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EXECUTIVE SUMMARY

The Evangelical Lutheran Church in Tanzania (ELCT) is one of the biggest churches in Tanzania with more than 3.5 million members.  Besides proclaiming the Word of God, the church is very much committed to other comprehensive social services including education, health, and other development related programmes.  The ELCT is running 20 Hospitals and over 120 dispensaries and Health Centres catering health care for about 15% of the population of Tanzania which now stands at 34.5 millions (2002).

In 1997 the church launched innovative approach to Health Care provision by embarking on a programme of Managed Health Care.  This is type of care pre-determined to suit the needs of the consumers and with concurrent advocacy on Community Health Fund.  This approach to health Care is meant to provide excellent quality care to communities in service areas of ELCT Health Unit by using CHF to enable communities access services and at the same time sustain Health Units financially.

Managed Health Care Programme has 29 objectives classified in seven major categories which include:  Emphasis on General Management of Health Units, Financial Management, Strengthening Primary Health Care, Reinforcing ELCT Health Policy, Staff Training, Research, Soliciting Doctors’ remuneration and Facilitative Supervision (Medical Audit).

This programme was evaluated in March 2002 after about a period of five years.  The purpose of evaluation was to determine the achievements in relation to set goal and objectives, and to identify Programme constraints, threats and opportunities.  Other purposes were to give recommendations for further changes in the Programme leading to more positive impact or suggest alternative for MHCP.  

The Evaluation report indicated that the programme had made positive impact to both health of the people served and management of health units and many other aspects of the programme. Following these findings, it was recommended that the programme is worthy further support and funding to produce more impact.  However, one component of Primary Health Care indicated to have received limited emphasis and hence the need to strengthen this component in Phase II of the programme.

During planning for phase II of MHCP, eleven elements including PHC were identified as priorities for improved implementation of MHCP phase II and evaluation team put down some recommendations for better impact.  These include: assisting diocese to prepare CBHC plans, improving supervision, adopting Health Education materials from successful dioceses, collaboration with Iringa PHC institution and adopting psycho-social methods for Health Education such as LePSA, and PRA.  Others include strengthening the National Package of Essential Health Interventions, training Dispensaries and Health Centres on MHCP.

In phase II of MHCP, more emphasis will be on Primary Health Care - which is essential curative, promotive and prevention care aiming at strategies that keep people health through information, practice of healthy behaviours and participation of families in maintaining their health. The project will be implemented form July 2003 to June 2008.  In this phase II of MHCP the PHC component will address measures for reduction of HIV prevalence, care and social support to people infected and affected with AIDS, reduction of morbidity and mortality due to malaria, improving Reproductive and Child Health services.  Other elements will be improving sanitation, water supply, and prevention of hypertension, mental illnesses and eye problems in some dioceses of ELCT.   Community participation and capacity building to diocesan PHC/AIDS Programme Coordinators will be essential part of the programme.   The role of ELCT-PHC Coordinator will be help strengthen management capacity of diocesan programmes through training, advocacy and facilitative supervision. 

Managed Health Care Programme Team at Headquarters will support the diocesan coordinators who will be the main implementers of the programme through supervision, training and soliciting funds. The DMCCD contribution will be participating in evaluation of programme impact and fund raising and endorsing any changes found necessary in Programme period.  The cost of the PHC interventions, training, materials salary and equipment will be 385,075,200/- Tanzania million Shillings that will be reimbursed to the programme in instalments.
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MANAGED HEALTH CARE PROGRAMME PLAN INCLUDING

PRIMARY HEALTH CARE COMPONENT 2003 -2007

1.0 Background:

Context:

The Evangelical Lutheran Church in Tanzania (ELCT) is a large, robust, fast-growing church in Tanzania. This Church was officially formed in 1963 by the merger of seven churches. It is one of the largest Lutheran churches in the world and is comprised of 20 dioceses.  The Church has a membership of more than 3.5 million in a population of 34.5 million Tanzanians.  The Church is registered as a Voluntary and non profit Agency. 

 ELCT is an active member of Christian Council of Tanzania (CCT), Christian Social Services Commission (CSSC), All African Council of Churches (AACC), Lutheran World Federation (LWF), and World Council of Churches (WCC). The Christian Social Services Commission (CSSC) and CCT represent ELCT to the Government of Tanzania and it is through these two bodies that the Government policies and guidelines on social services are channeled to grassroots where the Church operates. The CSSC has been working with Tanzania Public Health Association (TPHA) to identify ways to improve quality health care in ELCT Hospitals so as to meet clients/patients’ satisfaction. The Association (TPHA) is one of civil societies in Tanzania which draws member from different disciplines including medical, social scientists, journalist, health administrators, education, public health engineers, nutrition, agriculture and many others. 

The Church has extensive and comprehensive programmes organised under four main directorates: Mission & Evangelism, Finance & Administration, Planning and Development, Social Services and Women's Work - all with fifty staff members.  The latter directorate is responsible for Health Care, Education and functioning of institutions jointly run by all 20 dioceses as common work (Fig.3 p.54).  The main activities of ELCT are Mission & Evangelism, Development –related activities, Social Services, Women’s Work, Capacity-building and advocacy and promotion of human rights and democracy.   The total budget for ELCT Head quarters is TSH 1,000,000,000/- without including the Lutheran Mission Cooperation (LMC) budget.  The LMC has membership of 14 Mission Societies from abroad. The ELCT has other partner overseas including Dan Church Aid, Lutheran World Federation (LWF), Lutheran World Relief (LWR), Bread for the World, EngenderHealth (USA), Management Science for Health (MSH) and  

Geographical note on Tanzania:

The United Republic of Tanzania is the largest country in East Africa covering 945, 000 square kilometres of which 60,000 square kilometres is inland water.  It lies between 1 and 12 degrees south of equator and between 30 and 40 degrees east.  It boarders Uganda and Kenya to the north, Burundi, Democratic Republic of Congo and Zambia to the west, Malawi and Mozambique to the south. The country has diversity of landscape with narrow coastal belt, which stretches 150-kilometer inland rising to an altitude of 300 meter above sea level.

Most of the major rivers in the country drain into the Indian Ocean through this lowland.  In the north Mount Kilimanjaro, with a permanent ice cap rises to 5,895 meter above sea level.  From there, a belt of high lands runs southwest form Usambara Mountains west of Tanga to the highlands around Lake Nyasa.  Most of the country is in form of plateau of about 1000 above sea level.   There are also Great Lakes, which are Victoria, Tanganyika and Nyasa into which drain major inland rivers forming fertile agricultural basins. The predominant vegetation in the country is woodland, bush land and wooded grassland.

Administrative Structure in Tanzania:

The United Republic of Tanzania has 26 regions and 123 districts. Tanzania mainland has 21 regions and 113 districts and the rest are in Zanzibar.   Each district is divided into 4-5 divisions  each being composed of 3-4 wards and 5-7 villages form one ward.  There are a total of about 8, 400 villages in the country.  Since 1972 the government administration was decentralized in order to promote people’s participation in the planning process and facilitate local decision–making.  Co-ordination of regional administration is done by the Regional Administrative Secretary (RAS) who in turn is answerable to the Prime Minister.

At the district level there is a local authority that is divided into urban and rural district councils.  The district is the most important administrative and implementing authority.  It is for this reason that the Ministry of Health is currently strengthening the District Council Management Teams (DCMT’s) making the district the focus of health development.  ELCT Health Facilities are integral part of District Health System.  Some of these health facilities have supervisory role over government health institutions in their respective areas.

Demographic information:

Last year’s census indicated that Tanzania has a population of 34.5 millions of which 76 % live in rural areas. Of these, 16.6 millions are male while 17.9 millions are females Twenty percent of the population is below 5 years of age, 47 % below 15 years, 49 % between 15-64 year and 4 % of population is 65 years and above.  In 1997 it was estimated that there was 5.0 million children who were under five years and 6.7 million women of child-bearing age (15-49 years) who were high risk group for malaria.  

The country has an average population growth rate of 2.8 %, total life expectancy at birth of 51 year, 52 years for female and 59 years for male. The infant mortality rate per 1000 live births is 115 and under mortality rate is 92 per 1000 live birth while total fertility rate is 5.4.   Generally the population continues to grow at a high rate to an extent that public budget is unable to meet social services such as education and health. 

Economy:

Agriculture is the backbone for Tanzanian economy.  It provides about 50 % of its GDP and 75 % of the export. The main cash crops are coffee, cotton, tea, tobacco, cashew nuts, sisal and cloves, which is produced in Zanzibar. During 1999 the industrial sector recorded growth of 8.0 % and the mining sector had growth of 17.1 % in 1997 compared to 9.6 % in 1996 due to foreign investment.  The estimated GNP per capita in 2000 was US $ 260, which indicates that Tanzania is one of the poorest countries in the world.

The GDP in 1997 was 4.0 having decelerated from 4.2 in 1996 due to El -Nino rains, which mainly affected agriculture and communication sectors.  Given the annual population growth of 2.8%, per capita real growth rate was 1.2%. The annual GDP growth is targeted to accelerate to 6% during 2000-2003.   Inflation decreased from 16.4 % during 1997 to 6.0 in 2002 making it 

the lowest inflation rate over the past twenty years.  Per capita spending on health in 2001 was US $ 6 and the government’ intention is to increase it to US $ 9 by 2004.

 Structure of health services:

For a period of almost thirty years, health services delivery has been largely by the state but with a limited number of private-for profit facilities in town.  After independence, health care facilities were re-directed to rural areas and free medical services were introduces except for Grade I and II.

In 1977 private health services for profit was banned but later this had negative implications on health services in the country.  After a series of major economic and social changes, the Government adapted a different approach to the role of private sector.  New policies were developed that looked favourably on the role of private sector.  In 1991 the Private Hospital Act was amended and this enabled qualified medical practitioner to run private health facilities – with the approval of Ministry of Health.

The government, Voluntary Agencies and Private Sector are the main providers of the Health Care in Tanzania.  All these providers and the community form the district health system.  Tanzania Government emphases equity in the distribution of health services and considers access to services as a basic human right.   As an effort to respond to the social goal of “Health for All” by the year 2000 and beyond, Tanzania’s health strategies have been focussing on delivery of Primary Health Care services.  From 1991 the new strategy for PHC was to strengthen the DCMT’s, multi -sectoral collaboration and community involvement.

TABLE 1: HEALTH CARE FACILITIES IN TANZANIA 2000:

	Facility
	ownership

	
	Govt.
	Parastatal
	Voluntary /Religious
	Private
	Others
	Total

	Consultant Hosp.
	3
	-
	2
	0
	-
	5

	Regional Hosp.
	17
	0
	0
	0
	-
	17

	District Hosp.
	55
	0
	13
	0
	-
	68

	Other Hosp.
	2
	6
	56
	20
	2
	86

	Health Centre
	409
	6
	48
	16
	-
	479

	Dispensaries
	2450
	202
	612
	663
	28
	3955

	Specialise Clinics
	75
	0
	4
	22
	-
	101

	Nursing Homes
	0
	0
	0
	6
	-
	6

	Private Laboratories
	18
	3
	9
	184
	-
	214

	Private X-ray Units
	5
	3
	2
	16
	1
	27


Source: Ministry of Health 2000

 Health Policy:

The overall objective of the health policy in Tanzania is to improve the health of the people and their well–being focussing to those most at risk and to encourage the health system to be more responsive to the needs of the people.  The aim is to improve health status through reduction of morbidity, mortality and raising life expectancy.  The government recognizes that health is a major resource for social and economic development.  The specific objectives in this policy include:

1) To reduce infant and morbidity and mortality through MCH services, promotion of adequate nutrition and control of communicable diseases.

2) To ensure that health services are available and accessible to both rural and urban population.

3) To ensure self-sufficiency in human resource needed to provide health care at all levels.

4) To sensitise the community on common preventable health problems and improve the capability at all levels of society to assess and analyse problems and to design appropriate action through genuine community involvement.

5) To promote awareness in the government sectors and the community that health problems can only be adequately solved through multi-sectoral cooperation involving such sectors as Education, Agriculture, Finance, Regional Administration and Local Government, Water, Community Development, Bilateral Organisations, NGOs and Civil Societies.

6) To create awareness though family health promotion that the responsibility of ones health rests squarely on the able-bodied individual as an integral part of the family.

7) To promote and sustain public-private partnership in delivery of health services.

8) To promote traditional medicine and alternative healing system.

Health Sector Reforms:

Health Sector Reform (HSR) is part of Public Service Reform Programme currently taking place in Tanzania. It is a strategic plan aiming at attaining efficient and effective services and creating a sustainable system which is more responsive to people’s health needs.  The objective is the creation of communities that have semi-autonomy on the authority in the management of services and empowering them to maintain them.  The ultimate aim of reforms is the high economic growth and quality public services.  

The Ministry of Health appraised the health sector performance with the intention of raising strategies to improve quality of health services and increase equity in health accessibility,  utilisation focusing on those most at risk.  This appraisal came up in 1994 with a report called  “Proposal for Health Reform”. The reforms are concerned with the following elements: managerial reforms or decentralisation of to district authorities, establishment of hospital boards to provide more autonomy to districts and regions, DMOs to have authority over funds for health services.  Others measures include Zonal Continuing Education Centres to training programmes for DCHMTs in health planning and management, establishing alternative health financing schemes  such as launching user-fees in government hospitals, introduction of health insurance in government hospitals and community health funds.  

Other dimensions include Public/private mix reforms such as encouraging private sector to complement public health services. They also include integration of famous vertical health programme in general health services users’ oriented research in health sector.  The reform also focus on injecting more resources into the system and efficient use of the existing resources, equitable distribution of resources and demand driven ordering of the drug supply.

Health Sector Reform has the following objectives:

1. Improve access, quality and efficiency of services in the district.

2. Strengthen and reorient secondary and tertiary service delivery in support of Primary Health Care.

3. Improve capacity at national level for policy development, analysis, implementation, performance monitoring and evaluation and legislation and regulation of service and health professionals.

4. Implement human resource development programme to ensure adequate supply of qualified health staff.

5. Strengthen the national support systems for personnel management, drugs and supplies, medical equipment and physical infrastructure management, transport management and communication.

6. Increase the financial sources and improve financial management.

7. Promote private sector involvement in the delivery of health services.

8. Within the sector-wide approach, develop and implement a system for donor involvement, co-ordination, monitoring and evaluation.

Role of ELCT in Health Sector Reform:

Christian Social Services Commission (CSSC) – which represents ELCT to Government of Tanzania - works with the ELCT to translate health policies into intervention that are carried out by health facilities in ELCT dioceses. This trend puts ELCT in higher position on the list of stakeholders of health care in Tanzania.  

In some areas of Tanzania (2 districts), the government has designated ELCT hospitals as District Hospitals responsible for strengthening and supervision of implementation of National Package of Essential Health Interventions, Health Sector Reforms and training of health different health personnel.   About other two ELCT Hospitals will soon be upgraded to Designated District Hospitals.   

Similarly, ELCT Health Centres and Dispensaries form integral part of district health system working with communities towards planning joint interventions to improve health of the communities.   Having been entrusted to such important roles, ELCT and CSSC have since last year   launched negations with Ministry of Health to revisit Reform Policy and ensure more access to funds from the basket funding by Faith-Based Groups.  Each hospital gets only 10% of the basket funds and ELCT dispensaries are denied even supplementary drugs from the district which government facilities get.  A basket fund is a common envelop at the district in which all stakeholders mainly donors, central and local governments contribute to for health care activities and of other departmental activities in the district.

FIGURE 1: HEALTH SERVICES IN TANZANIA & POSITION OF VOLUNTARY AGENCIES
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 Levels of Health Care:

 Village Health Services (Village Health Post (VHP):

This is the lowest level of health care in the country.  The VHP is vital service for villages, which have no health facility.  Village Health Workers (VHW’s) run the services that have been trained locally in the community for 8 weeks.  Usually there are two VHW’s – a male and female residents for each village.  The government plan has been to get a VHP for each village.  The VHW’s are responsible for conducting health education at household level on prevailing health problems, health education on clean water, hygiene, environmental sanitation, First-Aid treatments and identifying referral cases.  Others include advising on maternal and child health, food and nutrition, collection of statistics on diseases and growth monitoring for under-five children in the village.  They are supervised by nearby health facility and the village government is responsible for mobilizing the community to get remuneration for the VHW’s.

Dispensary Services:

This is the second stage of health services.  A dispensary serves between 6,000 and 10,000 people. The government has been aiming at one dispensary for every ward.  Activities at the dispensaries include basic curative services, MCH services, deliveries, outreach services to the community, schools, collection of health statistics, and supervision of TBA’s
, VHW’s and referring complicated cases to the Health Centre or the Hospital.

Health Centre Services:

A Rural Health Centre serves a division with a population of approximately 50,000. Services offered are of higher technical competence than at dispensary.  Apart from supervising dispensaries, they also act as referral centres for dispensaries and support PHC activities in the division. 

District Hospital services:

Every district has a district hospital to cater for approximately 200,000 people. In the districts where the government has no hospital, the government it has appointed one hospital run by the Voluntary Agency to be Designated District Hospital (DDH).  Such hospital gets grant and seconded staff from the government.  The District Hospital under the District Medical Officer and the CHMTs have to plan, implement, evaluate and coordinate all curative and preventive activities in the district involving the communities and Non- Governmental Organizations.  The Hospital has more specialized health workers and therefore works as the first referral centre for all dispensaries and health centres and the DHMT members have regular outreach supervisory visits. Other activities include conducting operation research, on-job training and referring patients who need specialized care.

Regional Hospitals:

This caters for the region, which has average population between 1-2 million people.  However, some regions like Mbeya in the southwest, Mwanza and Kagera around Lake Victoria have population above 2 millions each.  Such hospital has more facilities and more medical professionals for surgery, medicine, psychiatry, obstetric and gynecology, eye-care, dermatology and sexually transmitted diseases.  The Regional Medical Officer and the Regional Health Management Team (RHMT) are responsible to supervise all curative and preventive services in the Region and work very closely with health facilities working under Voluntary Agencies.  The HMIS
 for every region has the responsibility of submitting service statistics and disease surveillance report to the Ministry of Health monthly, quarterly and annually.

Referral / Consultant Hospitals:

This is the highest level of hospital services in the country that provide specialized care, research, training undergraduate and post-graduates and outreach consultancy visits.  Currently there are four referral hospitals: Muhimbili National Hospital which caters for Eastern Zone; Kilimanjaro Medical Centre (KCMC) for northern zone; Bugando Hospital for western zone; and Mbeya Hospital which serves the Southern Highlands.  KCMC and Bugando Hospitals are owned by Roman Catholic Church and ELCT respectively.  The national plan is to construct another one in central part of the country at Dodoma and another one in the southern part in Mtwara.  

TABLE 2: TOP 10 OUTPATIENT DIAGNOSES FROM REGIONS REPORTED IN 1997

	
	Under  
	5
	Years
	5   and
	above
	
	All ages
	
	

	Rank


	Disease
	Number of diagnoses
	Percent
	Disease
	Number of diagnoses
	 Percent
	Disease
	Number of diagnoses
	Percent

	1

2

3

4

5

6

7

8

9

10
	Malaria

URTI 

Diarrhea dis

Pneumonia

Eye Infect.

Skin Infect.

Worms

Anemia

Ear Infect.

UTI  

Ill defined

All Others
	444, 824

164, 778

  98, 747

  73, 841

  60, 018

  45, 834

  44, 667

  34, 009

  17, 191

  16, 338

  30, 347

 114,086
	38.9 %

14.4 %

  8.6 %

  6.5 %

  5.2 %

  4.0 %

  3.9%

  3.0 %

  1.5 %

  1.4 %

  2.7 %

10.0 %
	Malaria

URTI

Diarrhea 

Worms

Pneumonia

Skin Infect.

N/Pregn.

Eye Infect.

Min.Surg.

UTI

Ill defined

All Others
	677, 559

221, 049

105, 110

  81, 200

  70, 762

  62, 372

  60, 917

  60, 419

  55, 551

  41, 402

102, 680

421, 292


	36.4 %

11.3 %

  5.4 %

  4.1 %

  3.6 %

  3.2 %

  3.1 %

  3.1 %

  2.8 %

  2.1 %

  5.2 %

 21.5 %
	Malaria

URTI

Diarrhea dis.

Pneumonia

Worms

Eye Infect.

Skin Infect.

Min. Surg.

Anemia

N/Pregancy

Ill defined

All Others
	1, 122, 383

    385, 827

    203, 857

    144, 603

    125, 867

    120, 437

    108, 206

      68, 978

      68, 207

      60, 917

    133, 027

    562, 703
	36.1 %

12.4 %

   6.6 %

   4.7 %

   4.1 %

   3.9 %

   3.5 %

   2.2 %

   2.2 %

   2.0 %

   4.3 %

  19.0 %   

	
	
	1,144,680
	100.1 %
	Total
	1,960,313
	100.0 
	Total
	3,105,012
	101.0 %


Source: Ministry of Health 1998 – Data from Health Management Information System (HMIS)

Health Care Financing in Tanzania:

From 1991 when the costs sharing policy came in operation, the consultant hospitals, the regional hospitals and the district hospitals have had additional source of income from the user-fees.  The Ministry of Health finances both consultant hospitals and training institutions.  Prime Minister’s Office is responsible for both regional and district hospitals.  The District Councils finance health services through council tax collection and other earnings.  Under the Sector –Wide-Approaches (SWAps), the districts are the sole administrators of the basket-funds and have mandate to allocate funds to different departments in the district.   They enhance sustainability and ownership of health service delivery.  The Voluntary Agencies such as religious organizations in rural areas finance their health facilities and receive subsidies and some of staff from the government. 

Community contribute through user-fees to complement the government financing.  Exemptions are provided to the poor, the indigent and vulnerable groups to enable them access health care.  Community Health Fund is promoted to involve the community in being responsible for their own health care.  Government and private firms to ensure medical protection of individuals and government employees also promote Health Insurance Schemes.

Public and Private Partnership in health care:

The government of Tanzania acknowledges the mutual co-operation between the government, private-for-profit groups, Faith-Based Organisation (FBOs), NGOs, communities, civil societies, media, refugee relief groups and projects from outside in determining peoples health needs, sharing resources and delivery of well-regulated health services.

However, the economic recession, which started in1978, has brought severe financial crisis and this has led Tanzania to accept cost- sharing policy, which was imposed in 1982 by the World Bank and IMF
 under the Structural Adjustment Programme.  The World Bank had estimated that all governments affected by economic recession could through cost- sharing collect between 10 - 20 % of their health sector recurrent budget.

The cost-sharing Health Service Fund - as it is commonly called - it is for purchasing essential drugs, supplies and equipment, and rehabilitation of buildings.  Under this policy all services at the district and regional level have to be paid for except patients who are grouped under exemption component of cost-sharing policy.

ESSENCE AND EVOLUTIONS OF PRIMARY HEALTH CARE CONCEPT:

During the late 1960s and early 1970s health and development planners became more aware of the effects of poor health to the social and economic development.  It was realised that health and health care was human right and a basic need. This re-thinking led to major funding agency to begin shifting their funding emphasis from large urban hospitals to community health programmes.  They calculated that the funds spent on a single teaching hospital could maintain hundreds of health centres or dispensaries staffed by mid-level health workers that could provide basic health care to many people particularly in rural areas where they live.

A potential breakthrough in global health rights took place at the International Conference on Primary Health Care, held in1978 in Alma Ata.  All representatives subscribed to the goal of “Health for All by the Year 2000”.  To achieve this ambitious goal, WHO, UNICEF and other major funding agencies pledged to work towards meeting people’s basic needs through comprehensive and progressive approach called Primary Health Care (PHC).

Definition of Primary Health Care:

It is essential health care based on practical, scientifically sound and socially acceptable methods and technology, made equitably available to individuals and families through their full participation at costs affordable at every stage of development in spirit of self-reliance and self determination.

Elements of Primary Health Care:

Since PHC is progressive and goes in process, its elements have been increasing with time and needs of the community. However, original elements included: Health education, nutrition, Maternal and child health and family planning, water and sanitation.  Others are control of prevalent diseases, treatment of common diseases and provision of essential drugs.

Strategies of PHC:

Its strategies include all efforts directed to prevention of diseases and health promotion, inter-sectoral collaboration, appropriate technology through available resources and community participation.

Health for All by the year 2000 and beyond:

In May 1988 a second international conference was held to discuss the achievements 10 years of PHC experience.  The conference reaffirmed international commitment to “Health for All by 2000 and beyond.” The 41st World Assembly therefore voted to strengthen Primary Health Care and had the following resolution:

“The PHC complex of ideas is by no means completed.  Further strategies are now developing – in particular, ideas of using community as a motivator to action and methods which health care can be partially self-financing.  Primary Health Care is not a 

package.  It is not finished, completed or with defined methodology.  Rather, it is a process or an approach which grows as our understanding of human development increases”.

It is within this focus that Tanzania has developed various guidelines to strengthen implementation of PHC Programme.  Along with its policies on health, ELCT as well is strongly committed to work with government and other actors in health, development, and communities to translate national and church policies into implementations that improve people’s health through PHC strategy of “Health for All by 2000 and beyond”.
1.2 Programme context and connections with other projects:

Churches in Tanzania provide between 40-50% of all health services.  ELCT alone which is running 20 hospitals and 120 PHC
 institutions caters health service for about 15% of Tanzanian community.   Sustaining health care rendered by ELCT health facilities is a challenge to the church.  In 1994, the General Assembly of the ELCT resolved to launch Community- Based Health Fund (CBHF) to address this problem.  In 1997, the Church started Managed Health Care Programme (MHCP) in order to create an environment conducive for implementation of CBHF and to ensure sustainability of the Fund.   CBHF is intended to enable the communities access Health Care and generate income for Health facilities.

As a matter of integration, implementation of MHCP goes together with HIV/AIDS Control Programme.  In order to strengthen this integration and supplement the role of Medical Stores Department (MSD) for supply of drugs, equipment and materials, ELCT have since last year started collaboration with AMREF in a project called MEMS (Mission for Essential Medical Supplies).  The aim is to supply what MSD does not have in stock, HIV kits, laboratory equipment and reagents.  Other activities will be establishing Voluntary Counselling and Testing Centres for HIV and blood donors counselling.

DESCRIPTION OF MANAGED HEALTH CARE PROGRAMME:

Managed Health Care is a pre-payment scheme where financing  and provision of services are integrated.  Services provided are pre-determined basing on premiums and controlled through a pre-determined arrangement.  In order to be successful, some conditions have to be fulfilled.   These include empowering the leadership at all levels, efficiency of management, quality of the clinical services, effective control systems and strong community participation.

Aim of MHCP:

Basically the aim of MHCP is to improve quality care rendered by the ELCT health units and provide affordable services.  The focus is to provide service in most efficient way and in a professional way and good use of resources.

Objectives for MHCP:

Managed Health Care Programme has 29 objectives which can be organised into seven groups as follows:

1. General Management:

1.1             Leadership is aware of financial position of health institutions.

1.2             Hospitals are implementing MHCP model.

1.3             Standard Management Information System is used in all hospitals.

1.4             Total Quality Management is used in hospitals.

1.5             Hospitals are down-sized to needs and market situation.

1.6             Each Hospital leadership is aware catchment area, population and changes 

                  in area served.

1.7             Hospitals are following standard drug management protocols.

1.8             Standard Equipment Management is established according to level 

                   of institution.

1.9             Zonal networking is applied for efficiency and collaboration.

1.10 Hospitals are implanting ELCT organisational standards.

1.11 Performance at HQs is improved through capacity building.

2. Financial Management:

2.1 Standard accounting system is used in hospitals.

2.2 Hospital leaderships are able to prepare realistic budgets.

2.3 Staff-members are knowledgeable in health care financing.

2.4 Clients are knowledgeable on health care financing- i.e. CBHF.

2.5 Principle of equity is applied in health care provision.

3.
ELCT Policy:


3.1 ELCT has an accepted health policy.


3.2 ELCT staff policy is developed and used.


3.3 ELCT and her partners have agreed on common policy on donations and support.

4.
Finance generating: 

4.1 Self-reliance projects are providing surplus.

4.2 Dioceses are doing fund-rising activities.

5. Primary Health Care:

5.1 Dispensaries have financial and managerial autonomy.

5.2 Health institutions are implementing “Health for All” interventions in 21st century.

6. Training:

6.1 Hospital administrators are competent on the MHCP.

6.2 Medical Directors are competent in management.

6.3 Staff Continuous Education Programme established i.e. in-service training.

7. Research:

7.1 Operational researches are done by hospitals regularly.

8. Doctors are motivated through topping up allowances.

9. Performance and efficiency of MHCP are monitored through regular medical audit.

Roles and functions of each level of ELCT on MHCP:

ELCT Executive Council: 

This is the central body that endorses all policies for all what has to be implementing by the church.  Also through Lutheran Mission Co-operation (LMC), the ELCT decides on type of partnership with other churches and organisations abroad.  Prior to implementation of MHCP,  the ELCT had to  understand the concept and develop the policy for  MHCP.  The role of developing policy was entrusted to MHCP Team of ELCT. The policy was geared to having a comprehensive programme for delivery of quality health services in all dioceses. In the context of MHCP, quality health service means that which attracts community to utilise the services and dissemination of information that enables community to enrol them for Community Health Fund.  Other components for this are quality management and stewardship.  In general MHCP has 29 objectives addressed by the programme.

ELCT Headquarters:

The ELCT Team at headquarters took the lead to develop the MHCP in collaboration with diocesan Medical Secretaries and Doctor inchages of the hospitals.  It took two years to discuss the programme on several workshops and another three years the Executive Council to approve it.  The responsibility of ELCT Health Department is co-ordination, capacity building and advocacy on MHCP in the diocese for better implementation of MHCP. Several partners have been financing MHCP - but mostly from FELM.  The MHCP team consist of one Medical Doctor who id the Director, one Administrator, one PHC Co-ordinator and one AIDS Control Programme Co-ordinator.  There are plans to recruit two more people for quality assurance and information management later this year.

Dioceses:

The dioceses have autonomy over health services run by their health facilities.  The diocese provides leadership and supportive and supervision through PHC projects and Medical Secretaries and Health Boards.  MHCP programme facilitates implementation of and supports the existing team spirit in each diocese towards implementation of MHCP activities.  ELCT-HQ visits each diocese once or twice a year to discuss with the diocese leadership on the performance of MHCP. Each diocese has Health Board that is responsible for health work in the diocese.   The board meetings are convened every three months to discuss health issues some of which are forwarded to Executive Council of each diocese.  The board has to oversee that the policies are followed, constant availability of quality staff and discipline of senior management staff.

Role of Health facilities (Dispensaries, Health Centres & Hospitals) in MHCP:

These are the prime implementers of MHCP. The hospitals have Hospital Committees responsible for daily functioning of hospitals.  The Committees have been oriented to MHCP but this process need to be repeated regularly to ensure that they are acquainted with concept and are able to identify gaps for improvement.  The Health Centres and dispensaries too are financially self-reliant and supervised by Health Secretaries.  These facilities have committees which consist of members from service areas and chaired by the Pastor from Congregation around the area. Dispensaries and Health Centres are the implementers of MHCP at the grass-root level.  

The degree to which these health facilities can survive financially depends on their capacity to mobilise the communities in service areas for registration under Community Health Fund.  In some districts, the government has signed contractual agreement with ELCT Health Facilities to provide health services to government employees who are under Government Health Insurance Schemes.  The role of ELCT Dispensaries and Health Centres calls for urgent supportive supervision by dioceses and ELCT Headquarters to maintain reputation of these facilities.

EVALUATION OF MANAGED HEALTH CARE PROGRAMME:

Evaluation of MHCP was done from January to March 2002. Early weeks of January and February were used for planning for the evaluation, literature review and developing Terms of Reference.  The field work was carried out from 24 February to 22 March 2002.  Evaluation Team included a Team Leader- Janet Kenyon, Health Consultant from Zimbabwe, Ms. Teresa Obwaya, Community Health from CORAT AFRICA, Kenya and Mr Clement Kwayu, Management Consultant, Business Management Consultants (BUMACO) Tanzania.

Purpose of Evaluation:

The purposes of the evaluation were to determine the achievements in relation to set goal and objectives, to identify Programme constraints, threats and opportunities.  Other purposes were to give recommendations for further changes in the Programme leading to more positive impact or suggest alternative for MHCP.

Scope of Evaluation:

The evaluation examined five major areas including the following:

Programme in general:   

Evaluation wanted to assess whether the objectives were achieved according to the performance indicator set during initial planning phase and whether the programme had led to efficient management, finance control and timely reporting.  It also intended to find how useful the medical services has been in terms of functioning of hospitals, diocesan health department, improved services and how further improvement can be introduced.

Financial sustainability:

Assessment to explore how the programme assisted in setting up Community Health Fund and the effect of this to economy of hospitals and whether the fund enabled communities to utilise the services in ELCT health institutions. Similarly assessment looked at whether MHCP enabled the institution to attract the communities and whether dioceses were willing to support MHCP activities and help their health institutions to self-reliant.  The aspect of financial sustainability wanted to know effects of topping –up allowance for the doctors and preparations put in place by the diocese to maintain it and staff training.

Policy, structure and organisation:

Here the focus was to examine the efforts of each diocese in improving health care system and changes effected by the diocese on implementation of policy decentralisation and acceptance of MHCP.  The team also looked at Central and Local Government reforms in health sector and their effect to ELCT health services.  Other areas assessed were the relevance  of ELCT Health policy to MHCP,  relationship between diocese and its health units, ELCT headquarters, Ministry of Health, CSSC, training institutions and others partners.  At ELCT HQs, the team assessed the managerial capacity necessary for the ELCT Health Department.  

Primary Health Care: 

The purpose was to assess the emphasis put on PHC by each diocese, methods of implementation of PHC activities and make recommendations that could guide all dispensaries of ELCT to improve PHC activities.

Human resources:

The team focused on how Human Resources Development Plan is used as a measure to improve quality of health care and look at efficiency of staff in execution of their responsibility and assess whether Christian values are adhered and form the basis of health care. 

Evaluation Methodology:

Several methods were used to gather information during evaluation.  These included review of relevant documents, visit to nine hospitals, one health centre and one dispensary to conduct staff interviews, discuss with them about functioning of CBHF and observation of physical facilities.

FINDINGS OF EVALUATION

1.2.1. Team Work and Co-ordination
In the ELCT structure, decisions about health work are made at many levels; from ELCT Executive Council, ELCT Head Quarters (HQ,) the Diocese, Boards and Committees, through to Hospital Management and PHC and Dispensary staff.  Each of these decision-making bodies constitutes a team.  To achieve their common aim, (the successful implementation of the MHCP and sustainability of Health Care Services) each team must coordinate with others.  In this respect inter-team cooperation and coordination has been weak.  Perhaps this is due to a lack of awareness in some teams of their roles and responsibility in the achievement of the MHCP.

1.2.2.3
 Planning
At the hospital level computerized Health Management Information Systems (HMIS) were introduced to 6 hospitals by the MHCP as an aid to planning health services.  Others keep statistics manually.  The interpretation and use of data needs strengthening.  Plans are not always developed with quality and sustainability in mind, and some need to include clear aims, 

objectives, and strategies and programme plans.  Specific workshops for planning have not been held.

1.2.2.4   Personnel Management
Staff establishment assessment and retrenchment exercises were done in most hospitals.  Some hospitals with insufficient qualified staff also undertook recruitment.  Presently some hospitals have a high staff turnover or reallocation to other jobs.  There is also shortage of qualified staff and in particular Grade I nurses.  Job descriptions have been developed and were circulated as guidelines to all units.  However, not all staff had job descriptions.  Top-up of salaries for doctors has enabled hospitals to recruit and retain medical staff.  It is clear that if and when this fund ceases, doctors will seek better remuneration elsewhere.  In only one hospital a plan to continue this out of own resources was in place.

1.2.2.5  Staff Training and Development
The MHCP has done a lot of training in many skills areas including finance and administration, Community Health Funds (CBHF) marketing and Zonal level Training of Trainers (TOT).  Those who attended the courses all benefited and generally management has improved.  There is more financial awareness, the motivation to implement the MHCP has been strengthened in some place, the revolving drug fund is better managed and there is certainly more awareness of the catchments area. The CORAT training for hospital managers has also had a big impact.

However, there has also been inadequate sharing of what was learned, and knowledge has not permeated to other staff within the hospitals.  It would seem that practice has not caught up with the amount of training given; e.g. some management still think all financial issues belong to the finance staff.  There has also been low retention of information. The hospitals with the highest quality were those with regular continuing education programmes. Training without application and close supervision has had a limited effect on performance.

1.2.2.6  Supportive Supervision

This style of supervision values and supports workers and attempts to rectify weaknesses through coaching, change of process, increased knowledge, resources or time to help a person improve.  There is inadequate supportive supervision given to staff by managers at all levels from Diocese to hospital ward or department.

1.2.2.7  Maintenance of buildings and equipment
There has been a marked improvement in maintenance services in many hospitals as a result of the MHCP.  However, there is still serious lack of awareness that maintenance is crucial for quality and sustainability of health services.

1.2.3 Hospital financing
Hospital income comes from patient fees (51.3%) government grants (24.5%), donations (16.5%), and others &. 6%).  Most hospitals have severe financial constraints.  The conclusion made is that hospitals are far from being financially sustainable.  The financial situation is further strained by the fact that patients’ fees are tied up in accounts receivable, constituting unpaid (poor patients’ and others) fees and staff advances.

1.2.3.2. Stewardship: Financial Management and Administration
Most units worked under difficult financial circumstances and struggled to provide services.  As a result many failed to pay the statutory obligations e.g. National Social Security Fund (NSSF) and staff salaries.

1.2.3.3. Community Health Fund
A successful Community Health Fund (CBHFs) was main aim of the MHCP.  A serious attempt to introduce CBHFs has been made.  This concerted effort seems to have increased financial awareness and sustainability issues in hospital managers.  However, the success rate for the CBHF has not been very high, although a few with more pre-requisites fulfilled and established are doing better.  The team makes the following observations.

1.2.4. Quality of Clinical Services

1.2.4.1. Facilities, building services and equipment
Generally Hospitals have been well built, although two have serious design faults: Bumbuli and Gonja.  Water and electricity were available most of the time.  Medical equipment was in short supply in many hospitals and some had unusable or unsuitable equipment.  This makes quality in patient care difficult to achieve.

1.2.4.2 Cross Infection Control
Most, but not all hospitals were reasonably clean.  All hospitals had some form of working autoclave.  The incinerators and refuse pits examined were also safe.  However, in many hospitals there is a risk of cross infection due to mixing medical and surgical cases, new born babies and sick people.  There is a serious risk in many hospitals of staff contracting HIV from their patients due to lack of up to date knowledge about preventing patient to staff transmission.

1.2.4.3 Pharmaceutical supplies (adequacy)
Pharmaceutical supplies in hospitals varied.  Shortages were often in places with inadequate control systems and/or poor supervision.  The Drug revolving fund is still revolving well in eight of the 12 hospitals in the progrmme.  In the other four it is severely depleted.  Inadequate drug supplies cause lower income from patient fees.

1.2.4.4 Medical Management
Most hospitals have and are using the standard treatment manual.  However, a degree of poly-pharmacy could be noted, sometimes without adequate explanation.  This practice has serious implications for the CBHF as it uses up scarce funds and can results in loss making.

1.2.4.5. Nursing Services
It was reported in many hospitals that nursing services have improved through the training of Matrons and Patrons and the medical audit of the MHCP.  However, quality of service is not being maintained at ward/departmental level due to shortages of qualified nursing staff, equipment end supplies, although most nursing staff were trying their best and working hard under very difficult circumstances.

1.2.4.5 Spiritual Aspects of Health
Most hospitals have a hospital chaplain or pastoral worker.  Many, but not all, are trained in pastoral counseling at KCMC, Most hospitals had a nurse trained in HIV/AIDS counseling.  All ELCT institutions hold morning prayers daily for staff and others who may wish to attend.  In spite of the above, the staff in most hospitals had little skill in assessing the spiritual needs of their patients or the influence of traditional belief systems on a patients’ recovery.

1.2.4.6 Primary Health Care
The PHC systems in many places had well qualified staff although due to the strongcurative emphasis PHC activities comprise 1% or less of hospital budgets.  PHC managers are rarely members of the hospital management team and the planning process rarely includes setting preventive health priorities for the hospital catchments area. There is low utilization of hospital and MCH/FP data.  The main PHC emphasis is on MCH and FP and services are well established and available in all hospitals and in most dispensaries on a weekly or daily basis.  

Coverage is generally high.  School Health Programmes provide a variety of services to both primary and secondary schools.  Here there is integration of the AIDS Control Programme.  There is effective government co-operation and support. There is very little evidence of any effective promotive health work, except for the Northern Diocese Health Promotion Programme and HIV/AIDS work, in Karagwe Diocese and at Lugala Hospital. The main effect of immunization is the dramatic reduction in child-hood communicable diseases such as measles and whooping cough, but AIDS is still increasing.

1.2.24.8 Dispensary Services and Management
Dispensary services are part of the PHC system.  Dispensary staff has not been included in the MHCP training, so they have had little or no training in total quality management.  The financial state of many dispensaries is poor. Contributing factors are poor site, increased competition, poverty of the population and traditional belief systems.

1.2.5 ELCT Health Department

1.2.5.1 MHCP Staff Training

The Health Department staff had both formal (in CORAT) and informal training through visitation to places in East Africa and USA where MHCP and CHF were being tried.  Both had a positive impact, but further training is required.

1.2.5.2 Medical Audit
The Medical audit is an annual comprehensive analysis of the performance of the hospital,based on specific parameters that include: stewardship and finance, community Health Fund, quality, (clinical and management) maintenance, statistical analysis of hospital records, PHC, and client satisfaction.  This usually takes 3 days.  The medical audit was started in 2000 and has been very effective in improving hospital standards.  It is much appreciated by hospital staff and diocesan leaders and has reinforced the many training workshops given.  However, the time verses the need has been insufficient to really assist hospital staff and managers to make comprehensive improvements.

1.2.5.3 Supportive Supervision
Supportive supervision is needed and wanted by the diocese and health units, but this has been difficult to achieve, owing to limited human resources:  The team concept has been effective during the audits and could be extended for a longer period of time.

1.2.6 Partnership

1.2.6.1 Collaboration with Overseas Partners 

There has been close collaboration between ELCT and overseas partners long before the inception of the MHCP although the MHCP has recently been a major focus of overseas partner funding including FELM, OSD/EMW and CSM.  Danmission, Danish Lutheran Mission, and DMCDD are other partners, who have contributed much to ELCT health  and PHC activities  and programmes at the local level and are committed also to support the  MHCP especially the PHC component. MHCP is a specific grant programme and funds reach the hospital through the MHCP. Those hospitals that quickly respond get the most benefit.  The collaboration has close mutual trust.

1.2.6.2 Collaboration with Government

The relationship with the government has greatly improved.  Some of these recent developments are the result of Health and Local Government Sector Reforms that demand new patterns of relationship and closer co-operation with the churches and other institutions providing health care at grass root level.  In most places there was an active relationship between the DMO, the Health Coordinator, Dr in charge, District Public health Nurse (DPHN) and PHC staff.  In one place church units were used as providers of Government based CHF.

1.2.6.3 Collaboration with Christian Social Services Commission (CSSC)
The CSSC is the link between the churches and the Government. In the implementation of some of the MHCP objectives the CSSC played a major part, especially in the development of broad policies: mission development, training and personnel issues, management, DRF for some ELCT hospitals, provision of technical services and awareness raising about hospital catchment areas and services.

1.2.6.4 Collaboration with Training Institutions
Many churches send their staff for training in government or Non-government institutions e.g. Iringa PHC Institute, CEDHA CORAT etc.  There seems to be a good relationship with these institutions.  However, ELCT needs to do more research about and use more training resources available within the CSSC church structure.

1.2.7 Conclusions and the way forward
The MHCP staff has worked hard for their achievements.  Progress has been made in attitudes towards the need for sustainability, although financial sustainability is still a long way off.  The aim of sustainability must be actively pursued.  Quality at all levels must continue to be a major goal.  A wholistic approach to health and healing should be emphasized by all staff, for it is in a loving and compassionate atmosphere that patients can experience the grace of God and healing of body, mind and spirit.  Leaders, managers and staff should be encouraged to be good stewards of their resources, through spiritual nurture, training and coaching.

Diocesan leaders and hospital managers in particular need to have the same vision and goal, and work together in partnership with commitment, integrity and unity, Diocesan leaders must exercise the spiritual gift of encouragement and support hospital managers in their difficult task.

 RECOMMENDATIONS FOR MHCP EVALUATION

1. TEAM WORK AND CO-ORDINATION

       MHCP Team/ELCT HQ
1. The MHCP team should prepare operational guidelines on the practical use of the health policy for the diocese.

2. ELCT HQ should make efforts to help all participating teams understand and implement their roles in the planning and implementation of the second phase of the MHCP.

3. The MHCP team should phase objectives in the next phase to make progress assessment easier.

4. Include specific objectives related to spiritual aspects of leadership, teamwork and patient care.

5. A national Doctor should be actively recruited as a matter of urgency to work as a counterpart to the present ex-pat Medical Director who will leave in June 2003.

6. Recruit a person into the MHCP capable of policy advocacy with the government and other stakeholders.

7. Diocesan officers should be made more aware of the vision and mission of MHC and their role and responsibilities in its implementation.

See also 8 and 15 below
             DIOCESE
8. The Diocese should prepare health service strategies to meet their own particular situation and needs.  The application of this should be implemented by the MHCP team as an integral part of supportive supervision.

9. Each Diocese should employ a Health Secretary (separate from hospital staff) to oversee the health work of the Diocese.

10. Church Leadership should participate actively in Zonal Policy Forums run by CSSC and government.

11. Diocesan leadership should make a spiritual/pastoral visit to the hospital at least twice a year.

12. Those Dioceses without Health Boards should establish voluntary Boards for the Diocese and institutions (Hospitals, Health Centre, PHC and Dispensaries).  These boards should have member representation from the community, church, DMO and government.  The doctor in charge of the hospital should be the board secretary as an ex-officio representative of hospital employees.  All Boards should have competent members with specific skills in business, finance and management.  These members should be committed to and have an interest in the health work or institution.  Boards should be given terms of reference, orientation of their roles and responsibilities and be trained on how to be effective. DH Boards should meet regularly at least twice a year.  
See also 21 to 24 below

  
      HOSPITAL MANAGEMENT
13. Hospital Management Boards should meet at least 4 times a year.

14. Training in Team Building at different levels should be carried out at the hospital level.  (MHCP team).

15. Health and Hospital Management Teams should put God at the head and pray together regularly for their work.

16. The Hospital Management Team should (continue to) meet every morning to review the activities of the day and discuss the hospital situation and continue to emphasize a health management team approach at all levels (medicine, nursing, administration and finance).

17. The hospital management team (HMT) should discuss hospital quarterly reports with Diocesan officers.

18. Health Management Team meetings including the PHC co-coordinator and Diocesan Health Secretary, should be scheduled and carried out every month.

19. Death meetings should be held weekly to assess causes of death in hospital and improvements needed in-patient care.

20. Matrons should do daily ward round and interact positively with ward and departmental managers.

21. Ways should be sought to improve communication, cooperation and coordination through more regular meetings with the Diocesan officers, Hospital Boards and any Dispensary boards and staff that are part of their responsibility.

22. Dispensary boards should be set up in all dispensaries, have clear term of reference and meet at least 6 times a year.

23. Diocesan Health Secretaries or PHC workers should be trained as trainers so they can provide local training in roles and responsibilities and effective teamwork for PHC/dispensary committees and staff.

24. MHCP staff should assist Diocese to formulate CBPHC plan, especially community participation aspects and monitor implementation through the medical audit.

25. Include PHC/Dispensary staff in MHCP trainings.

26. Conduct zonal level PRA Training of Trainers (TOT) for Diocesan/hospital based PHC teams.

2. QUALITY IN MANAGEMENT

             MHCP TEAM/ELECT HQ

1. MHCP team should develop policy guidelines (human resource, maintenance, donations, equipment) in collaboration with CSSC; adapt from existing government policies where possible and prepare operational guidelines for their application at health facility level.

2. Plan training according to needs assessment to ensure relevance.

3. Follow-up training using a ‘coaching’ system to facilitate application during implementation.

4. Train managers how to bring the knowledge of MHC to other staff.

5. MHCP team should conduct staff seminars on the effective use of available staff, during supervisory visits.

6. Strengthen zonal structures as a medium for learning from each other through sharing of experiences during visitation programmes.

7. Provide catch-up workshops on essential aspects of MHC for new HMT members or other staff.

8. MHCP team to provide hospital based training in supportive supervision techniques.

9. Strengthen maintenance services at ELCT HQ, especially for hospital buildings and services (water, sewage, electricity). Co-ordinate better with Thomas Arnett and ELCT Building Department.

10. Standardise medical equipment so ELCT and her hospitals can provide detailed specifications to anyone wishing to supply from overseas.

11. Organize the training of maintenance workers in the principles of planned maintenance (could be done during visitation programmes to hospitals like Haydom or Ilembula where maintenance is more organized).

See also 18 and 19 below
             DIOCESE
12. The Church should constantly strive to improve the remuneration of its employees and pay at least the equivalent government salary; pay responsibility and other allowances.

13. Identify places where own top-up-could be developed or strengthened during the next phase of MHCP.

14. Consider extending top-up of salaries to all key professionals in relation to performance.

15. Serious efforts should be made at Diocesan and Hospital level to minimize staff turnover, especially professionals and senior management.

16. Whenever possible send HMT to CORAT training courses.

                    HOSPITAL MANAGEMENT

17. Each hospital department should consider quality and sustainability key aims when planning health services and make use of medical statistics.  These plans should comprise hospital annual plans.

18. All hospitals should prepare annual, 3 and 5 year comprehensive and strategic plans with on-the-job practical support from the MHCP team.  Recorders should be included in the process of analysis to gain insight into the need for accurate statistics.
19. Performance appraisal and job descriptions should be reviewed and modified annually.  The MHCP team could facilitate or give initial support in this exercise during supervisory visits.

20. Continue weekly in-service training programmes for all staff at the hospital level.

21. Supportive supervision should be regular and continuous, accompanied by open communication sharing, and support as the situation dictates.  Each supervisor together with staff should establish performance standards and clarify expectations from each other.  Matrons/Patrons should empower departmental heads to be effective supervisors during a daily ward/departmental round.
22. Set up a procedure committee of Matron and ward in-charge to motivate staff to maintain a high level of performance during nursing procedures.  Procedure manuals developed by nurse training institutions e.g. Ilembula, or government could be a good starting point.

23. To promote better maintenance Hospital Management/staff should:

· Educate patients and relatives how to use taps and water toilets.

· Educate and train staff on the correct use and care of equipment.

· Ensure an adequate maintenance budget and essential spare parts.  Buy strong locally made taps rather than cheap imports).

· Monitor maintenance requirements daily.

· Recruit qualified maintenance workers.

· Source places for staff in-service training for maintenance of medical equipment.

· Review the availability of maintenance tools.  Purchase as required.

· Set up a disposal committee for out of use equipment.

· Put in an effective monitoring and control system for spare parts and planned maintenance.

· Put in place conservation measures for electricity, and maintain water systems to prevent wastage.

3. STEWARDSHIP AND FINANCE 

             MHCP Team/ELCT HQ

1. Set guidelines for assessment of fulfilment of criteria before hospital entry into the CHF system, according to the Guide to CHF and MHC.

2. Examine the present situation of CHF in each unit and assess how far the criteria for success, the financial situation, etc. have been met.

· For those who have not started, strive to meet the criteria, but wait


until all criteria have been adequately met before deciding whether to


start or not,

· For those who are making a loss because of the factors mentioned 

above, phase out the CHF scheme for the moment.  The MHCP to

 provide financial support for losses incurred if necessary.  Continue to

 strive for quality in health service provision so that when conditions

 are more favourable, CHF could be reconsidered.

·  For those schemes that have started and are felt to be economically 

 viable and with most of the criteria for success in place, provide 

 technical support and training to ensure the sustainability of the fund.

     See also 7,8 and 12 and 13 below



      DIOCESE
3. The significant government contributions should be properly recognized and appreciated and relationships with the government should be cultivated and nurtured.

4. Develop skills to strengthen partnership and work well with local councils to continue accessing Basket Funding and Grant-in-aid Funds.

5. Fund development strategies should be evolved to include keeping old and developing new relationships with overseas partners and cultivating local sources of fund raising e.g. bed sponsorship, special fund raising days, hospital Sunday etc

                   HOSPITAL MANAGEMENT

6. The units must offer quality care and continue to nurture its patients and clients to retain and expand its market share of patients.

7. The efforts begun in capacity building should be continued.  This is a two-fold exercise.

· The accounting, costing and financial knowledge for accounting 

         personnel should be further upgraded.

·      All hospital staff need to be made aware of their responsibilities in

         Hospital finances.

8. Internal controls as applied in receiving, keeping and dispensing of cash, supplies, drugs and other assets should be instituted in some health institutions and strengthened in others.

9. Greater financial discipline should be exercised in some units in operating the drug revolving fund to ensure its adequacy and growth in the hospital.

10. Greater discipline and restraint should be exercised in giving staff advances and imprests.

11. Provision of services on credit (patients) should be more carefully scrutinized and repayment closely followed up.

12. Review IGA’s with a view of phasing out those that are uneconomical.

13. Include proper accounting of fixed assets including registers.  Annual depreciation should be instituted.  The balance sheet should also reflect this.


      PARTNERS
14. Partners should consider continuing to subsidies safe childbirth and contribute to poor patient’s funds.

4. CLINICAL QUALITY

             MHCP Team/ELCT HQ

1. Collaborate with local agencies willing and able to assist in essential equipment replacement, e.g. Engender Health.

2. Arrange a system of exchange for surplus for surplus or under utilized medical furniture and equipment (and other supplies) between ELCT health institutions.  Could make use of the ELCT Home page on the Internet.

3. Train trainers for all hospital, PHC and dispensary staff in the ‘Wholistic Approach to Health and Healing’ to promote better recognition of spiritual aspects in patient care.

4. Include cross infection control assessment during the medical audit.

5. MHCP should facilitate visitation programmes for PHC staff, ACP 

Co-ordinator, the District Pastor and Diocesan Health Secretary to the 

Northern Diocese Congregation Based development/health education 

programme to see what can be achieved with limited resources.

6. Source and review health education materials (e.g. from Northern Diocese, government, other NGO’s with a view to promoting them in other areas.

7. Develop collaboration with Iringa PHC Institute, especially for knowledge and skills training in the LePSA approach, e.g. 2 week TOT workshop for PHC/AIDS co-ordinators, Public Health Nurse (PHN) etc.

8. PHC should integrate the Aids Control Programme component, TB, Leprosy and Malaria prevention, water, sanitation and nutrition.

9. The MHCP should include dispensary staff in training programmes, especially in management, finance, quality control of services and marketing.

10. ELCT should consider bonding for 1 year, nurses trained in her institutions and post them to work in any ELCT hospital during their first postgraduate year.

11. Review staffing levels for nursing services

           DIOCESE

12. Diocesan officers should be more active in the spiritual nurture and encouragement of hospital staff.

13. Diocesan officials should widen their concept of healing and transform uneconomic curative care in some dispensaries into congregation or community based health education programmes, home based care for AIDS patients, or community or health training centre.

14. The CBPHC team should comprise the following skills: Public Health Nurse, Health Education Officer, Evangelist, Development worker and Clinical Officer, for dispensary supervision.
15. The Health Secretary should delegate regular dispensary visitation, support and supervision to the PHC team.  The PHC team should be the link between the Dispensary PHC work and the Health Secretary and DMO.

16. Strengthen cross infection control systems
· Ensure an adequate supply of chlorine powder or solution in 

          pharmacy store.

· Ensure an adequate supply of gloves for staff and heavy-duty gloves for those working in the laundry, waste disposal and mortuary.

·      Use chlorine solution for the decontamination process in the OPD, MCH clinic, words (especially delivery) laboratory, operating room and laundry.  (Savlon and wards dettol are not effective or decontamination). 

·    Set up proper systems for waste disposal, especially sharp objects and blood stained dressings.

· Set up systems for soaking blood stained or infected linen in chlorine solution prior to sending to the laundry and separate from non-infected linen.

· Access national infection prevention protocol manuals and apply rigorously.

· Provide on-the-job training and updates on infection prevention at hospital level.

· Separate surgical from non-surgical patients.  Newborn babies and their mothers should be separate from the sick.

· Re-introduce cross infection control flow patterns in operation theatres.

· Examine hospital statistics regularly for signs of increase in the incidence of infections.

17. Maintain accurate inventories of medical equipment.

18. Strengthen medical management and rational drug use:

· Doctors in charge should ensure that prescribes follow the National 

         Guidelines on Prescriptions.

·       Provide continuing education for prescribes at hospital level to avoid

         over-prescribing and poly-pharmacy.

19. Train all hospital, PHC and dispensary staff in the ‘Wholistic Approach to Health and Healing’ to promote better recognition of spiritual aspects in patient care.

20. Review staffing levels for nursing services and employ qualified nurses to the appropriate level.

5. ELCT HQ/MHCP STAFF

ELCT HQ

1. All new staff members to the MHCP in ELCT HQ should have the CORAT Health Management Tram Training.

2. Staff members should have the opportunity to revisit Kenya and Uganda to see what has happened to the CHF in the intervening years.

3. The MHCP Administrator would benefit from the 1 year course in Health financing at KCMC/CEDHA.

4. The audit team should comprise the following skills competencies: Clinical medicine, Nursing, Pharmacy, Finance/Accounting, Hospital Administration, Building Maintenance, PHC/Community Participation.

5. Set up two teams to enable more visits to the health units for supportive supervision.  These visits should be 5 days minimum and focus on staff learning by doing together with team member.

MHCP STAFF
6. Medical audits should continue on an annual basis.  The format should be revised to take cognizance of some of the recommendations in this report.  The team should ensure that they also meet together with DHMT after the audit.

7. Enlist the help of organizations like Engender Health to assists in topic relevant to their mandate.

6. PARTNERS
          OVERSEAS PARTNERS
1. This close collaboration and partnership should be continued and nurtured in the spirit of the Christian family.

2. Partners should be encouraged to contribute to poor patient funds, subsidize safe childbirth and VVF operations.

3. Partners should be flexible to requests to use existing funds to implement some of the recommendations outlined in this report.

4. Partners should provide only what is needed in regard to supplies, drugs and equipment (see recommendation on standardization).

5. Partners should support programmes that facilitate long-term sustainability.

6. Partners should support Phase two of the MHCP

MHCP STAFF

7. Put hospital audit reports onto the ELCT Home page so that partners see performance improvement.

GOVERNMENT

All parties should nurture good relationships with the government to foster 

closer collaboration.

CSSC

All: Continue close collaboration.

TRAINING INSTITUTIONS

MHCP STAFF

MHCP to prepare a list of training institutions within the CSSC, government and other NGO’s, for distribution to all hospital management teams and health coordinators, to facilitate training and up-grading of hospital, PHC and dispensary staff.

MHCP AND NATIONAL PACKAGE OF ESSENTIAL HEALTH INTERVENTIONS:

Together with other priority areas, MHCP works in line with Tanzania’s Health Policy that addresses common problems affecting vulnerable groups in the population and health system.
Though the Health Sector Reforms the Ministry of Health has since January 2000 decided to prioritise services it provides by identifying a package of Essential Preventive and Curative interventions that will most efficiently and effectively reduces the leading causes of morbidity and mortality – and which the government can afford to make available to the whole population.  The National Package of Essential Health Interventions is geared towards achieving proposed goals for health for the year 2010.  The interventions are clustered under five main components that overlap with those addressed by MHCP. 

1) Reproductive and Child Health: Focusing antenatal care such as out-reach activities for  vaccination against tetanus and six child preventable diseases, improving nutrition of pregnant mothers and children, breastfeeding practices, voluntary counselling and testing for HIV, encouraging, counselling families on  Family Planning, hospital deliveries men involvement in reproductive health issues, Integrated Management of Childhood Illnesses and record-keeping at community and facility levels.  

2) Communicable Disease Control: Particularly priority local diseases such as  malaria, Tuberculosis treatment, HIV/AIDS/STDs, Home-Based Care Services, Counsellors Training and provision of HIV Testing Kits, Social support  for PLWHA, orphans, widow/widower, and multi-sectoral collaboration for HIV/AIDS prevention.

3) Non-communicable diseases Control: Focus is on conditions  that increase disease burden in adults including: Cardiovascular diseases, Diabetes, Neoplasms (new growths), Mental Health, Anaemia and Nutritional Deficiencies, Community Health Promotion & disease prevention.

4)  Prevention and Treatment of other diseases of local priority: Eye diseases and oral conditions

5) Community Health Promotion and Disease Prevention: this will be done through:

Behaviour Change Comminications on Water and sanitation increasing School Health activities.

2.0 Project analysis:

2.1 Problems analysis, causes and effects:

The evaluations of the MHCP indicated good performance and probably better than any other Programme the Church has had before. However, the implementation of activities was slow compared to what should been achieved. This problem was attributable to one core problem, which is which is inefficiency in coordination of MHCP at all level and hence deficiencies reflected in the programme evaluation report.

The programme has had inefficient co-ordination at all levels.

There has been inefficient communication between Church Headquarters and Health facilities implementing MHCP.  Diocesan MHCP Coordinators have not effected facilitative supervision of Programme activities at Health facilities.  The Programme has been having only two co-ordinators working under one director responsible for 20 dioceses.  MHCP Co-ordinators have had no regular refresher course about their work due to heavy workload.  Medical audit reports have not been utilised to improve performance of MHCP.  Health Secretaries have had little orientation to Health Management in Church setting and for MHCP.  There has been a lack of on- job training on MHCP packages.  Reporting systems on functioning of programme has not been well established.  The core problem of inefficient coordination has had the following effects on MHCP. 

Diocese leaders and other key-persons have inadequate knowledge on MHCP.

Adequate Knowledge about MHCP has not been disseminated to stakeholder of the programme such as: clinicians, nurses, other paramedical staff, finance department staff.  Uninformed staff has not been able to improve quality services in their respective places.  Health facility boards have not been discussing the ways to improve MHCP due to insufficient follow-up from headquaters.  The community is not represented on MHCP board.

There is inadequate community participation in the MHC Programme.

Health facility staff has inadequate knowledge on community mobilisation for health and development projects. Health facility staff-members have inadequate knowledge on Community-Based planning e.g. PRA - (Participatory Rapid Appraisal).  Health facility boards have less knowledge on Health Sector Reforms concept. Community members have not been incorporated in Health facility boards.

There is lack of common system of purchasing standard equipment and their maintenance for all Health facility.

This initiative has had less emphasis from Health Depart. at ELCT.  Inefficiency in departmental leadership.  Shortage of technical staff at ELCT and Health facilities.  Lack of equipment and supplies catalogue.  Frequent breakdown - staff and other equipment users are unfamiliar with some equipment. Routine weekly, monthly, quarterly and annually checks of equipment, buildings sewage systems not scheduled for early detection of problems.

Health facility staff-members are incompetent in developing Health Plans.

Health-workers basic courses lack element of Health services management (Mission, visions, resource management, use of organisational structures). Information needed for planning is not pre-determined.  On-job training arrangements for in-charges have not been in place.  Experienced experts are not utilised during planning. Staff entrusted to MHCP management is not well orientated to their new job.  There is a lack of clear job descriptions.

Health facilities have put less emphasis on PHC activities. 

Health facilities have not allocated funds for PHC activities and PHC Co-ordinators have other full-time assignments.  Almost in all dioceses PHC activities are faced by many problems related to managerial, shortage of staff at health units and extended catchment areas that need reliable means of transport to reach household with outreach activities.  Due to staff turnover and economic constraints, our health units are in constant shortage of staff.  The available staff is mainly allocated at the facility with little time reserved for Maternal and Child Health services only.  In this case the Village Health Workers who are at the community level do not get adequate supervision and support from the health facility.

The staff at health units has had basic training in clinical work and little on Community Health work.  However they need more training on Community-Based Health Care, Participatory Rural Appraisal in which they can work together with communities and gather information to be used in and incorporated in Community health Plans.  Later on communities can participate in evaluation of the plans and health unit staff works as facilitator of this.  

More importantly, each health unit has larger areas to cover (service areas).  Some of the units have 1-2 bicycles and other do not have any.  This necessitates health unit staff carry the equipment for outreach activities on the head for long distances.  Such practices de-motivate the staff and contribute to high staff turnover in our health units.  At diocese level, most of the PHC/AIDS Coordinator lack managerial knowledge and skills to maintain functional PHC projects and skills to promote community participation. As result of all these the following PHC problems prevail especially in Dispensaries and Health Centres:   

Relevant  packages of National Essential Health Interventions are not implemented effectively  ( Reproductive and Child Health Services, Malaria control, HIV-AIDS, School Health, Water and Sanitation, IMCI
,  maintenance of MTUHA i.e. Health Management Information System)  

In order to improve this situation there is need for the ELCT HQs to put more emphasis on PHC and strengthen capacity of the diocese on PHC and more negotiation with the local governments to increase more support to ELCT health facilities and more integration in district health system.

Health Units financial systems are under-funded.

Possible causes are that there is inadequate enrolment of community members to CHF, poor economic status of health care consumers.  Inadequate micro-costing of services, inefficiency in drug purchases and issuing system.  Irrational prescriptions.  Absconding of patients.  Delays in service delivery.   Deficiency in internal financial control.  Inadequate on-job training.  Management Teams lack knowledge on financial control.

Information on functioning of CHF is not equitably shared among package implementers/stakeholders (church leaders, health staff, and clients in the community.

This is because the roles and responsibilities of each stakeholder are not clearly stated.  Methods on information sharing among stakeholders are not structured.  Organisational structure for CHF is not well stipulated.  Lack of knowledge on communication skills.  Channels of communication not fully used for advocacy of CHF.  The potential members of CHF are not fully identified and informed about CHF.  Health Information collected is not well utilised.  MHCP has no Information and Technology Expert.  Lack of reading materials.  Staff attitude is not yet client/business - centred.  Staff members are not well informed about MHCP.

Wholistic clinical/nursing care is not sufficiently practised by staff. 

Possible reasons are that essential equipments are broken and remain un-repair.  Supplies and drugs are not in constant supply.  Health facilities have no policies and protocols for routine procedures e.g. infections control, staff safety against AIDS.  Lack of knowledge on planning.  Supplies are bought but misused / poly-pharmacy.  There is inefficient control procedure for the supplies.  District councils are allocating less funds to ELCT Health facilities.  ELCT activities are not included in District Comprehensive plans.  ELCT health facilities do not submit annual and long-term plans to DMOs.  Economic status of Health facilities is not good.  Frequent staff resignations in institutions due to dissatisfaction and employment terms might not be so good and not staff-centred staff remuneration is not attractive.  Government's grant- in-aid is little.  Staff lacks knowledge on pastoral counselling.  Courses on holistic care have not been arranged.  Medical Secretaries and Matrons are not making regular medical audit to Health Centres, dispensaries and hospitals.  Health Facilities have not created quality assurance teams to evaluate care.  Health Secretary of the hospital does not write quarterly reports for discussion regularly.  Patients/clients are not well explained about their illnesses.  HQ does not visit each health unit at least once every two years for medical audit because the HQ is understaffed.

Collaboration with overseas partners, Govt. of Tanzania and others (CSSC, Training Institutions) is minimal.

Reasons:  ELCT health facilities do not submitted reports to the partner promptly.  There is lack of resources (staff, material, and equipment).  Guidelines for report structure are not available. Partners have reduced their support to ELCT.  Partners have not been given convincing reports on our performance / community needs.  Incompetence in programme running.  Health Plans are not to the required standard.  Health Plans do not reflect our real needs and problems.  Programme Implementers lack skills in planning and management.  Partners also have areas of interests to direct funds.

ELCT Health facilities have put less emphasis on PHC activities.

Reasons:  Health facilities have not allocated funds for PHC activities and their PHC Co-ordinators have other full-time assignments.  As a result PHC is not well implemented. (Reproductive and Child Health Services, Malaria control, HIV-AIDS, School Health, Water and Sanitation, IMCI
, MTUHA) and not on priority list.  Management Teams are not CBHC
-oriented.  Co-ordinators are not conversant with LePSA
 and PBL
 methods for adult learners.   Management Teams are not conversant with PRA for problem identification.  Diocese Teams are not conversant with management of PHC Programmes.  Staff in ELCT Health facilities is not aware of HSR policies.   PHC committees and VHWs
 are not active.   There is lack of Health Education material, community participation is minimal and  PHC Committees do not incorporate community members and co-ordinators have no means of transport and potential supporters of PHC have not been identified.

Christian ethics are not emphasised on recruitment of staff in ELCT Health Institutions.

Reasons:  Christian Medical Ethics pamphlets are not available.  ELCT In-charges of Health institutions are not oriented to administrative responsibilities in ELCT setting before appointment.  Inappropriate employment terms and procedures.  Policy for employment of ELCT staff not followed.  Sessions for reviewing professional ethics are not regularly organised.  Staffs recruiting officers have not developed sub-committee for Christian Ethics.

2.2 Strategy Analysis:

Based on the above managerial problems of MHCP, the Health Department at ELCT Headquarters would like to intensify facilitative supervision of MHCP to enhance more programme impact.  The Programme will target different groups of people. It will equip the diocesan PHC Coordinator with knowledge and skills through training.  In turn these coordinators will utilise the knowledge gain to focus on the needs of vulnerable groups in the community especially under-five children, school children and women.  Advocacy at the district will be for more support from the district to enable ELCT health facilities provide services at subsidised costs.   

Four dissemination workshops will be organised one in each Church zone to share Evaluation Report with stakeholders in the dioceses. Participants will deliberate on how they can implement the Programme in a better way. During the same workshops, roles and functions of Programme implanters will be defined with mainstreaming to hospital level 

Co-ordination Office at Headquarters will needs to be strengthened though recruiting more staff to facilitate frequent visits to the dioceses.  Previous monitoring tools for the programme will be revised to fit in inputs from the users.  The flow of information will be re-structured so as to get information regularly that will reflect and closely monitor the effectiveness of strategies.

Promotive and preventive  measures that received less attention will be strengthened.  In this phase of MHCP, gender equality will be considered as essential health development process.  Half of the TOTs will be women and promotive and preventive interventions will emphasize on Reproductive and Child Health.  Particular attention will be put on advocacy of women’ rights and their opportunities for IGAs to enable them get access to income.  Currently this is a package is implemented by ELCT interventions for reducing HIV/AIDS transmission.  This will be implemented together by the same projects focusing both men and women.

There will be more advocacy of MHCP in the District Health system for the purpose of more access to basket funds to support ELCT Hospitals.  

By working jointly with CSSC, ELCT will continue to push negotiation of which the terms of reference have been prepared to make the Government re-consider increasing the basket fund allocations to hospitals run by Faith –Based Organisation.  Civil Societies such as Tanzania Public Health Associations - which are pressures groups to influence policy - have already initiated these efforts.  ELCT will identify such societies and work in synergy with them to effect the change on the allocation of basket funding.  More efforts will be put on negotiations with the Ministry of Health to make them revisit the policies on bed grant and 10% allocation of basket fund to Faith-Based Health facilities.

2.3 Target groups:

The target groups will mainly be Diocesan PHC Programme Coordinators. These will be trained in programme planning, management, involving communities to prepare community-based plans to suite their needs. They will also be orientated to different psycho-social methods for community transformation, enabling factors for behaviour change, appraisal of community health activities and planning.  A workshop will be conducted to train two TOTs from each diocese in use of PRA in planning, methodology of LePSA and PBL. The methods   will be used in collaboration with communities to evaluate community plans.  The TOTs in turn will train other PHC team members in individual dioceses.  The indirect target groups are the communities in service areas that stand at a total of about 4.8 million people – considering that each ELCT Hospital caters for an average of 150,000 people and each dispensary catering health care for about 15,000 people.  However, there variations since many ELCT facilities are in remote areas and fairly equipped – a factor that attracts more self-referred patients and clients than in state institutions.

2.4  Preparation of PHC Programme:

As it has been stated earlier, MHCP evaluation found that implementation of PHC activities was lagging behind comparing to other curative services. 
In order to implementation of PHC/AIDS interventions, the evaluation team recommended that 

1. MHCP should assist Dioceses to formulate CBHC
 plans, especially community participation aspect and monitor implementation through medical audit.

2. MHCP should facilitate visitation programme for PHC staff, ACP
 Co-ordinator, District Pastor and Diocesan Health Secretary.

3. The CBHC team should comprise the Public Health Nurse, Health Education Officer, Evangelist, Development Workers and a Clinical Officer for dispensary supervision.

4. Review Health Education Materials e.g. (from Northern Diocese, Government, other NGOs) with a view to adapting them for other areas.

5. Develop collaboration with Iringa PHC Institute especially for knowledge and skills training in the LePSA
 approach, e.g. TOT workshop for PHC/AIDS Co-ordinators, Public Health Nurses etc.

6. PHC should integrate AIDS Control Programme, Tuberculosis, malaria prevention, water sanitation and nutrition.

7. Include PHC / Dispensary staff in MHCP trainings. 

8. Conduct zonal level PRA
 Training of TOTs
 for Diocesan/hospital based PHC teams.

Following this the ELCT summoned a team of experts from dioceses in June 2002 to deliberate on why the dioceses had not implemented PHC activities effectively. The team worked in groups to analyse the courses of the problem.  The team arrived at consensus that: PHC activities were not on priority list.  Management Teams were not CBHC
-oriented and not conversant with LePSA
 and PBL
 methods for adult learners.   It was also realized that Management Teams at health facilities were not conversant with PRA for problem identification and management of PHC Programmes and not quite aware of HSR policies. PHC committees and VHWs
 are not active.  Lack of Health Education materials.  Community participation was minimal.  PHC Committees were not strong and did not incorporate community members and there was Village Health Workers drop-out.

The team developed goal, short-term objectives, output and activities to help ELCT promote PHC activities at diocese level.  In October 2002, ELCT-MHCP convened a workshop that included diocesan PHC/AIDS Coordinators to scrutinise the goal, short-term objectives and planned outputs and activities and come on consensus on what should diocesan PHC project address as indicated in the annex on PHC at the end of this document.  This group stressed on the need for the ELCT to strengthen diocesan PHC Project. 

3.0 Project design:

3.1 Development objectives (goals) and indicators.

The development objective for the project is improved health and health care services for the communities serviced by the ELCT health care institutions.  This means that improved health services and preventive PHC packages that reach an increased number of people in the catchment’s areas of the health institutions. The advocacy part of the programme aims at a closer partnership on a contractual basis between the church health institutions and the government District Health care organisation. 

Indicators: 

These will be the number of capacity building workshops conducted on PHC Programme planning and management and the proportion of Coordinators that perform their responsibilities efficiently after training. Others will be the increase in share of basket fund from the district to ELCT health facilities, the number of PHC Project Proposal developed for dioceses and fund secured for these projects and efficiently run, number of facilitative supervision done to each diocese per year, short courses attended by ELCT- PHC Coordinator and improvement in work efficiency.  Number of visit to Ministry of Health and type of response from the Government of Tanzania.

3.2 Purposes (Short-term Objectives): 

The ELCT- PHC Programme will work towards the following short-term objectives:

Capacity building 

3.2.1 Increased capacity of ELCT health institution on planning, implementation and evaluation of PHC projects.

3.2.2 Increased quality of the preventive health care packages offered by ELCT health institutions and PHC projects.

Advocacy work

3.2.3 Enhanced coordination and cooperation between ELCT health institutions, ELCT Diocese 

         local district government and the Ministry of Health.

2.2.3 To strengthen the Private Public Partnership to secure more support for ELCT

         health institutions and PHC Programmes.

The Primary Health Care and the advocacy activities of the MHCP of the ELCT is only a part of the whole programme. All the activities in the MHCP phase II programme is presented here in the appendix to show the full comprehensive plan. The part for this project falls under 

· Objective 1, strategy I, activity 2.

· Objective 10, strategy III, activity 1 and 2.

· The whole of objective 11. 

Se annex 4  (ELCT MHCP II Activity plan)

3.3 Results (outputs) and areas of activity, including indicators.

 Each of the above short-term objectives will lead to the following outputs:

Capacity building.

3.1 Improved capacity of health institution on planning and implementation of 

      PHC project.

     Outputs:

1. 20 diocesan PHC coordinators trained on Comprehensive PHC Planning.

2. 20 diocesan PHC Coordinator trained on Project write-up.

3. 3 workshops conducted in (Northern, southern and Lake zones – one workshop in each zone) to train 20 PHC Coordinators to become ToT on methodologies of improving Community Participation in planning for diocesan PHC Projects.

4. Each Diocese to have a PHC team consisting of PHC/AIDS coordinator, PHC Nurse, Health Education officer and a development worker.

5. Each Diocese to have the capacity to plan and implement PHC preventive packages in active collaboration with the local community, with special focus on HIV/AIDS, TBC, malaria and vaccination programme. 

6. Each Diocese to increase their preventive part of the PHC budget with 10%. 

3.2 Improved quality of PHC services offered by ELCT health institutions and 

     PHC projects:

     Outputs:

1. 1 Supervision visit to each diocese every year for discussion and guidance on PHC Project management.

2. 2 study tours for 20 PHC coordinators to a well functioning PHC project for learning and exchange experiences.

3. 1 workshop conducted for PHC Coordinators on supervision and use of supervision tools developed by ELCT HQ.

4. 1 Workshop on Health Management Information System conducted for diocesan PHC Coordinators every year.

5. An improved health situation for the population in the catchments areas of the PHC institutions. 

Advocacy work.

3.3 Enhanced coordination and cooperation between ELCT health institution, ELCT Diocese, local District government and the Ministry of Health.

 Outputs:
· 1 Visit to Dar Es Salaam every year for advocacy and negotiation on ELCT and PHC Work in collaboration with the CSSC.

· 4 Districts visited every year with Diocesan PHC Coordinators to discuss integration of project in district health plans. 

3.4 . To strengthen the Private Public Partnership to secure more support for ELCT

         health institutions and PHC Programmes.

Outputs:

· One proposal for contractual agreement developed between Church institutions the Ministry of Health and District Councils and the CSSC accepted by all parts. 

· Two more of the ELCT hospitals will have the status of District Designated Hospitals.

· An increased support from the District Basket Fund from today’s 10% to 20% to the ELCT Health facilities. 

3.4 Main activities.

Capacity building:

1) Sponsor ELCT-PHC Coordinator to attend workshops/seminar at CORAT-Africa on Project Planning and Management.

2) Identify external consultants/ Advisory Committee who will constantly advise MHCP and PHC Programme on Programme management.

3) Organise appropriate short courses on Project planning, management and evaluation, 

data processing for feedback to dioceses. 

4) Developed monitoring tools to follow-up of the PHC activities at diocese level and   orient the coordinators on the tools and data that need to be collected to improve    programme performance.

5) Organise one workshop for the Diocesan Coordinators to improve their capacity on promoting community participation, use of Participatory Rural Appraisal (PRA).

6) Organise seminar for diocesan PHC/AIDS coordinators to acquaint them with knowledge and skills for running diocesan projects.

7) Arrange one zonal meeting annually for diocesan PHC Coordinators to enable them review their plans, share experiences and give them feedback on report sent to ELCT-Headquarters. 

Advocacy work:

1) Director of MHCP and PHC Coordinator to will go to Ministry of Health (MoH) two times per year to negotiate on increase of bed and staff grant and allocation of basket funding to ELCT health institutions. 

2) Finalise the writing of contractual agreement for presenting to the government on increasing support to ELCT institutions to improve quality of care and PHC services.

3) During visits to dioceses, also visit the District Medical Officer (DMO) and District Commissioner in Programme area and discuss the need of the district to increase support s and allocation of basket funds to ELCT health institutions and to integrate the church PHC plans into the district health plans.

4) Organise zonal workshop for diocesan PHC Coordinators for discussion on how to prepare quality plans that will be integrated in district health plans.

3.5 Resources/ Inputs.

Human Resource:

The main resources to build on in this project are the staff at the ELCT head office health department and the staff at the different ELCT health institutions in the twenty dioceses. Each Diocese will be helped to recruit Diocesan PHC/AIDS Coordinator. Other resources to draw on will be external facilitators for training and running workshops. In order to strengthen PHC/AIDS office at ELCT short courses will be arranged for PHC Coordinator in areas of Project Planning and Management. 

Equipment/materials/supplies:

The PHC Office at ELCT needs, Laptop Computer, printer, scanner, journals and periodicals and stationeries, training manuals and Power point projector.  These are essential for extensive training activities the ELCT-PHC Programme that will be started after receiving funds. 

Transport:

In order to facilitate frequent visits to the dioceses, the PHC Coordinator needs 4WD Toyota Land Cruiser for dioceses that can be reached by road.  The vehicle will especially be suitable for long journeys to diocese in the south and south-western Tanzania that are very far from ELCT headquarters and need frequent visits promote PHC in the area.

3.6 External factors. 

There will be factors on different levels to influence the project that are outside the direct control of the project. On the community level we are dependant on the engagement and participation interest from the community members. On the diocese level we will work with health workers from the institutions so their interests, skills and interests in this project will have an impact on the outcome of the project. When working with the Government on the District and National level with program coordination and advocacy work it is always very difficult to know the impact and outcome of this type of collaboration efforts and activities. The project is also dependent on whether the people trained will continue to work in their different positions within the health care services. 

3.7 Assumptions and risks.

The relations between the ELCT head office and the different medical departments on the diocesan level have to be good in order for this project to be running smoothly. Also keeping good relations with the District Medical Boards and the CSSC
 for collaboration with the Ministry of Health is an essential key issue for this project. This is usually the daily work of the ELCT head office and the medical departments of the diocese and up to now the relations are quite good and well established with all these organisations. The communities in service areas will utilise the health services and the economy will improve to enable then to enrol for CHF.  The government will increase the bed grant and basket funding allocations to help in quality improvement of health care in ELCT institutions.

3.8 Sustainability and exit strategy.

Since this program is a capacity building project and we are building on already excising staff and organisations in the dioceses the sustainability on this level should not be of any problem. The coordinator salary and the running costs for the head office will be more difficult to sustain in the near future. There will always be a need for coordination capacity for this type of programmes. A closer collaboration with the Government and the local Councils advocated for in this programme might solve this problem for the future but it will take time
4. Implementation:

4.1 Implementation Strategy:

The advocacy work for closer collaboration with the Government will be a continuous process in close collaboration with the CSSC with meetings in Dar es Salaam 2-4 times per year and more intensely the first couple of years in developing a contract for a closer partnership.

Strengthening the PHC programmes in the 20 Dioceses will have the following implementing strategy.

Phase 1: Strengthening & Capacity building for PHC Team at ELCT Headquarters and Diocesan level.

This phase is for strengthening the PHC team - made up of the PHC Coordinator and AIDS Control Programme Coordinator to equip them with necessary knowledge, skills materials and equipment for intensified implementations at all levels. The phase will include the following:

1. Recruiting a PHC Coordinator for the Head office. 

2. Refining job- descriptions to compliment one another.

3. Purchase Materials and equipment for the Office.

4. Make uniform comprehensive PHC plans together with the dioceses integrated in the District Health Plan. 

5. Develop PHC Indicators, supervision tool and manual.

6. Assist dioceses to recruit PHC Co-ordinators & Train them on their job-description.

Phase 2: Diocese support in implementation of PHC:

This will involve Facilitative supervision of PHC components, monitoring, utilisation information and advocacy to raise funds for sustaining the Programme.  The process will be through:

1) Facilitative supervision to Diocese Co-ordinators.

2) Utilisation of reports to improve the Programme.

3) Advocacy and animation of MHCP for fund raising.

4) Zonal meetings for experience sharing, documentation and fund raising. 

5) Identification of researchable areas for feedings findings in the Programme.

6) Training staff on community participation.

4.2 Implementation Plan.

TABLE 2: THE IMPLEMENTATION PLAN IS A FIVE-YEAR PLAN STARTING 

                 FROM 2003 UP TO 2007

	Activity/Year
	2003
	2004
	2005
	2006
	2007-08

	Advocacy work 
	X
	X
	X
	X
	X

	PHC coordinator head office
	X
	X
	X
	X
	X

	Administration 
	X
	X
	X
	X
	X

	PHC Planning
	X
	
	
	
	

	Supervision program
	X
	X
	X
	X
	X

	Integration into District Health Plan
	X
	X
	X
	X
	X

	Experience sharing/documentation
	
	X
	
	X
	

	Zonal meetings/fund raising
	X
	X
	X
	X
	X

	Train on community participation
	
	X
	X
	X
	X

	Supervisory tool
	X
	
	
	
	

	Train on supervision diocesan level 
	
	X
	X
	X
	X


As can be seen from the implementation plan most of the activities are continuous in their nature. Setting up the diocesan PHC plans is done once but then the follow up on implementation and supervision will be a continuous activity. There will also be yearly workshops to train on community participation for different staff cadres from the dioceses. 

4.3 Project organisation. 

The project will be administrated from the ELCT Head Office in Arusha. The Health Department at the head office will be direct responsible for the project and the new PHC coordinator will run the project. The health department has 5 staff members at the moment, one health director, one finance program coordinator, one HIV/AIDS program coordinator, one pharmaceutical consultant and one new PHC program coordinator. The governing organs for the ELCT Common Work office is the management team meeting monthly and the ELCT Executive Council meeting four times per year. The Health Department has an advisory board the ELCT Health Board meeting twice per year. The role for the Danish partner will be that of an advisory partner for the Health Department and act as a intermediary partner when it comes to project follow up. 

4.4 Monitoring and reporting. 

In order to enhance monitoring and reporting, tools will be developed for follow-up of the implementations at diocese level. The tools will be according to guidelines from Ministry of Health. Each diocese will submit to HQs its annual work plan for easy follow up by the PHC Coordinator at HQs.  The PHC Coordinator will be responsible for monitoring of the Programme giving feed-backs on reports and supporting diocese to improve performance in each diocese through supervision.   Each diocese will be visited at least once in a year. During the visits area identified in October 2001 as common problems each of diocese to address will be followed up to assess implementation (refer to PHC annex pages 48-55).  The PHC Coordinator will organise annul review meeting of all diocesan PHC and AIDS Project Coordinators where sharing experiences and alterations in plans will be made.  
FIGURE 2: STRUCTURE OF PROGRAMME ORGANISATION, MONITORING 

                  AND REPORTING
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The PHC Coordinator at HQs will in collaboration with relevant institutions and arrange seminars/workshops as continuing education for diocesan coordinators.  He will ensure that funds are utilised according to activities planned by constant record reviewing.  The Director of MHCP will be informed regularly on performance of PHC Programme and how resources are utilised and in turn the director will send quarterly to the DMCDD
 for approval and forwarding procedures. The accountant of the MHCP will maintain records of funds received and spent for  the feed back to DMCDD.

Likewise the financial and audited reports will submitted to DMCCD annually. In the new organisation structure of MHCP, there will be a team of experts in Health Services Organisation & Management and Financing, Community Health, Health Sector Reform, Action Research, Health Education and Training Institution. Then function of this will be to advise the MHCP team ELCT HQ. 

4.5 Budget Summary:

The MHCP phase II has three donors including DMCDD, CSM and FELM. The summary on fund breakdown of support from each donor to ELCT-PHC Programme is indicated below and the detailed budget according to per objective per donor is attached at the end of this Project Document.  The budget values are in 1,000 US $  (1 US $ = 960/- shillings).

TABLE 3:BUDGET SUMMARY

	YEAR
	2003
	2004
	2005
	2006
	2007
	2008
	TOTAL

	DMCDD
	56.51
	70.45
	88.25
	70.25
	88.25
	27.41
	401.12

	CSM
	60.00
	77.00
	73.00
	77.00
	73.00
	-
	360.00

	FELM
	79.00
	 173.80
	 175.80
	168.80
	168.80
	-
	766.20

	TOTAL
	195.51
	321.25
	337.05
	316.05
	330.05
	27.41
	1527.32


4.6 Accounting and auditing.

The ELCT Common Work accounting department will receive the project instalments. Money to be used by the Health Department is taken out from the accounts department where the accounts are kept. Receipts and verification for the funds taken out and used will be returned and kept by the accounts department. External auditing of the project accounts will be done yearly according to required standards.  The programme will have a separate account. 

4.8 Project reviews and evaluation.

There will be Mid-term Evaluation and Summative Evaluation of MHCP. At the end of each year there will be a review workshop where the MHCP performance will be discussed for further improvement.  Different stakeholders will be invited to participate.  The DMCCD will be invited to participate in both Mid-Term and Summative Evaluations only.  A local consultant will be identified to advise issues related to programme and assist during both evaluations.

Mid-term Evaluation will be done after three years of implementation. The purpose of this will be to assess efficiency and effectiveness of Programme activities and the functioning of CHF.  Participants for evaluation will come from ELCT HQ, dioceses, health facilities, community-members and Community Owned Resource Persons, Advisory Committee and DMCCD. 

Summative Evaluation will be conducted in 2008.  The purpose will be to assess the impact of the programme to the people in service areas, achievements, ownership by dioceses its sustainability through CHF enrolment.  Participants will be as in Mid-Term Evaluation and External Consultant will be sought. 

5. 0 Revision of project document.

For a long-term programme like this one there will always have to be possibilities to make changes in the project plans. The environment in where the Diocesan health institutions operate will change and this might also have an impact on the MHCP Phase II. The procedures to make alterations in the project document must be to communicate with the DMCDD office to negotiate any changes made to the programme.   All changes made in the PHC programme  will have to be approved by DMCDD.

Annex 1 to PHC Programme:
ELCT  PLAN FOR PRIMARY HEALTH CARE ANDHIV/AIDS CONTROL PROGRAMME 

Background Information:

The MHCP was started in October 1997. Basically its purposes have been to improve quality care rendered by the ELCT health units and provide affordable services to communities served.  As it has been indicated earlier, Primary Health Care and HIV/AIDS interventions are part and parcel of MHCP.  Both MHCP and AIDS Control Programmes were evaluated in March 2002 and November 2001respectivelly.  The purpose for the evaluation of MHCP was as follows:

· To identify the extent to which the programme had succeeded in establishing CBHF and sustainable health services in programme areas.

· To identify achievements, constraints, opportunities and threats to the programme.

· To make recommendations for alterations of the MHCP and if possible come up with ideas of new alternative programme.

 ELCT Comprehensive Planning Workshop for PHC: 

Generally, despite that the implementation of MHCP has been slow; the evaluation report indicated that the MHCP had an impact on the performance of ELCT health care.  Further on, this Evaluation Report indicated that the programme had put strong emphasis on curative services and with little priority put on Primary Health Care.  In some areas the budget for PHC comprised of 1% or less out of the total budget of the hospital.  The PHC managers were rarely included in management team and preventive interventions in catchment area were not included in planning process of the hospital. The evaluation found that the preventive activities that were in progress were for MCH and Family Planning, AIDS Control Programme and School Health Programme.   

However, the evaluators had realised that a successful MHCP would also reinforce other PHC activities.   In order to improve MHCP on the aspect of implementation of PHC/AIDS interventions, the evaluation team put down the following recommendations and the workshop was in response to workshop recommendation.   

1. MHCP should assist Dioceses to formulate CBHC plans, especially community participation aspect and monitor implementation through medical audit.

2. MHCP should facilitate visitation programme for PHC staff, ACP Co-ordinator, District Pastor and Diocesan Health Secretary.

3. The CBHC team should comprise the Public Health Nurse, health Education Officer, Evangelist, Development Workers and a Clinical Officer for dispensary supervision.

4. Review Health Education Materials e.g. (from Northern Diocese, Government, other NGOs) with a view to adapting them for other areas.

5. Develop collaboration Iringa PHC Institute especially for knowledge and skills training in the LePSA approach, e.g. TOT workshop for PHC/AIDS Co-ordinators, Public Health Nurses etc.

6. PHC should integrate AIDS Control Programme, TB, malaria prevention, water sanitation and nutrition.

7. Include PHC / Dispensary staff in MHCP trainings. 

8. Conduct zonal level PRA Training of TOTs for Diocesan/hospital based PHC teams 

Workshop Objectives:
1) To enable participants who are implementing PHC and HIV/AIDS Projects in our dioceses share information about their work.

2) To develop a Comprehensive Plan for PHC and HIVAIDS Prevention Activities  of on-going projects based SWOT analysis and priority needs and problems .

3) Develop networking organisational structure within ELCT Health Packages, District Health System and other partners.

Participants:

All dioceses except one were represented to this workshop that was conducted on 14-25 October 2002.  Participants included about forty people comprising of diocesan Health Secretaries, PHC Coordinators, AIDS Control Programme Coordinators and other invited speakers. Two Tutors from CEDHA and who are conversant with Health System Planning and Health Management facilitated the workshop.

Expected outcome:
1) ELCT Comprehensive Plan for PHC & HIV/AIDS Programme.

2) To determine Monitoring and Evaluation process.

3) Design Organisational Structure showing lines of communication between ELCT HQ to diocese packages and the communities and other partners.

Methodology:

Workshop methodology included the review of each diocesan report on PHC activities, presentations from key speakers who presented model projects on Voluntary Counselling and Testing, Hospice Care, HAART and MEMS and Tanzania National Policies on different packages.  The ELCT policy on HIV/AIDS interventions was used also to guide diocesan related interventions.  The NORAD Handbook for LFA was used as a planning tool and group work dominated the sessions. 

WORKSHOP FRAMEWORK


WORKSHOP OUTCOMES:

SWOT Analysis:

General evaluation of all PHC/AIDS Programmes going on in the dioceses were evaluated by using SWOT Analysis to determine projects achievements, internal problems of implementations, opportunities that show promises and that can be pulled together to improve project performance and determine conditions that are likely to have negative effects to the project implementation now and for future.  These conditions were considered in the next phase. 

1. Strengths of the programme:

· Existing coordinating PHC/ACP office

· Competent technical staff

· Good coordination between head office and Dioceses

· Good collaboration with government

· Very good organisational structure and church network

· Committed church leaders

· Good networking with other NGOs

· Well established health facilities 

· Well established training institutions

· Decentralised PHC/AC programs

· Existence of ELCT health policy

· Presence of committed health staff

· Presence of members and church followers

2. Weaknesses in the programme implementation:

· Inadequate communication - health facilities and ELC HQ 

· Inadequate resources

· Working equipments and materials

· Poor transportation

· Inadequate funds

· Lack of full time program staff

· Inadequate trained staff CBHC/PHC & Project Management

· High staff turnover

· Poor HMIS collection and utilisation 

· Poor staff motivation

· Lack of ELCT PHC/ACP policy

· Lack of comprehensive PHC/ACP plan

· Poor interdepartmental integration of activities

· Lack of standards

· Diversity of approaches in PHC/ACP implementation

· Few sustainability plans

· Conflicting ideas of interest on PHC/ACP activity implementation

3. Opportunities that can favour our implementation:

· We are entrusted by the Government and donors.

· Donors have Interest and willing to support our programs

· Existence of peace and National Political stability

· Possibility of Government block grants

· Community acceptance of church PHC/ACP activities

· Readiness of community to participate in church activities

· Possibility of Government seconded staff to assist in the programs

4. Threats that might interfere implantation of the programme now and in future:

· Donor withdrawal

· Unpredictable change in Government Policy

· Unstable political situation in some neighbouring countries

· Unpredictable natural and man-made disasters

· Brain-drain of program staff due to poor remuneration packages

· Increasing poverty among community members

 Prioritisation of needs and problems:

Prioritisation of needs and problems was donee by considering the outcome of SWOT Analysis, views of participants, needs of communities served by ELCT health institutions and feasibility of the options.  Other areas considered were the magnitude of the problem in terms of its incidence and prevalence, severity and danger of the problem to the community, its vulnerability to intervention and community’s or political view on the problem. A problem with high scoring was considered to be a priority to de addressed by the ELCT – Plan.  Priority problems include:

1. High prevalence of HIV/AIDS/STD.

2. High morbidity and mortality due to malaria.

3. High maternal mortality ratio.

4. High morbidity and mortality in under- five children.

5. Inadequate waste and refuse disposal.

6. Inadequate supply of clean water service areas.

7. Increasing prevalence of hypertension among adults

8. High incidence of mental disorders.

9. High incidence of eye problems in some service areas.

For each priority problem a purpose or immediate objectives and outputs were developed as follows:

Purpose 1:

Incidence and prevalence of HIV/AIDS/STD in general population reduced and its effects alleviated in service areas by 2007.

Outputs:

1.1 Knowledge, attitude, beliefs and practice for young people between 10-19 years old and high risk adults aged 20-49 years improved in 20 dioceses by 2007.

1.2 Awareness of general population on human rights advocacy for men, women and orphans increased by 2007.

1.3 Abuse of legal and human rights for PLWHA, widows, and orphans reduce d by the 2007.

1.4 Care, counselling and basic treatment services provided to PLWHA and orphans by 2007.

1.5 Standard of living for women, orphans, youths and PLWHA improved through community empowerment and poverty alleviation by 2007.

Purpose 2:

Morbidity and mortality due to malaria in service areas reduced by 10 % from the

current level by 2007.

Outputs:

2.1 All Community and religious leaders in service area mobilised for malaria control by 2007.

Improved malaria case management in Church health facilities by 2007.

2.2 Intermittent presumptive treatment provided for malaria prophylaxis in all pregnant women in service areas of ELCT health facilities by 2007.

2.3 Number households using treated mosquito net in service area is increased from 1% to 25% in three years.

Purpose 3:

Improved Reproductive Health Services in areas of ELCT by 2007.

Outputs:

3.1 Reduced maternal mortality by 25% from current levels in ELCT service areas by 2007.

3.2 Reproduction age of adolescents who delay their first sexual encounter to age rose from 18 year and above by the end of 2006.

3.3 Increased contraceptive user rate for all methods in service areas to 15% by 2007.

Purpose 4:

Improved clean water supply and improved sanitation in service areas of ELCT Health facilities by 2007.

Outputs:

4.1 Ten water sources improved in each of the dioceses of ELCT by 2007.

4.2 Increased number of household with permanent latrine from 35% to 50% by 2007.

Purpose 5:

Morbidity and mortality in under-five in service areas are reduced from current level by 25% in programme period.

Outputs: 

5.1 All clinicians and nurses are oriented to IMCH.

5.2 All Village Health Committees in service areas are orientated to IMCH.

5.3 Community members in service areas are orientated to IMCI.

5.4 All ELCT health facilities are implementing IMCH by 2007.

Purpose 6:

Communities in service areas are orientated to t preventive measures of cardio-

Vascular diseases.

Outputs:

6.1 Patients / clients in OPD, MCH clinics, ward in service areas are regularly orientated to preventive measures cardio-vascular diseases.

6.2 Village Health workers and Village Health Committees in service areas are orientated to preventive measures of cardiovascular diseases. 

Purpose 7:

Incidence of mental health illnesses is decreased by 25% and mentally sick patient are provided with proper care. 

Outputs:

7.1 Patients / clients in OPD, MCH clinics, ward in service areas are regularly orientated to preventive measures for mental diseases.

7.2 Village Health workers and Village Health Committees in service areas are orientated to preventive measures of mental illnesses.
7.3 Incidence of mental illness in ELCT services areas is determined.  
Purpose 8:

Prevalence of endemic eye problems is decreased by 25% in service areas affected.  

Outputs:

8.1 Village Health workers and Village Health Committees in service areas are orientated 

      to preventive measures for endemic eye problems.
8.2 Incidence of eye problems in service areas of ELCT is determined.

8.3 Patients / clients in OPD, MCH clinics, ward in service areas are regularly orientated 

      to preventive measures for eye diseases.

Annex 2: ORGANISATION STRUCTURE ELCT
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� TBA’s: Traditional Birth Attendant 


� HMIS : Health Management Information System


� N/Pregn. : Normal Pregnancy


� IMF :  International Monetary Fund


� PHC: Primary Health Care


� IMCI : Integrated Management of Childhood Illnesses.


� IMCI : Integrated Management of Childhood Illnesses.


� CBHC: Community-Based Health Care


� LePSA: Learner-Centred, Problem-posing, Self-discovery, Action-Oriented


� PBL: Problem-Based Learning


� VHWs; Village Health Workers


� CBHC: Community-Based Health Care


� ACP: AIDS Control Programme


� LePSA: Learner-Centred Problem-posing Self discovery Action-oriented


� PRA: Participatory Rural Appraisal


� TOTs: Trainer of Trainers


� CBHC: Community-Based Health Care


� LePSA: Learner-Centred, Problem-posing, Self-discovery, Action-Oriented


� PBL: Problem-Based Learning


� VHWs; Village Health Workers


� CSSC Christian Social Services Commission


� DMCDD Danish Mission Council Development Department
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