the facility to cover the cost of externally procured services and materials required for the maintenance of the facility, the village government would be responsible for raising the funds.

Planned Preventive Maintenance:  Will include basic cleaning, bush cutting, landscaping, and the upholding of a hygienic environment and the oiling of locks, hinges and window louver fittings.  While equipment maintenance is not a primary objective of this write-up it should be mentioned that routine maintenance would include replacement of user serviceable parts like microscope bulbs etc.

Corrective Maintenance:  Will include replacement of items, that have been worn out or have broken; no major structural elements would need replacement.  Definition of the work and management of implementation would be the responsibility of the community with appropriate help and support from the district authorities.

7 Contents of the Rehabilitation Package

It has been an important consideration for the design of an implementation strategy for the rehabilitation activity that it should be cost-effective and make the best use of existing resources, available in terms of buildings, furniture and equipment.  Thus, a blanket approach, where every dispensary and health centre gets more or less the same package was discarded in favour of a method, taking off from the particular condition of each facility, determined through a needs assessment, as and when support for rehabilitation becomes available, was adopted, allowing for adjustment of the magnitude and composition of the package according to the size of and resources available in each particular facility.  With each facility throughout the country practically being of different size, shape and configuration, the contents of a rehabilitation package can, at this point, be defined only in terms of main elements and the costing of each rehabilitation project would need to be carried out individually.

Further, it was a design parameter that no upgrading to make the facility meet national norms or to improve its functionality was to be funded.  However, during the Team’s visits to health facilities in the field it emerged that many older facilities did not have even an essential package of components, vital for basic infection control i.e. a safe source of water supply, sanitary facilities exclusively for the use of staff and patients and a safe system for handling and disposal of medical waste.  Therefore, it is recommended that the rehabilitation package be designed to include an infection control component, consisting of these three elements, water, sanitation and medical waste incineration equipment, made available as per requirement in facilities where such items are currently missing.

The recommended rehabilitation package consists of the following items:

· Building rehabilitation 

· Supplementary equipment supply, to ensure congruence between services provided and equipment available

· Supplementary furniture supply, defined to meet requirements in each facility

· Infection control component

8 Implementation Strategy

The formula for distribution of JRFs, earmarked for rehabilitation, the strategy for works implementation, and the model for a sustainable maintenance of the health facilities proposed by the Team in this document build, principally on the experience gathered by these different actors because, despite shortfalls and problems, this experience, collectively represents the best point of departure.  It follows, that what is being presented hereafter is not a replication of one particular model or strategy but rather an amalgamation of parts of familiar strategies, coming together in a mix with some few new elements to form what the Team considers the most appropriate response to the challenge of ensuring value for money in the process of rehabilitating health facilities for earmarked JRFs.

Making the process of defining and implementing the rehabilitation work under special funding part of the district health planning process and thereby a qualifying criterion for the districts was carefully considered during the development of this document.  While the Team is convinced that health facilities planning and strategies for civil works funding and implementation form important elements of all comprehensive planning in social sectors, it is recommended to hold back on such demands during the first years of implementing this rehabilitation activity.  Certainly, in a longer-term perspective, facilities rehabilitation should not be seen in isolation but be part of a comprehensive effort to plan future development, restructure, rehabilitate and maintain health facilities, however, in view of the complex and demanding task it is for most districts at present to develop comprehensive district health plans as they are, and the desire for the rehabilitation activity quickly to get started efforts to include planning for rehabilitation of facilities in the plans should not have first priority.  It is recommends that initially, the rehabilitation activity be considered as a discrete activity and once operational experience has been gathered, concrete steps should be taken to include processes of facilities planning and development of works funding and implementation as an integral part of district health planning process.

Concerning the issue of making use of advanced technology like Geographical Information Systems (GIS) in the process of planning for rehabilitation of health facilities, a similar cautious approach is recommended.  Once this technology is of general benefit for the comprehensive district health planning it would be viable to introduce but as at present, introducing it as part of the rehabilitation activity would put further strain on limited district planning resources; and would be unrealistically expensive if mapping teams were to be externally contracted.

The proposal presented in the following is based on the premise that community involvement in the rehabilitation process and ultimate ownership of the facility is key to achieving community ownership and sustained improvements; also, it is sensitive to avoid that the demand for community involvement and devolution of ownership result in additional taxation of those who are already underprivileged.

The allocation criteria, distribution formula and works procurement and implementation process collectively support a need-based allocation of funds and builds on active participation of the end user.  The overarching goals are to:

· ensure a pro-poor focus of the rehabilitation activity,

· ensure that a share of the financial resources allocated to rehabilitate the health facilities supports economic activity in the local community, and to

· avoid unnecessarily increasing the technical, managerial and administrative burden on the District Councils.

The Implementation Strategy has the following elements:

· Qualification Criteria for Receiving JRFs 

· Formula for Distributing JRFs

· Rolling Out

· Works Implementation

· Procurement of Works and Goods

· Flow of Funds, Monitoring and Reporting

· Financial and Technical Monitoring, Supervision and Reporting

· Technical and Financial Auditing

8.1 Qualification Criteria for Receiving JRFs 

The proposed criteria for and process of allocating JRFs for rehabilitation has two parts:

· Allocation of Funds from the Centre to the Districts qualifying for support in a particular year, and 

· Allocation of Funds from the District to the Facility qualifying for support to rehabilitation in a particular year.

8.1.1 Allocation of Funds from the Centre to the Districts

The first part of the formula, proposed for allocating funds from the centre to the districts is developed to ensure that: 

· all districts receive support over time,

· poor districts receive more support than those that are better off, and 

· districts, that have received little or no support in recent years get priority over those, that have recently received substantial support from national or other sources.

General conditions for a district to receive support under the scheme are that:

· district councils commit to the package contents and implementation strategy, and supervision and auditing regime described in sections 7 and 8 of this document.

8.2 Formula for Distributing JRFs

Once the total amount available in the Basket in a particular year is known, the following formula can be applied to determine how the moneys should be disbursed between the districts qualifying for support that same year.

The formula proposes a large percentage of the grant be distributed in proportion to the population of each of the qualifying districts and the number of health facilities it has. However, it also incorporates special local needs categories, which will ensure a pro-poor focus by allocating extra resources to rural districts, districts with high levels of poverty, and to districts with high costs of building materials (refer to annex 1 to view a simulated resource allocation using the proposed formula).

The variables in the proposed formula for allocating JRFs to the districts and their relative weight are:

	Step
	Item
	Relative weight

	1

2

3

4

5
	District population

Number of health facilities (dispensaries and HCs) in the district

Rural nature of the district

Regional Poverty Ranking

Cost of key building materials at district head quarters
	50%

10%

10%

15%

15%


The global amount of money available in the Basket would vary from one year to the next as will the number of districts qualifying for support to rehabilitation of their health facilities, and the number and sizes of these facilities.  Consequently, the amount of rehabilitation work will also vary over the years and it will be difficult to ensure cost efficiency (avoid inflated costing etc) without introducing regulatory measures to ensure that a maximum number of square metres are rehabilitated for a given budget.  Therefore, a ceiling will have to be defined for the cost of rehabilitation works per square meter in each district; and that this maximum unit cost be applied to work out the number of square metres a district council must commit to rehabilitate for the budget allocated.

The cost per square meter building rehabilitated in a particular location should be determined, based on the cost of key building material i.e. cement, roofing sheets, hardwood and treated softwood.  The detailed prices of these building materials in all districts should be updated once a year, before a new allocation takes place.

The total acceptable cost of a rehabilitation package for a health facility would then be calculated as follows:

	Step
	Activity
	Cost
	Remarks

	1

2

3

4

5

6

7
	Rehabilitation works

Infection control package

Equipment package

Furniture package

Sub total

Less community contribution

Grand Total
	xxxx

xxxx

xxxx

xxxx

xxxx

xxxx

XXXX
	Floor area in m2 x unit cost

Water, sanitation, incinerator as per requirement

Supplementary items as per requirement

Supplementary items as per requirement

15 per cent of ‘1’


8.2.1 Allocation of Funds from the District to the Facility

This second part of the formula is project specific and has been developed with a view to making the best use of funds.  In particular to ensure that:

· funds be allocated on a needs basis, i.e. those most in need among facilities fulfilling the criteria set out below get priority

· the distribution of rehabilitation activities within a participating district should be such that all wards with a qualifying facility should be given the opportunity to have at least one project supported under the scheme

The following criteria should apply for the allocation of JRFs by the district councils to each facility:

· Only facilities in need of interventions, defined as rehabilitation according to the definition found in section 6 receive support, the amount of which to be calculated using the formula set out in section 8.1 of this report

· The Village Government (VG) underwrites the investment, assumes full legal ownership of the rehabilitated facility and demonstrate, that a sustainable maintenance routine has been put in place, including identified source(s) of funding

· A Community Health Management Committee (CHMC), composed of an equal number of women and men and elected among all village citizens has been constituted in VG owned and faith-based facilities; and a temporary Health Facility Rehabilitation Committee (HFRC) to manage the rehabilitation activity has been elected among the members of the CHMC

· The facility should meet minimum staff requirement or produce evidence
 of commitment to recruitment of required additional staff

The allocation of funds for rehabilitation of those facilities fulfilling the prerequisite would be based on data collected by the district technical team, processed by the District Engineer (DE) and approved by the District Council.  In principle, only facilities that have been identified as possible recipients will be subject to detailed technical surveys, project definition and costing by the DE and his staff.  No blanket surveys of facilities are envisaged.

The variables in the proposed formula for initial identification and ranking of facilities in a district and their relative weight are:

	Step
	Item
	Criteria
	Weight
	Definition

	1

2

3
	State of Facility

Distance to other facility

Services provided
	Fair

Bad

Below norm

Within/beyond norm

Outpatient

Outpatient and MCH

Out-, inpatient & MCH
	10

30

  0

40

10

15

20
	No structural failures; small leaks in roofs; small cracks in walls & floors, blocked drains; leaking water taps.

Some structural elements need partial/full replacement (typically roof/ceilings); cracks in walls & floors; replacement of doors & windows; broken drains; missing water taps.


Using the formula, the maximum score of a facility in the worst condition, in the most isolated location, providing the most comprehensive service would be 100 points, giving it first priority for rehabilitation.

8.3 Rolling Out

Districts would receive support for rehabilitation in a simultaneous process i.e. not all districts would receive support every year.  If that was to happen, disadvantaged districts would not be given the opportunity to catch up, and the limited funds expected to be available for distribution most likely would be spread too thin to have the desired impact.  Further, the cost of managing the process if it was to cover all districts in the country at any one time would be unacceptably high.  Also, as a means for the management of the activity to counterbalance political pressure to direct support to particular districts it would be important to have a global, governing mode of rolling out.  Therefore, it is proposed to regulate the process of rolling out and going to scale by deciding that:

A district must not have received any substantial external support (financial, in kind or otherwise) to the rehabilitation of its dispensaries and health centres for the past five years. This delaying factor should be adjusted annually, according to the available budget and the rate at which the facilities are found to deteriorate. If the factor was to be set at four years once the initial round of rehabilitation works were completed, each year 20 per cent of the country’s districts would qualify for support under the scheme and each district would qualify for support in five-year intervals. 

8.4 Works Implementation

The number of large-scale experiments carried out to develop cost-effective methods for investing in physical infrastructure in various sectors in Tanzania all point to devolution of powers and ownership, and employment of community management in a transparent decision-making process as key to ensuring reasonable costs and the development of local responsibility for the running and upkeep of the facility.  Further, involving small contractors and village artisans supports economic activity in the communities and helps reducing costs.  It would appear that in today’s Tanzania there is no cost-effective alternative to adopting a decentralised approach if sustainability is to be achieved and the activity is to be taken to scale within a short span of time.

The Team wishes to recommend the adoption of a community based strategy for the development of a nation-wide scheme to rehabilitate dispensaries and health centres, involving district based contractors and village artisans.  The strategy proposed takes as point of departure the methodologies developed and tested by TEHIP and TASAF, for which procedural manuals would be readily available, however specific measures should be taken to strengthen activities such as management of the building site and supervision and control of works during construction.  The Team believes that a strategy developed on the basis on experience gathered by these programmes can be taken to scale and ensure acceptable quality of work in the vast majority of projects.

In the model developed by TEHIP the community is the driving force behind the rehabilitation activity and the district has a key role in supporting the community by providing technical help and assistance in areas of costing, financial management, works supervision and the handling of procurement of building materials, furniture and medical equipment.  Concerning financial management and procurement of materials, furniture and equipment, it is recommended to adopt elements of the TASAF model in which a Project Committee, in this case the HFRC, is responsible.

Once a facility has been identified as qualifying for support by the district and the community has accepted the conditions under which support can be provided for rehabilitation, a logical decision-making sequence in order for the work to be completed, involving the interaction of several bodies at community, village government and district levels.

At facility levels the HFRC under the CHMC will be the primary body to co-ordinate all rehabilitation activities.  It will participate in the identification of needs, the setting of priorities and it will ensure community participation during stages of planning, implementation and monitoring; it will be the primary link between the project and the VG.

Notable activities are:

	Step 
	Activity
	Actors (in order of charge)

	1
	Elect a Health Facility Rehabilitation Committee (HFRC) among members of the CHMC
	Community in Plenum/VG

	2
	Define roles and responsibilities of the HFRC
	HFRC/VG

	3
	Determine the works to be carried out and goods to be procured
	HFRC/DE/VG

	4
	Prepare simplified Bill of Quantities (BQ) and pricing
	DE/HFRC/VG

	5
	Identify locally available building materials
	HFRC/VG

	6
	Identify locally semi-skilled labourers and artisans
	HFRC/VG

	7
	Establish transparent procedures for procurement, storage and issuance of building materials/equipment/furniture
	HFRC/Head of Supplies/VG

	8
	Identify (labour) contractor within the district
	HFRC/DE/VG

	9
	Agree on task rates for the works
	HFRC/DE/VG

	10
	Decide on procedures for works certification and authorisation of payments
	HFRC/DE/VG

	11
	Contract labour contractor and labourers/artisans
	HFRC/VG

	12
	Procure and issue materials/inspect & approve works/make payments
	HFRC/DE/VG

	13
	Record payments made and works completed
	HFRC/DE/VG

	14
	Procure equipment/furniture
	HFRC/DE/VG

	15
	Inform community of progress/expenditure/take over facility
	VG


8.5 Procurement of Works and Goods

It is envisaged that for all procurement of works and goods, a process of prudent shopping would be adopted.  Based on merit, a labour contractor registered with Contractors’ Registration Board (CRB), as minimum a Class VII contractor
, would be awarded the contract and manage the construction team.  The contractor would be required to take on builders and general labourers from the local community to the extent such skills would be available there.  The recruitment would also in this case be based on merit.

The decision that a construction site be managed by a registered contractor is a deviation from the model adopted by other organisations working with communities on the development of physical infrastructure, it has been introduced as a means to ensure increased focus on quality of work during implementation.

Procurement of building materials would be the responsibility of the HFRC with the VG chairman as the co-signatory.  The DE would assist HFRC/VG in identifying a list of not less than three reliable sources of supply of main items of building materials such as: cement, hardwood, softwood and roofing sheets within the district.  Further, a furniture manufacturer would be identified in the district and a contract to manufacture and supply required furniture would be negotiated.  Existing equipment in working order would be retained and supplementary medical equipment would be purchased from either the Medical Stores Department (MSD) or private suppliers, whichever are most competitive to constitute an equipment configuration of each facility meeting the needs defined in relation to the services provided.  The HFRC will be assisted in the process of purchasing equipment by the DMO.

District councils may contribute to the rehabilitation activities beyond their role in the transfer of funds and technical supervision by assisting the communities in transporting building materials from the supplier to the site.

8.6 Flow of Funds, Monitoring and Reporting

The Health Facilities Rehabilitation JRF is intended as a fund earmarked for funding of rehabilitation of entry level health infrastructure i.e. dispensaries and health centres.  It would be available for funding of rehabilitation of facilities owned by the government, the communities and private faith-based organisations.  Facilities operated on a private-for-profit basis would not qualify for support.

8.6.1 Flow of Funds

For the allocation of funds to the districts, it is proposed that disbursement follows procedures established in the Procedures Manual for the Joint Disbursement System for Council Health Basket Funds, developed by the Ministry of Regional Administration and Local Government in February 2000 or later versions if and when it might become available.  For the onwards disbursement of funds to the communities procedures developed and used by TASAF would apply.

Development Partners would deposit funds into a US$ holding account in the Bank of Tanzania and, thereafter, channel their financing of the rehabilitation activities through the Ministry of Finance to the council account number six under a separate account heading.  The Council will transfer funds into bank accounts opened by each HFRC exclusively for the implementation of a rehabilitation project. 

Those districts receiving support for rehabilitation in a particular year would develop a consolidated list of priced projects, which will be passed to the Regional Administrative Secretariat RAS for vetting to ensure conformity with guidelines and criteria as a prerequisite for the release of funds.  The RAS will approve the proposals and pass them on to PORALG, copy to MOH, for records and follow up.

PORALG will submit the approved list of projects with the corresponding budget to the Health Facility Rehabilitation Committee (HFRC) with a recommendation for funding.

The BFC will approve and release of funds from the holding account and PORALG will request the Accountant General (ACGEN) to release funds from the holding account into the Consolidated Fund.  These funds will be released in the form of an exchequer, issued by the AG into the vote of the PORALG. PORALG will produce a Payment Voucher in favour of each council approved to receive support by the BFC and pass this to the MOF.

MOF will transfer funds directly to the Number 6 accounts of the councils.  There will be separate headings for each rehabilitation project.

Councils will transfer funds to the bank accounts opened by each HFRC exclusively for the implementation of a rehabilitation project in three tranches: 40 per cent, 30 per cent and 30 per cent.  The second tranche will only be disbursed upon the HFRC accounting for at least 70 per cent of the previous tranche.  Disbursement of the third tranche is contingent upon the HFRC accounting for 70 per cent of the second tranche and 100 per cent of the first tranche.  Signatories for approval of expenditure from the project account will be the chairman if the HFRC, the VG chairman and the DE.

Refer to annex 2 for a graphic illustration of the funds flow.

8.6.2 Financial Monitoring and Reporting

The HFRC will report expenditure on the rehabilitation account to the DHMT on a monthly basis using a simple format.

Councils will collate the information on expenditure received from the rehabilitation projects into a quarterly report, which they submit to the Regional Secretariat (RS) for vetting.

Having satisfied themselves that the report is correctly entered and that funds have been appropriately used, the RS will collate the council reports received at submit them to PORALG, copy to MOH, with their recommendations and comments.  PORALG will bring together all the received reports and submit those to the HFRC.

8.6.3 Technical Monitoring and Reporting

Responsibility for monitoring project implementation would follow a bottom-up process in that it would be the HFRC/VG assuming the primary responsibility for purchasing building materials, monitoring quality and progress of work, and procurement of furniture and medical equipment.  The HFRC/VG would be assisted in this task by a district technical team under the DE.

It would be a requirement for the district to receive support under the scheme that a technician follow the course (refer to section 9 for details) and is assigned the role of supervising health facility rehabilitation activities exclusively.  This delineation of roles and responsibilities is introduced to strengthen procedures, which would help ensuring quality of work.  Visits to a project site by the district technician would follow a works implementation schedule and site meetings would be recorded in a register, kept on site; recordings would be signed by the contractor, the DE and the HFRC.  Contractor’s payments would be staged and claims would be certified for payment by the DE, who will be responsible to ensure that quality of works has been attained, certificates would be countersigned by the HFRC and the VC.

With respect to the works, progress, quality and expenditure will be recorded in the register kept on site.  Reporting to the district on the same issues would coincide with contractor’s payments.  Payment of the contractor would be tied to stages of progress of work; it is envisaged that four such payments would take place during project implementation but as this is a rehabilitation activity the process is likely not to be as regular as it would be in cases of new construction, therefore individual implementation plans for each project would specify the reporting routine.  Likewise, purchase of goods would be recorded and reported on as and when they take place.

The district would collate project reports on a quarterly basis and be responsible for the onward reporting to the PORALG component coordinator.  A standard reporting format should be prepared in line with the reporting system of the Comprehensive Council Health Plans.

8.7 Technical and Financial Auditing

While the devolution of decision-making powers and ownership ensures local participation and commitment, there is a risk that the general shortage of financial management skills and awareness of technical issues at district and lower levels might cause misappropriation of resources and, in particular allow for non-adherence to technical specifications, resulting in wastage of materials and unacceptably low quality of work.  Whereas minor shortfalls in meeting set criteria for support encountered by the auditors, which could be subscribed to miscomprehension by the implementing entities, would not constitute a case for retrenchment of funding, so would general underperformance, resulting in waste of funds and unacceptable quality of work.  When such cases are detected, either by the district supervision or by the auditing team, subsequent tranches of funds would not be released and the VG would be requested to make funds available for rectification and completion of the work.

In a further drive to ensure cost efficiency and improved quality of work, a procedure of project specific technical and financial auditing would be introduced in addition to what is already laid down in procedures and manuals regulating basket fund disbursements.  In practical terms, an independent entity would be contracted to carry out audits of randomly selected projects in all districts receiving funding under the scheme.  The auditing body would be answerable to the PORALG component management directly.

Technical Audit is a new concept in project management.  Unlike financial audits, technical audit has the objective of giving feedback to the management on project performance.  The feedback is used to adjust project parameters for optimum performance.  The linkage of financial and technical audits would allow for immediate counter measures to be taken if any irregularities are uncovered.

9 Capacity Building

As a means to further address the issue of low quality of construction work the rehabilitation activity would take on the task of enhancing the technical skills of district technicians to supervise work implemented with support from the JRF.  Thus, it would be a condition for the districts to qualify for support that one technical supervisor from the DE’s staff participate in a specially designed training course, made available under the rehabilitation activity, to upgrade her/his skills before project launch in the district, and that this supervisor would have as her/his primary responsibility the supervision of rehabilitation works funded from the JRF.

The course would form a purposely-designed training package, focused on understanding and achieving set quality standards for construction work.  An independent Tanzanian institution, specifically contracted for the task and conversant with the design and implementation of such training activities, would manage the training.  It would be practical and hands-on training and it is envisaged that training could be arranged in the form of a replacement of sub-standard facilities, previously built on self-help basis, which would not qualify for rehabilitation.

A review of existing technical manuals to verify contents and suitability for the purpose of guiding the rehabilitation work and a redesign if required would constitute part of this consultancy package.

10 Facilities Maintenance

Maintenance is defined in BS 6100 (British Standard) as a combination of all technical and associated managerial and administrative actions to retain an item in, or restore it to, a state in which it can perform its required function.

Facilities not maintained will cease to fulfil their intended function.  Wear and tear set in immediately after buildings are constructed or rehabilitated.  Individual components eventually fail and sometimes cause damage to other components.  For example a leaking roof may cause damage to expensive equipment.  Attending to defects while they are still minor is the most cost effective way to reduce operating costs.  Facilities not maintained have a limited life span.  A poorly maintained building constitutes a poor physical environment likely to reduce patient comfort and staff motivation.  Although maintenance may not automatically create a good working environment, it can prolong the useful life of a building almost indefinitely.

All, important aspects of building maintenance have been discussed in Tanzania for at least 25 years.  Numerous strategies have been developed, people have been trained and manuals have been produced, all through a great effort and commitment of many people and at the expense of considerable amounts of money. At this time, no decision maker or technical, managerial nucleus in the country can claim not to be aware of the advantages of maintaining a physical environment as a means to keeping it functioning and providing a safe and comfortable environment for those having to live, work in or otherwise use the facility; and yet, maintenance does not appear to be on the agenda except in some select places where management and staff might have a special devotion or in facilities run for profit and thus dependant on clients’ comfort and satisfaction for their survival.

It is part of this Team’s TOR to suggest modalities for the setting up of a sustainable system to maintain rehabilitated facilities and the Team’s proposal can be found in the following.  However, considering historical evidence, the Team is not convinced that a successful maintenance scheme, sustainable in its own right can be developed without a change of attitudes towards the physical environment in the society at large.

Nevertheless, the continuing decentralisation taking place in the country and also in the health sector, bringing decision-making powers, and their immediate and longer term consequences, to the concerned people’s doorstep might provide for some degree of optimism with regard to the awareness and effort vested by those people in maintaining capital assets like their health facilities are.  This rehabilitation activity will not make any immediate, significant change come about in the way communities care for their common assets but by formerly demanding that responsibility for maintaining these facilities be assumed by identified individuals of status in the community and by demanding that funds be set aside for such activities, changes of attitude and awareness will happen over time, beginning in the most vibrant communities.

It would have transpired from the aforesaid that this Team considers maintenance of capital assets to be first and foremost a managerial and financial issue and only secondly a technical question.  Putting it in very simple terms, there will always be somebody around who can do the technical maintenance work in such simple buildings once the decision has been taken to have it done and funds have been made available for it to happen.  It has already been proposed that it be a condition for support under the rehabilitation fund that the VG assumes formal responsibility to maintain the rehabilitated facility. However, it is further proposed that:

· The VG maintains a bank account into which funds raised from whatever source i.e. regular contributions from all households in the community, commercial activity undertaken and managed by the VG on behalf of the community, or perhaps through fund raising from external sources, are deposited, exclusively to be used for the maintenance and repairs of the community’s health facility.  Signatories to the account would be the VC, the chairperson of the CHMC and the in-charge of the health facility.  The Village Executive Officer would keep the accounts and the chairperson of the District Health Management Team would act as arbitrating authority.

Both Planned Preventive Maintenance (PPM) and Corrective Maintenance (CM) of facilities should be the responsibility of and managed by the owner i.e. the VG.  In coordination with the chair of the CHMC the facility-in-charge would be responsible for initiating and managing PPM activities.  CM would be planned and managed by the CHMC. Work would be defined by the facility-in-charge and the CHMC, which in turn will approach the VG to raise funds required for procurement of materials and possible payment of workers. 

The CHMT would be the executing body and could request help and support from the DE to define work to be done, its associates cost and best way of implementation.  Standard inspection forms could be used to guide the process. 

Before any CM is commissioned and expenditure incurred, a work plan with associated costs must be presented by the CHMT and approved by the VC and the facility in-charge.  The work plan will describe:

· where maintenance work will be carried out (name of health facility),

· work to be carried and its estimated cost,

· who will do the work and when it would be carried out

PPM in the facilities would naturally include cleaning and oiling of equipment and replacement of user serviceable parts like microscope bulbs etc.  

The National Health Care Technology Policy Guide Line of January 2002 does suggest the establishment of zonal maintenance centres but this remains an intention, which would materialise in the near future.  A proposal to recruit technical staff at district hospitals to maintain health infrastructure and equipment is likely to suffer the same fate, simply because neither qualified staff nor funds are readily available.  

11 Identification and replacement of Condemned Structures

In the context of this Study, the following definitions would be applicable for the identification of structures to be condemned. These facilities would have been built in the past by, or under guidance of an official authority, and they would have been built of primarily, standard building materials as defined in the Building Regulations.

Condemnation on technical grounds would be warranted when a structure for whatever reason has incurred irreparable structural failures, such as settlements due insufficient load bearing capacity of the soil, wrongly built foundation or a combination thereof, or has suffered from extreme weather conditions, causing irregular settlements of the superstructure and in extreme cases leaving it in danger of collapsing.

Condemnation on economic grounds of a building would be warranted, if the cost of its rehabilitation would exceed 80 per cent of the cost of replacing it with a new building of similar configuration.

For the replacement of such health facilities, it is recommended that a special funding facility be made available for a limited number of projects every year.  It is further recommended that the cost-sharing and implementation modality adopted for the rehabilitation activity be applied for this category of work

For the facilities built in the past and now condemned on technical and economic grounds, community contribution should constitute 20 per cent of the cost of replacement.

As a means not to encourage communities letting their facility fall into decay, it is recommended that for a facility condemned hereafter on economic grounds, community contribution should be increased to constitute the equivalent of 40 per cent of the replacement cost. 

12 The Issue of Self-help Structures

Over the years, communities have erected structures to accommodate health services, without receiving any technical assistance from neither local nor central government authorities.  In most cases these structures do not meet any required standards.

In principle, there are two categories of such facilities:  

The first category includes facilities, which were built primarily using what might best be judged as temporary or indigenous building materials i.e. mud and wattle and thatched roofs.  So far the policy has been to replace these structures. This is a rational decision, which the Team supports.

For the replacement of such health facilities, it is recommended that a special funding facility be made available for a limited number of projects every year.  It is further recommended that the cost-sharing and implementation modality adopted for the rehabilitation activity be applied for this category of work.  For the facilities being replaced, community contribution should constitute 20 per cent of the cost of replacement.

The second category comprises of facilities constructed using permanent materials but having inadequate design with respect to size and number of rooms.  It is recommended that such structures be rehabilitated and furnished accordingly.  Where the number of rooms is grossly inadequate, the community should be encouraged to seek support under programmes such as TASAF.  It is at present unknown how many community health facilities that can be considered configured and taking on a commitment to reconfigure all of them indiscriminately might change the focus of the scheme from rehabilitation to construction.

13 Link to Rehabilitation Need Assessment of District Hospitals

The preparation of an assessment of rehabilitation needs in regional and district hospitals is currently under way as a precursor for a rehabilitation of these health facilities.  Due to the scale and complexity of this rehabilitation exercise, the implementation modality will be different to the one recommended for the rehabilitation of dispensaries and health centres.  However, eventually the functionality of the health sector as a whole should benefit from what is being invested to improve all the different kinds of infrastructure.

One issue of importance springing to mind if increased efficiency and quality of services are to be achieved during this rehabilitation exercise is that the referral system, currently existing more in theory rather than in practice should be improved.  Therefore, it is recommended that the Rehabilitation Needs Assessment (RNA) to be carried out in the district hospitals include an appraisal of the options available and technical resources required to ensure communication and safe transfer of patients from the health centres to the district hospitals.

14 Next Steps

An early launch of the scheme to rehabilitate dispensaries and health centres is warranted and the desire of everybody and the implementation strategy proposed in this Paper supports this objective in that it to the extent possible builds on existing structures, and make use of human capacity and experience already developed.  However, having studied the different projects and programmes and, based on the best practices, proposed a way forward for the rehabilitation scheme some areas have been identified where training and development of supplementary procedures and documentation would greatly help the scheme to a successful implementation.  The support packages to be developed prior to project launch are the following:

· Training package for sensitisation of District Health Board (DHB)/ DHMT/DE/Community Development Officer (CDO)

· Training package for supervising technicians and review of technical manuals

· Format for reporting from the community to the district and from the district to the PORALG project coordinator on physical progress and financial expenditure

· Abbreviated Bill of Quantities (BQ)

· Simplified standard works specifications

· District costs of key building materials to be updated once every year

· Review standardised furniture and equipment lists and define suitable packages meeting requirements as defined, based on services provided; and develop specifications where required

15 Annexes

Annex 1:  Simulated Resource Allocation (Centre to Districts)

The simulated allocation of JRFs, using the Disbursement Formula, which has been developed covers nine districts and uses up to date data, thus giving a realistic picture on how the formula works and what would be the relative differences between districts if the formula is to be applied in a real time scenario.
The formula is based on the premises that:
i)
Not all councils ill qualify to receive JRFs in each year.
ii)
The qualifying councils will receive funds according to the following weights:
· District population 50%
· 50 per cent of the funds should be allocated according to district population.  The percentage has been proposed with a view to equity in distribution without unfairly penalising urban conurbations.
· Number of health facilities (dispensaries and HCs) in a district 10%
· The number of health facilities account for 10 per cent of the total allocation.  It is recognized that the funds needed in a district is somewhat proportional to the total number of facilities.  It is, however not always the case that the districts with most facilities also are those in greater need, therefore this factor has been kept moderate.

· Rural nature of the district 10%
· The rural nature of a district accounts for 10 per cent of the allocation.  Cost levels will be higher in rural districts than in more urbanised ones. Further, the more rural and remote a district are also likely to be poor.  This factor therefore helps ensure a pro-poor focus of funds allocation.
· Regional Poverty Data 15%
· The regional poverty ranking data accounts for 15 per cent of the total allocation.  In the absence of more detailed, district level data, this can serve as an indication of the poverty level in a particular area. The percentage allocation further intends to build the pro-poor focus into the formula.
· Cost of key building materials at district head quarters 15%.
· The cost of building materials has been included due to the fact that there is a big variance in cost of materials in the districts.  For example a 50 kg bag of cement costs Tshs. 6,750 in Dar es Salaam, Tshs. 7,800 in Hanang, Tshs. 9,000 in Bariadi and Tshs. 10,500 in Ngara.  For the purpose of this formula, the materials considered include cement, corrugated iron roofing sheets, Hardwood and Soft wood.
Information on the first four criteria is available within the Ministry of Health.
Information on the last criteria may be obtained from the National Construction Council.
The mechanics of the formula:
The formula has been developed in an excel spreadsheet file format.  One spreadsheet contains the primary data and the second contains the disbursement formula.
Districts, qualifying for disbursement in a certain year, are marked by inserting ‘1’ in column D and those, which do not qualify are marked by inserting ‘0’ in the same column.
The available total amount of JRF is fed into Column E Row 4.  Other data is fed into the respective columns.

The formula will then automatically calculate the amounts payable to each district.

Annex 2:  Flow of Funds

	S/N
	ACTION
	FACILITY
	COUNCIL
	REGION
	CENTRE

	1
	PORALG/MOH requests funds from Joint Rehabilitation Fund Committee (JRFC)
	
	
	
	

	2
	JRFC approves request; PORALG instructs Accountant General accordingly
	
	
	
	

	3
	Accountant General issues exchequer 


	
	
	
	

	4
	PORALG issues transfer instructions to Accountant General
	
	
	
	

	5
	Accountant General releases funds to Account No 6 in participating Councils
	
	
	
	

	6
	Council Health Committee (CHC) allocates funds to Health Facility Rehabilitation Committees (HFRC)
	
	
	
	

	7
	Council Treasurer transfers 40% of funds to facility rehabilitation account
	
	
	
	

	8
	HFRC utilises funds for rehabilitation
	
	
	
	

	9
	Having spent 70% of first tranche, HFRC reports to CHC
	
	
	
	

	10
	In receipt of a satisfactory report CHC instructs CT to release 40% to facility rehabilitation account
	
	
	
	

	11
	Having spent 70% of second tranche, HFRC reports to CHC
	
	
	
	

	12
	In receipt of a satisfactory report CHC instructs CT to release 30% to facility rehabilitation account
	
	

	
	

	13
	Upon completion of rehabilitation, HFRC submits final report to CHC
	
	
	
	

	14
	CHC consolidates reports from facilities and forward to Regional Secretariat (RS) for vetting
	
	
	
	

	15
	RS consolidates reports from Councils and reports to PORALG, copy to MOH
	
	
	
	

	16
	PORALG submits implementation report to JRFC with request for next instalment
	
	
	
	


Annex 3:  Key Observations and Lessons Learnt from the Field

Works Implementation, Monitoring and Supervision

All the major supporters of social infrastructure development have adopted an implementation strategy of involving the communities, typically as a source of labour, skilled and unskilled. All schemes request the communities to contribute, in cash, kind or otherwise to the cost of the works and also the communities would undertake some role in supervising the works implementation.  Introduction of the community to the strategy and their role is a key element of the implementation strategy, which needs to precede the signing of any agreements or actions on the ground.  The CDO would be the key responsible for this activity.

This bottom up approach provides for a systematic feed back of community views into the implementation process and it was noted how the community spokespersons in all communities visited had formed opinions on their experience of working in partnership with the different organisations and on what had gone well and not so well during project definition, preparation and implementation.

The conclusions drawn by the Team on these issues are that community participation in project planning and monitoring of implementation is essential to achieving local ownership to a project but also that participation has to be institutionalised in the context of a democratically elected committee to attain transparency and credibility.  Information sharing is a key element for a participatory implementation strategy to be successful.  Further, in recognition of the existing system of monitoring and supervision within the RAS and the districts in dealing with the Council Comprehensive Health Plans, this capacity should be used for the rehabilitation activities.  PORALG and the MOH would undertake monitoring and supervision as required.

It would appear that the supervisory capacity of the DE staff needs special attention if a major rehabilitation activity is to successfully rely on the supervisory capacity of the available in the districts.  It would be a requirement that the technical capacity of this staff be honed perhaps through their participation in a purposely-designed training exercise.  It would also be necessary to prepare standard specifications for the different building components to be rehabilitated.

In all schemes with the exception of those implemented by the CSSC on behalf of KfW, regional and district technical staff was involved in works supervision.  In this regard, the apparent low technical capacity is a cause of concern.  It was a common site to see work of sub standard having been approved and paid for.  Adopting a decentralised strategy of implementing through existing administrative and technical channels is hinged on the capacity of the ‘system’ to perform.  

Notable projects that have adopted a different approach are those funded by KfW in Mtwara, the District Health Improvement Programme (DHIP) and in Tanga, the Tanga Region Health Infrastructure Development Programme.  Both have established Project Implementation Units (PIUs) and rely on consultants, national and expatriates, for the implementation of their civil works and maintenance activities.  While there is no doubt that these projects achieve good quality of work, this comes at a cost in terms of consultant fees and heavy input of expatriate manpower. Also, the issue of long-term sustainability of the capacity established would appear to be quite uncertain.  Tanzania, like so many other countries in Sub-Saharan Africa, has a history of projects being implemented through PIUs for exactly the reasons that the projects in Mtwara and Tanga have adopted this approach and ever so consistently have these projects failed to leave behind anything but the physical structures they have built. 

None of the documentation on these projects made available for the Team to review had any defined exit strategy but clearly identified all the issues, recognised by this Team in areas of capacity to plan and manage implementation.  These are the same issues addressed by TEHIP and TASAF but with a radically different approach. The results of which are still to become fully visible but advantages appear to outshine weaknesses and at present it appears that this approach would be better suited for the rehabilitation activity under PORALG for reasons of costs, flexibility and sustainability. 

Funds Disbursement

The routine for disbursement of funds adopted by all the major organisations and programs providing assistance to the rehabilitation of existing physical network of facilities in the social sectors or to the construction of new such facilities have adopted strategies involving communities and facilities management to a varying degree in the management of funds and the procurement of works and goods.  In one case funds were channelled to the facility management in another case, funds were kept in an account managed by the committee selected by the community to manage the project and in another case, funds remained with the district council and were released in tranches for payment of labour while the district procured the building materials.  The one notable exception from these practices of working within and with the ‘system’ is the CSSC, which has engaged consultants to manage technical and financial aspects of project implementation.

Based on discussions with local authorities, facility staff and community members, the impression is that among the programmes, which have adopted the decentralised approach to funds disbursement there were no cases of ‘failure’ encountered in the sense that funds had been grossly mismanaged, while at the same time the greatest enthusiasm among the villagers was detected in the case where funds had been disbursed to a VG account and directly managed by the committee set up to manage the project.  Coincidently, mis-procurement had apparently only occurred in the case where the district authorities had been involved in the procurement of building materials.  It is noticeable that although capacity to handle and account for common funds at the community level is limited, it appears to be working well in the vast majority of cases.  Nevertheless, having the district or another similar technical nucleus providing technical help and support to the communities in their management of funds does constitute a comfort factor and may help prevent misfortune strike in many cases.  The conclusion is that decentralised funds management is possible and that it should be pursued as a key element in the design of the strategy for the rehabilitation of health facilities.

Quality of Work

Deficiencies in the quality of work were detected during the field visits.  This could be subscribed mainly to two factors i.e. the capacity of the labour force and the dedication and capacity of the supervising body.  Deficiencies were noted in the following areas:

Interpretation of technical drawings and adherence to specifications

Technical drawings and specifications appear not to have been developed to facilitate interpretation by builders have little or scanty training and perhaps little capacity in reading and understanding technical language.  Technical specifications would have to be prepared with a view to the capacity of the target audience.

Basic construction techniques

There is a general lack of appreciation of good practice in building construction.  Often the roof over hang is unnecessarily short and sometimes the roof is partly CI. Sheets and partly concrete slab; on one such roofs, signs of leakage were clearly visible where the slab joined the walls.  The Team came across sites where, during rehabilitation in the past poor building elements had replaced good ones.  Specifications must be developed and supervision put in place to avoid this happening.

Quality of materials and building components

The quality of materials and components in use often leave a lot to be desired.  In one new dispensary, completed in February 2003, all the doorframes had been eaten up by termites.  The type of wood used was soft and had not been treated to protect it against termites.  There was extensive use of untreated softwood used in the facilities visited and signs of termite attacks were common.  The issue here is the lack of quality supervision and enforcement of specifications.  Appropriate supervision will be the key to achieving good quality of rehabilitation work.

Tailored training of supervisors

Concluding on the observations sited above, rehabilitation even of simple structure is a complex undertaking and good supervision is a must.  Supervisory assistance by the district engineer’s office, in many cases has proven not to produce the desired result.  On way to address this issue would be to make it a condition for a district to receive financial support to rehabilitating their infrastructure that a DE staff member be assigned exclusively to supervise rehabilitation work under this scheme and that this person would undergo training, purposely developed to impart knowledge on specifications, good building practice to the supervisors.  This can be done in different ways but it is recommended that a practical hands-on approach be adopted.

Facilities Maintenance

The state of disrepair of most of the primary health facilities is evidence of a long-time lack of maintenance.  Unfortunately even where there have been some maintenance initiatives, the effects have sometimes been negative in the sense that superior components have been replaced with substandard components.  It is recognised that a rehabilitation activity cannot in itself change an ingrained culture, but strategies to integrate a demand for maintenance as a condition into a support package further push the agenda towards a situation where more and more decision makers recognise the importance of protesting capital investments in physical infrastructure.

The above-cited projects in Mtwara and Tanga regions recognise the lack of maintenance and the difficulties of establishing sustainable systems for both facilities and equipment maintenance.  In short, both projects deal with the issue by setting up maintenance capacity in parallel to existing technical and managerial structures and at the same time states in a report that “Maintenance is likely to collapse once external input is redrawn”.

The maintenance issue, its magnitude and complexity, is fully recognised by this Team but it also holds the opinion that maintenance strategies and systems to be successful would have to be tailor made to the context in which they have to operate.  Decisions have to be made on what technical capacity should be available in-house and what tasks should be contracted out, simply because it would be unprofitable to have staff expertise to deal with them; likewise should sources of funding and managerial responsibility be well defined.  Once stated government policies and strategies in this area are implemented, dispensaries and health centres could benefit from having some kind of service agreement with a district hospital to manage its buildings and equipment but until such times it is recommended that the legal owner i.e. the VG manage maintenance of both buildings and equipment. Indeed, one of the reports reviewed from the above-cited projects stated that technical capacity was commercially available at district head quarters for equipment maintenance.
Annex 4:  Terms of Reference


TERMS OF REFERENCE FOR CONSULTANCY SERVICES FOR THE PREPARATION OF REHABILITATION STRATEGY AND FUNDING 

MECHANISM FOR HEALTH FACILITIES
1.0 BACKGROUND

Tanzania has an extensive network of dispensaries, health centres and other related infrastructure.  A substantial proportion of the public facilities were built 

40 – 50 years ago and although a few have been upgraded the large majority remain in poor condition.  In recognition of this situation the government with the support of development partners embarked on various efforts to improve the health delivery systems including the rehabilitation of the health infrastructure. A list of existing health facilities is shown as appendix to these TOR.

In the year 2001/2002 PORALG and MoH initiated the procurement process of a consultant(s) to do the rehabilitation needs assessment for the district hospitals and primary health care facilities.  This was in line with the approach agreed during the Government/donor review meeting in March 2001.  This process has proved to be too long and cumbersome, taking into account the reality that the health facilities are fast dilapidating, and hence needing immediate attention.

PORALG/MoH are also updating the standard drawings for the health facilities taking into account that the existing ones were prepared many years ago. The Central Tender Board is handling the procurement process of the consultant to do the updating and this process was initiated in the fourth quarter of 2002/2003. The Central Tender Board is also handling the procurement process for the consultant (s) to do the Rehabilitation Needs Assessment (RNA) for the District Hospital and it is envisaged that the RNA will start in January 2004. It should also be mentioned that the World Bank is currently initiating a quick study to determine and later advice on financial, procurement and management aspects of the local authorities regarding the rehabilitation process.

During the Annual Joint Health Sector Review held in April 2003 it was resolved that there is an urgency to rescue the facilities and make them function at optimum levels.

As a result of this resolution, President’s Office Regional Administration and Local Government/Ministry of Health (PORALG/MoH) have been working out a strategy for sustainable rehabilitation, maintenance and funding of the health care facilities.  Following consultation between Donors and PORALG/MoH held on 22 July 2003, it was agreed that DANIDA should identify a consultant to prepare a rehabilitation strategy and funding mechanism.  The consultant should work closely with the PORALG/MoH team and two national consultants from the National Construction Council (NCC).  PORALG was requested to prepare TOR for the consultant.

2.0 OBJECTIVES
The objectives of the assignment is to prepare a realistic implementable rehabilitation strategy and funding mechanism which will take into account existing realities in the Districts, community participation, and lessons learnt from past projects and current good practices documented from various institutions implementing similar rehabilitation activities.

In preparing the rehabilitation strategy, information on private non-profit health facilities shall also be collected for inclusion of the facilities in the rehabilitation strategy and funding mechanism.

3.0 SPECIFIC TERMS OF REFERENCE (TOR) / SCOPE OF WORKS
The consultant shall do the following:

· Define the terminology “rehabilitation” in the context of health facilities, including the categorization and determination of indicative costs for various levels of rehabilitation requirements such as:

-
Facilities that need normal repair

-
Facilities that need rehabilitation

-
Facilities that require new construction

· Develop criteria for prioritisation of the facilities needing rehabilitation.

· Propose funding mechanism for implementing the rehabilitation strategy

· Propose mechanism (s) for preventive maintenance of the rehabilitated facilities including private non-profit health facilities.

· Propose criteria for allocation of funds from the central government to districts and from districts to the facilities together with the advantages and disadvantages of the different scenarios.

· Register experiences gained from other institutions, which have carried out or are carrying out rehabilitation work either for the health facilities or other social sectors such as education (PEDEP), TEHIP, TASAF, GTZ etc.  Take advantage of how the rehabilitation has been done and the problems encountered and how the facilities were identified.

· Based on the lessons gained from other institutions on rehabilitation work, come up with the methodology and approach to carry out the actual rehabilitation.

· Prepare a realistic timetable and the mode of rolling out the implementation.

· Identify existing levels and propose a Monitoring and Supervision modality for the rehabilitation work.

· Establish a mechanism for community participation with a view of ensuring ownership of the facilities by the communities.

· Develop a proposal for collecting essential information on facilities that were constructed on “Self help basis” or otherwise but fall short of standard facilities, to determine strategy for future improvement.

· Recommend modalities for inclusion of information on essential medical equipment, furniture and linen/clothing (blankets, bed sheets curtains etc, in the strategy and funding mechanism.

· Propose modalities/criteria for identification of condemned structures and identify the appropriate authority for approval for replacement.

· Get the information on the ongoing Rehabilitation Needs Assessment (RNA) for the district hospitals and determine whether there is any link with the strategy and funding of the Primary Health Facilities.

· Explore the possibility of using GIS in the planning process.

The Consultant shall have an opportunity to comment on the TOR and shall also prepare a Plan Of Action for carrying out the assignment for discussion and approval by the PORALG/MoH team. 

4.0 LOCAL CONSULTANT

The consultant will work together with two national consultants from the National Construction Council with a view of enhancing the capacity of NCC to support the implementation of the strategy.

5.0 METHODOLOGY
The consultancy assignment shall be carried out through information and data collection from the Local Authorities, RAS Offices and other relevant institutions.  The consultant is expected to visit facilities in at least two rural and two urban authorities.  The visits will include visits to facilities undertaken by other institutions such as TASAF, TEHIP etc.

6.0 EXPECTED OUTPUT

The consultant shall deliver a comprehensive report answering to the TOR in 30 hard copies and a soft copy compliant to systems in use with PORALG/MoH team.

7.0 TIME FRAME
The assignment shall be completed in one and a half calendar months and the consultant shall produce a draft report for discussion with PORALG/MoH and shall prepare a final report thereafter.

8.0 LIST OF BACKGROUND DOCUMENTS

The following documents will be useful in giving the background information. The list is however not exhaustive.

i. Recurrent Costs in the Tanzanian Health Sector 1998 – 2009, An Exploratory Analysis. Table 2–Average Unit Costs Development, Authored by Enrico Pavignani, November 1998.

ii. Health and Nutrition Project

· Project Document

· Final Evaluation Report

iii. TEHIP Reports

iv. Final Report Joint Health Sector Review, April 2003

v. Workshop Report for DMOs, Des, and RAS representatives, June 2003

Annex 5:  List of Persons Consulted

Dar Es Salaam

Dr Finn Schleimann, Regional Technical Advisor, Royal Danish Embassy

Dr Bou Peters, Chief Technical Advisor, HSPS II

Mr Herbert Gondwe, Coordinator, DHIRC, PORALG, DSM

Mr Kitambulio Rashid, PORALG, Dodoma

Mr Christian Natusch, KfW

Ms Jacqline Mahon, SDC

Mr Bergis Schmidt-Ehry, GTZ

Dr. Sam Nyaywa, HSR Advisor, MOH

Dr. Emmanuel Malangalila, World Bank

Dr. A. Hingora, HSR Secretariet, MOH

Mr Ewu Manumbu, Director, Policy & Planning, MOH

Mr E.K. Kamba, Executive Director, TASAF

Mr Fariji Michel, Monitoring & Evaluation Officer, TASAF

Mr L. Salima, Director, Systems & Capacity Building, TASAF

Mr Robert Marealle, Project Manager, MOH

Mr Graham Reid, Project Manager, TEHIP

Dr Harun Kasale, Country Project Coordinator, TEHIP

Ms Grace B. Mbowe, Building Consultant, CSSC

Mr Joachim Figur, Building Advisor, CSSC

Mr Guido Uhinga, Land Surveyor, UCLAS

Mr Joseph Majunga, Town Planner, UCLAS

Ms Hilda A. Gondwe, Director, Institutional Development, PEDEP; PORALG, Dodoma

Dr Flora Kessy, Economic & Social Research Foundation

Dr Faustin Njau, Coordinator, Health Sector Reform Programme, MOH

Mr Joseph Mallya, Component Manager, finance, Local Govt. Reform Programme

Ms Lucy Y.D. Nderimo, Quality Control Manager, Medical Stores Department

Coast Region

Dr Victoria Kipendi, Regional Medical Officer, Cost Region

Dr Adili Mnaya, District Medical Officer, Kibaha District

Mr Killo, District Engineer, Kibaha District

Mr Hanese Masasa, District Development Officer,Kibaha District

Mr Michael Murkamo, Ward Executive Officer, Soga Ward

Mr Omari Muhunzi, Village Chairman, Soga Village

Dr Mkikima, DMO, Rufiji District Hospital, Utete, Rufiji District

Dr Kilindo, Medical Officer, Kibiti Health Centre, Rufiji District

Ms Husna Mopei, Nurse Assistant, Ruwe Dispensary, Rufiji District

Mr Said Mohamad, Village Chairman, Ruwe Village, Rufiji District

Mr Shaban Machela, Construction Committee Chairman, Ruwe Village, Rufiji District

Ms Edna Sheka, Health Assistant, Mkongo Dispensary, Mkongo Village, Rufiji District

Ms Kusumu Samuli, MCH Assistant, Mkongo Dispensary, Mkongo Village, Rufiji District

Mr Jummane Mafimbwa, Health Committee Chairman, Mkongo Village, Rufiji District

Mr Kasim A. Mkinda, Ward Councillor, Mkongo Ward, Rufiji District

Mr Lazaro Martin, Ward Executive Officer, Mkongo Ward, Rufiji District

Mr A. Moshi, Head Teacher, Kaunda Primary School, Mkongo Village, Rifiji District

Ms N. Mbwambo, Teacher, Kaunda Primary School, Mkongo Village, Rifiji District

Ms M. Saidi, Teacher, Kaunda Primary School, Mkongo Village, Rifiji District

Mr S. Lupindi, Teacher, Kaunda Primary School, Mkongo Village, Rifiji District
Morogoro Region

Mr Kapundila, Acting Regional Administrator, Morogoro Region

Ms C.M. Mpelumbe, Acting District Management Officer, Morogoro Urban District

Mr Vincent Vinsola, TASAF Project Coordinator, Morogoro & Mwomeno Districts

Mr John Kuya, Accountant, Morogoro Urban District

Mr Paul Thomas, Contractor, Mkambaram Village

Dr Meshack M.Z. Massi, Regional Medical Director, Morogoro

Dr Christian Emans, Medical Officer, Turiani Hospital, Turiani District

Ms Tatu Kasuku, Matron, Morogoro Regional Hospital, Morogoro

Dr Njau Sencodri, District Medical Officer

Mr L.N. Mbombwu, District Health officer

Dr M.M. Bebqe, Diocesan Medical Coordinator, Morogoro

Mr J.C.D. Mankanbila, Health Secretary, Morogoro

Mr Z.Y. Mfaume, District Laboratory Technician

Ms Bertha Mwihumbo, DRCHS, Mvomero District

Dr A.O. Mbena, District Dental Officer, Mvomero District

Mr W.A. Matee, District Nursing Officer, Morogoro

Mr Mohammad Mkafu, Chairman, Village Government, Dihindi Village

Mr Abdul Yusuf, Chairman, village Government, Lusanga Village

Mr Hamis Msali, Member, Village Government, Lusanga Village

Mr Hussein Bomba, Member, Village Government, Lusanga Village

Mr Amine Kopilo, Member, Village Government, Lusanga Village

Ms Esther Kiroko, Clinical Assistant, Lusanga Dispensary

Mr Jumo Dobi, Member, Village Government, Lusanga Village

Ms Mweleza R. Maruma, Village Chairperson, Mikese Village

Mr Iddi Yusufu, Village Executive, Mikese Village
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� The rural nature of a district will be measured by the route-mileage determined for each district by the MOH Central Transportation Department.  The poverty data are available from the Poverty and Human Development Report 2002.  The cost of building materials will be extracted from reports on Regional and District Tender Board Rates for Construction Items, collected and published by National Construction Council.  Key building materials are: Cement, roofing sheets, softwood (treated) and hardwood.


� Means of verification would be advertisements of vacant staff positions in national newspapers.


� In Tanzania, contractors are registered with the CRB where they are being categorised into seven classes. Except for a class I, each class has a maximum to the size of contract they can undertake, defined as the total value (in Tsh) of the contract  The following thresholds are currently applied: Class VII:  50 million; class VI:  100 million; class V:  300 million; class IV:  8oo million; class III:  One billion; class II:  Three billion; and class I:  Unlimited.
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