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EXECUTIVE SUMMARY

The U.S. Agency for International Development (USAID) Mission in Tanzania is in its final year of implementing its Strategic Objective 1 (SO1) “Increased Use of Family Planning, Maternal and Child Health and HIV/AIDS Preventive Measures.” A major component of which is the Voluntary Sector Health Program (VSHP), a $15 million cooperative agreement awarded in July 2001 to a consortium of CARE/Tanzania, Johns Hopkins University, and HealthScope Tanzania. The cooperative agreement provides funding and technical assistance to voluntary sector organizations to support community activities and build partnerships between the public and voluntary sectors.

USAID commissioned The Synergy Project to assess progress toward the VSHP key results (fostering public private partnerships, application of best practices in health services, increased demand for and use of quality services, and enhanced social support for behavior change), and to make recommendations for the VSHP and for USAID’s future support to the voluntary sector under the 2005–2014 Mission strategy. The scope of work focused on partnership, grant making, technical, and monitoring and evaluation components of the VSHP. A team of two international and two Tanzanian consultants conducted an assessment of the VSHP during October 2003.

This executive summary highlights the key findings and recommendations related to these areas. A more detailed description of the findings appears in Section II. Issues related to program management and organization are discussed in Section III. The recommendations for VSHP are described in full in Section IV.

OVERALL FINDINGS

Scope and Scale

The VSHP is an ambitious program that currently encompasses 32 public–private sector partnership committees, 230 grantees with a diverse range of activities, and stakeholders in five regions in Tanzania. This represents a significant management challenge. The time and effort devoted to managing grantees, and to reporting in particular, leave staff with little or no time for other activities such as technical support or monitoring.

Expectations and Perceptions

There are differing perceptions about the results to be achieved and about priorities and emphasis. Some perceive that the VSHP is primarily a grant-making program, others that it is a civil society network program, some perceive that VSHP is primarily about improving health, whereas others see it as a program to create demand for services and improve awareness.

Conflicting Objectives

Achieving the objective of supporting a large number of grantees, including smaller community-based organizations (CBOs) with no previous experience in health, to establish a wide reach and coverage, may be at odds with achieving a significant, cost-effective impact on health or HIV/AIDS-related behaviors, because the latter would require working with different types of grantees. Given this inherent tradeoff and differences in perceptions about objectives, the VSHP has tended to focus on the former at the expense of the latter.

Time Frame

USAID exerted pressure on the VSHP to disburse funds quickly after time was lost, initially due to a change in the contractor from DATEX, Inc. to CARE. Efforts during the first year or so of the program focused on establishing the grant-making mechanism, identifying grantees, and setting up the partnership committees that were integral to the grantee selection and screening process. As a result, inadequate attention was given to technical assistance, monitoring, and evaluation.

Concepts

The team found a lack of clarity and shared understanding of the key concepts underlying the program. The VSHP would have benefited from establishing clearer definitions of what is intended by, for example, best practices, interventions, partnerships, social support, technical support, supportive supervision, and monitoring.

Management and Staffing

The VSHP management has demonstrated effective leadership in establishing partnerships and grant-making systems. However, the emphasis of management and the way in which the program is staffed have resulted in a lack of technical focus and core technical expertise, at the center and regional offices. The program has failed to fully use the technical expertise available from consortium partners and other resource organizations in Tanzania as had been envisaged.

SPECIFIC FINDINGS

Public-Private Partnerships

The VSHP has established a good foundation for district partnerships, and the assessment team considers this to be a major achievement. The partnership committees are viewed positively by district government officials and by the voluntary sector. These committees have promoted dialogue and collaboration, giving government a better oversight of voluntary sector activities, and providing voluntary organizations with a channel for communicating with district councils. The VSHP has been able to build both on existing relationships in some districts and on a changing policy environment in Tanzania that increasingly promotes public-private partnerships.

There is evidence of progress toward joint planning and monitoring. For example, some local governments now request voluntary sector organizations to submit plans for inclusion in district plans, and there is some collaboration through the partnership committees in monitoring VSHP grantee activities. However, more still needs to be done to achieve genuine and equal partnership in planning, implementation, and monitoring.

The extent to which roles and responsibilities are understood and partnership committees are active varies between districts. Some committees receive financial support from the district government, a positive indication of the perceived value of partnership, and are able to function independently of the VSHP. Others meet only when requested by VSHP regional staff. Most committees focus on reviewing grantee quarterly narrative and financial reports. Little has been done to promote capacity building for committees since their initial orientation, and some require additional training to enable them to fulfill their responsibilities. Some committees also carry out monitoring visits to grantees, but they lack the technical knowledge and skills to do this effectively. Steps need to be taken to ensure that committees are equally accountable to the voluntary sector and to district governments, and to provide for regular re-election of representatives.

The sustainability of the partnership committees will depend on financial support and institutionalization within the district government committee structure. The future role of these committees, especially with regard to the HIV/AIDS committees being established by the Tanzania AIDS Commission (TACAIDS), should be carefully considered.

Grant Making

A major achievement has been the establishment of an umbrella grants program, reaching a large number of faith-based organizations, nongovernmental organizations (NGOs), and CBOs, many of which had not previously received funds from a donor agency. The program was set up in a relatively short period of time. The process of identifying, screening, and selecting grantees is considered by all stakeholders to have been fair, transparent, and credible. District officials are clear that, while they had no desire or capacity to channel funds to the voluntary sector, they appreciate the opportunity to be involved in the process of selecting grantees. Some officials perceive that the VSHP has contributed to good governance by ensuring that NGOs and CBOs are accountable to the government.

The grants program has enabled many grantees to initiate new activities or to expand their geographical coverage and, in some cases, to improve the quality of the services they provide. The team concluded that the grants program has reached organizations working at the grassroots and remote rural communities in ways that most other grant-making programs have not.

However, the increase in number of grantees from the 66 originally envisaged to 230, largely due to pressure to disburse funds quickly, and the limited absorptive capacity of voluntary sector organizations, have imposed severe management burdens on the VSHP. Staff have too little time to devote to technical support, capacity building, or technical supervision. Few grantees are genuine community organizations or accountable to the communities in which they work. Relatively few are implementing activities based on an assessment of community needs or priorities. In districts where few voluntary sector organizations existed, grantees may have been selected because there was relatively little competition rather than because they had the appropriate technical capabilities.

While the financial reporting system has achieved good accountability and control, the requirement that grantees submit monthly reports is cumbersome and time-consuming, both for grantees and for VSHP regional office staff. The time taken to establish the grant mechanism, and the rule established by the VSHP that allows grantees to receive only one funding award means, in practice, that most organizations have received funding for just one year. This time frame is too short either to establish effective activities or to achieve meaningful impact. Most stakeholders are under the impression that grantees will receive further funding, and have expectations that the VSHP is a three-year grant program. This misunderstanding needs to be corrected immediately. Also, serious delays in disbursement of funds has meant that grantees have had to delay, cancel, or temporarily cease activities. This is particularly difficult for grantees that provide services.

Initial proposal preparation and preaward workshops have enabled grantees to develop basic skills in writing applications and reports. However, the program has not provided ongoing support to build grantee capacity. Many grantees are uncertain whether or not they will be able to sustain the activities they have initiated after VSHP funding ends. The team is of the view that provision of funds without complementary capacity building is unlikely to lead to strong, sustainable organizations.

There has been limited communication with other grant-making programs. Considerable opportunities exist to share experiences and lessons learned with other mechanisms that provide funds to the voluntary sector.

Technical Package

Grant-making and partnership committees took precedence over the technical component of the VSHP for the first year of the program. The approach to the technical package has changed significantly from the original design, evolving from one of best practices through strategic and core interventions, to a minimum package of best practices. This has resulted in the lack of a clear technical agenda. Even now, the minimum package is not reflected in grantees’ activities. The team found little evidence that these activities have been designed or implemented on the basis of best practices. Staff acknowledge, with the benefit of hindsight, that the technical package should have been developed before rather than after grantees were selected and funded.

The original design envisaged a 60:20:20 balance between HIV/AIDS, reproductive health, and maternal and child health, and a balance of demand creation and service provision activities. Due to a combination of factors—the lack of a clear technical agenda, the weak capacity of many grantees in health and limited number of service providers in the voluntary sector, the absence of an institutional lead agency for Result 2—the main technical focus has been on behavior change communication (BCC) activities, with approximately 80 percent of effort devoted to HIV/AIDS-related awareness-raising or demand-creation activities. There is a widely held perception that the VSHP is primarily a demand-creation program. One serious consequence is that there has been no real attempt to link demand creation with service provision. In addition, there has been no attempt to ensure that grantees working together can implement a comprehensive package of activities or provide a continuum of care in a defined geographical area.

BCC activities fall into two categories: those supported by the central VSHP BCC unit, and those implemented by grantees. These have evolved as relatively separate efforts, and have adversely affected coordination. Centrally managed activities include campaigns, road shows, and mass media, but their reach and impact may be limited. Grantees largely develop and implement BCC activities on their own and have no direct access to technical assistance from the BCC unit, although central BCC staff have attempted to provide grantees with training and support as well as to establish Communication Action Networks to promote local collaboration and consistency in message design.

The VSHP does not see itself as having responsibility for providing technical support to grantees. Individual grantees determine their own needs and use their own budgets to access technical inputs, mostly from the district health sector. Most district medical officers are cooperative, but district expertise is not always available, and training provided by the health sector is not always of a consistently high standard. Lack of good health information to guide grantees is a serious weakness. With the exception of a toolkit recently produced in Swahili and distributed to grantees, the program has not provided grantees with technical or resource materials to support their activities. The kit has some weaknesses. In attempting to be both a technical manual and a guide to support community activities, it does not succeed well in either.

There is limited follow-up or supervision to ensure that grantees are implementing good quality activities. Regional staff have neither the time nor the technical capacity to do this. The current approach, in which technical monitoring is assigned to the partnership committees, most of which lack appropriate technical knowledge and skills, is ad hoc and inadequate.

Finally, although the VSHP is committed to the concept of gender mainstreaming, it has taken little real action to put the gender action plan into practice or to provide grantees with more than a basic orientation in gender issues.

Monitoring and Evaluation

Monitoring and evaluation aspects of the VSHP have been given relatively low priority. There is a lack of clarity about whether or not the program has an agreed performance monitoring plan. Indicators have changed, in number and content, during program implementation, with implications for tracking and monitoring progress. The VSHP management is of the view that measuring impact in terms of program results is not feasible given the short time frame and the emphasis on process. This issue needs to be resolved.

The monitoring and evaluation plan proposes that achievement of Results 1 and 2 will be measured through routine data collected by the program. For Result 1, it would be useful for the VSHP to develop clear criteria for indicators that will be used to measure progress; for example, to define what is meant by a “functioning” partnership committee. For Result 2, the approach to reporting service statistics needs to be revised, because service providers report the same data to the VSHP as they do to the Ministry of Health and to other donors.

Results 3 and 4 will be evaluated through an endpoint survey that will be compared with the findings of a baseline survey. Grantees were also supposed to conduct a baseline survey, but based on the sample of grantees with whom the assessment team met, it seems that not all grantees have done this. This will make it difficult to assess changes resulting from their activities in any meaningful way. In addition, grantees have no realistic strategies for assessing the effects of their behavior change activities. It is unlikely that the VSHP will be able to demonstrate much real progress toward Results 3 and 4, based on grantee reporting.

Quarterly reports are reviewed by partnership committees, regional offices, and VSHP headquarters. The VSHP monitoring and evaluation officer in Dar es Salaam reviews 228 reports each quarter and compiles these into a quarterly report to USAID. This report is also shared with the National AIDS Control Program, the Tanzania AIDS Commission, the Ministry of Health, and regional program offices. The reporting process is primarily vertical; there is no effective system in place for feedback, either to consortium partners, grantees, or communities.

Quarterly activity reports submitted by grantees are the main monitoring tool, and reporting is equated with monitoring by the VSHP and grantees alike. Data are collected through a number of standard forms. Some grantees find it difficult to complete all these forms. Orientation on simple methods of monitoring and evaluation, data collection, and the Results Framework was provided for grantees at the preaward workshop. However, collecting information from grantees is a challenge, due to low capacity, weak monitoring skills, and a lack of familiarity with data collection. Neither the program nor the grantees appear to use the information they collect to plan activities, review progress, or revise their approach.

Reporting of qualitative information in the narrative reports, in particular on the process of implementation or the impact of activities, is limited. Some grantees report anecdotal changes in their activity reports, but this type of information is not systematically documented. A key issue for the program will be to assist grantees to document their experiences and analyze why changes have or have not occurred.

The VSHP has created and maintained an effective grant mechanism that reached a large number of voluntary sector organizations in a short time period. It has established working public private partnerships in a substantial number of districts. These major achievements need to be publicized beyond the program’s immediate partners and stakeholders. In addition, the VSHP has not yet documented which of the grantees are implementing good quality interventions. The identification and documentation of voluntary sector best practices could contribute to national efforts in the application of best practice models. VSHP staff acknowledge that insufficient attention has been paid to documentation and dissemination of lessons learned. Plans are under way to do so.

VSHP Management and Organization

The consortium has not operated as originally envisaged in the proposal. CARE/Tanzania has delegated authority to the VSHP senior management. The three consortium partners do not meet to review progress or take decisions about program direction and approach. The assessment team saw little evidence of effective teamwork between the consortium members, and this has contributed to technical weaknesses and a lack of integration between different components of the program.

High staff turnover has also contributed to the lack of technical focus. It would be helpful to review program management style and organizational culture as it relates to decision-making authority and line management to ensure that the VSHP maximizes its use of existing staff skills and expertise. Consideration also should be given to ensuring adequate staffing with core technical expertise at the central level, and to reviewing the roles of staff at the regional level.

SUMMARY OF RECOMMENDATIONS FOR VSHP

The team recommends that by the end of the program, the VSHP focus on achieving the objectives outlined below.

Public-Private Partnerships and the Partnership Committees

· Revisit the roles and responsibilities of the partnership committees, and shift the emphasis from VSHP-specific activities to promoting generic dialogue and collaboration between the government and the voluntary sector. The assessment team recommends that the partnership committees should not continue to have responsibility for technical oversight of grantee activities.

· Develop guidance on the balance of representation, re-election of voluntary sector representatives, a time frame for serving on committees, and mechanisms for committee accountability to the voluntary sector and improved communication with district medical officers and district health management teams.

· Establish criteria for evaluating the effectiveness of committees, identify partnership committees that are working well, and factors that have contributed to their effectiveness.

· Facilitate joint district reviews to assess the future role of partnership committees in the district committee context and to develop strategies for institutionalizing partnership committees within district structures.

· Assess the needs for financial and technical support and provide this as appropriate to enable committees to meet and carry out their mandate.

· Strengthen the capacity of the public and voluntary sectors for working in partnership, including re-establishing district voluntary sector forums and providing support to the government to develop guidance on making public-private partnerships operational.

Grant Making and Grantees

· Communicate as a matter of urgency to grantees, partnership committees, and government officials the grants time frame and the end point of current funding.

· Streamline and refine the grants program, giving particular attention to simplifying reporting requirements, including the potential for some grantees to graduate to quarterly reporting, and to increasing the efficiency of disbursements.

· Plan and implement a minimum package of organizational capacity building for grantees in strategic planning and proposal development to ensure that organizations have the basic skills to identify and obtain future funding from alternative sources. This should be complemented by development and distribution of guidance for fundraising, including a package of information about potential donors.

· Conduct a review of existing grantees and their activities in order to determine which offer the greatest potential for future USAID support, and to identify the potential for larger organizations to provide mentoring support to smaller organizations.

Technical Package

· Develop a sound technical framework to underpin the VSHP and the activities of grantees, based on a review of best practice approaches to implementation of core interventions.

· Communicate this technical agenda to all relevant stakeholders, and ensure that staff or resource organizations with core technical expertise are in place to support it and to ensure consistent approaches and standards.

· Establish links between grantee demand-creation and service-delivery activities.

· Review current BCC campaign and Communication Action Network strategies.

· Develop and implement strategies to build a minimum level of grantee technical capacity and to monitor the quality of implementation. This should include mechanisms and a budget for providing technical support to grantees, and a coherent regional and district approach that draws on technical skills and expertise available in Tanzania, and incorporation of a more active and formalized role for the district health sector. It should also include an enhanced role for the BCC unit in provision of training, technical support, and supervision for grantees.

· Commission a review of available tools and materials, and develop a resource packet for distribution to grantees. Consideration should also be given to establishing or linking up with a clearinghouse that can provide grantees with ongoing technical information and resources.

· Take immediate action to mainstream gender, including allocating clear staff responsibilities, orienting grantees, distributing the gender manual, and implementing the gender action plan.

Monitoring and Evaluation

· Establish an agreed monitoring and evaluation framework, performance monitoring plan, and indicators, and communicate these to all stakeholders.

· Engage the MEASURE Project to provide technical assistance in developing a monitoring and evaluation plan and give priority to implementing this plan.

· Implement an effective system of analysis and use of monitoring information, and mechanisms for feedback.

· Revise the current approach to the reporting of service statistics.

· Develop simple guidance and tools, and implement training to build grantee capacity and skills in monitoring and evaluation.

· Develop and implement a strategy for documenting and disseminating achievements, lessons learned, and best practices.

Management and Organization

· Establish effective management and oversight by the consortium partners, including revisiting roles and responsibilities, and holding regular consortium management meetings.

· Conduct an independent management review to address program management, organization, and structural issues.

· Establish links with the wider environment, including other grant-making mechanisms, resource organizations, and sources of expertise in Tanzania.

I. INTRODUCTION

I.A
Background

The U.S. Agency for International Development (USAID) is in its final year of implementing Strategic Objective 1 (SO1): “Increased use of family planning, maternal and child health, and HIV/AIDS preventive measures,” with an emphasis on improving the legal and policy environment and increasing the availability of and demand for quality services.

USAID is supporting both the public and voluntary sectors in Tanzania. Support for the Government of Tanzania’s health sector reform agenda has focused on enhanced, quality services; decentralization; and public-private partnerships. Support for the voluntary sector has focused on building the capacity of nongovernmental organizations (NGOs) and, since 1999, on enhancing the role of the voluntary sector in creating demand for and delivery of reproductive, child health, and HIV/AIDS services.

The Voluntary Sector Health Program (VSHP) was designed to support decentralization and health sector reform in general and, more specifically, to enhance public-private partnerships. VSHP also represented a shift in USAID/Tanzania programming from separate HIV/AIDS and family planning NGO support mechanisms to integrated reproductive, child health, and HIV/AIDS programming.

USAID recognizes that the design of the VSHP was ambitious, with results related to building public-private partnership and civil society capacity, increasing demand for and use of health and HIV/AIDS services, improving the quality of care provided by the voluntary sector, and expectations that these would be achieved in a relatively short time frame. USAID also recognizes that achieving these objectives is challenging in the Tanzanian context, where the NGO sector is relatively new, emphasis until recently has been on government provision of services, and experience of public-private partnerships is limited.

VSHP began in 2000 as a five-year, $21 million umbrella grants contract with a technical component, implemented by DATEX, Inc. The DATEX contract was terminated in early 2001, and a $15 million cooperative agreement was awarded in July 2001 to a consortium of CARE/Tanzania, The Johns Hopkins University, and HealthScope Tanzania. The consortium was to provide funding to voluntary sector actors to support interventions at the community level as well as to build partnerships between the public and voluntary sectors.

The four key results of the VSHP cooperative agreement are as follows:

· Result 1: Improved district capacity to plan, implement, and assess comprehensive HIV/AIDS, and reproductive, maternal, and child health services through voluntary sector partnerships programming.

· Result 2: Application of best practices in HIV/AIDS, and reproductive, maternal, and child health services delivered by voluntary sector actors with improved organization and institutional capacity.

· Result 3: Increased customer demand for and use of quality HIV/AIDS, and reproductive, maternal, and child health services in project areas.

· Result 4: Enhanced social support for behavior change among households and communities.

The consortium began implementing the VSHP in July 2001 and presently funds 230 grantees in five regions of Tanzania to implement HIV/AIDS, and reproductive, maternal, and child health activities. Public and voluntary sector partnership committees have been established in the 32 districts and municipalities in the five regions covered by the VSHP.

I.B
Scope of Work and Methodology

The main objectives of the VSHP assessment were to analyze achievements and constraints, identify lessons learned, and make recommendations to inform the remainder of the VSHP cooperative agreement and to inform USAID/Tanzania’s future support for the voluntary sector. The scope of work (Annex A) focused on assessing progress in four key areas:

· Building district and municipal public voluntary sector partnerships through partnership committees.

· Establishing an effective grants mechanism.

· Identifying and supporting implementation of best practices and behavior change communication (BCC) in reproductive, maternal, and child health, and HIV/AIDS among grantees.

· Monitoring and evaluation, including documenting and disseminating lessons learned.

Commissioned to conduct the assessment was a team of four consultants (two local consultants, Gottlieb Mpangile and Mary Materu; and two international consultants, Melody Trott and Kathy Attawell) with experience and skills in HIV/AIDS; reproductive, maternal, and child health; health sector reform; public-private partnerships; voluntary sector organizations; capacity building and organizational development; and grant making. The team worked together in Tanzania October 6–31, 2003, spending approximately two weeks in Dar es Salaam and two weeks in other parts of Tanzania.

The findings, lessons learned, and recommendations in this report are based on information gathered using the following methodology:

· A review of background and project documents.

· Briefing sessions with USAID and VSHP.

· In-depth interviews with VSHP national and regional staff, and with CARE, HealthScope, and Johns Hopkins University staff.

· Meetings in Dar es Salaam with individual USAID staff, government representatives (Tanzania AIDS Commission [TACAIDS], Ministry of Health Reproductive and Child Health Division, National AIDS Control Program [NACP] and the Health Sector Reform Secretariat, PORALG), other grant-making mechanisms (World Bank/Tanzania Multisectoral AIDS Program and the Rapid Funding Envelope), and organizations providing support to the voluntary sector (including Pact, Inc. and the Tanzania Gender Network Program [TGNP]).

· Visits to four of the five regions covered by VSHP—Coast (Mafia and Kisarawe Districts), Shinyanga (Shinyanga Municipal), Iringa (Iringa Rural and Mufindi Districts), and Dodoma (Dodoma Rural and Mpwapwa Districts)—for meetings with regional and district officials, group discussions with partnership committees and grantees, individual meetings with a representative sample of grantees, and field visits to observe grantee activities and meet community members.

The assessment itinerary and list of people the assessment team met appears in Annex B. Documents reviewed during and in preparation for the assessment are listed in Annex C. The checklist of questions developed by the assessment team for interviews and group discussions appears in Annex D.

II. FINDINGS AND LESSONS LEARNED

II.A
Public-Private Partnerships

II.A.1
Promoting Dialogue

The Voluntary Sector Health Program (VSHP) has established a good foundation for district and municipal public-private partnerships. Considerable efforts have gone into establishing the partnership committees (PCs), which have been established in all 32 districts and municipalities where the VSHP operates. The systematic approach to fostering partnerships, starting with orientation of government officials and facilitation of meetings to provide government and voluntary sector representatives with the opportunity to discuss their concerns and identify areas of mutual interest, has been very effective.

Public sector officials generally have very positive views about the way in which the PCs were established. However, there have been difficulties with some district medical officers (DMOs), whose participation has been less than anticipated. It should be noted that under the initial VSHP contract, DMOs were the focal point for PCs at the district level, but the approach was subsequently changed in order to promote a more multisectoral approach. However, this may go some way to explain the expectations of some DMOs about their role, and the VHSP staff observed that in future, the way in which the PC concept is introduced to DMOs needs careful handling to ensure that expectations are clear and to obtain their support.

The PCs are perceived to be a useful forum for bringing together the public and voluntary sectors and for promoting dialogue between these sectors. This is a major achievement in districts where previously there was no mechanism for communication between government and voluntary sector organizations, and in a context in which public–private sector relationships have been characterized by mistrust and government concerns about voluntary sector transparency and accountability. In these districts, the PCs have improved their sharing of information, with the mapping exercise providing government with a comprehensive overview of voluntary organization activities in the health sector in their district for the first time. Voluntary sector representatives (with the exception of faith-based organizations [FBOs] and nongovernmental organizations [NGOs] that provide health services and were already reporting service statistics to the DMO) also reported that the PC represented the first opportunity to communicate directly with the district council about their activities, as well as to access technical support from the health sector.

In some districts the assessment team visited, the VSHP has been able to build on existing mechanisms. For example, in Dodoma Rural District, joint quarterly meetings chaired by the district planning officer have been held since 2000, and NGOs and community-based organizations (CBOs) already report their plans and activities to the district council. The VSHP has also been able to take advantage of the changing policy environment in Tanzania, with the emphasis on public-private partnerships in health sector reform. The assessment team learned, for example, that the Government of Tanzania has yet to develop guidelines on how such partnerships should operate, and there is room for the VSHP to share lessons and inform future partnership arrangements.

II.A.2
Joint Planning, Implementation, and Monitoring

There appears to be some progress toward joint planning, implementation, and monitoring between the public and voluntary sectors. Although it is difficult to assess the extent to which this is due to the efforts of the VSHP or to the changing policy environment, the PCs have made an important contribution, by demonstrating to the government that the voluntary sector can be a viable partner and by establishing mechanisms for collaboration. In addition, the process whereby the government presented district health plans during the proposal development workshops organized by the VSHP helped to identify priorities and areas in which voluntary sector organizations might have a comparative advantage, and to shift both sectors toward joint planning.

Some district governments are now requesting voluntary sector organizations to submit annual plans so that their activities can be incorporated into district health plans. The increasing availability of resources for the voluntary sector and their potential to reach the grassroots has encouraged the government to include the activities of FBOs, NGOs, and CBOs in district plans. HIV/AIDS also appears to have acted as a catalyst for partnership as the government recognizes that it cannot address the epidemic and its impact alone. However, the team found no evidence of joint planning between the public and voluntary sectors, and there is still some way to go before government officials see the voluntary sector as an equal partner. While support is being provided to the public sector from other sources to strengthen district planning capabilities, the extent to which this is encouraging joint public-private planning requires further investigation.

Some DMOs expressed concern about the extent to which public sector health staff are involved in implementation of NGO activities. When staff are involved in NGO activities, their absence can undermine the provision of public health services. In a context in which government salaries are low it will be important in future to ensure that the financial incentives provided to public sector health staff to work with NGOs do not create a situation in which the voluntary sector is strengthened at the expense of the public sector. While this issue is beyond the scope of the VSHP to resolve, it has implications for the design of future voluntary sector health programs.

The involvement of district government officials and district council representatives in the PC has provided the public sector with the opportunity to monitor the activities of voluntary sector organizations. In most cases, the DMO or his or her representative on the PC is the only member of the committee with the requisite skills to monitor the quality of grantee activities.

II.A.3
Membership, Roles, and Responsibilities

Membership of the PCs varies, in terms of the balance between their public and voluntary sector representations, and government representatives. Some committees have an equal number of representatives from each sector, whereas others have a majority of public sector representatives. For example, in Mpwapwa District, the committee consists of the district medical officer, district community development officer, four district councilors, and five NGO or CBO members, whereas in Shinyanga Municipal, the PC has seven government or council members and four voluntary sector members. In most PCs, the government representatives include the district medical officer, district planning officer, district community development officer, and the district cultural officer. Some PCs are chaired by a public sector member, others by a voluntary sector member. No clear provision appears to have been made for ensuring balanced representation or setting a time limit for serving on the PCs and elections to replace current members.

Understanding roles and responsibilities also varies. In some districts, the assessment team observed that the PC has a clear idea of its mandate; in others, committee members were less sure. Some committees have defined their roles and responsibilities themselves, while others reported that these were determined by the VSHP. However, most PCs perceive their primary roles to be promoting good relationships between government and the voluntary sector, checking that funds are spent properly, and monitoring grantee activities.

Most committees were active at the start of the VSHP, through their involvement in screening proposals and making decisions about which organizations would receive funds. Initially, the VSHP did not pay allowances to the committee members. However, attendance was poor in some districts, especially by council representatives, so a sitting allowance was introduced to encourage attendance during the process of grantee screening and selection.

Subsequently, the extent of PC activity has varied. The activities of some have been limited to reviewing quarterly reports from grantees, monitoring financial aspects, and making recommendations to CARE about which organizations require an independent audit. Others have been more actively engaged in monitoring implementation by grantees, including conducting evaluations and meeting with NGOs to discuss their work and issues that need to be addressed. Those with a more limited mandate tend to meet quarterly, while those that are more active meet more frequently, sometimes as often as once a month.

It was originally envisaged that the PCs would have primary responsibility for technical monitoring of activities implemented by grantees. However, most of the PCs the assessment team met focus primarily on monitoring activities against budgets and financial accountability. Some grantees perceived the primary role of the PC as “policing” or controlling, rather than one of supporting their work. For example, in one district, grantees have to submit requests for technical support through the PC. Lack of technical skills and expertise means that, in practice, the capacity of PCs for technical oversight is limited. Some PCs are also hampered by lack of funding or transportation to enable them to make field visits.

II.A.4
Capacity Building and Support for Partnership Committees

Partnership committee members received initial orientation on the VSHP and on PC roles and responsibilities, as well as training to help them review quarterly activity and financial reports submitted by grantees. VSHP has not provided any subsequent training or support to develop the capacity of PCs. Some members expressed a desire for additional training to enable them to carry out more effective financial and technical monitoring. However, the assessment team would question whether or not the PCs should take primary responsibility for technical oversight of grantee activities, because most would need significant training and support to develop the level of technical knowledge and skills required.

Partnership committees reported good relationships with VSHP regional offices. However, in some districts the assessment team visited, a need exists to strengthen communication between VSHP and the PCs, to enable the committees to fulfill their responsibilities. For example, some committees had not been made aware of revisions to grantee budgets or planned activities.

II.A.5
Accountability

Public sector representatives on the PCs were selected by district and municipal councils. Voluntary sector representatives were elected by all voluntary sector organizations in a district or municipality. All voluntary sector stakeholders believed that the election process, which used a secret ballot, was fair and transparent.

After reviewing the quarterly reports from grantees, the PC reports to the district council through an official focal person. The focal person reports to the standing committee on social services, which in turn reports to the finance committee, which in turn reports to the full council. Although the district medical officer or municipal medical officer of health or his or her representative is usually a member of the PC, reports are not routinely sent to the council or district health management team. It may be advisable to ensure that this happens in future, because the district health management team has overall responsibility for health services, and the health sector is the primary source of technical support for VHSP grantees.

The committees are less accountable to the voluntary sector. There appear to be no formal mechanisms for reporting or providing feedback to the sector from PC meetings or for voluntary sector organizations to articulate their views to government through their elected representatives on the PC.

II.A.6
Institutional and Financial Sustainability

The future sustainability of the PCs and their functioning independently of VSHP will depend on local government financial support. In some districts the assessment team visited, the district or municipal council is providing support to enable the PC to fulfill its responsibilities, including a budget to cover the costs of meetings and transportation to facilitate field visits to monitor grantee activities. This is a positive indication of the value government places on partnerships. However, local government officials noted that in future it might be difficult to provide financial support, or to continue providing such support, given recent changes in the taxation system, which have reduced district council nonallocated budgets. In other districts the assessment team visited, the PC is dependent on the VSHP regional office to provide support and meetings are held only when requested and financed by VSHP. In these districts, government officials tend to view the PC as a “VSHP committee,” which will continue to function only while the program exists.

Future sustainability will also depend on whether or not the partnership committees are given official status as standing committees of the district council or are otherwise institutionalized within local government structures. At present, the PCs have no official status, unlike, for example, the HIV/AIDS committees currently being established, and establishing the PCs as standing committees of the district council would require a change in the Local Government Act. There is a risk that the PCs will be subsumed within or superseded by district HIV/AIDS committees, partly because the latter will receive funds from TACAIDS and partly because government may not see the need for more than one committee with voluntary sector representation.

While government guidance ensures that there is adequate voluntary sector representation on the HIV/AIDS committees, ongoing advocacy is likely to be required to persuade local government of the value of sustaining a mechanism for partnership between the public and voluntary sectors with a mandate that goes beyond HIV/AIDS. However, there is consensus among national and district government officials that the voluntary sector has an important contribution to make to Tanzania’s health and development objectives, and that the partnership committees provide a useful foundation upon which to build wider and more sustainable dialogue and collaboration between the public and voluntary sectors.

II.B
Grant Making

II.B.1
Establishing the Grant Mechanism and a Network of Grantees

Grant making is the component that has received the most attention, and, to a large extent, has been the most successful part of the VSHP. In response to pressure to identify grantees and disburse funds quickly, VSHP established the grant-making process in a very short time, and this is a major achievement. The program developed a comprehensive and effective system for identifying voluntary sector organizations, screening, and selection, which has been supported by the development of practical tools to guide the process.

The VSHP has made funding available to a wide range of organizations. In some districts, many of these had not previously received support, or support at such a significant level, from an external donor. Funding from VSHP has enabled some grantees to expand their portfolio of activities. For example, grantees reported to the team that they had, variously, been able to provide training for traditional birth attendants, introduce voluntary counseling and testing services, expand youth education from in-school to out-of-school youth, and buy musical instruments and equipment for community cultural groups. Other grantees reported that they had been able to extend the reach of existing services to cover additional villages.

The program has funded 230 FBOs, NGOs, and CBOs, achieving wider reach and more comprehensive coverage than comparable grant-making mechanisms. Officials in all districts the assessment team visited reported that the VSHP had succeeded in channeling funds to organizations working at the grassroots and in communities in remote rural areas the government does not reach or by NGOs that concentrate their activities in urban areas. This has been achieved despite significant constraints including, in some districts, lack of information about existing organizations and of government support for providing funding to the voluntary sector, and the dearth of voluntary sector organizations operating in rural areas or working in reproductive health, maternal and child health, or HIV/AIDS.

However, the VSHP has funded a far larger number of grantees than the 66 originally envisaged, even though budgets were increased for some first-round grantees after a mid-term review. The VSHP proposal indicated that the program would provide 10 large grants (up to $100,000), 43 medium-size grants (up to $60,000), and 13 grants for specific activities (up to $5,000). Several factors appear to have prompted the VSHP management to decide to expand the number of grantees. Pressure from USAID to disburse funds quickly in the face of poor absorptive capacity by voluntary sector organizations was a key factor. Another factor was the perception among the VSHP staff that there was pressure to cover all wards in a district, which was not feasible with 66 grantees in 32 districts, and to achieve “coverage.” However, the decision to increase the number of grantees has had a number of repercussions for the VSHP. First, it has created a significant management burden, which leaves VSHP staff with little time to provide grantees with technical supervision or capacity-building support. Second, it has created a program of rather disparate activities, which makes it difficult to ensure quality, measure accomplishments, or scale up. Third, and most importantly, it may have comprised the ability of the program to achieve the desired health and HIV/AIDS results, because disbursement of funds took precedence over identifying grantees that were best placed to achieve these results.

The team also observed that relatively few grantees are genuine grassroots community organizations or that they truly represent the community. The majority are NGOs that “facilitate,” or work in the community. This is not surprising, because relatively few CBOs operate in Tanzania, and this has been a key challenge for the program.

While some grantees have conducted considerable consultation and discussion with communities before planning and implementing activities, others have carried out activities with limited reference to the community. In future there could be greater emphasis on ensuring that voluntary sector organizations are responding to community needs and priorities rather than imposing an external agenda. It will also be important to encourage voluntary sector organizations to become more accountable to the communities in which they work. Some grantees the assessment team met were, for example, not sure whether or not they could share reports with the community.

II.B.2
Identifying, Screening, and Selecting Grantees

As discussed in the section on public-private partnerships, both sectors viewed the mapping of voluntary sector actors in a district or municipality as a positive exercise. This exercise, which gathered information about the existing activities and geographical range of voluntary sector organizations, was intended to provide the basis for a systematic approach to determining which organizations had existing capacity or the potential to absorb and manage funds, implement best practices, and to try to provide comprehensive coverage in each district or municipality.

Following the proposal design workshop, voluntary sector organizations were given three weeks to submit an application. The applications went through four stages of screening. The first stage eliminated those that were not known to have activities in the district or municipality, whereas the second and third stages eliminated those that scored below 70 percent on the basis of technical and organizational criteria. Applications that passed through the first three stages were forwarded to the VSHP for screening. However, the assessment team noted that the proportion of successful applicants depended on the number of voluntary sector actors in a district, as the examples in Table 1 illustrate. In districts in which there were very few voluntary sector organizations, almost all applicants were recommended for grants awards. In districts with few organizations, identifying grantees with the potential to implement quality programs was a significant challenge.

Table 1. Application Screening

	District
	Number of Applications Screened
	Number of Applications Recommended
	Percentage of Applications Recommended

	Dodoma Rural
	9
	8
	88.9%

	Urambo
	11
	9
	81.8%

	Mafia
	8
	5
	62.5%

	Dodoma Municipal
	45
	13
	28.9%

	Iringa Municipal
	41
	8
	19.5%

	Kibaha
	42
	8
	19.0%


The team also noted that, for some grantees, health was not a major focus of their work prior to the VSHP, and that in practice, the screening process paid less attention to the technical capabilities of potential grantees than to organizational credibility. These issues raise questions whether some grantees were selected because they were the most suitable or because there was little competition, and whether geographical coverage took precedence over capacity for implementation in the selection process.

Responsibility for initial screening of applications and decisions about proposals to go forward for final consideration by VSHP rested with the PCs at the district and municipal levels. Through their membership on the PC, representatives from both the public and voluntary sectors were involved in the screening and selection process. Involvement of district-level actors is perceived to be a positive element of the grant-making mechanism, because these actors are generally well placed to ascertain the credibility of applicant organizations.

Government officials and voluntary sector organizations are optimistic about the grant-making mechanism. The process of screening applications and selecting grantees is widely viewed as being credible, transparent, fair, and efficient. It appears to have been more successful than most in excluding organizations that are not active, and the inclusion of site visits as part of the screening process played an important role in this. The process also ensured that applicants represented on the PC were not involved in reviewing their own applications and took steps to identify and address any potential conflict of interest.

Some district officials stated that the VSHP had contributed to good governance in the voluntary sector, because these organizations are now accountable to government via the PCs. While district and municipal governments do not have the desire or the capacity to take responsibility for channeling funds to voluntary sector organizations, officials appreciate the opportunity for government to be involved in the decision-making process through their representatives on the PCs, and through their participation in the proposal development and preaward workshops for grantees. In many instances, this was the first time that a district government had been involved in the process of selecting voluntary sector grant recipients, and the experience has helped to build positive relationships between the public and voluntary sectors. The team views this as a significant achievement of the program.

Two issues merit further consideration. First, the absence of an appeals mechanism for unsuccessful grantees and the lack of feedback to unsuccessful applicants, to explain why their proposal was not funded. Second, the need to clarify criteria relating to the types of organizations that can apply for funding from the VSHP; in particular, the exclusion of professional associations. For example, in one case, a local affiliate of a national professional association sought funding from the VSHP through a separate CBO in order to qualify. In practice, this means that the CBO is unable to access capacity building support from the umbrella organization, and it is also perceived to have undermined an existing network.

II.B.3
Disbursements and Financial Reporting

The VSHP has committed 100 percent of its budget allocated for grantees (see Annex E). This is a major achievement, given the limited absorptive capacity of voluntary sector organizations in Tanzania. The VSHP has also achieved good financial control and accountability, through effective systems and the involvement of the district leadership.

However, the monthly reporting system is complex and time-consuming for smaller organizations. Larger NGOs and FBOs that are more familiar with quarterly reporting cycles also find monthly financial reporting a challenge. Some grantees reported problems with meeting financial reporting requirements. For example, it is difficult to obtain pro forma invoices from local suppliers and receipts for travel expenses and accommodation in villages, and some suppliers are not willing to accept checks. Financial reporting requirements have also changed during the VSHP; this has caused difficulties for some grantees and has required grants officers to spend considerable time reorienting recipients. Grantees appreciate that they have access to the grants officers through the VSHP regional office. It is easier for them to address problems at the regional level than to deal with an office based in Dar es Salaam.

While the main focus of financial accountability, quite rightly has been on expenditure versus budget, the assessment team considers that more initial attention could have been given to reviewing the line items included in grantee budgets; in particular, the relevance of equipment to be procured, to planned activities. For example, whereas it is clear that some items such as bicycles for peer educators or traditional birth attendants are meant to support project activities, it is less clear why other items, such as scanners or digital video cameras, are necessary for grantees working in rural communities.

Delay in receiving disbursements is a serious problem for grantees. Some reported delays of between two and five months in receiving funds. Some have had to cancel or delay planned activities such as training. Others have had to stop providing services, which is a major problem when community expectations have been raised and demand for services created. Delays in receiving funds also mean that some grantees are faced with implementing a year’s activities in the remaining three to four months of their project time frame. This is a particular challenge when the remaining period coincides with the rainy season.

These delays are attributed to a combination of factors, including the transfer of funds from CARE/Atlanta to CARE/Tanzania, and from CARE/Tanzania to grantees, the Tanzanian banking system, the pressure on regional grants officers who have to process 40 to 50 financial reports each month, and grantee difficulties, including meeting reporting deadlines and providing inadequate supporting documents in the financial reports they submit. Because the funds are transferred directly from VSHP in Dar es Salaam to grantees, it is difficult for the regional grants officers to follow up or expedite the process of disbursement.

Financial procedures also contribute to delays in disbursements. These procedures specify that the next tranche of funding (for example, for Quarter 2) cannot be disbursed before the previous tranche (for example, Quarter 1) has been fully accounted for and the relevant financial reporting has been completed. VSHP procedures are reportedly based on CARE procedures, which in turn, are based on USAID systems. The conditions of the cooperative agreement with the consortium included a requirement that funds be administered in accordance with the terms and conditions of Administration and Assistance of Awards to U.S. Non-Governmental Organizations, and other applicable regulations (32 CFR 226). However, it would be useful to review financial procedures to ascertain ways in which the disbursement system could be streamlined.

The rate of expenditure by some grantees has been slower than anticipated. These grantees are considered by the VSHP staff to be “poor implementers.” However, the assessment team considers that the rate of expenditure is not necessarily an accurate reflection of the quality of implementation of activities. In fact, the majority of staff consider that smaller CBOs are more effective partners because they are more willing to meet financial reporting requirements, and find working with larger NGOs and FBOs to be a challenge. The assessment team considers that grantees should be judged primarily on the basis of the quality of their activities rather than on their compliance with monthly financial reporting requirements.

There are also regional differences in the rate at which funds have been disbursed and liquidated. This depends to some extent on the number and quality of grantees. In some regions, such as Iringa, higher rates have been achieved because the VSHP was able to “front-load” grants, because NGOs have greater capacity and are more accountable than in other regions covered by the program. Future grant making will need to take account of regional and district differences in absorptive capacity and accountability when setting targets for disbursement and liquidation of funds.

II.B.4
Organizational Capacity Building

The VSHP has achieved a great deal in building the capacity of grantees to prepare proposals, write reports, and account for activities and expenditure. Capacity-building methods have included initial workshops and on-site support and supervision. For example, regional grants officers make regular visits to districts to meet with grantees and ensure financial reports are complete and accurate to avoid delays in submission. Provision of equipment has also helped to build the capacity of some NGOs and CBOs.

Prospective grantees participated in proposal development workshops to assist them to prepare their applications to the VSHP. All grantees reported that this had been a very useful exercise that had improved their capacity to plan activities and prepare proposals. Grantees also received training at a preaward workshop to enable them to meet VSHP reporting requirements. The VSHP has developed a comprehensive grant manual, including standard formats for reporting, to assist grantees to meet reporting requirements. Regional grants officers spend considerable time assisting grantees with financial reporting and ensuring that reports are properly prepared and accompanied by the relevant supporting documentation. Again, grantees expressed appreciation for this training and support, which has improved their financial systems and capacity in financial reporting. However, some grantees, particularly those with limited experience handling large amounts of funding, expressed a need for additional training to help them manage budgets and financial reporting.

The main focus of organizational capacity building has been to ensure that grantees were able to submit an appropriate proposal for funding, and able to meet financial and narrative reporting requirements. Since the initial proposal design and preaward workshops, the VSHP has not provided ongoing support for grantees or addressed other areas of organizational development identified in the draft capacity-building strategy, such as leadership, strategic planning, human resource management, advocacy and lobbying, and monitoring and evaluation.

The VSHP has had neither the time nor the staff capacity and skills to identify the diverse needs of its large number of grantees or to address these needs. In addition, the program limits the number of paid staff funded for each grantee to one or two, to encourage funds to be used primarily to support implementation of activities. In practice this has meant that grantee staff are expected to be able to manage a wide range of activities, requiring a diverse skills set that many may not have. In the view of the assessment team, and of many of the key informants in government at national and district levels, provision of funds without complementary organizational development and capacity building is unlikely to lead to strong sustainable organizations.

There is some evidence to indicate that this type of program can promote NGO networking and collaboration. For example, the assessment team learned of a large NGO in Iringa Municipal that is mentoring a small CBO in Iringa Rural District, with the accountant at the former paid an additional allowance to provide support to the latter. The team also heard anecdotal reports of this happening in Mwpapwa District, although on a more ad hoc basis. It was reported that the NGO coalition in Mafia was a good example of mentoring between a larger NGO and smaller CBOs, but a team visit found that, in practice, little capacity-building support or mentoring is being provided, and that the main function of the larger NGO is to serve as a conduit of funds from the VSHP to grantees.

II.B.5
Grant Time Frame and Sustainability of Activities

The majority of grantees have been awarded funding for a time frame of approximately one year. The VSHP has also established a rule that grantees can receive only one funding award. This does not reward good performers with ongoing support. Although they have signed contracts for one year, many grantees, as well as district officials and PCs, had understood that the VSHP would provide funding for three years. In some cases they are still under this impression, and the VSHP needs to clearly and formally communicate information about funding duration to grantees and other stakeholders.

There is general consensus that the VSHP funding time frame is too short, either to establish effective activities or to achieve any meaningful impact. Service providers in particular highlighted concerns about establishing services that are funded for only one year.

In addition, such a short time frame does not allow grantees to make forward plans or to develop strategies for sustaining the activities they have initiated under the VSHP. Some grantees that have expanded the scope or geographical coverage of their services reported that they would probably have to stop offering these additional services or to start charging for them after their funding ends. Grantees that are providing welfare support (for example, paying fees for orphans to attend secondary school) are especially concerned about how they will be able to sustain these interventions and questioned what would happen to these children if they are able to attend for only one of four years of secondary schooling.

Although a few grantees have already starting to develop fundraising plans, most have not yet considered this and are unsure about what other donors exist or how to approach potential sources of funding. Smaller organizations in particular were not confident in their ability to develop proposals for other donors.

Although district governments may provide funding to sustain voluntary sector delivery of health services, it seems unlikely that they will support voluntary sector training, awareness-raising, counseling, or peer education activities. The VSHP grantees that have focused on the latter activities are likely to experience difficulties in obtaining ongoing funds. The VSHP has encouraged some grantees to consider revolving fund approaches to promote financial sustainability, but it has not taken steps to assist grantees to develop fundraising strategies.

II.B.6
Links with Other Grant-Making Programs

There has been some communication between the VSHP and the Rapid Funding Envelope (RFE), but this has been relatively limited. There is opportunity for the VSHP to strengthen links with other programs that provide grants to the voluntary sector, including the RFE, the Community AIDS Response Fund (CARF) of the Tanzania Multisectoral AIDS Program, and the Civil Society Foundation, which is based at CARE.

While these umbrella programs may differ in approach, size, type of grantees, and amounts of funding available, they share many objectives in common, including building public-private partnerships, developing the capacity of civil society, and supporting voluntary sector action at district and community levels. The RFE, for example, works closely with the Civil Society Foundation, sharing experiences and lessons learned, and sharing proposals received from NGOs.

The VSHP could benefit from comparing approaches to financial reporting with the RFE. Although the RFE focuses on well-established NGOs with fewer capacity-building requirements than some VSHP grantees, the RFE has been able to implement an effective reporting mechanism based on quarterly rather than monthly financial reports. The VSHP could also provide valuable insights to the Tanzania Multisecotral AIDS Program, which intends to provide large numbers of grants to civil society organizations in Tanzania through regional facilitating agencies, and to provide capacity-building support for civil society organizations and district governments.

II.C.
Technical Package

II.C.1
Developing the Technical Agenda

The conceptual framework of the original project document clearly states that “the goal of CARE and its partners (the Consortium) under the VSHP is to improve the health status of Tanzanian households and communities,” to be achieved by increasing access to and use of quality HIV/AIDS, family planning/reproductive health, and maternal and child health services through greater involvement of voluntary groups within the framework of the district health system. This presupposed the development of a clear technical agenda, based on identification of best practices in the provision of these health services, and behavior change communication activities.

However, given the pressure to disburse funds, establishing the grant mechanism and the partnership committees took precedence over the technical component of the VSHP during the first 1–2 years of implementation. One effect of this is that the VSHP did not take a systematic approach to developing a clear technical agenda, disseminating this to grantees, and providing technical support for its implementation. VHSP staff recognizes as a serious weakness, and with the benefit of hindsight, said that it would have been better to develop a clear technical package before rather than after grantees were selected and funded.

Another effect has been a fragmented approach, with little integration between the VSHP results related to service provision and behavior change. This has been exacerbated by the consortium structure. No agency within the consortium partnership has taken a clear lead on Result 2, which addresses services, whereas Johns Hopkins University/Center for Communications Programs has taken the lead on Results 3 and 4, which address the use of services and social support for behavior change, and the increasing demand for them.

II.C.2
Best Practices and Interventions

The approach to the technical package has changed significantly since the original design of the VSHP. There is a clear difference between the best practice approach of the original design and the revised approaches developed during program implementation. The assessment team is of the view that decisions made about significant changes in approach should have fully involved all consortium partners.

Initial thinking emphasized the identification of best practice models and approaches, based on a review of experience in Tanzania and elsewhere, which were intended to guide the implementation of activities by grantees. However, the VSHP management took a decision to abandon the best practice approach because they considered it to be unclear and subject to different interpretations, and it would require a longer time frame than that of the program. This represents a missed opportunity to identify and replicate best practice approaches in Tanzania. Government officials are well aware of the need for these practices, and had hoped that the VSHP would support them.

Instead, the program identified “strategic interventions,” most related to HIV/AIDS, based on the USAID strategic intervention framework. This was subsequently revised, and the program identified a series of core interventions. Some of the core intervention areas identified are:

· Condom promotion and social marketing

· Integrated sexually transmitted infection case management

· Alleviating stigma and discrimination

· Home-based care

· Orphan support

· Youth friendly services

· Postabortion care

· Community-based distribution

· Immunization and Vitamin A

· Enhanced antenatal care

A set of standards was listed for each core area, along with some models and approaches, an inventory of institutions and organizations implementing such interventions, and some key indicators.

Subsequently, further changes were made, and the program identified what is described as a minimum package for best practices. Some respondents told the assessment team that the minimum package is based on the Government of Tanzania essential health package, although this does not appear to be the case, and government officials indicated that the VSHP could have done more to ensure that grantees are aware of all relevant government guidelines.

The minimum package was developed in view of the limited capacity of some grantees and the need to ensure that organizations implement the minimum number of activities, for example, in malaria control or home-based care, and to ensure the quality of interventions. While the rationale for the minimum package is commendable, it is not reflected in what grantees are doing in reality. Interventions in the minimum package are not prioritized, and among most of the NGOs and CBOs the assessment team visited, the interventions were neither comprehensive nor integrated. Still, it is possible to identify some best practices within the identified interventions and the minimum package concepts that could be disseminated to grantees. For example, a variety of organizations provide home-based care in Tanzania. VSHP could have supported grantees to implement home-based care activities by identifying which models are the most cost-effective and sustainable.

Despite these changes, the team noted that there is still little clear or shared conceptual understanding of the minimum package for best practices. VSHP staff and grantees appear to equate interventions with best practice, rather than equate an intervention as something that an organization does. For example, one organization may provide support to orphans as its intervention, and its best practice is the way in which it approaches a particular part of that intervention; for example, avoiding singling out AIDS orphans.

The evolution of the technical component has caused confusion for some grantees, and most of those the assessment team met were not conversant with the minimum package for best practices nor with the strategic or core interventions from which the minimum package evolved. The team found little evidence to suggest that grantee interventions have been designed or implemented on the basis of best practice approaches.

II.C.3
Selecting Grantee Activities and Balancing Interventions

At the proposal development workshops, grantees were offered a menu of interventions. Grantees selected interventions based on their existing activities and expertise. The VSHP staff said they tried to help grantees identify their comparative advantages and to ensure that grantees understood the importance of implementing all aspects of the minimum package.

By design, the VSHP allocated approximately 60 percent of its level of effort to interventions that support HIV/AIDS and 20 percent each to those that support reproductive, maternal, and child health. In practice, interventions for HIV/AIDS may account for 70 percent to 80 percent of all current activities.
 Within this mix of interventions, a majority of grantees are doing activities to raise awareness and generate demand. Although it is difficult to analyze what proportion of total interventions is represented by these activities, they may account for as much as 80 percent. Although not anticipated in the original design, most technical activity is in HIV/AIDS behavior change communication (see Annex F and Table 2).

The team also noted that the activities reported in program documents do not always accurately reflect what grantees are doing. In some cases, grantees were implementing interventions but this was not checked on the list, in others they were reported to be implementing interventions when in practice they were not. For this reason, the figures in Table 2 may not be entirely accurate.

The VSHP attributes this shift from the originally envisaged balance of interventions to the existence of few voluntary sector actors with interests in reproductive health and maternal and child health, because these services were traditionally delivered by the Ministry of Health and by a few private and faith-based health facilities. The grant process has also contributed to this shift, in that it requires applicants to “address HIV/AIDS and at least one other complementary intervention.”
 Social urgency and the lack of clinical or service delivery capacity in most of the organizations that submitted proposals to the VSHP also played a role.

Table 2. Strategic Core Interventions by Program Area and Number of Grantees

	Program Area
	Strategic Core Interventions
	Number of

Grantees

	HIV/AIDS
	Advocacy

Counseling

Condom promotion

Stigma alleviation and mitigation

Orphan support

Life skills (out-of-school youth)

Prevention and care for sexually transmitted infections

Support for persons living with HIV/AIDS

Home-based care

Life skills (in-school youth)

Voluntary counseling and testing

Rapid funds
	191

118

100

89

83

81

72

60

46

44

38

9

	Reproductive health and family planning
	Family planning

Partners and couples communication

Youth-friendly services

Advocacy
	54

51

28

119

	Maternal and child health
	Malaria

Male involvement

Nutrition

Antenatal care

Vitamin A

Immunization

Service delivery

Syphilis screening

Newborn care
	65

53

51

49

44

43

32

30

25


Source: VSHP Quarterly Report 1, Year 3. September 2003.

The emphasis on behavior change communication (BCC) in this mix was influenced by three other factors. The VSHP grants process encouraged applications associated with Results 3 and 4 by stressing that they will be “delivered uniquely by voluntary actors.” Most examples of things the VSHP will fund also emphasized these results.
 The short funding period encouraged grantees to propose one-time activities, such as training or community drama, because establishing any type of service provision requires more time. In addition, many VSHP staff believe that BCC activities are more appropriate and easier to undertake for low-capacity organizations. As a result, CBOs that proposed activities to promote safe sexual practices, such as training peer educators or community theatre groups, were sometimes discouraged from requesting condoms for distribution. Although it may be relatively easy to conduct awareness-raising activities in a short time period and with limited capacity, the team considers that it is not necessarily easy to achieve or demonstrate changes that result from them.

II.C.4
Service Provision and Links with Demand Creation

The team observed a lack of clarity in the way that the VSHP defines services. In the view of many VSHP staff, and this is reflected in the program’s reporting system, in that all activities that grantees carry out are core services. Approximately 20 percent of the VSHP subgrantees actually provide some type of health services, and 10 percent have health facilities. For the most part, these are larger NGOs with existing facilities that were already providing reproductive, maternal, and child health services before the program began.

The VSHP does not try to systematically link its grantee activities in raising awareness and generating demand to local health services, and does not require grant recipients to identify appropriate outlets to which people can be referred. Information to identify available services and service providers in the VSHP districts was not collected at the start of the program; in retrospect, this would have been useful.

The VSHP management assumes that grantees do indeed direct those who need services to available public and private resources, but this assumption was not consistently supported by the assessment team’s observations in the field. In some settings, CBOs refer to health services where they are available and identified.
 In other settings, services are nonexistent or difficult to access, and many grantees highlighted the lack of services or the poor quality of care at the closest dispensaries. At least one-third of grantees the team visited were not linked to outlets for the services they promoted. Many could articulate the problems of creating demand when no realistic way is available for communities to get the medical responses they advocate. Availability of testing for HIV was the most commonly cited problem, but the same concerns were also raised about safe births, the cost and availability of insecticide-treated nets, and alternatives to self-treatment for sexually transmitted infections.

The team also observed that, while some grantees are implementing good quality activities, these are often implemented in isolation. While the VSHP has taken steps to avoid duplication of effort by voluntary sector organizations in a defined geographical area, steps were not taken to ensure that a comprehensive package of activities would be implemented in these areas and, in particular, to ensure that together, grantees would provide a continuum of prevention and care services for HIV/AIDS. So, for example, in some wards HIV/AIDS awareness raising is occurring, but there is no voluntary counseling and testing, whereas in others there is voluntary counseling and testing, but there is no access to follow-up care and support. This indicates the need for a more strategic approach.

The lack of a strategic approach is also reflected in grantee activities. For example, the team observed some grantees that were creating demand for insecticide-treated nets or condoms, but they had no way to meet this demand, whereas others had initially provided supplies such as gloves to traditional birth attendants but they had not considered how traditional birth attendants would acquire replacements once the initial supply was exhausted. Similarly, the team found that some organizations had a budget to train orphans in tailoring skills, but no budget to purchase sewing machines, while others had budgeted to procure equipment for income-generating activities but not for the training to develop the skills to use the equipment. This also indicates that the initial review of proposals was not as thorough as it might have been.

II.C.5
Behavior Change Communication

Strategies to increase service demand and use, and to create social support for behavior change, are perceived by the VSHP to consist entirely of BCC activities, and BCC is perceived by many VSHP staff to be the primary technical mandate. No attempt appears to have been made to identify or address other factors that prevent people from using health services, such as cost, distance, or quality of care, or that prevent people from changing their sexual behavior, such as gender or poverty.

The program’s BCC activities fall into two categories—those supported by the BCC unit from the VSHP office in Dar es Salaam, and those carried out by grantees in the field. These have evolved as relatively separate efforts, with no formal links between the central level and grantees delivering activities, although some JHU/CCP staff in the VSHP are attempting to bridge these efforts and to provide grantees with some training and support.

A number of factors have contributed to this separation. The original JHU approach was to build national and local capacity in the voluntary sector across a broad spectrum from mass media to interpersonal communication, and the university’s Center for Communications Programs had a well-defined strategic plan and set of activities. Changes in the program during the first year, in particular the significant increase in the number of grantees and the proportion of these requiring capacity building inputs, made implementation of this plan difficult.
 The inability to use the VSHP regional offices as technical and monitoring links between central BCC staff and the grantees was and remains a constraint, as was the limited involvement of BCC staff in influencing or selecting grantee activities. As a result, relatively little BCC activity occurred during the first year of the VSHP.

Current efforts are different from what was outlined in the original proposal and the BCC strategic plan.
 There remains a disconnect between BCC activities implemented from the center, which are implemented by the BCC unit through locally contracted partners,
 and those that are not systematically related to local programming, and those that are implemented by grantees. More recently, there has been progress in providing technical assistance to grantees, although JHU/CCP is still not the main technical resource for most grantees doing BCC work.

The separation between centrally managed BCC activities and those carried out on the ground by grantees is unfortunate. The lack of coordination between BCC efforts and regional staff is inefficient and does not facilitate assistance to grantees by the BCC unit. As a result, the VSHP supports BCC activities by a large number of organizations that essentially have no consistent technical support, capacity building, monitoring, or supervision.

II.C.5.a

Centrally Managed BCC Activities

Campaigns (mass media, radio programming, and road shows) are designed to support community mobilization initiatives at the district level. Their specific objective is to promote awareness and generate demand for services, but they also provide grantees with some opportunities to participate in activities such as audience segmentation and targeting, message development, and radio programming. The first VSHP campaign focused on HIV/AIDS. A second campaign, planned for early 2004, will focus on malaria.

Strengths:

· Campaigns target one intervention but they can also support integrated health objectives in family planning and maternal and child health. For some grantees, it is the only opportunity to learn about technical aspects of these interventions.

· Through the Community Action Networks (CANs),
 campaigns try to foster interaction and support among NGOs working on BCC in each district. CANs are reported to have been established in 20 districts, and are the only program mechanism that promotes local voluntary sector collaboration. In some places the CANs are seen as an important way to share information and plan joint activities; in others they have been less successful and function only around campaigns or they focus on developing messages for T-shirts.
 CANs do not receive funding from the VSHP, and the extent to which these networks will continue to function after the program is unclear.

Weaknesses:

· The reach of campaigns is limited, because costs dictate that road shows occur in only a few districts.

· Participation costs for grantees are high and are not reimbursable. Regional offices and grantees question the cost-benefit ratio of these efforts.

· Current campaign programming may be too broad and complex. Many grantees could not articulate the main theme of the first campaign and road show.

· BCC staff do not have the capacity to follow up on campaigns, so much of the potential add-on effect may be lost.

· The effect of campaigns is hard to estimate, but discussions in the districts suggest that it is not great. Demand creation through campaigns is probably not the most appropriate method.

· Campaigns highlight the serious lack of coordination between the central VSHP BCC unit and VSHP regional office staff. The latter have little ownership or investment in these activities.

The BCC unit has conducted training in the five regions, primarily through community theatre, peer education, and counseling. This training also provides health information in the context of these techniques to strengthen the content of grantee activities.

Strengths:

· BCC training is the only systematic attempt by the VSHP to increase the technical capacity of grantees. Health information provided through these activities is sometimes better than that available from local resources.

· Activities try to respond flexibly to many different intervention strategies and are sometimes the only interaction (except report preparation) that grantees have with the VSHP.

Weaknesses:

· Despite the quantity of training, it probably has limited effect on grantee programming and capacity because activities do not have sufficient reach and depth and create a critical mass of expertise. Usually, only one person from an organization is trained, there is no system for trainee selection, and there is limited trainee follow-up and support.

· Training does not provide adequate technical skills for some activities, such as counseling, and does not reinforce links between NGOs and CBOs, and technical professionals and resource organizations in the region or district. This represents a missed opportunity.

· Training is not implemented in response to requests from grantees or designed on the basis of an assessment of their needs.

II.C.5.b

Grantee BCC Activities

As noted earlier, many grantees are implementing activities to raise awareness and create demand. However, these have almost no consistency of approach and there is no overarching framework for strategy or content. The grantees largely shape and implement their activities on their own with little oversight and limited technical assistance from the BCC unit.

A large number of grantees had no prior experience in education or communication strategies. Most obtain technical support for these activities from actors in the districts. Local technical support in BCC techniques is not always available, except perhaps through the district cultural officer. Many of the grantees the team met who reported that they had carried out advocacy and social support activities did not have a clear understanding of what these concepts mean.

The VSHP has no strategy to assess the technical quality of grantee BCC interventions. This is a serious weakness, given that many grantees have little prior experience in this area. In some instances, the team witnessed activities conveying messages that may do more harm than good.

II.C.6
Technical Support

The original project document highlights the technical experience and expertise of the consortium partners and their capacity to provide technical support to grantees, to ensure that they provide quality interventions in HIV/AIDS, and in reproductive, maternal, and child health. In practice, the technical support aspect of the VSHP has received inadequate attention, due to the priority given to establishing the grants mechanism and disbursing funds, and the proportion of central and regional office staff time that is spent on managing the reporting requirements of the grants system.

There is a lack of clarity about what is meant by technical support. For example, some staff and grantees consider that telling an organization that training for counselors should occur in three weeks, in line with government guidelines, is technical support. This is an issue that needs to be more carefully defined as well as planned and implemented.

No organization or structure has responsibility for overall technical oversight for the VSHP. There is a lack of VSHP technical support staff at both central and regional levels. Although the VSHP has a technical manager, no central staff persons have adequate expertise and experience in HIV/AIDS, reproductive health, or maternal and child health to provide technical backstopping in these areas. The only area in which the central office provides active technical support is BCC.

Regional project offices have no budget to provide technical support, nor do regional staff have the time or range of expertise and skills to provide technical assistance to grantees. There is no mechanism for grantees to access or request technical support from staff at VSHP headquarters. Regional office staff do not play a role as gatekeepers to technical support nor do they have technical assistance responsibilities. This is despite a clear agreement in the amended cooperative agreement that increased regional staffing would include an individual with technical responsibilities.

The VSHP has developed an inventory of organizations, but it has not developed guidance for grantees regarding which of the organizations listed provide good quality technical support or how to access it. Neither has the VSHP identified or used resource organizations at national, regional, or district levels as envisaged in the original proposal, nor has it developed a critical mass of resource individuals at regional or district levels. The program has identified and distributed some documents that provide guidelines and service standards for the identified core strategic interventions. Regional offices provide government manuals and guidelines to grantees; for example, NACP guidelines on home-based care and Ministry of Health guidelines on essential reproductive and child health interventions. However, many of the grantees, especially CBOs and non-health NGOs, require additional support to understand and internalize the technical components of the guidelines and standards that are distributed.

The approach to technical support has been rather ad hoc. In part this is due to a failure to identify technical assistance needs either during the baseline surveys or during the project identification and approval process for grantees. The grantees make their own arrangements to source technical support. They have a budget for this and determine their technical support requirements. The VSHP has provided no guidance to help grantees identify their needs or appropriate sources of technical assistance. Some grantees are reluctant to seek technical support, because they must pay for this themselves. That this is a budget line item and cannot be used for other things seems not to make a difference. Some smaller organizations seek support from larger organizations, but the VSHP has not made an attempt to bring together organizations working in similar areas of activity; for example, those providing home-based care or support to orphans. A more coherent strategy, which identified the needs of grantees and coordinated technical support or training for organizations with similar needs or activities, would have been more efficient and effective.

Grantees are encouraged to seek technical support from within the district, to help develop relationships and avoid dependence on external assistance. Most seek inputs from the health sector through the district medical officer (DMO). In general, grantees have received good support from DMOs and health sector staff. However, in some cases, grantees have found it difficult to get government staff to provide training or other support because VSHP per diems are lower than government rates. Availability of support at the district level is dependent on the relationship with the DMO and his or her willingness to cooperate, because the district government is not funded to provide this support, and there is no formal link between the VSHP and a DMO’s office. District expertise is not always available, and the quality of technical assistance and training provided by the health sector is not always of a consistently high standard. For example, the assessment team noted that the knowledge and skills of traditional birth attendants trained through grantees were variable and depended on the source and quality of the training they received.

There is no follow up to training or support for those who have been trained, for example, to help those performing home-based care or counseling, to manage problems such as burnout and stress. No consideration has been given to providing those trained with materials or resources to enable them to carry out activities in the community. For example, peer educators have no participatory tools or leaflets.

Lack of good, appropriate health information to guide what grantees are doing is a serious weakness. The VSHP has produced, in English, guides on community theatre and advocacy. The toolkit is the key technical resource produced by the program to support grantees in implementing their activities. Development and testing of this kit began in 2002 and was completed in June 2003 with its publication in Swahili. The kit is currently being disseminated to grantees and orientation in its use is under way. Because most of the VSHP grantees have no technical materials, the kit fills an important gap, especially because it is available in the local language. However, its distribution is occurring rather late for most grantees.

In addition, the team believes that the kit has a number of weaknesses, including the technical information, which has some serious gaps. Some of the strategies covered are technically inadequate or do not include the latest information on, for example, breastfeeding, nor do they reflect national guidelines. Other parts do not provide sufficient collateral information to make the intervention successful or avoid the health problem in the first place. For example, the information about diarrhea includes a formula for oral rehydration therapy but it does not encourage simple prevention strategies such as hand washing. The kit could profit from an additional technical review and some of the content issues should be addressed in the training on its use.

The toolkit tries to be both a technical manual and a guide to support community education. Unfortunately, it does not succeed well on either front. Much of the information is not helpful for practical application at the community level. The kit would also be more useful if it referred users to additional resources and sources of materials. Ideally, grantees should have been provided with a package of relevant tools and resource materials by the VSHP at the start of the program.

II.C.7
Technical Supervision and Quality Control

Government officials noted that the quality of work of some grantees is good, but that of others may not be. Based on visits to a sample of grantees, the team came to the same conclusion. Some grantees are doing good work or providing good quality services. In general, these are the larger NGOs and FBOs, which are most likely to be implementing integrated and comprehensive programs. For example, some FBOs and NGOs have established linkages between their demand-creation activities and the services they provide. However, the team had some concerns about other grantees in terms of the accuracy and nature of messages they conveyed and the content of information they provided; the quality of their training in counseling, peer education, and life skills and also that for traditional birth attendants and other community health workers and volunteers. These are in addition to the lack of integration between demand creation and service provision highlighted earlier.

There is limited follow-up and supervision to monitor the quality of grantee activities or to ensure that quality services are being provided to individuals and communities. Regional staff mentioned “supportive supervision” but they themselves had neither the capacity nor the time for this. As discussed earlier, the partnership committees lack technical skills and capacity to monitor the quality of grantee activities. In some districts, committees also lack funds to pay for transportation and other costs associated with making field visits to monitor grantee activities. The extent of meaningful supportive supervision appears to depend on support provide by the district health management teams.

II.C.8
Gender Issues

The Tanzania Gender Network Program (TGNP) was contracted as a resource organization by the VSHP. TGNP provided inputs to proposal development workshops, facilitated a 45-minute session on gender orientation for grantees during these workshops, and also provided inputs during development of the toolkit and the monitoring and evaluation plan. The TGNP ran a gender workshop for VSHP staff (it did not include all regional staff) and consultants, which resulted in a useful action plan, but this plan has yet to be implemented. The TGNP has also developed a manual to support gender mainstreaming for the VSHP, and conducted a gender audit of the program.

The extent to which the TGNP has been involved in the VSHP is less than originally envisaged, both in the proposal and by TGNP. For example, the TGNP had expected to train district resource persons to build capacity in gender issues at the district level, but this has not happened.

Although there is commitment within VSHP to the principle of gender mainstreaming, this has not been applied systematically to all aspects of the program. Attempts have been made to address gender issues in the development of the toolkit and BCC activities, and to ensure that there is a gender balance of regional office staff and on the partnership committees. However, most grantees have limited understanding of gender issues and ability to address these issues in their work.

No staff person in VSHP is responsible for gender. In addition to the lack of technical expertise, no practical resource materials are available to help grantees to understand gender issues or to ensure that their activities do not reinforce gender inequalities or stereotypes.

II.D
Monitoring and Evaluation

II.D.1
Monitoring and Evaluation Framework

The monitoring and evaluation component of the VSHP has been and remains a relatively low priority for program management.

There is a lack of clarity about the VSHP performance monitoring plan and whether or not there is an agreed plan that supports the reporting requirements for SO1. This issue needs to be resolved by USAID and consortium partners. Significant changes have also occurred in the indicators, as well as a reduction in the number of indicators from the initial 25 to the current 13, during implementation of the VSHP. This is a challenge for the program in terms of tracking and monitoring progress.

Some discussion would be useful between USAID and the consortium partners regarding the results, the extent to which there are expectations that these will be achieved, and how they will be measured. The VSHP management is of the view that it is not realistic to expect the results to be achieved in such a short time frame, and that it is not worthwhile to attempt to measure impact. Because it took some time before grantees started to implement activities, little information was available for the first 12–18 months to add to the performance monitoring plan database. Even if information is collected for the 13 indicators, it may be difficult to assess actual changes. These indicators largely concentrate on numbers reached, but the VSHP has no way to measure whether or not activities have made any difference to those reached.

The VSHP management does not perceive a difference between the performance monitoring plan for USAID and its own performance monitoring plan, which should include additional indicators to assess progress with program implementation.

The current monitoring and evaluation plan proposes that achievement of Results 1 and 2 will be measured through routine data collected by the program. For Result 1, it would be useful for the VSHP to develop clear criteria for indicators that will be used to measure progress; for example, to define what is meant by a “functioning” partnership committee.

Results 3 and 4 will be evaluated through an endpoint survey, which will be compared with the findings of a baseline survey. The team observes some weaknesses related to baseline information. First, the baseline provided some useful insights, although they were limited to a small sample of districts, but the findings do not appear to have been used to guide the design of the technical package, interventions, and activities. For example, among those surveyed, demand for HIV testing was already high, and this raises questions about the need for so much grantee BCC activity to focus on creating demand for voluntary counseling and testing services. Second, the survey was conducted after many grantees had already received awards, so funded activities were not related to the findings. Third, the contract with grantees states that organizations should conduct a baseline survey. However, based on the sample of those the assessment team met, it does not seem that all grantees have conducted such a survey. This will make it difficult for grantees to assess changes resulting from their activities in any meaningful way. In addition, the VSHP grantees have no realistic strategies for assessing the effects of their behavior change activities. As a result, it is unlikely that the VSHP will be able to demonstrate much real progress toward Results 3 and 4 based on grantee reporting.

Targets have been a challenging issue. It has been difficult to set targets, for example, for reaching a proportion of the population in a ward or district, due to the lack of up-to-date census data. Until this year, when a census was carried out, the most recent census data available dated back to 1988. Annual targets for the VSHP are based on a compilation of the targets from individual grantees. Overall targets have changed considerably between Years 1 to 3 of the VSHP. In some instances these targets do not appear to have been realistic or logical. The VSHP has also needed to educate the grantees about setting appropriate targets. The team noted that in some cases, targets reflect a lack of gender awareness with, for example, some organizations planning to provide orphan support for significantly more boys than girls.

II.D.2
Reporting, Analysis, and Use of Information

Quarterly reports are reviewed by partnership committees, regional offices, and VSHP headquarters. The reporting system is complex and labor-intensive. For example, the VSHP regional office in Dodoma sends separate quarterly reports on 37 grantees to headquarters in Dar es Salaam. The monitoring and evaluation officer in Dar es Salaam reviews 228 reports each quarter and compiles these into a quarterly report to USAID. This report is shared with NACP, TACAIDS, the Ministry of Health, and regional program offices. The reporting process is primarily vertical; there is no effective system in place for feedback, either to consortium partners, grantees, or communities.

Quarterly activity reports that grantees submit are the main monitoring tool, and reporting appears to be equated with monitoring by the VSHP and grantees. Data on activities are collected through a standard form that all grantees complete; for example, numbers reached, numbers trained, reporting against those of the 13 indicators that relate to their activities. Grantees such as traditional birth attendants and peer educators must also complete additional reports if they provide services under the auspices of grantees. Grantees must also use a standard form to give an overview of their activities. Some grantees find it difficult to complete all these forms. Collecting information from grantees is acknowledged to be a challenge due to low capacity, weak monitoring skills, and a lack of familiarity with data collection.

Grantees were oriented on simple methods of monitoring and evaluation, data collection, and the Results Framework at the preaward workshop. However, this was insufficient to develop monitoring and evaluation skills. With the exception of organizations that provide health services and report service statistics to the district medical officer, most grantees perceive that the primary purpose of collecting data is to fulfill the VSHP reporting requirements rather than to support their work. The VSHP has made some attempts to change this, for example, through seminars on providing feedback to communities and through supportive supervision. However, few grantees have any understanding of the Results Framework or of how their activities contribute to the bigger picture. Few have any appreciation of how to measure progress or track changes resulting from their activities. Few use the information that they collect to plan activities, review progress, or revise their approach. Some, in particular those conducting BCC activities, are frustrated that their programs seem not to be having the desired result, while others are reporting results that do not reflect their efforts. This is probably the greatest problem in encouraging interventions that are easy to implement and hard to measure.

The team has some concerns about reporting of service statistics. Grantees that provide health services report the same overall statistics to the VSHP, Ministry of Health, and other donors. There is no attempt to analyze the proportion of services provided with VSHP funding. As a result, the statistics that are reported by the program do not accurately reflect the volume of services attributable to the VSHP.

Reporting of qualitative information in the narrative reports, in particular on the process of implementation or the impact of activities, is limited. Some grantees report anecdotal changes in their activity reports, but this type of information is not systematically documented. Government officials and grantees the assessment team met also gave anecdotal evidence of changes, in, for example, condom use, community awareness, and demand for voluntary counseling and testing services, but these changes are not substantiated by the monitoring or reporting systems. A key issue for the program will be to assist grantees to document their experiences and analyze why changes have or have not occurred.

II.D.3
Documentation and Dissemination

The VSHP has created and maintained an effective grant mechanism, reaching a large number of voluntary sector organizations in a short period, and established working public-private partnerships in a substantial number of districts. These are major achievements for the program in a country where the voluntary sector is still at a nascent stage and where little collaboration has occurred between the two sectors. These important achievements are of significant consequence for Tanzania’s future development, and they need to be publicized beyond the program’s immediate partners and stakeholders. The assessment team observed that some senior government officials and donor representatives were not aware of the VSHP program, let alone of these notable achievements.

Furthermore, the VSHP has not documented which of the grantees are implementing good-quality interventions. The identification and documentation of voluntary sector best practices could contribute to overall national efforts to apply them and to facilitate the replication and expansion of effective interventions and approaches.

The VSHP staff acknowledge that insufficient attention has been paid to documenting experiences and lessons learned, and that dissemination activities such as a Web site and newsletter have not been implemented. However, plans are under way to document these experiences. Publications have been produced on facilitating partnerships and capacity building for civil society organizations, as well as guidelines on leadership and management, and grant making. There are plans to hire a consultant to document case studies of individual grantees that implement best practices. VSHP should be encouraged to pursue these plans, including identifying what other aspects of the program’s experience will be of wider value.

III. MANAGEMENT AND ORGANIZATION

III.A
Consortium Roles and Responsibilities

The VSHP is implemented by a consortium of three organizations, CARE/Tanzania, JHU/CCP, and HealthScope Tanzania. The roles and responsibilities of the partner organizations are stated in the original proposal document. They are as follows:

· CARE, as the lead agency, has the primary responsibility for the overall implementation of the VSHP, including all aspects of program management, planning, liaison with, and reporting to USAID and the Government of Tanzania. CARE responsibilities also include supervision of grantees; financial management; contracting with affiliated and resource organizations; monitoring and evaluation; and provision of technical support in HIV/AIDS, family planning, reproductive health, and maternal and child health.

· HealthsScope Tanzania is mandated to take the lead in providing technical guidance and support for all aspects of public–private sector partnerships at the district level, including capacity building of council health boards, council or district health management teams, district HIV/AIDS committees, and civil society organizations.

· JHU/CCP is mandated to take the lead in providing technical guidance and support for the all BCC aspects of the program.

CARE fulfills its lead agency roles and responsibilities in accordance with the original proposal document. The VSHP team leader and the staff he supervises are hired through the CARE grant. The other two consortium partners, which are contractual subgrantees of CARE, support staff positions in the VSHP core team. HealthScope Tanzania supports two positions covering partnerships and capacity building, whereas JHU/CCP supports two positions covering BCC and communications.

Consortium partners are provided with copies of relevant correspondence between the VSHP management and USAID, including quarterly progress reports. However, the team saw no evidence of an active partnership or of teamwork between the consortium members at a management level. The team accepts that communication was difficult initially when JHU/CCP did not have a regular in-country presence. Even though this has now changed, the consortium partners do not meet to plan or review progress with the VSHP. As a result, the consortium has not been able to fulfill its responsibilities for management and technical oversight of the VSHP.

Responsibility for management of the program and for coordinating the work of the consortium members has been delegated to VSHP senior management. VSHP management does not perceive a need for the consortium to meet, because the core team includes staff that were hired by the partner organizations. It is assumed that these staff consult with and report back to their respective organizations.

Over time, the CARE country office has fully delegated authority to the VSHP senior management. A number of critical programmatic decisions appear to have been made without reference to or discussion by either CARE or the other consortium partners. Initially, CARE reviewed all reports prior to submission to USAID, but the VSHP now submits reports directly to USAID. The main area in which CARE maintains an active role is in providing support by the finance team.

Roles and responsibilities for other partner institutions, such as the Ministry of Regional Administration and Local Government (PORALG), Ministry of Health, and district councils, are also specified in the original proposal document. However, the team found no documentation to indicate the extent to which these government bodies have implemented their roles and responsibilities as stipulated. In addition, no information was available to indicate whether or not the VSHP has led capacity-building efforts for district-level government institutions, such as district or community health management teams.

III.B
VSHP Staffing and Organization

The current organizational chart (shown on the next page) shows that the VSHP team leader reports directly to the director of programs for CARE/Tanzania. The team leader has a total of eight senior staff who report to him directly: the three senior managers at the VSHP office in Dar es Salaam (one each for finance, grants, and technical areas) and the five regional program managers (RPMs). Reporting to the technical manager are the five staff responsible for partnerships, BCC, communications, capacity building, and monitoring and evaluation. The program has no positions to provide technical backstopping to grantees on HIV/AIDS, family planning, reproductive health, and maternal and child health.

The team believes that it would be useful for VSHP to examine line management arrangements, to develop a more logical and streamlined system. For example, the team leader and the RPMs have the main responsibility for fostering and supporting partnerships, therefore, it is not clear why the staff person responsible for partnerships reports to the technical manager. Regional communication with staff responsible for issues such as BCC or monitoring and evaluation passes across the team leader’s desk, which may not be the most efficient approach.

There is the potential for delays in making decisions in the absence of the team leader, and consideration could also be given to delegating decision-making authority to other senior staff at the central level. Senior staff should have responsibility for making decisions in their area of expertise and for taking responsibility within an agreed programming framework and quarterly plans.
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Staff turnover in the VSHP has been high, and this has created some difficulties. For example, the departure of the technical manager after 4–5 months and a gap of 6–7 months before a replacement was found contributed to the delay in developing and communicating a clear technical agenda. Many of the staff at the central and regional levels are relatively new. This poses challenges in ensuring that all staff are familiar with the VSHP approach, maintaining an overview of program activities and grantees, orientating staff on issues such as gender, as well as maintaining relationships with regional and district officials.

At the regional level, the VSHP initially provided for only one senior position, the RPM. However, once implementation of the VSHP began it became clear that additional staff were required at this level, and a regional grants officer (RGO) and a regional program officer (RPO) were recruited for each regional office. The RGO and the RPO both report to the RPM, although the RGO also reports to the senior grants manager in Dar es Salaam. The large number of grantees represents a significant management burden. Regional office staff, in particular the RPO and RGO, spend a considerable proportion of their time ensuring that grantees meet reporting requirements. This leaves little time for capacity building, technical supervision, and monitoring of activities. None of the regional staff, except the RPO to a limited extent, has responsibility for providing technical support to grantees on HIV/AIDS, family planning, reproductive health, and maternal and child health. During the preparation of the Year 3 plan, the VSHP management requested additional staffing at the regional level, although these staff positions did not include expertise in relevant technical areas, and the proposed expansion was not agreed to by USAID, which would like to see central technical capacity strengthened first.

IV. RECOMMENDATIONS

The team recommends that VSHP focus on achieving the following objectives by the end of the program.

IV.A
Public-Private Partnerships and the Partnership Committees

· Strengthen and support existing partnership committees.

· Clarify the future role and institutional linkages of the partnership committees.

· Strengthen the capacity of the public and voluntary sectors for working in partnership.

IV.B
Grant Making and Grantees

· Streamline and refine the grants mechanism, in particular the reporting and disbursement systems.

· Develop and implement a minimum package of organizational capacity building for grantees, including basic skills to identify and obtain funding from alternative sources.

· Review existing grantees and their activities in order to determine which offer the greatest potential for future USAID support.

IV.C
Technical Package

· Develop a sound technical framework to underpin the VSHP and the activities of grantees.

· Develop and implement strategies to build minimum grantee technical capacity and to monitor the quality of activity implementation.

IV.D
Monitoring and Evaluation

· Establish an agreed framework, a performance monitoring plan and indicators, and communicate these to all stakeholders.

· Implement an effective monitoring and feedback system.

· Develop and implement a documentation and dissemination strategy.

IV.E
Management and Organization

· Promote effective management and oversight by the consortium.

· Address key management and structural issues.

Specific recommendations to enable VSHP to accomplish these objectives are identified below.

A time frame for implementing these recommendations, indicating those that should be implemented during the next six months and those that should be implemented during the following six months, appears in Annex G.

IV.F
Public-Private Partnerships

· The team recommends that VSHP revisit the roles and responsibilities of the partnership committees (PCs), clarify for what and to whom the PCs are accountable, and ensure a shared understanding of these issues.

· The future focus should be on strengthening the role of PCs in promoting dialogue and fostering partnership between government and the voluntary sector, in particular ensuring that government has an overview of voluntary sector activities, ensuring that the voluntary sector has representatives who can articulate their needs and views, and ultimately contribute to joint planning and collaboration at the district level.

· The team recommends that the role of the PCs move away from detailed monitoring of VSHP activities toward the broader role identified above. In particular, the team considers that responsibility for technical oversight not be included in the mandate of the PCs in future. It is questionable whether, even with significant training, these committees would have the requisite knowledge and skills, or whether it is appropriate for the committees to play this role. The VSHP should identify an alternative approach to technical supervision and monitoring.

· Clear guidelines should be developed on the balance of representation on PCs, and the time frame for serving on committees, including procedures for electing new representatives.

· The VSHP should provide minimal financial support where necessary for the remainder of the program, and additional training, to enable the PCs to meet and develop simple criteria for assessing the effectiveness and functioning of these committees.

· The VSHP should provide support to conduct district reviews, with local government and voluntary sector partners, to assess the potential role of PCs in promoting public-private partnerships and collaboration in general and after the VSHP. This should include how the PCs should relate to other committees and how partnerships can be institutionalized within district government structures. Before this occurs it would be useful to bring together government and voluntary sector representatives who have been involved in effective PCs to identify a potential future strategy; in particular, those district commissioners, executive directors, planning officers, community development officers, and medical officers who have been supportive.

· Immediate steps should be taken to improve communication with the district medical officers and district health management teams, given that the health sector is the main source of technical support to grantees and has responsibility for health activities in a district. This should as a minimum include ensuring that health management teams receive quarterly reports after these are reviewed by the PCs.

· Advocacy to convince local governments of the value of partnerships with the voluntary sector should be given higher priority, and the VSHP could consider providing support to assist the central government to develop guidance to make private-public partnerships operational.

· The team recommends that the VSHP also provide support for regular forums for voluntary sector organizations, including those that are not grantees, to strengthen civil society and provide a mechanism for feedback to and from the PCs. Other sources of support for public sector participation in partnerships should be explored and ways identified to collaborate with these.

IV.G
Grant Making and Grantees

· The team recommends that the VSHP should not add to the current number of grantees.

· The VSHP should, as a matter of urgency, communicate to grantees, PCs, and relevant government officials at the district level, the grants time frame and inform them that this is one year rather than three years. The VSHP should also clarify with grantees the end point for funding and whether or not they can spend funds they hold after the end of their contract time frame.

· The team recommends that the VSHP, together with CARE and USAID, review financial reporting requirements and the disbursement process in order to develop a more streamlined and efficient system. This should include simplifying reporting requirements for grantees to ensure these are less burdensome, and ensuring that a system is in place to communicate to regional grants officers and PCs when grantees receive funds.

· Consideration should be given to identifying good performers and allowing organizations with a strong track record in programming and accountability to donors, in particular the larger NGOs and FBOs, to “graduate” to quarterly reporting, which is feasible within USAID regulations.

· The VSHP should also review criteria for applicants, especially with regard to professional associations, develop more rigorous approaches to screening of proposals, and establish mechanisms for appeals by unsuccessful applicants and providing feedback to them.

· The team recommends that the VSHP plan and implement a basic package of organizational development and capacity building. This should include at a minimum strategic planning and proposal development, and ensure that grantees have the basic skills and information to seek funding from alternative sources. The program should also provide grantees with a simple package of guidance for fundraising, including information about potential donors, their areas of interest, contact details, and application procedures. If possible, this should be supported by practical technical assistance, including further proposal development workshops.

· The VSHP should conduct an independent review of grantees and their activities to identify which appear most viable for future funding and offer the greatest potential for achieving USAID health and HIV objectives.

· The assessment team also recommends that, as part of this review, the potential for larger organizations to provide mentoring support to smaller CBOs be explored, including what support smaller organizations require, how this could be provided, and what financial or other inputs larger organizations would need to be able to do this.

· The VSHP should develop links with other grant-making programs and establish a mechanism for regular communication and information sharing.

IV.H
Technical Package

· While the team recognizes that there is a limit to what can be done during the remainder of the program and within the time frame left for grantees to implement activities, it recommends that the VSHP give priority to developing a clear technical agenda and communicating this to all relevant stakeholders. This should include clarifying concepts such as best practices and interventions. The program should ensure that staff or resource organizations with core technical expertise are in place to support this agenda and to ensure consistent approaches and standards.

· The team recommends that the VSHP conduct a review of best practices in Tanzania, regionally and internationally, to identify appropriate approaches to implementation of core interventions. Information on best practice approaches should be provided to grantees in Swahili.

· Priority should be given to integrating Results 2, 3, and 4, and efforts should be made to promote links between demand creation and service delivery, including supporting referral and networking between grantees.

· The team recommends that the VSHP strengthen technical support to grantees. This should include establishing a mechanism to enable grantees to have access to technical expertise at headquarters, either directly or through the regional offices, especially for BCC activities, and providing regional offices with a budget for technical support. The program should also consider how it can strengthen the capacity of regional program offices to provide technical support; including ensuring that its own staff receive regular updates and resources, and have access to advice and expertise.

· The VSHP headquarters should plan and implement a program of technical capacity building for grantees. At minimum this should ensure that grantees involved in advocacy and awareness-raising are promoting accurate and positive messages, and a basic awareness of gender issues. Efforts should also be made to identify sources of technical skills and expertise in Tanzania, and to direct grantees to these sources of technical support.

· It is also recommended that the program develop a coherent strategy for technical support in districts, based on identified needs and a planned program, rather than leaving it to individual grantees to identify their needs and seek inputs from district health sectors.

· Related to this, the VSHP needs to consider a more active and formalized role for the district health sector, to promote strategic provision of technical support and to strengthen linkages with the program. The VSHP is apparently starting to facilitate dialogue between district health management teams and grantees, and the assessment team supports this direction. This is particularly important given that within the Tanzanian context the district medical officer has the mandate to supervise and coordinate all health activities and services in a district. In addition, according to the Presidential Directive of 2000 that addresses the issues of separation of roles and responsibilities between TACAIDS and NACP, health promotion is the prerogative of the Ministry of Health.

· The program is strongly advised to identify selected individuals or institutions in each of the districts or regions that can provide technical backstopping to grantees in each of the identified intervention areas. This approach will help to enhance quality and standardize practices among the grantees; for example, it could promote common approaches and standards in training for traditional birth attendants in a given district or region. The program could consider developing terms of reference for such institutions or individuals to include capacity building and skills transfer, monitoring, and supportive supervision.

· In addition, to support grantees to implement the technical package, the team recommends that the VSHP commission a consultant or organization to review available resources—in Tanzania and internationally—and compile a packet of key information, tools, and materials for grantees and those they have trained to work with communities. The program should develop and implement a strategy for disseminating materials and resources to grantees via the regional offices. Consideration could be given to establishing links with a clearinghouse or resource center for technical materials and information. This could be provided under the auspices of a national NGO.

· The team strongly recommends that the VSHP give immediate priority to developing and implementing a strategy for technical oversight and monitoring the quality of grantee activities, and that the consortium partners assume responsibility for ensuring that this happens. The present approach, which relies on supportive supervision by PCs, is ad hoc and inadequate.

· In BCC, the team recommends that the VSHP address the current non-linkage between central BCC efforts and those of the grantees. VSHP should support the BCC unit to provide more training, technical support, and supervision of grantee programs.

· JHU/CCP should, together with senior management and USAID, review the current campaign and road show strategy. The primary job of the BCC unit from now to the end of the VSHP must be to support and supervise field activities. The current campaign strategy is probably not the way to accomplish this, by using resources and staff time that would be better directed elsewhere. If JHU/CCP continues to do some type of larger campaigns, these should be better targeted and smaller, as well as more closely coordinated with regional offices, and should involve greater local inputs.

· The use of the Community Action Network needs to be examined. These networks either need closer, better-quality contact with central staff and a wider role, or they should be abandoned. If they continue, strategies for their sustainability should be considered.

· With regard to gender, the team recommends several immediate actions, including ensuring that a VSHP staff person with appropriate skills has responsibility for gender issues, finalizing and distributing the gender mainstreaming guide, orienting grantees on use of the guide, and implementing the gender action plan with support from the Tanzania Gender Network Program.

IV.I
Monitoring and Evaluation

· The VSHP partners and USAID need to agree on a performance monitoring plan.

· The VSHP should ensure all stakeholders have a shared understanding of the Results Framework, indicators, and the monitoring and evaluation plan, and communicate these to consortium partners, regional offices, partnership committees, relevant district officials, and grantees.

· The VSHP management and consortium partners should revisit the monitoring and evaluation plan and ensure that its implementation is given high priority during the remainder of the program. The team strongly supports USAID’s proposal to engage the MEASURE Project to provide technical assistance to the VSHP in developing and implementing a monitoring and evaluation plan.

· Strategies should be developed and implemented to ensure that monitoring information is analyzed and used, and a feedback system needs to be in place.

· The VSHP needs to develop a simple program overview, in terms of grantees, activities, and budget, as a management tool and to facilitate monitoring.

· The method of service statistics reporting by grantees involved in service provision should be revised to avoid double counting and to reflect the share of funding provided by VSHP.

· The program should develop simple instruments and provide training in monitoring to enable grantees to more effectively monitor their activities, and to document their experience. Ideally, training should help grantees to develop skills in participatory monitoring and evaluation methods that they can employ with communities.

· The VSHP should establish a system for documenting overall program achievements and lessons learned, and best practices emerging from grantee activities, and a strategy for disseminating these. This system should be included as a responsibility within staff job descriptions or through recruitment of research, information, and documentation capacity.

· The program could give consideration to promoting the sharing of experiences and lessons between grantees and between districts and regions. This has not yet happened, although VSHP staff report that a series of regional summits and a national summit is planned, for the purpose of bringing together best examples.

IV.J
Management and Organization

· The consortium should meet to consider the assessment findings and develop an action plan for implementing the recommendations.

· The need for close coordination and regular meetings among senior consortium members is important and cannot be overemphasized. CARE/Tanzania management should establish a mechanism for regular consortium meetings to plan and assess program progress and performance. Regular meetings are essential if the partners are to fulfill their responsibilities for technical and administrative oversight.

· Steps should be taken to empower the consortium to make decisions, and to ensure that the VSHP management is responsive to the partners. CARE/Tanzania needs to establish a working environment that promotes the concept and principles of equal partnerships between and among the three consortium members.

· The consortium should conduct an independent management review focusing on clarifying roles and responsibilities of the three partners, reviewing management style, organizational culture, decision-making authority and line management issues, and revisiting the roles of the project regional offices and their staff. The underlying reasons for high staff turnover should be identified and resolved as a matter of urgency, to ensure continuity and smooth implementation of the program.

· CARE/Tanzania should increase its involvement and presence in overall program implementation and ensure that the consortium is involved in making decisions that are critical to the program, especially when such changes lead to a departure from the original concepts and plans.

· The consortium should establish a process for reviewing quarterly reports, documenting and identifying lessons learned, and ensuring that that steps are taken to address issues identified.

· VSHP management, together with CARE/Tanzania and JHU/CCP, should identify strategies to ensure regular communication when there is no JHU/CCP representative in country.

· The consortium should ensure that the VSHP develops closer links with the wider environment, at national and regional levels, including building links with other grant-making mechanisms, resource organizations, and other sources of expertise that are available in Tanzania. It is not realistic to expect that the VSHP staff will be able to provide the skills and experience required for a program with such a wide range of objectives, and it is important that senior management recognize their limitations and seek external expertise when this is appropriate. In addition, the consortium needs to strengthen relationships with government stakeholders such as the Ministry of Health, TACAIDS, and PORALG, and to position the VSHP more strategically in the wider context of health and HIV/AIDS in Tanzania.

ANNEX A: SCOPE OF WORK

USAID Tanzania SO1 is in the final year of implementing its SO “Increased Use of Reproductive, Child Health and HIV/AIDS measures.” Its current programme supports both public and voluntary sectors to achieve this objective. The Voluntary Sector Health Programme (VSHP), initiated in 1999, has served as the flagship for SO1’s NGO programming. The VSHP has yet to go through an independent programme assessment. SO1 is seeking the services of two international and two local consultants to undertake an assessment with the following threefold purpose:

· A stock taking and analysis of achievements and constraints under the present programme, in terms of approach and implementation.

· Analysis to assist both CARE and USAID in the final months under the present CA.

· To inform the mission on its voluntary sector focus as it prepares its new Country Programme Strategic Plan.

A. Background

Tanzania’s health system is slowly evolving from a predominantly public sector driven health system inherited from its socialist traditions, to a decentralised health system that incorporates the public, private and voluntary sectors. In 1996 the Government of Tanzania (GOT) defined a reform agenda that seeks to supports eight strategies to effect change in the health sector. The strategies in which USAID has collaborated included enhanced quality services, decentralisation and public private partnerships in meeting the needs of Tanzania’s population. Concurrently, local government reforms have decentralised responsibility for planning and resource allocation to the district level.
From 1993–1998, USAID programming supported capacity building of regional NGOs in HIV/AIDS and family planning respectively. In 1999, in support of implementation the new government reforms, SO1 embarked upon a new NGO strategy focused on enhancing the role of the voluntary sector to create demand for and deliver reproductive and child health and HIV/AIDS services. As a core component of this new strategy, the VSHP was designed to support decentralisation and Health Sector Reform in general. However, its core contribution is directed at enhancing public/private partnerships. Its design also moved mission programming from separate vertical HIV/AIDS and family planning NGO support mechanisms, to integrated RCH and HIV/AIDS programming.

As a five year, 21 million dollar programme, VSHP began as a umbrella grants contract with a technical component, implemented by DATEX Inc. in 2000. The DATEX contract was terminated in early 2001, and the programme was tendered as a 15 million dollar Cooperative Agreement (CA). It was awarded in July 2001 to the consortium of Care Tanzania, Johns Hopkins University, and HealthScope Tanzania. The VSHP CA has four key programme results:

· Result 1: Improved district capacity to plan, implement and assess comprehensive HIV/AIDS, Reproductive, Maternal and Child Health services through voluntary sector partnerships programming.

· Results 2: Application of best practices of HIV/AIDS, Reproductive, Maternal and Child Health services delivered by the voluntary sector actors with improved organisation and institutional capacity.

· Result 3: Increased customer demand for, and utilisation of quality HIV/AIDS Reproductive, Maternal and Child Health services in project areas.

· Result 4: Enhanced social support for behaviour change among households and communities.

CARE and its consortium members began implementation of the VSHP in July 2001 and presently funds 222 grantees in five regions to support core RCH and HIV/AIDS activities. Additionally, public voluntary partnership committees have been established in 32 districts and municipalities within the 5 regions.

B. Statement of Work

The Scope of Work will focus on four key areas of implementation within the programme that are directly related to the four results defined above: district level public private partnerships; the technical package to support best practices and BCC in RCH and HIV/AIDS among grantees; and grants making.

1.
Assess progress and present results in building public private partnerships at the district level through district partnership committees. Specifically:

a) How is the partnership perceived by participating NGOs and district officials? Realising that the public private partner concept is new and just initially implemented, what are key contributions/outcomes (if any) that both NGO and government officials can cite that show the value added of public voluntary partnerships under the programme at this point in time? How does the partnership committee perceive its role in the grants making process, from selection to monitoring grantee activities. Additionally, what are constraints or challenges in making true public voluntary sector partnership happen?

b) How does the composition of partnership committee members vary from one district to another? Does this have implications for moving forward in effective partnering?

c) Given that full understanding of roles and responsibilities within partnership committees takes time, is partnership committee experience thus far moving towards institutionalizing public voluntary partnerships within district planning and resource allocation? Where this is happening, give evidence.

d) What are the capacity issues that face partnership building? 

e) How do district government officials perceive the role of the partnership committees vis-à-vis the new guidance from TACAIDS on AIDS committees? Are partnership committees being integrated in to the AIDS committees now being mandated by PORALG? What are the different district models presently operate given the new AIDS committee directives from TACAIDS and PORALG?

f) What recommendations can be made in the short term (i.e., to affect the present CA) and long term (i.e., to inform the mission’s next strategy) regarding the PPP approach used under the VSHP.

2.
One of the key roles of the VSHP is to identify and support implementation of best practices in reproductive and child health and HIV/AIDS among grantees.

a) What key best practices have been defined?

b) How have best practice approaches been defined and communicated to grantees?

c) How and to what extent are grantees supported in developing and implementing best practices approaches?

d) To what extent are grantees able to articulate key results expected to be achieved under their grants?

e) How are BCC efforts integrated within NGO grants?

f) How is BCC integrated into the overall district?

g) What BCC or other technical synergies have been defined with other USAID funded programmes? Are there concrete results of these collaborations (e.g. PSI, AMREF, PACT, ISHI, or others)?

h) How has gender been integrated and mainstreamed into the VSHP? Have key gender issues affecting programme results been identified and specific strategies identified and implemented to address them?

i) Within the technical/BCC package, what are the key social support issues identified to be addressed under the programme? What strategy has been put in place to address them? 

j) What recommendations can be made in the short term (i.e., to affect the present CA) and long term (i.e., to inform the mission’s next strategy) regarding the both the technical, BCC and social support results expected under the programme.

3.
Grants making: SO1 has significant experience with umbrella grants making programmes as a means to get funds out to the lowest level within the country. When choosing an umbrella grants mechanism as an approach to support change at the grassroots, understanding the challenges and opportunities such an approach brings needs to be assessed and documented.

a) What are the key constraints identified by VSHP in setting up an umbrella grants programme and what actions/systems have been taken to overcome them? This should include human capacity, geographic, financial disbursement and liquidation, transparency, accountability related issues.

b) In relation to public private partnership questions above, what roles have partnership committees and/or district officials played in ensuring effective running of grants to NGOs at the district level? What implications does this have for future umbrella grants funded strategies using USAID funded district programming.

c) The resource environment to support civil society is rapidly evolving in Tanzania and will eventually have a variety of funding opportunities to support NGOs (e.g., TMAP, Rapid Funding Envelope, and others), each with differing expectations regarding support for technical capacity building and accountability of funds. What comparative advantage does the present VSHP grants-making programme have in this changing resource environment. What constraint or value added does it bring from NGO and district government perspectives?

d) Given the above questions, what recommendations can be made regarding the implementation of the umbrella grants programming that have implications for the short term (i.e., to affect the present CA) and long term (i.e., to inform the mission’s next strategy)?

4) Monitoring and Evaluation

a) How is the programme addressing its M&E needs, in terms of internal management and vis-à-vis reporting to USAID?

b) Is the present system sufficient, in terms of information provided to the programme, grantees, district partnership committees and councils, national partners such as the MOH and local government and other stakeholders?

c) How is the VSHP story being told? How can this be enhanced?

C. Suggested Assessment Methodology

It is expected that the four person team will spend a minimum of 2.5 weeks in the field at the district level and below. One international consultant will serve as the team leader. The team should divide itself into two groups, each with an international and local consultant. Prior to field work, the team would develop and agree to survey guidelines that would allow both teams to cover similar technical areas, no matter what area of technical expertise consultant brings.

The first half week will be spent in Dar es Salaam for orientation meeting with SO1, design of survey guidelines, meetings with CARE, HealthScope, JHU and any other relevant organizations and institutions. To facilitate the assessment, prior to the assessment team’s arrival in country, the mission will have already selected districts and informed them through CARE head quarters and regional offices. Two and a half weeks will be spent in the districts with the remaining time in Dar for discussions, report writing and debrief with CARE consortium members and the mission. A draft report will be due at the time of departure.

D. Level of Effort

a) Two international consultants:

26 work days in country
(26 × 2)

4 travel days
(4 × 2)


4 days report finalization state side (4 × 1) (team leader only)

b) Two local consultants:

26 work days in country (26 × 2)

E. Skills Required

International Consultants: 

Technical Organisational Development with Public Voluntary Sector Partnership Expertise: This requires an individual with strong experience in organisational development, governance, and public private partnership background. Ideally the individual will have experience in decentralisation efforts under health reform, and implementation of district HIV/AIDS and health programmes, particularly with grants making systems. 

Technical Expert in HIV/AIDS, Reproductive and Child Health, and BCC: This individual will have significant experience in HIV/AIDS prevention and care and support programming at the community level. A demonstrated understanding of behaviour change communications as part of an HIV/AIDS strategy is highly valuable. A solid understanding of key Maternal and Child Health and family planning interventions and related monitoring and evaluation is highly desirable.

Local Consultants:

Technical Expert in Reproductive and Child Health: This consultant requires strong knowledge of both community based and service delivery of reproductive and child health programmes. They should have an ability to understand key components for both supply RCH within clinical and outreach context, and demand creation for RCH within the community. Any previous experience in evaluating PPP is strongly desired.

Technical Expert in Community Health Programming and Grants Making: The consultant requires strong knowledge of community based health programming and interface with district planning and resource allocation. Additionally, experience in designing or managing grants making systems or umbrella grants programming is an important skill. Previous experience with HIV/AIDS prevention and/or care and support programmes is highly desirable.

F. Deliverables

A draft report will be available at the time of departure. A final draft will be available within one week of receiving mission comments on the draft report. 

ANNEX B: ITINERARY AND LIST OF PEOPLE MET

	DATE
	ACTIVITY

	Monday 6 October
	Team meeting

Briefing USAID

Introductions Consortium

	Tuesday 7 
	Briefing Consortium

Team planning meeting

	Wednesday 8
	Meeting with TACAIDS

Individual meetings with Consortium partners and staff at CARE, JHU CCP/YCIC/CCC, HealthScope 

	Thursday 9
	Individual meetings with VSHP staff

Meeting with NACP

Meeting with TGNP

Individual meetings with USAID staff 

Team meeting to finalise field checklist, draft report outline

	Friday 10
	Team A: Meetings TMAP/World Bank, RFE, RCH Division/MoH

Team B: Visit to Coast Region (Kisarawe district)

	Saturday 11
	Team A: Document review 

Team B: Visit to Coast Region (Kisarawe district)

Team debriefing meeting

	Sunday 12
	Team A: Travel to Dodoma Region

Team B: Travel to Iringa Region

	Monday 13–Friday 17
	Team A: Meetings and field visits in Dodoma (Dodoma rural and Mpwapwa districts)

Team B: Meetings and field visits in Iringa (Iringa rural and Mufindi districts)

	Saturday 18
	Debriefing meetings with Regional Programme Managers, Dodoma and Iringa

Return to Dar es Salaam

	Sunday 19
	Document review

	Monday 20
	Meetings with CARE, VSHP staff 

Team meeting, debriefing, key findings, finalise report outline

Debrief meeting USAID

	Tuesday 21
	Team A: Travel to and meetings in Shinyanga Region 

Team B: Report drafting 

	Wednesday 22
	Team A: Meetings in Shinyanga (Shinyanga Municipal)

Team B: Report drafting, meetings USAID and JHU/CCP 

	Thursday 23
	Team A: Return to Dar es Salaam

Team B: Report drafting

	Friday 24
	Team meeting, synthesis of recommendations

Meeting with HealthScope

Meeting with PACT 

	Saturday 25
	Report drafting 

	Sunday 26 
	Team A: Report drafting

Team B: Travel to Coast Region 

	Monday 27
	Team A: Report drafting

Team B: Meetings in Coast (Mafia district) 

	Tuesday 28
	Finalise draft report

	Wednesday 29
	Finalise draft report

Prepare presentations debriefings

	Thursday 30
	Meeting PORALG; debriefing Consortium

	Friday 31
	Debriefing USAID; finalise report


Persons Met

Dar es Salaam

USAID

John Dunlop, Chief, Health and Population Office

Janis Timberlake, Deputy Office Chief, Voluntary Sector Health Program Team Leader

Lisa Baldwin, BCC Advisor

Lizbeth Loughran, Policy Advisor

Jim Allman, Public Sector Team Leader

VSHP

Dr Fulgence Binagwa, Team Leader, Chief of Party

Henry Kuria, Grants Manager

Daudi Nasib, Partnership Advisor

Geofrey Kiangi, BCC Advisor

Aimtonga Amani Makwaia, M&E Officer

Dr. Sani Aliou, Technical Manager

Anthony Kalokora, Senior Grants Officer

Martin Mkuye, Capacity Building Coordinator

CARE

Chris Sykes, Director of Programmes

HealthScope

Dr Calista Simbakalia, Director

Peter Riwa, Associate Director

Justin Nguma, Associate Director

JHU/CCP

Esther Bland, Programme Officer

Exp. Momentum (formerly CCC) (Consumer Contact Communications)

John Stuart

YCIC (Youth Cultural and Information Centre)

Geoffrey Mhagama, Executive Director

Ministry of Health

Dr Catherine Sanga, Coordinator, RCHS Division

Dr Ronald Swai, Programme Director, National AIDS Control Programme

Dr Ahmed Hingora, Heath Sector Reform Secretariat

PORALG

K Mwanjati, HIV/AIDS Focal Point

TACAIDS

Rustica Tembele, Director, District and Community Response

World Bank/TMAP

Dr Emmanuel Malangalila

RFE

Joseph Eshun, Deloitte and Touche

Pact, Inc.

Dan Craun-Selka, Country Director

Tanzania Gender Networking Programme

Usu Mallya

Dodoma Region

VSHP Regional Office

Joyce Tesha, Regional Programme Manager

Lilian Wambura, Regional Programme Officer

Atto Mwanga, Regional Grants Officer

Regional Officials

Dr John Mtimba, Regional Medical Officer

Dodoma Rural District

District Officials

Mr Mark Maffa, District Commissioner

Mr Richard Msagatwa, Acting District Executive Director and Chair of Partnership Committee

Mr Mohamed A Pawaga, District Administrative Secretary

Dr E J Mwanemile, District Medical Officer

Group meeting with grantees

Mr Charles Ndajilo, ICROSS

Mr Cathbert Kongola, ICROSS

Dr G. Makundi, Mvumi Hospital

Ms Redegunda Godfrey, REDESA

Mr Andrew Karama, AFNET

M. Sarah Mwaga, AFNET

Mr Wilson Mang’oko, CBO Mwitikira

Mr Felix Joram, CBO Mwitikira

Dr G. Mkami, DCT/ACP

ICROSS: Visit to village Dabalo, meetings with TBAs, dispensary staff, ward HIV/AIDS network, performance by three cultural groups. 

Mvumi Hospital: Interviews with Sister Grace Malluga, Public Health Nurse, Head Community Health Unit; Joan Mwakalonge, Counsellor.

CBO Mwitikira: Interviews with Felix Joram, Project Manager; Wilson Mangoko, Field Officer.

Mpwapwa District

District Officials

Col. (rtd) Mfuru, District Commissioner

Mr Gideon Manambo, District Executive Director

Mr Godwin Mkanwa, Chair, District Council

Dr Ibrahim Katunda, Acting District Medical Officer

Partnership Committee

Geoffrey Mwiki, DPC

Mika Hezekiel, WAMMA

Dr Rachel Tarling, St Lukes Dispensary

S J Sijila, District Council

Sarah Mgoli, District Council

D J Chunga, District Council

Group meeting with grantees

Geoffrey Mwiki, DPC

Dr Rachel Tarling, St Lukes Dispensary

Peter Michael, Chairman, Red Cross

Robert Mahewa, Red Cross

Sigfried Ishengoma, Chairperson, PATUU

Ngoi Edward, PATUU

Agnes Luambono, PATUU

Margaret Philemon, SWAAT

Odila Kitambawazi, SWAAT

Phille Npatanpenge, SWAAT

R J Oguda, ADP Mpwapwa

Mika Hezekiel, WAMMA

St Lukes Dispensary: Interviews with staff, visit to health facility and meeting with village leaders, clients of outreach MCH service and men who have attended FP awareness raising workshops in Makutupa village. 

Red Cross: Interviews with staff.
PATUU: Visit to Iyenge village to meet with village leaders, TBAs, and performance by community cultural group. 

Iringa Region

VSHP Regional Office

Hanim Babiker, Regional Programme Manager

Ezra Mwijarubi, Regional Programme Officer

Leah Lubago, Regional Grants Officer

Regional Officials

Mrs. Shirima, Regional Administrative Secretary

Iringa Rural District

District Officials

Mrs Tatu Ruta, District Commissioner

Mr Gabriel Fuime, District Executive Director

Dr Robert Salim, District Medical Officer

Partnership Committee

Mrs Joyce Nachilima, District Cultural Officer (Education Department)

K R Mbuma, Community Development

J Iddi, District Planning Officer

B Masima, TAHEA (By phone)

Students Partnership Worldwide (SPW)

Mr Craig Ferla, Country Director

Mr Jimmy Innes, School Health Education Programme Manager

Marie Stopes

Mr Cliff Nkya, Clinical Officer, HIV/AIDS Counsellor

Mshikamano Cultural Groups (MCG)

Chesco Msilu, Programme Manager

Mashaka Kilanga, Secretary

Jane Mbeve, Accountant

Iringa NGOs Network (INGONET)

Hon. Lediana Mafuru (MP), Chairperson (By phone)

Magozi Village (MCG Activities)

Stephen Ngaillo, Ward Executive Officer 

Shaybu Mwineka, Village Executive Officer

George Mng’enywa, Deputy Village Chairman

Ritusi Ngatele, Hamlet Chairman

Community Theatre Group leaders: Hosea Mwenda, Chairman; Msila Mgunda, Secretary; Bunu Mhegele, Treasurer

Mufindi District

NJAKIHUTCO

Suma Mwailafu, Programme Manager

Stanley Mmbaga, Secretary

Demy Msola, Chairperson

Castory V Chafu, Peer Educator

Mufindi Education Trust (MET)

George Kavinuke, Project Manager

Hashim Khalinga, Education Secretary

Natalia, Volunteer

Wambi Primary School (MET activities)

Emanuel Zephania, Head Teacher

Jacob Ngumbe, Chairman, School Committee

Caroline Lyimo, Teacher

Gracia Mfalamagoha, Teacher

Peer Education Group

Ikogosi Primary School (MET Activities)

Mr. Revocat Shao, Head Teacher

Peer Education Group

IPPC Mgololo, at Mgololo Paper factory

Community theatre group

NJAKIHUTCO

Home based care activities

Coast Region

VSHP Regional Office

Dick Manongi, Regional Programme Manager

Flora Kalinga, Regional Programme Officer

Fadhili Matimbwi, Regional Grants Coordinator

Kisarawe District

District Officials

Captain J C Yamungu, District Commissioner

Lewisi Kalinjuna, District Executive Director

Undongole Hezekia, District Planning Officer

Dr Othmani Mgomi, District Medical Officer

Partnership Committee

Himili Chanzi, Tumaini Trust, Chairperson

RoseMary Moshi, INDIGO, Secretary

Simon Mpunga, RC-Afya, Member

Asia Mome, KIODEN, Member

Othmani Mgomi, DMO, Member

Valeria Njile, Cooperative Officer, Member

Tatu Mutoka, JIMOWACO, Member

INDIGO Women Links

RoseMary Moshi, Chairperson

Ally Mdangaya, Secretary

Emanuel Edward, Member

JIMOWACO (Jipe Moyo Women and Community Organisation)

Flavian Mlaki, Chairperson

Beatrice Njanda, Project Manager

Mussa Kalembo, Accountant

Tatu Mutoka, Treasurer

Martha Sono, Counsellor

BAMITA (Baraza la Misikiti Tanzania)

Juma Salehe, Vice Chairperson

Salum Ally Sung’e, Secretary 

Said Omari Kavileka, Accountant, (Youth coordinator)

Ester Mgaya, Programme Coordinator

Mwanahamisi Semeni, Nurse

Mafia District

District Officials

Mr A. Libaba, District Commissioner

Partnership Committee members

Dr Bakari Yasin, MOH representative (member)

Rev Ireneus Mbahulira, Asasi za kidini (FBO group), member

Mr Suleiman Milera, District Community Development Officer, Focal Person for the

Committee and the Council 

Group meeting with grantees 

Said B Ulaya, MICT CBO

Nahoda Gharibu, Project accounts clerk

Dr Rashid Bakary, Project Manager

Fatuma Hatibu, Jiulizeni Group/CBO

Fatuma Masoud, Shauri Moyo Group/CBO

Haji Helatto, Project Field assistant

Sharifa Hatibu, Kiwakae Group/CBO

Mwanamaraka, Hassan, Kaza Roho Group/CBO

Dr Naomi Manzi, CHAMAMA NGO

Mikidadi Mohamed, Chair- Project Central Committee, and Vice Chair of CHAMAMA

Shinyanga Region

VSHP Regional Office

Victor Kamagenge, Regional Programme Manager

Juliana Bantambya, Regional Programme Officer

Medard Mushi, Regional Grants Officer

Regional and District Officials

Mr Msafiri, Acting Regional Administrative Secretary

Mrs Sanka, District Commissioner, Shinyanga Municipal and Shinyanga Rural

Mr Sangi, Acting Municipal Council Director

Shinyanga Municipal

Partnership Committee

Stephen Ntandyimara, WAMATA, Chairperson

Amani Magubika, BAKWATA

Zainabu Khamis, MCT

J. M. Mugoya, Education

Edith Kwezi, Acting Municipal Medical Officer of Health (MMOH)

John Myola, K.K.K.T.

Mwasaga Mwambuli, Public Relations , Focal point

E.M. Mbasa, District Administrative Officer

Group meeting with grantees

Beatrice Kitandu, Project Coordinator, TAHEA

Cyprian John Mvanga, Accountant, TAHEA

Juliana Ishagashagya, Project Coordinator, SHDEPHA+

Vincent Bigendako, Accountant, SHDEPHA+

Didaciana Peyton, Project Coordinator, KKKT

Josephine Kirenga, Accountant, KKKT 

Mtinga Masatu, Project Coordinator, MCT (Medical Cultural Troupe)

Ezekiel Gacha, Accountant, MCT

TAHEA: Office and sewing group

Theonestina Bairu, Regional coordinator

Triphonia Msaki, Member

Mary Bitegeko, Member

Beatrice Kitandu, Member

SHDEPHA+: Office

Mr Ngeleja, Chairperson

Elizabeth Lubasha, Member

Musa Samweli
, Vice Chairperson

Juliana Ishagashagya, Coordinator

Vincent Bigendako, Accountant

KKKT: Office, dispensary and counselling centre

Didaciana Peyton, Coordinator

Eliambuya Lyimo, Secretary

Josephine Kiranga, Accountant

John Myola, Field Officer

Rachel Mchome, HBC/Counsellor

MCT (Medical Cultural Troupe): Office and performance by community cultural group

Mtinga Masatu, Project Manager

Ezekiel Ghacha, Accountant

ANNEX C: DOCUMENTS CONSULTED

USAID

Expanded AIDS Strategy: 2003–2005 (Draft). USAID/Tanzania. Undated.

Reproductive Health, Child Survival and Infectious Diseases Strategy Recommendations for 2005–2014. Final Version. October 2003.

Strategic Approaches to Break the HIV/AIDS Cycle: Interventions for Prevention, Care & Support and Impact Mitigation. USAID Annual Strategy Meeting. PowerPoint Presentation. 26–28 February, 2002.

USAID/Tanzania Annual Report FY 2003.

USAID/Tanzania HIV/AIDS. Overview of Presidential Initiatives. PowerPoint Presentation. Undated.

USAID Briefing to Synergy VSHP Assessment Team. October 6, 2003.

VSHP

Advocacy Approach Guide. Communications Section. Undated.

Annual Targets. July 1, 2003–June 30, 2004.

Agreements Between CARE and Sub-Grantees (PATUU and St. Luke’s Dispensary, Dodoma, Marie Stopes Iringa, and MET Mufindi)

Best Practices. Minimum Package. Undated.

Capacity Building Strategic Plan. December 2001.

Community Theatre Approach Guide. Undated.

Core Kit, Community Resource. VSHP. Pre-test version (English). September 20, 2002.

Financial Plan and Business Application. CARE, HealthScope, JHU/CCP. Undated.

Grants Management System VSHP. Updated on November 30, 2001.

Incorporating Gender in VSHP BCC. Undated.

Key Findings. Qualitative Research Study. Communication Unit. Undated.

Monitoring and Evaluation Plan. July 2001–June 2004.

Niche Analysis. Interventions Conducted by Grantees in First Ten Councils. Undated.

Phase One Campaign Report. Undated.

The Process of Developing the VSHP Toolkit. Undated.

Pre-test of the VSHP Tool Kit (March 12–19, 2003).

Strategic Action Plan for Behavior Change Communication 2001–2003. Communication Section. February, 2002.

Technical Proposal. Voluntary Health Sector Program in Tanzania. CARE/Tanzania, HealthScope and Johns Hopkins University/Center for Communications Programs. JHU Request for Application 623-01-008. Undated.

VSHP Grants Application Review Process. November 2001.

Grant Management System, 2003.

Capacity Building of Civil Society Organizations, 2003.

VSHP Leadership and Management of Voluntary Sector Health Program, 2003.

Facilitating Partnership Between Local Government Authorities and Civil Society Organizations, 2003.

VSHP Grants Commitment and Disbursement Report. As of 31 December 2002.

VSHP Grants Disbursement and commitment as of 30 September 2003.

VSHP Malaria Communications Strategy 2003–2004.

VSHP Overview—Dr. Binagwa. PowerPoint Presentation. Undated.

VSHP. PowerPoint Presentations. Assessment Team Orientation.

Baseline Surveys. Undated.

Core Interventions. Mid-Review. October 7, 2003.

Grant Making. October 7, 2003.

Implementation Process. Mid-review. October 7, 2003.

Implementation Results. October 7, 2003.

Partnerships. October 7, 2003.

VSHP Reporting Forms. Monitoring and Evaluation Supervision Tool. Undated.

VSHP Quarterly Reviews. (Summary) 31 December 2002.

VSHP Sub-Grantee Application Review and Screening: Summary by Regions. Undated.

VSHP Sub Grants Pipeline. 27 February 2003.

VSHP Sub-Grantee Tool—Monitoring and Evaluation (in Kiswahili). Updated September 26, 2003.

VSHP Performance Monitoring Form. District Council Report. October 8, 2003.

VSHP Performance Report-Quarterly Reports:

July 4–September 30, 2001, Report 1. Year 1.

October 1–December 31, 2001, Report 2. Year 1. 

January 1–March 31, 2002, Report 3. Year 1.

April 1–June 30, 2002, Report 4. Year 1.

July 1–September 31, 2002, Report 1, Year 2.

October 1–December 31, 2002, Report 2, Year 2.

January 1–March 31, 2003, Report 3, Year 2.

April 31–June 30, 2003, Report 4, Year 2.

July 1–September 30, 2003. Report 1, Year 3.

VSHP Report of the District Management Team Meeting. Meatu District Council. March 16, 2002.

VSHP Quarterly Report July 1–September 30, 2002. Appendix 7. Performance Monitoring Report.

Year-Three Working Plan. 1 July 2003 to 30 June 2004. August 2003.

Year One and Two VSHP PMP Matrix. Undated.

Kisarawe District

Achievement Summary. Indigo Women Links (T). Undated.

Performance Monitoring Report. February 18, 2002–March 19, 2003. Indigo Women Links (T). Kisarawe Community Base Integrated Projects.

Performance Report. 19 March 2002–20 March 2003. Indigo Women Links (T).

User Pamphlet. Kisarawe Community Integrated Project. Indigo Women Links (T). Undated.

Iringa

Arrival Pack. Iringa District programme information prepared for the assessment team by the VSHP project manager, Iringa District. October, 2003.

Summary. Grant status by September 2003.

Pipeline Summary of Grants Disbursements. October 2003.

Summary Report of Implementation of activities, NJAKIHUTCO. Mufindi, October 2003.

Summary Report of Implementation of activities. APPC Mgololo, Mufindi, October 2003.

Summary Report of Implementation of activities, 2002–2003. MET, Mufindi.

Dodoma Rural District

Brief Report to the Assessment Team. Dodoma Rural District Council. Undated.

Shinyanga

VSHP Regional Office Briefing Document

Project reports: MCT; KKKT; SHDEPHA+; TAHEA.

Government of Tanzania

District Capacity Assessment. MSH and HealthScope for TACAIDS. January 2002.

Health Sector HIV/AIDS Strategy for Tanzania, 2003–2006. Ministry of Health. February 2003.

National HIV/AIDS Multisectoral Strategic Framework: Section 1: The Strategy Framework. Government of Tanzania. Undated.

Public Expenditure Review, Health Sector Update for 2002. Final Report. Ministry of Health. May 2002.

Second Health Sector Strategic Plan, July 2003–June 2006. Final Draft. Ministry of Health. April 2003.

Technical Review of Health Service Delivery at District Level. HERA on behalf of Ministry of Health and PORALG. March 2003.

National Policy on HIV/AIDS, Prime Minister’s Office. November 2001.

National HIV/AIDS/STI Surveillance Report. National AIDS Control Programme Jan–Dec 2001, Ministry of Health.

Other Documents

Rapid Funding Envelope for HIV/AIDS. PowerPoint Presentation. Management Sciences for Health, and Deloitte & Touche. September 2003.

Rapid Funding Envelopment for HIV/AIDS. Document from Awards Ceremony. Golden Tulip Hotel, Dar es Salaam, Tanzania. 13 June 2003.

World Bank. Project Appraisal Document for Tanzania Multisectoral AIDS Programme. June 10 2003.

ANNEX D: INTERVIEW AND DISCUSSION TOOLS FOR NATIONAL INTERVIEWS AND DISTRICT FIELD WORK

A CHECKLIST OF QUESTIONS

1. General

· What are the main achievements of the project to date?

· What have been the main constraints?

· What are the project’s strengths?

· What are the project’s weaknesses?

· What do you think you would do differently if you were starting again?

· What actions could improve the project? 

2. Approach and Implementation
Public-voluntary sector partnerships

· What is the understanding of what partnership between local government and the voluntary sector means?

· What is the value of such partnerships (to government, to VSOs, to health services, to communities)? 

· Which voluntary sector organizations do government want to work with and why? Is the local government funding VSOs?

· What are the constraints or challenges to public-voluntary sector partnership (for government, for VSOs)?

· To what extent has VSHP promoted such partnerships?

· How was the VSHP partnership established? What factors have supported this?

· Who is involved in the partnership committee, how were they selected, and what are their roles and responsibilities?

· How does the partnership function in practice?

· What role have the partnership committees and district officials played in the grant making process (e.g., selection, follow up of grantees)?

· How are the Communication Action Networks working?

· How do you think the partnership will work after the end of this project?

· How are voluntary sector organizations involved in the district planning process? How can voluntary sector involvement be institutionalized?

· Are there other similar partnerships between government and the voluntary sector in this district (e.g., AIDS committees)? How do these work?

Technical approach—best practices and interventions

· What is the understanding of what is meant by best practices, by core interventions, by services?

· What key best practices/core interventions have been defined in relation to a) HIV/AIDS, b) RH/FP, c) MCH?

· What best practices/core interventions have been identified with regard to d) provision of services, e) demand for and utilization of services, f) promoting social support for BC?

· How have these practices been defined? How do they relate to e.g. local health priorities and epidemiology, GoT/MoH/NACP, district health management team, and community priorities?

· How have these been communicated to grantees? How and to what extent are grantees supported in developing and implementing best practices (see Qs on capacity building and technical support)? How does the project ensure the technical quality of activities conducted by grantees (e.g., provision of accurate information, provision of quality services)?

· What factors influence the choices of best practices/core interventions made by grantees (e.g., capacity, existing areas of work and expertise, grant timeframe)?

· Are funded activities building on their existing activities and comparative advantage or are they new areas of activity?

· How are provision of services and efforts to increase demand and utilization of services linked?

· How has the project helped to promote integrated RCH/HIV services?

· How are project technical activities linked to efforts by government, by other USAID funded programs, other donor initiatives?

· What difference have VSO interventions and activities funded by the project made to a) public sector health service providers (e.g., demand for and uptake of health services) b) communities?

Grant making

· What benefits has the grants programme, and this mechanism for providing grants (versus e.g., RFE or TMAP), provided (to government, to VSOs)?

· What have been the key constraints (e.g., human capacity, geographic, financial disbursement and liquidation, transparency, accountability related issues) for the consortium, for government, for grantees? What could be done to address these constraints?

· Are there differences between regions in terms of funds disbursed and liquidated? In terms of funding from donors?

· Have the criteria used resulted in the most appropriate organizations being selected as grantees?

· How has the project ensured that grantees are accountable to communities, to local government, to partnership committees?

· How are grantees followed up?

· What lessons can be learned from VHSP for other voluntary sector grant making programs?

3. CROSS-CUTTING ISSUES

Capacity building and technical support

· What capacity building activities have been conducted (for partnership committees, for grantees) to develop a) organizational capacity and b) technical capacity?

· How were capacity building needs determined?

· What are the capacity issues that face partnership building?

· What impact has capacity building had on partnership committees, on grantees? How has it strengthened their organizational and technical capacity? How is capacity building measured?

· What ongoing technical support is provided to grantees? What role is played by Tanzanian resource organisations?

· What training, resources, materials have been provided to grantees? How were these identified or developed?

· How has the NGO mentoring approach worked? What mentoring is provided, how is this provided? What are the benefits to mentors and mentees?

Gender and equity

· What key gender issues affecting program results have been identified? What specific strategies identified and implemented to address them?

· How has gender been integrated and mainstreamed into the project components (partnerships; technical approach; e.g., best practices/core interventions, BCC; grant mechanism), activities (e.g., capacity building and technical support) and project management?

· What role has the TGNP played? How useful has this been?

· What needs to be done to improve the way in which gender issues are addressed?

· How does the project ensure that the needs of the poorest women, children, and families are given priority?

4. Management and Organisation
· How is the project managed and organized (nationally, regionally)?

· Are there ways in which management and organization could be strengthened?

· In what ways is the project community led?

Monitoring and evaluation

· What results do partnership committees, district officials, grantees, communities expect the project overall to produce? What results do the grantees expect their activities funded by the project to produce? (Are they aware of results?)

· How has the baseline survey been used? How closely is this linked to indicators?

· How is individual grantee and overall project progress measured (e.g., what data are collected, how are data collected, who is collecting data, how often is data collected)? How is the project measuring impact (e.g., on demand and use of services, on social support for BC, on provision of FP/RCH/HIV services, on partnerships)?

· How is this monitoring information analysed and used? What changes have been made as a result of project monitoring?

· Who is informed about progress and how?

Project information, documentation and dissemination

· How are lessons learned analysed and shared?

· How is information about the project disseminated, and to whom?

· Has the project produced annual reports, syntheses of achievements, constraints, lessons learned?

5. WIDER CONTEXT

· What is the perception of the role of the voluntary sector in health?

· What are the main issues and problems for district health services?

· What commitment is there by district officials to addressing HIV/AIDS?

· What other action is being taken to strengthen health systems, improve quality of health services, and to strengthen role and capacity of voluntary sector organisations? To what extent does the decentralisation agenda includes increased accountability to communities of health services and district councils?

· What does this project contribute to national and district priorities? How is it linked with health services, health sector reform, decentralisation process? With NACP, multisectoral HIV/AIDS strategy, district AIDS activities, TMAP? With other USAID action? With other donor initiatives? With NGO networks? With other efforts to strengthen NGO capacity?

B. KEY QUESTIONS

Grantees

· What were your expectations of this project? Were these met?

· How do you feel about the grant making mechanism and process?

· What are your main areas of activity? Which of these is supported by VSHP? Will you continue them after the project?

· What is your relationship with VSHP? What aspects of this relationship have you found most helpful? What technical support, training materials and support have you received from the project?

· What do you think about the partnership committee? What is your relationship with this committee? With local government?

Partnership Committees

· How was the partnership established? What have been the benefits for government, voluntary sector?

· Who is involved in the committee? How were they selected? What are the roles and responsibilities of the committee? How is the committee involved with the grantees? How is it accountable to government, voluntary sector, communities?

· How has the project supported partnerships, and the partnership committee?

· What difference has the partnership and the committee made to voluntary sector involvement in district planning and implementation of activities? How is it linked to other district government structures and committees? What will happen after the project ends?

District Medical Officers

· What do you know about the VSHP? How are you involved with the project? What do you think about the project? What have been the benefits?

· How is the project linked to district health priorities and plans?

· What do you think about the partnership between government and voluntary sector organizations, and the partnership committee?

District Officials

· What do you know about the VSHP? How are you involved with the project? What do you think about the project? What have been the benefits?

· How is the project linked to district priorities and plans?

· What do you think about the partnership between government and voluntary sector organizations, and the partnership committee? How does the health sector participate in the partnership committee?
ANNEX E. BUDGET COMMITMENT, DISBURSEMENTS, AND LIQUIDATION

	
	Grant Amounts (in Tanzanian Shillings)

	Location
	Committed
	Amended
	New Committed
	Released
	Percentage
	Liquidated
	Percentage
	Unliquidated

	Kisarawe
	281,907,311.00
	960,000.00
	282,867,311.00
	257,295,801.00
	90.96
	200,478,540.00
	77.92
	56,817,261.00

	Bagamoyo 
	266,971,390.00
	32,449,440.00
	299,420,830.00
	276,110,213.00
	92.21
	219,785,640.00
	79.60
	62,860,573.00

	Kibaha 
	223,230,512.00
	17,530,000.00
	240,760,512.00
	193,942,768.05
	80.55
	151,994,283.05
	78.37
	41,948,485.00

	Mafia
	126,862,290.00
	5,767,980.00
	132,630,270.00
	97,720,200.00
	73.68
	79,924,805.00
	81.79
	17,795,395.00

	Mkuranga
	143,431,100.00
	1,388,700.00
	144,819,800.00
	100,044,100.00
	69.08
	51,288,200.00
	51.27
	48,755,900.00

	Rufiji
	206,265,400.00
	5,316,050.00
	211,581,450.00
	145,517,800.00
	68.78
	55,677,875.00
	38.26
	90,079,925.00

	Coast Region Total
	1,248,668,003.00
	63,412,170.00
	1,312,080,173.00
	1,070,630,882.05
	81.60
	759,149,343.05
	70.91
	318,257,539.00

	Mpwapwa
	194,397,150.00
	112,657,450.00
	307,054,600.00
	238,684,481.60
	77.73
	144,818,141.85
	60.67
	93,866,339.75

	Dodoma
	193,181,230.00
	48,198,075.00
	241,379,305.00
	129,116,130.00
	53.49
	85,330,896.35
	66.09
	43,785,233.65

	Dodoma Rural
	334,018,800.00
	48,513,100.00
	382,531,900.00
	251,430,890.00
	65.73
	110,272,231.16
	43.86
	141,158,658.84

	Kongwa
	244,922,990.00
	–
	244,922,990.00
	173,385,140.00
	70.79
	113,079,294.60
	65.22
	60,305,845.40

	Kondoa 
	231,269,820.00
	–
	231,269,820.00
	174,693,470.00
	75.54
	112,211,608.00
	64.23
	62,481,862.00

	Dodoma Region Total
	1,197,789,990.00
	209,368,625.00
	1,407,158,615.00
	967,310,111.60
	68.74
	565,712,171.96
	58.48
	401,597,939.64

	Rapid Response 
	73,281,150.00
	–
	73,281,150.00
	60,895,940.00
	83.10
	43,130,279.00
	70.83
	17,765,661.00

	Rapid Response Total 
	73,281,150.00
	–
	73,281,150.00
	60,895,940.00
	83.10
	43,130,279.00
	70.83
	17,765,661.00

	Shinyanga Rural 
	279,681,720.00
	28,743,972.00
	308,425,692.00
	225,879,963.00
	73.24
	156,520,138.50
	69.29
	69,359,824.50

	Bukombe. 
	247,027,350.00
	–
	247,027,350.00
	184,807,581.45
	74.81
	129,323,577.90
	69.98
	55,484,003.55

	Meatu 
	178,872,220.00
	19,312,900.00
	198,185,120.00
	105,756,270.00
	53.36
	55,423,200.00
	52.41
	76,343,070.00

	Bariadi
	327,564,680.00
	48,272,970.00
	375,837,650.00
	234,130,440.00
	62.30
	139,236,912.70
	59.47
	94,893,527.30

	Maswa
	274,194,900.00
	–
	274,194,900.00
	159,068,570.00
	58.01
	89,099,950.00
	56.01
	69,968,620.00

	Shinyanga Urban 
	228,003,450.00
	54,343,000.00
	282,346,450.00
	186,698,504.67
	66.12
	144,732,019.67
	77.52
	41,966,485.00

	Kahama
	267,333,200.00
	3,407,310.00
	270,740,510.00
	184,197,156.00
	68.03
	137,099,640.00
	74.43
	47,097,516.00

	Shinyanga Region 
	1,802,677,520.00
	154,080,152.00
	1,956,757,672.00
	1,280,538,485.12
	65.44
	851,435,438.77
	66.49
	455,113,046.35

	Tabora Urban 
	292,902,700.00
	79,863,000.00
	372,765,700.00
	268,670,900.00
	72.08
	180,480,711.09
	67.18
	88,190,188.91

	Tabora Rural 
	266,632,720.00
	46,887,928.00
	313,520,648.00
	199,927,020.48
	63.77
	100,540,421.95
	50.29
	99,386,598.53

	Igunga
	219,284,200.00
	–
	219,284,200.00
	145,344,194.95
	66.28
	72,011,509.95
	49.55
	73,547,685.00

	Nzega 
	318,248,170.00
	–
	318,248,170.00
	182,723,020.00
	57.42
	122,748,346.00
	67.18
	58,125,674.00

	Location
	Committed
	Amended
	New Committed
	Released
	Percentage
	Liquidated
	Percentage
	Unliquidated

	Sikonge
	242,815,900.00
	720,000.00
	243,535,900.00
	113,656,970.00
	46.67
	69,156,755.00
	60.85
	44,500,215.00

	Urambo
	190,744,220.00
	–
	190,744,220.00
	129,591,120.00
	67.94
	68,200,184.65
	52.63
	61,390,935.35

	Tabora Region Total 
	1,530,627,910.00
	127,470,928.00
	1,658,098,838.00
	1,039,913,225.43
	62.72
	613,137,928.64
	58.96
	425,141,296.79

	Iringa Rural 
	358,403,390.00
	61,812,000.00
	420,215,390.00
	355,423,250.00
	84.58
	266,327,190.85
	74.93
	89,096,059.15

	Mufindi
	366,288,210.00
	–
	366,288,210.00
	297,186,650.00
	81.13
	219,611,235.20
	73.90
	77,575,414.80

	Ludewa 
	155,230,300.00
	–
	155,230,300.00
	139,789,150.00
	90.05
	107,302,875.05
	76.76
	32,486,274.95

	Makete
	180,761,670.00
	–
	180,761,670.00
	119,894,960.00
	66.33
	63,534,233.00
	52.99
	56,360,727.00

	Njombe 
	334,778,950.00
	–
	334,778,950.00
	263,386,730.00
	78.67
	193,347,899.00
	73.41
	70,038,831.00

	Iringa Urban 
	194,193,600.00
	–
	194,193,600.00
	186,898,700.00
	96.24
	141,475,095.00
	75.70
	45,423,605.00

	Iringa Region Total 
	1,589,656,120.00
	61,812,000.00
	1,651,468,120.00
	1,362,579,440.00
	82.51
	991,598,528.10
	72.77
	370,980,911.90

	 
	 
	 
	 
	 
	 
	 
	 
	 

	Grand Total 
	7,442,700,693.00
	616,143,875.00
	8,058,844,568.00
	5,781,868,084.20
	71.75
	3,738,832,793.17
	64.66
	1,988,856,394.68


	ANNEX F: FUNDS USED BY INTERVENTION AS OF JUNE 2002*



	District
	HIV/AIDS
	% HIV
	Reproductive Health
	% RH
	Maternal

and Child Health
	% MCH
	Total Funds

	
	Orphan Support
	Others
	
	
	
	
	
	

	Kisarawe
	4,178,836.00
	129,313,948.00
	68.7
	30,558,002.00
	15.7
	30,142,625.00
	15.5
	194,193,411.00

	Bagamoyo
	3,697,970.00
	126,210,270.00
	60.4
	22,427,200.00
	10.4
	62,826,750.00
	29.2
	215,162,190.00

	Mpwapwa
	3,423,000.00
	77,531,719.00
	51.6
	44,069,200.00
	28.1
	31,954,231.00
	20.4
	156,978,150.00

	Dodoma Urb.
	8,332,890.00
	110,562,684.00
	78.3
	5,948,790.00
	3.9
	27,043,866.00
	17.8
	151,888,230.00

	Shinyanga (R)
	19,048,147.00
	91,849,400.00
	50.4
	11,142,000.00
	5.1
	98,100,805.00
	44.6
	220,140,352.00

	Bukombe
	7,279,830.00
	16,171,920.00
	21.2
	9,647,914.00
	8.7
	77,388,086.00
	70.0
	110,487,750.00

	Tabora (U)
	25,516,793.00
	131,905,626.00
	75.1
	11,369,645.00
	5.4
	40,910,436.00
	19.5
	209,702,500.00

	Tabora (R)
	5,270,886.00
	35,653,664.00
	68.0
	3,396,500.00
	5.6
	15,885,500.00
	26.4
	60,206,550.00

	Iringa (R)
	24,448,200.00
	203,923,990.00
	85.9
	17,529,300.00
	6.6
	19,881,900.00
	7.5
	265,783,390.00

	Mufindi
	48,362,410.00
	93,716,030.00
	100.0
	0
	0
	0
	0
	142,078,440.00

	Total
	149,558,962.00
	1,016,839,251.00
	67.6
	156,088,551.00
	9.0
	404,134,199.00
	23.4
	1,726,620,963.00


* In Tanzanian Shillings

ANNEX G: TIME FRAME FOR IMPLEMENTATION OF VSHP RECOMMENDATIONS

0–6 Months

	
	Recommendation

	Public-Private Partnerships
	· Revisit roles of PCs, in particular their technical responsibilities.

· Ensure that all PCs establish communication with and provide quarterly reports to district health management teams.

· Re-establish voluntary sector forums and schedule of regular meetings.

· Develop criteria to identify “functioning” PCs and establish which of the current 32 PCs are viable.

· Consider providing funds to enable PCs to meet and function, or identify a budget required for this, and provide basic training in financial monitoring.

· Hold joint meeting of public and voluntary sector representatives from PCs that are functioning well, and of supportive district officials, to document best practices in partnerships and discuss the future role of committees vis-à-vis other district committees and newly established AIDS committees.

	Grant Making
	· Make and communicate a clear decision not to add to current number of grantees.

· Communicate to grantees, regional offices, PCs, and district officials a one-year grant time frame, a date for the end of funding, and guidance on expenditure of funds held after this time.

· Review financial reporting requirements and develop a less-cumbersome and demanding system; assess with USAID scope to shift to quarterly financial reporting.

· Conduct a review of the disbursement system, and identify and implement steps to speed up this.

· Plan and set up a minimum organizational capacity-building program (organizational management, human resources, strategic and project planning, proposal development, financial systems) for grantees, and commission an organization with the expertise to implement this.

· Develop guidelines and an information packet for grantees on sources of funding and how to apply for them.

· Commission and start to implement an independent review of grantees and their activities to assess those that appear most viable to receive future support.

· Establish links with other grant-making programs.

	Technical Package
	· Develop and communicate a clear technical agenda.

· Commission a review of relevant best practices in Tanzania and sub-Saharan Africa.

· Identify national and regional resource organizations and individuals with core technical expertise to support this agenda, and organizations or individuals at the district level capable of providing technical support to grantees.

· Develop a coherent strategy for grantees to access technical support at the district level, including establishing more formalized links with district medical officers and district health management teams, and from national or regional institutions and individuals.

· Address the lack of integration between the BCC central unit and grantee activities, and develop and implement training, with a mechanism to enable grantees to access BCC technical support from the VSHP central unit.

· Review the current road show and campaign strategy, and the role of Communication Action Networks.

· Develop and implement a strategy for technical monitoring and quality control of grantee activities.

· Establish links between organizations involved in demand creation and public and voluntary sector health service providers. 

· Identify a VSHP staff person with responsibility for gender, and provide training for this person as required.

· Finalize and distribute a gender mainstreaming guide, and commission the Tanzania Gender Network Program to develop simple guidance on gender issues for grantees in Kiswahili, orientation in use of the guide, and a program of training for district resource persons.

	Monitoring and Evaluation
	· Agree on a performance monitoring plan.

· Bring in the MEASURE Project to provide technical support to develop clear monitoring and evaluation plan.

· Communicate a monitoring and evaluation plan, results framework, and indicators to all stakeholders.

· Develop and put into practice strategies to ensure that monitoring information is analyzed and used, and a system for feedback.

· Revise the approach to reporting of service statistics by grantees that provide health services.

· Develop a simple and accurate program overview (i.e., grantees, activities, budget) as a management and monitoring tool.

· Establish a system for documenting and disseminating lessons learned and best practices.

· Recruit a research, information, and documentation staff person, or allocate clear responsibility for these to existing staff.

	Management and Organization
	· Hold a consortium meeting to review assessment findings and decide on an action plan to implement the recommendations.

· Hold regular meetings, at least quarterly, between senior management of three consortium partners to review VSHP progress, maintain technical and administrative oversight, and take joint decisions on overall program approach, planning, and implementation.

· Establish a mechanism to ensure that VSHP senior management is responsive to consortium decisions.

· Commission an independent management and organizational review to address issues identified by assessment.


6–12 Months

	
	Recommendation

	Public-Private Partnerships
	· Develop guidance on a balance of representation, length of service, election of new representatives, and mechanism for accountability of PCs to voluntary sector.

· Conduct a district-by-district review and a discussion of a wider, future role and institutionalization of PCs, drawing on conclusions of a joint meeting.

· Provide training to PCs in partnerships, dialogue and collaboration, and joint planning.

· Continue to support voluntary sector forums, including training in advocacy.

· Disseminate best practice experiences in fostering partnerships. Note: This is in addition to a publication of an already-developed by VSHP that focuses largely on process and does not analyze lessons learned.

	Grant Making
	· Review criteria for applicants, including types of organizations that can apply for future grants.

· Develop more rigorous procedures for screening the technical quality of applications to ensure that grantees are proposing to implement effective programs.

· Implement a capacity-building program for grantees, including disseminating guidance on applying for funding.

· Complete an independent review of grantees and their activities.

	Technical Package
	· Identify an organization to act as a resource center, and commission the development of a packet of resources, materials, and tools for dissemination to grantees.

· Translate findings from the best practices review into practical guidance, in Kiswahili, and disseminate to grantees.

	Monitoring and Evaluation
	· Promote lesson learning and sharing of experiences between grantees.

· As part of a capacity-building program for grantees, develop basic skills in monitoring and evaluation, including analysis and use of information collected, and feedback.


BCC/Advocacy Coordinator





RPO (5)


RGO (5)


Drivers (5)





Office Assistant





Grants Assistant





Drivers (3)





Finance & Admin. Officer 





Senior Grants Officer





Partnership Advisor





Finance Manager





Grants Manager 





Regional Program Managers (5): Coast, Tabora, Shinyanga, Iringa, Dodoma





Technical Manager





M & E


Officer





CB Coordinator





Communications SPECIALIST





VHSP Team Leader





Program Assistant





Director of Programs, CARE





Country Director, CARE








� This estimate is based on VSHP quarterly reports for Years 1 and 2. No aggregated estimates of actual subgrantee activities were available to the assessment team, nor was budget information available that would have allowed some analysis of funding by technical intervention.


� VSHP. Grants Management System. November 30, 2001; p 6.


� VSHP. Grants Management System. November 30, 2001; pp 4–5.


� Some organizations could identify services, but not the closest and most accessible.


� BCC staff had limited input to the selection process. The project’s requirements for geographic coverage and incorporation of CBOs also tended to take precedence over the type and quality of BCC interventions that were proposed.


� VSHP. Strategic Action Plan for Behavior Change Communication 2001–2003. Communication Section. February 2002.


� These include Experience Momentum, which manages the road shows, and the Youth Cultural and Information Center, which does peer education training.


� Theoretically, the CAN includes all grantees working on BCC in a district and provides a mechanism for continued local networking and for sharing experiences.


� The major reasons cited for discontinuing the CANs is that organizations believed they offered no added value to their work. One organization also said that the formation of the CAN in their area actually “killed” an existing local network by supplanting it with an organization that was not “real.”


� Some subgrantees said that they believed the PSI road shows were better. This seems to mean that they went to smaller communities, delivered a more-focused message, and had higher entertainment value. Free condoms and T-shirts were seen as extremely important in this valuation.


� CYIC follows up informally with some of its program trainees, but this is an organizational initiative not funded by the VSHP.


� This is an issue of project structure and management, not lack of effort by the VSHP’s BCC unit.
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