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Operating Unit Overview

OU Executive Summary

CONTEXT

Tanzania faces many economic and social development challenges which are further exacerbated by a
generalized AIDS epidemic and other communicable diseases. The United Nations Development
Programme (UNDP) rated Tanzania 162 out of 177 countries in their annual Development Index, a metric
reflecting that Tanzania's combination of life expectancy, literacy, educational attainment, and GDP per
capita ranks in the lowest decile worldwide and amongst the lowest in African countries.

According to the 2010 UNAIDS report on the Global AIDS Epidemic, adult HIV prevalence in the country
is estimated at 5.6% and an estimated 1.4 million Tanzanians are living with HIV/AIDS. An estimated
86,000 HIV/AIDS related deaths in Tanzanian each year, resulting in disruption of family structures and
an increase in the estimated 1.1 million HIV orphans and vulnerable children (OVC) in Tanzania.
According to the 2007-08 Tanzania HIV/AIDS and Malaria Indicator Survey (THMIS), there continues to
be a significant difference in the prevalence among urban (9%) and rural (5%) areas of the country. The
data also reveal significant gender differences in HIV prevalence. Overall, male prevalence in 2007-08
was 5%, while female prevalence was 7%. HIV prevalence is higher for women than men in every age
group except 35-39.

In Zanzibar, the HIV/AIDS epidemic is concentrated, with HIV prevalence estimated at 0.6 percent in the
sexually active population (THMIS, 2008). Recent studies of most-at-risk-populations (MARPS) have
estimated HIV prevalence for injecting drug users (IDUs), female sex workers (FSWSs), and men who
have sex with men (MSM) at 16.0%, 10.8%, and 12.3%, respectively.

Compared to earlier years, results from the 2010 DHS suggest some successes in the response to
HIV/AIDS but also highlight remaining deficits. Knowledge of AIDS is widespread, with 99% of
respondents having heard of AIDS. Less than half of those respondents, however, have a
comprehensive knowledge of HIV/AIDS transmission and prevention methods. Tanzanians are
increasingly aware of opportunities for testing and learning their HIV status. Thirty percent of women and
25% of men were tested for HIV in the year preceding the survey, figures that are much higher than those
recorded in previous surveys. Prevalence of male circumcision among men aged 15-49 increased five
percentage points from 66.8% (2007-08 THMIS) to 72.3% (2010 DHS), with significant regional variation.

While analysis of the 2010 DHS suggests slight decreases in HIV risk behaviors, low rates of condom use
during high-risk sex as well as high rates of multiple concurrent partnerships, transactional, and
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cross-generational sex persist. Gender-based violence (GBV) is also a serious problem contributing
directly and indirectly to HIV transmission in Tanzania. The 2010 DHS provides the first nationally
representative data on GBV. More than one-third (39%) of Tanzanian women age 15-49 have
experienced either physical or sexual violence. Twenty percent of women have ever experienced sexual
violence and 10% report that their first sexual intercourse was forced. The data show significant regional
variations, with women in Zanzibar the least likely to have experienced any type of violence. Data from
the 2011 CDC/UNICEF Violence against Children study in Tanzania show that children are also
experiencing high levels of violence. Overall, more than a third of female respondents and over 20% of
male respondents experienced sexual violence between the ages of 13-18. The prevalence of reported
physical violence among females and males aged 13-18 was very high, at 77% and 73%, respectively.

Deficits in resources, governance, and health systems complicate Tanzania's ability to adequately
respond to HIV/AIDS. Tanzaniabds health progr ams
funds account for 97% of the Mainlandbs HIV/ AIDS
efforts of PEPFAR (74%) and the GFATM (16%). Health budgetary allocation as a percentage of total
government funding was 12.9% (short of the 15% Abuja Declaration target); moreover, funds are not

always disbursed annually to planning levels. In addition, the country grapples with a weak health
infrastructure; a shortage of healthcare workers; high levels of stigma; cumbersome government
procurement systems; weak management and strategic planning at all levels; poor accountability; and
corruption.

Despite systems and leadership challenges, the country has made some progress in defining a policy and
strategy framework to guide stakeholders in the response to HIV/AIDS. Among many key documents,
the principal reference points are the National Multi-Sectoral Framework on HIV/AIDS (NMSF
2008-2012), Zanzibar National HIV Strategic Plan Il (ZNSP Il, 2011-2016), and the Health Sector
Strategic Plan Il (HSSP 2009-2015). The Five-Year Partnership Framework in Support of the Tanzanian
National Response to HIV and AIDS, 2009-2013 between The Government of the United Republic of
Tanzania and the Government of the United States of America (Partnership Framework, or PF) defines
the roles and responsibilities of the URT and USG/T in addressing HIV/AIDS and is aligned with these
key documents.

USG/ T support s itytodeadaRiTmarsagedtsanptiarmal response to HIV/AIDS through six
strategic goals that are outlined in the PF:

1. Service maintenance and scale up;

2. Prevention;

3. Leadership, management, accountability and governance;
4. Procurement and commodity distribution;
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5. Human resources; and
6. Evidence-driven strategic decision making.

PEPFAR support to Tanzania has enabled a dramatic increase in the number of adults and children
accessing ART, with 289,000 individuals receiving treatment in 2011. During FY 2011, a total of 3.1
million individuals received HIV testing and counseling. 58,200 pregnant women received prevention of
mother-to child transmission of HIV (PMTCT) services including ART, and 368,000 OVC received
support.

Although USG/T is by far the largest single contributor to the national HIV/AIDS response, other
stakeholders play key roles. In particular, the Global Fund to Fight AIDS, Tuberculosis, and Malaria
(GFATM) provides a substantial amount of funding for HIV and AIDS interventions in Tanzania, including
commodities procurement and systems strengthening activities. Other actors include the U.N. Joint
Programme and the Governments of Canada, Belgium, Denmark, Japan, Netherlands, Norway, and
Sweden. USG/T participates and leads much of the ongoing communication and coordination among all
stakeholders, often with the URT as convener. This collaboration is essential for the promotion of country
ownership and to ensure that the USG contribution is fully leveraged. USG/T representatives actively
participate in several dialogue structures bringing government, donors, and civil society together,
including the Tanzanian National Coordinating Mechanism (TNCM) the Joint Technical Working Group on
HIV/AIDS (JTWG), and the Donor Partners Group on AIDS (DPG-AIDS). Most information sharing and
joint decision-making takes place within these multilateral fora to be inclusive of all donors, though USG/T
also engages bilaterally with URT to address specific, urgent, and high-level policy issues relating to the
PF.

PEPFAR FOCUS in 2012

Through the 2012 COP, USG/T continues to support achievement of the six PF goals while promoting
greater capacity among Tanzanian actors to manage and support the national response to HIV/AIDS. In
particular, USG/T priorities this year include:

Goal 1: Service Maintenance and Scale up

A Continuing scale up of ART with prioritization of HIV-positive pregnant women and TB patients
co-infected with HIV
A Closely coordinating with GFATM to support systems strengthening activities and commodities

procurement aligned with ART scale up, particularly in light of the cancellation of Round 11 and the
prospective approval of Phase Il of the Round 8 grant.

A Enhancing focus on quality improvement in all clinical services
A Scaling up 316s and integrating into PMTCT, VCT,
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to scaling up provision of ART in TB clinics

A Improving food security and nutritional status of PLHIV and OVC through household economic
strengthening activities, links with Feed the Future, and NACS and PMTCT acceleration

A Strengthening linkages between facility and community-based services

A Improving identification of and access to services for children affected by HIV through integration
of OVC, MNCH, PMTCT, and pediatric AIDS interventions (EID and PITC)

A Piloting and scaling up of community-based child protection models, including efforts to safeguard

adolescent girls

Goal 2: Prevention

A Continuing gradual transitioning of responsibility from USG/T to URT for blood and injection
safety

A Supporting scale up of combination prevention interventions by improving partner coordination
and undertaking evaluations to expand the evidence base

A Increasing HIV testing and counseling service uptake, especially among couples via the PMTCT
platform, and improving linkages to care

A Continuing to accelerate expansion of voluntary medical male circumcision (VMMC)

A Expanding sites serving people who inject drugs (PWID) and establishing new programs to serve

sex workers (SW) and men who have sex with men (MSM)

A Rolling out positive health dignity and prevention (PHDP) in facilities to complement
community-based PHDP efforts

A Alleviating the vulnerability faced by young girls and women continues to be a cross-cutting
programmatic focus built into the various prevention strategies, regardless of the target population.

Goal 3: Leadership, Management, Accountability, and Governance

A Strengthening district systems for budgeting, planning, monitoring, and reporting to ensure
financial accountability and prioritized programs matched to disease profiles of a given geographic area
A Increasing mentoring, technical assistance, and management capacity building to local
governments and civil society organizations tasked with developing, delivering, and managing care
services for PLHIV and OVC

A Increasing USG/T's collaboration with the private sector and supporting improved dialogue
between URT and the private sector

A Building capacity among parliamentarians, the media, religious leaders, and the National Council
of People Living with HIV and AIDS (NACOPHA) (national umbrella organization of PLHIV) to effectively
participate in the national response

Goal 4: Sustainable and Secure Drug and Commodity Supply
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A Continuing gradual transitioning of responsibility from USG/T to URT for procurement

A Redesigning the sales and order system and distribution model to accommodate the massive
increase in site deliveries

A Working with the MOHSW to improve the national logistics and procurement systems for
appropriate ordering and distribution of laboratory commaodities, supplies, and equipment

A Improving warehouses through redesign, use of pre-fabricated storage products, and
improvement in standard operating procedures and security systems

A Building capacity of the Tanzania Food and Drug Authority to monitor the quality of health
commodities

Goal 5: Human Resources

A Scaling up pre-service training and investments to increase training throughput

A Strengthening districts to better manage and retain the workforce and implementation of
performance-based management to improve health workers' productivity

A Reforming policy to optimize the available workforce, including through task shifting

A Developing a national social welfare workforce strategy and continuing roll out of para-social work
model

A Strengthening the skills and numbers of community care providers and facilitating referrals

between community-based and facility-based health services
A Increasing numbers of trained laboratorians

Goal 6: Evidence-based and Strategic Decision Making

A Co-funding with other donors the health sector's M&E strengthening initiative

A Continuing gradual transitioning of responsibility from USG/T to URT for management of
centralized data, including implementation of a national Health Management Information System
integrating HIV/AIDS into routine health care systems

A Developing the evidence base for combination prevention through impact and outcome
evaluations

A Providing technical assistance to HIV surveillance activities pertaining to ANC, MARPs, and drug
resistance

A Implementing the PEPFAR Records and Organization Management Information System
(PROMIS) in order to report to OGAC and provide closer data collaboration with URT counterparts to
better inform planning and decision making processes

Supporting Tanzaniabs three Gl obal Heal th I nitiative (
achieved through many of the activities mentioned above. Specifically, USG/T in 2012 COP will contribute
to each GHI intermediate result as follows:
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A USG/T will support increased access to quality integrated services with focus on maternal,
newborn, and child health, family planning, and reproductive health (IR1) by increasing the number of
pregnant women who are initiated on ART, improving linkages and referrals between HIV program areas,
strengthening PLHIV support groups in facilities and communities, integrating family planning into
HIV/AIDS care and treatment services, and introducing point of care CD4 testing.

A The health systems strengthening priorities for the HIV/AIDS response are the same as those
needed to assure sustainable health services on a broader spectrum. Therefore, USG/T support
inherently will contribute to improved health systems to strengthen the delivery of health care services
(IR2). More specifically, USG/T will continue to strengthen human resources for health to support
efficient and high-quality service delivery; improve integration and effectiveness of M&E systems;
strengthen governance, management, financing, and accountability in advancement of national policies
and systems; and improve health support systems, including for commaodities and laboratories.

A USGI/T will contribute to improved adoption of healthy behaviors including healthcare-seeking
behavior (IR3) by supporting early uptake of preventive health services including couples HTC, PMTCT,
ART, and male circumcision; empowering women and adolescent girls to increase their access to
preventive and curative services, including those addressing gender-based violence, with support from
spouses, families, and communities; strengthening the legal and regulatory environment in support of
gender equity; and building capacity within government and civil society for effective social and behavior
change communications activities.

Additionally, the 2012 COP contributes to the realization of all seven of the GHI principles:
1. Support country ownership. Strategies to promote country ownership are included in all USG/T
technical areas and are key how USG/T conducts business with URT and civil society.

2. Build sustainability. This principle is closely tied to country ownership and is also a central goal for
PEPFAR, with cross-cutting applications in all PF goal areas.

3. Promote research and innovation. Goal 6 of the PF addresses this principle by committing to build
Tanzanian capacity for research and evidence-based decision-making. The principle also applies to the
way that USG/T strives to make programming decisions in all areas.

4. Increase impact through strategic coordination and integration. USG/T is striving to improve its
information sharing with URT and other stakeholders to leverage strategic opportunities and increase
country ownership. USG/T is also working internally and with the URT to improve integration across
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service platforms and program areas.

5. Improve metrics, monitoring, and evaluation. This principle is addressed through capacity-building
activities under Goal 6 of the PF as well as being mainstreamed in all goal areas.

6. Focus on women, girls, and gender equality. Gender is a cross-cutting lens which USG/T strives to
apply to all program areas to ensure equitable access to services, increase healthy norms and behaviors,
and promote women and girl's empowerment for improved health and development outcomes. The
focus on women and girls is particularly strong through the gender-based violence initiative, the HIV
prevention portfolio, the PMTCT platform, and in OVC and home-based care programming.

7. Strengthen and leverage key multilateral organizations, global health partnerships, and private sector
engagement. This principle is reflected in many USG/T activities, including work with URT to ensure
effective stewardship of and coordination with GFATM resources and efforts to revitalize private sector
engagement in the national response to HIV.

The reduction of mother-to-child transmission (MTCT) is also a cornerstone of USG/T efforts to halt the
spread of HIV in Tanzania. USG/T supports

the Government of Tanzania's pledge to the global MTCT elimination agenda and will ensure that its
resources through PEPFAR contribute to the initiative. Specifically, the elimination agenda aims to reduce
the number of new pediatric HIV infections by 90%, and reduce population-level rate of MTCT to <5%. In
addition, the initiative seeks to reduce in HIV incidence in reproductive age women (15-49 yrs) by 50%,
reduce unmet family planning need to zero among all women, and see a 90% reduction in HIV-associated
maternal deaths and 90% reduction in infant (<1) and under-five (<5) HIV deaths. USG/T will work with
the Government of Tanzania to reach the stated goals by 2015 through the PMTCT acceleration plan.
USG/T will also support the systems and metrics needed to measure the reduced rate and numbers of
new HIV infections among women of reproductive age and children. The ultimate, but achievable goal is
to eliminate new pediatric HIV infections and improve maternal, newborn and child survival and health in
the context of HIV. The reduction of mother-to-child transmission (MTCT) is one of the key cornerstones
of USG/T efforts to halt the spread of HIV in Tanzania. USG/T supports the Government of Tanzania's
pledge to the global MTCT elimination agenda and will ensure that its resources through PEPFAR
contribute to the initiative. Specifically, the elimination agenda aims to reduce the number of new pediatric
HIV infections by 90%, and reduce population-level rate of MTCT to <5%. In addition, the initiative seeks
to reduce in HIV incidence in reproductive age women (15-49 yrs) by 50%, reduce unmet family planning
need to zero among all women, and see a 90% reduction in HIV-associated maternal deaths and 90%
reduction in infant (<1) and under-five (<5) HIV deaths. USG/T will work with the Government of Tanzania
to reach the stated goals by 2015 through the PMTCT acceleration plan.
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PF/PFIP MONITORING

The USG/T team continues to use the Partnership Framework Implementation Plan (PFIP) as a guiding
document for all technical interventions and systems and capacity development priorities. While
engagement with URT and civil society representatives has been ongoing throughout PFIP development
and in the initial stages of execution, 2011 marks the first year that the two parties have agreed upon a
formal monitoring tool to jointly assess progress. In 2011, USG/T submitted a draft tool to TACAIDS for
preliminary consideration and then to the JTWG for full vetting. The tool was accepted and the first
guarterly update was issued to the members of the JTWG in June 2011. Both USG/T and URT complete
the tool, which provides narrative updates on key technical and policy developments as well as ongoing
challenges. URT reported that they found the tool so useful that they plan to use it internally to augment
some of their current data gathering mechanisms. A yearly update on the quantitative indicators included
in the tool is expected in December 2011. The brief list of indicators includes service outcomes as well
as measures of transition to greater country ownership.

In recent months, USG/T has also intensified its communications with partners about the PFIP and its
relevance to their ongoing work. In March 2011, USG/T convened a partners meeting with 400
attendees, representing not only international and local partner organizations, but also national and local
government bodies and civil society. URT speakers emphasized the importance of the PFIP in terms of
both its content and the process by which it was developed to pull USG/T into greater alignment with URT
priorities. Partners were provided with an overview of implementation plans under the six PF goals and
engaged in dialogue regarding their contributions to these ongoing efforts. As a result of the meeting,
partners have been able to more explicitly link their program plans for 2012 COP to the expected
contributions in the PFIP.

The 2012 COP development process began with each interagency technical team reporting out on

notable progress towards PFIP 2013 achievements, chang
PEPFAR guidance, and emerging evidence either reaffirming or demanding reconsideration of PFIP

expected achievements. Overall, the results show that the USG/T program remains on track to deliver on

PFIP commitments.

COUNTRY OWNERSHIP

The process of developing and monitoring progress on the PF has significantly enhanced engagement
between USG/T and URT on the national response to HIV/AIDS. The two parties meet prior to each
government's budgeting submission to assess progress on the PFIP. The USG/T team also convenes
an annual policy dialogue with the URT, representatives of civil society, and other donors to present the
latest COP. Additional dialogue takes place within multilateral fora, such as quarterly TNCM and JTWG
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meetings.

With the delay of 2012 COP, the high-level policy meeting to endorse the COP took place fairly early in
the COP planning cycle (October 25, 2011). Additionally, USG/T staff engage frequently with URT
technical counterparts under the auspices of the URT's HIV/AIDS technical working groups. These
technical exchanges allow URT stakeholders to broadly articulate priorities for USG/T programming and
for USG/T staff to indicate whether these priorities conform to the PF, planned funding levels, and
PEPFAR policy directives.

At the outset of PF negotiations, URT questioned the potential for true country ownership if USG/T funds
were not channeled through government systems. USG/T noted that project funding would be the
modality throughout the life of the PF, though increased allocations through URT channels would be
possible if existing Government mechanisms performed well. USG/T plans to increase activities
implemented directly through host country government systems and local organizations. New initiatives
planned in 2012 COP will include the use of Fixed Amount Reimbursement Agreements (FARAS) with
local government entities, direct grants to districts, and potential direct funding to MSD for
drug/commodity procurement. USG/T also plans to continue to increase direct funding to local civil society
organizations (CSOs) and explore direct agreements with Tanzanian academic institutions. USG/T is also
striving to more effectively share program and financial information with URT bodies to promote effective
coordination and planning.

In addition to providing a structure for enhanced engagement, the PF provides general guidance on how
URT can exercise greater country ownership, as well as how USG/T can support this evolution. One of
the key themes of the PFIP design team was to articulate strategies in support of sustainability and
transition to country ownership in every goal area. USG/T now looks to move beyond broad agreements
on transition to the articulation of jointly developed plans that support such movement in all technical
areas.

The four key challenges in reorienting the USG/T portfolio toward greater country ownership include: (1)

defining an investment strategy that aims toward ambitious targets but at the same time recognizing what

is beyond indigenous capacity; (2) reconciling occasional mismatches between URT and USG/T priorities,

(such as with some of the PEPFAR centrally-f unded initiatives), and (3) ensur
commitment to deliver PFIP expected achievements, including those to facilitate greater country

ownership, is matched by URT accountability for the same.

The USG/T team has begun the process of defining benchmarks for country ownership within each
technical area. Perhaps the most forward thinking has occurred in the area of blood and injection safety,
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where transition papers have been shared with URT, resulting in a government-chaired transition working
group to push transition in compliance with the PFIP. Creating a high-level formal working group on
country ownership on transition is being considered to develop dialogue with both URT officials and USG
headquarters staff. There is also a need to ensure that mentoring and development of local USG/T staff
continues to receive high priority. Finally, the continuing shift to local implementation may require a
different set of capabilities than those represented in the current USG/T staff structure.

The four dimensions of country ownership specified in the COP guidance are addressed below.

1. Political ownership/stewardship: URT has established a national architecture that includes guidance
documents such as the National Multisectoral Strategic Framework on HIV/AIDS as well as documents
specific to sub-areas of the response, such as the National Multisectoral Prevention Strategy. However,
URT frequently has difficulty in prioritizing among the very broad set of strategies. At the same time
donors and civil society representatives collectively have multiple priorities that can confuse URT
prioritization.

URT is a fairly effective convener of dialogue and most stakeholders try to share information. URT
provides regulatory oversight (i.e. service provision, training, procurement) because these activities
cannot move forward without URT acceptance, but exercise much less oversight over community-based
activities (e.g. behavioral prevention interventions). USG/T encourages our implementing partners to
share financial and program information with district officials to facilitate appropriate planning and
oversight at the local level. USG/T also supports capacity building efforts with district governments to
enhance their ability to effectively manage the local-level response.

The URT does not necessarily speak with a united voice on matters pertaining to HIV. NACP and
TACAIDS, for example, are typically at odds regarding the appropriate proportion of investments
dedicated to treatment versus prevention. Bringing them together under the auspices of the Partnership
Framework to exchange views and come to consensus on next steps was a positive step in the
immediate term. USG/T is providing capacity building to TACAIDS to support it as the current secretariat
for the TNCM.

2. Institutional and community ownership: USG/T is engaged in multiple activities across program areas
to build ownership of the HIV/AIDS response among governmental and non-governmental entities.
Examples include: public-private partnerships to strengthen the for-profit private health sector
engagement in the national AIDS response; organizational development activities targeted toward local
civil society organizations including advocacy bodies, service providers, and networks of PLHIV; capacity
building efforts at the district government level; and, efforts to strengthen the planning, decision making,
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and evaluative capacity of central government institutions such as departments within the MOHSW and
TACAIDS.

Likewise, continuing efforts to implement the PROMIS system will allow improved sharing of PEPFAR

program data and will further empower local institutions with better data to plan. At the national level

USGI/T is supporting URT to develop its first national Health Financing Strategy, which should enhance

URT&6s ability to account for existing investments and
contributions to the health portfolio continue to run short of their Abuja commitment, URT has initiated

plans for an AIDS Trust Fund where the government and other interested local entities can contribute to

fund the HIV/AIDS response. The Trust Fund is in it nascent stages, but could provide a substantial

support should it be successfully implemented.

3. Capabilities: Technical capacity to manage the national response to HIV varies widely by program
area, but remains modest. All prevention, care, treatment, and systems support areas require deeper
capacity to assume full local ownership without the potential loss of service/intervention quality or
accountability. Blood and injection safety are two areas where Government is most capable for taking
over responsibility by the end of the PF. However, the URT will need to increase its financial contributions
to the area of blood and injection safety as well as finding sources of support other than PEPFAR.

While no technical area operates fully independently of international support, Tanzania has experienced
modest gains in the technical and management capabilities of local organizations to deliver effective
services and interventions. Several former sub-partners have graduated to prime partner status under
the PEPFAR program. Former Track 1.0 programs, in particular, have gone through a highly successful
transition process to local ownership. Another area of success has been the Rapid Funding Envelope, a
multi-donor support mechanism that has mobilized more than $18 million from the private sector and
donor community to strengthen more than 120 medium and small civil society organizations involved in
the response to HIV/AIDS. The USG/T team expects to see an increase in the number of local partners
managing HIV programs, though the pace of this development partly will be slow given the enormous
capacity building needs. In terms of individual technical capabilities, efforts on the part of URT, USG/T,
and other partners to scale up supportive supervision, mentoring, and pre-service training have enhanced
URTO6s ability to deliver services.

Local organizations have also made progress in collecting and using information for strategic
decision-making. USG/T has supported Tanzania in the development, execution, and dissemination of
national-level surveys such as the TDHS and THMIS, and URT authorities have readily made this data
available to public, private, and civil stakeholders. USG/T is also facilitating the consolidation of
aggregate data collection systems in line with the National District Health Information System. This data
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warehouse will enhance the accessibility and use of information by government and non-governmental
program planners.

4. Accountability: Tanzania suffers from corruption with negative impacts on the ability of health providers
to provide services. The country rates a low 2.7 on a scale of 1 to 10 by the Transparency International
Corruption Perceptions Index (2010). Nonetheless, USG/T and the URT have collaborated on several
sector specific strategies to increase the accountability of government health care systems. For example,
USGI/T has supported improved procurement systems and security protocols to reduce stock loss due to
inefficiencies and theft. USG/T has also enhanced the capacity of district governments to use a
transparent and participatory approach to program planning, budgeting and accounting. USG/T also is
supporting the use of performance-based funding at the facility level and of performance-based
management of health workers. Finally, USG/T is working at the community level to increase client
demand for high-quality services.

CENTRAL INITIATIVES

Tanzania is fortunate to receive funding for several central initiatives, each of which complement country
programming through the COP and bolster USG/T efforts under the PF. Updates on these programs are
below.

1. GBV Initiative

Tanzania received $7 million for the first year of programming under this three-year initiative. Agencies
are moving money to partners according to their internal management processes and all implementing
partners began implementation in October 2011. In addition, formative efforts have already begun, such
as: (1) development of national GBV policy and technical guidelines and associated tools and training; (2)
assessment of capacity among GBV prevention partners, development of good practice guidelines, and
planning for a training on minimum standards for GBV prevention programming in Tanzania; and (3)
preparation for a national media campaign to promote awareness of GBV and appropriate individual and
community-based responses. The USG/T team also anticipates moving forward with a
centrally-managed GBYV evaluation effort in the coming months.

2. NACS Integration with PMTCT Acceleration

USGI/T successfully submitted its NACS/PMTCT integration plan to OGAC in November 2011 and
completed internal planning at the end of September. Central funds in the amount of $4 million will go
toward increasing integration of NACS/PMTCT services to all women and under-five children in selected
districts within the Dodoma region. Emphasis will be placed on building the capacity of selected district
councils to ensure sustainable provision of integrated NACS/PMTCT services by the URT in the areas of
planning, budgeting, coordination, supervision and ordering of essential nutrition supplies. NACS services
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will be delivered in a comprehensive package linked to PMTCT within existing platforms rather than as a
stand-alone activity. The approach will address both preventive and clinical nutrition services. To
enhance the policy environment for execution of district-level activities, USG/T also will support modest
efforts at the national level to address key policy issues.

3. NACS Integration with Economic Strengthening, Livelihoods and Food Security

USG/T submitted a draft of its NACS/ES/L/FS integration plan to OGAC in November 2011 and is

awaiting feedback from the PEPFAR Food and Nutrition Technical Working Group. USG/T has

proposed to use these funds, whicha mount to $875, 000, toward three objec
resilience and reduce economic vulnerability, (2) increase households' capacity to manage and cope with

shocks, and (3) integrate economic strengthening interventions with nutrition assessment and education

services in HIV/AIDS programming to ensure a continuum of care among OVCs and PLHIV on ART.

4. NACS Integration with Nutritional Care

USG/T submitted a draft of its NACS/NC integration plan to OGAC in November 2011 and is awaiting
feedback from the PEPFAR Food and Nutrition Technical Working Group. USG/T will seek to improve
the quality of life to women and children, particularly HIV positive mothers, HIV-exposed children, and
other vulnerable children during the first 1000 days of life, and improve the quality and effectiveness of
the ART, PMTCT, and community support programs. USG/T will use central funds in the amount of $3
million to target PLHIV on ART, and OVC primarily during the first 1000 days of life. General NACS
counseling services will be delivered through groups both at facility and community levels, and specific
counseling will be delivered tailored to individual needs. The objectives are to build leadership and
capacity at District Councils to scale-up and manage NACS services; to increase access to NACS
services by scaling the NACS approach and promoting universal application of NACS tools; and to
strengthen referrals and linkages through wraparounds with broader development initiatives.

5. Implementation Science

Through the Public Health Evaluation (PHE) mechanism, USG/T is engaged in eight rigorous evaluations

spanning several program areas. Two studies are in progress to test the effect of novel interventions in

treatment settings on behaviors and health outcomes of HIV-i nf ect ed adul t s. AHI V Pre
People Living with HIV/AIDS: Evaluation of an I nterve
is a group-randomized multi-country trial, currently in the final round of data collection, with expected

compl etion in December 2011. AyPao, stéptwedgesl st@ihadange Agent s o
affirmative inquiry intervention in the piloting phase. With baseline data collection planned for September

2011, the AStrengthening HIpU alkees tStAucdcye s sPraonde cTtr eSaltAnTelUnSto
provide evidence on the comparative outcomes of various provider-initiated HIV testing and counseling

modal i ties. The fAEvaluation of Outcomes, Costs and Co
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Modalitesi n Tanzani ado PHE, expected to submit for protocol
document the cost-effectiveness of a range of HIV testing and counseling approaches. Several
clinically-centered evaluations are also underway. Phase one of an ART costing study was successfully

completed in 2009, and data collection for phase two
Effectiveness (HOPE) Projecto is the only evaluation c
mult-c ount ry fl denMoidfeylisn g fOpHliVmaclar e approaches in Sub Sa
through 2014. The fAl mpact of Pri mar y-linBRegimenfhesi st anc e
Tanzaniad PHE is in the analysis phase, with expected

6. Combination Prevention Research

In line with OGAC guidance, USG/T has redesigned its prevention approach to include a comprehensive
set of mutually reinforcing biomedical, behavioral, and structural interventions. However, a full
combination prevention strategy has not been implemented at scale and its impact on HIV incidence is
yet to be established. The Iringa region of Tanzania provides a unique opportunity to conduct a definitive
trial to evaluate whether combination HIV prevention efforts jointly implemented by governmental and
non-governmental partners can reduce HIV incidence at the population level. Through the receipt of $15
million OGAC central funds, USG/T will evaluate the impact of an integrated set of biomedical, behavioral
and structural prevention interventions to reduce HIV incidence in the Iringa region. Complementary
cross-sectional surveys and HIV assessments will be conducted among MARPs (15-39 year old female
SWs, male truckers, and MSMs). Both individual and community-level exposure and utilization data of
HIV prevention services will be measured to conduct dose response analyses. Cost data will be collected
and used to determine cost-effectiveness of the combination prevention package. Epidemiological and
programmatic data generated by the evaluation will be used for continuous quality improvement and
course corrections not only to achieve better programming for all Tanzanians affected by HIV and AIDS,
but to also inform HIV and AIDS programming globally.

7. Medical Education Partnership Initiative (MEPI)

The overall goal for this initiative is to provide direct support to African institutions to transform medical
education in Sub-Saharan Africa, strengthen and build clinical and research capacity and thereby
strengthen human resources for health. The expected outcome is to have an increased quality and
guantity of health care workers and faculty trained and retained in their home counties to practice and
conduct research and better respond to the HIV/AIDS epidemic and related co-morbidities. The five-year
Tanzanian MEPI program is being implemented through a partnership between Kilimanjaro Christian
Medical Centre (KCMC) and Duke University. The project has a total budget of $10M and started in
August 2010. Since its inception, there has been a lot of success, including increased capacity of KCMC
to enroll students from 120 to 150 students over five years. The institute has also been able to improve
faculty capacity in teaching methodologies through introduction of e-learning, team-based learning and
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other methodologies through faculty development workshops, faculty performance evaluations, an
innovation and teaching award program, and satisfaction reports. Retention of health care workers is
being addressed through career tracking database development, alumni engagement, and career
counseling on local opportunities. The integration of a research component into the medical school
curriculum is addressing capacity building in research, in addition to the enhancement and expansion of
community-based research activities and strengthening of the research administrative capacity.

8. Pink Ribbon Red Ribbon (PRRR)

PRRR is an innovative public private partnership to combat cervical and breast cancer - two of the leading
causes of cancer death in women - in developing nations in Sub-Saharan Africa and Latin America. Led
by the George W. Bush Institute, PEPFAR, Susan G. Komen for the Cure, and UNAIDS, PRRR will
expand the availability of vital cervical cancer screening and treatment, especially for high-risk
HIV-positive women, and also promote breast cancer education. In December 2011, USG/T submitted an
expression of interest to PRRR for $3 million and is currently in consultation with OGAC on finalizing the
proposal. The approach is building on past PEPFAR investments and will provide focused support to
secondary preventions activities over the next three years. Timely opportunities to address cervical
cancer needs in Tanzania include: (1) enhancement of efforts in community advocacy and awareness;
(2) provision of equipment and establishment of systems for their routine maintenance; (3) strengthening
of laboratory and pathology capacity with a focus on development of quality assurance systems; and (4)
support to the Ocean Road Cancer Institute (ORCI), to ensure long-term sustainability of efforts, and
three key strategically located referral care institutions to serve as training and mentorship hubs (future
centers of excellence) in cervical cancer case management within their respective zones. The goal of the
project is to screen 80% of HIV positive women in care and treatment at USG/T-supported regional and
district hospitals, for cervical cancer.

9. GFATM Collaboration

In February 2012, OGAC approved the $2 million proposal from the USG/T to the Global Fund
Collaboration Initiative. USG/T looks to use this funding to bolster the grant management and oversight
capacity of the TNCM, Zanzibar Global Fund Country Coordinating Mechanism (ZGFCCM) management
units, and the Principal Recipients (PRs) in the URT to encourage better collaboration between the
GFATM and PEPFAR, and to improve grant performance. Activities would cover short-term assistance on
immediate skills building of staff in accounting, dashboard use, procurement, and monitoring and
evaluation. TNCM and ZGFCCM members need to be provided with clear roles and responsibilities as
related to their function. Decisions need to be documented and followed up, and new members need to
be supported in their roles. This activity supports two PFIP goals, Goal 3 (leadership) and Goal 6
(evidence-based decision making). The main objective is to have each CCM take on a more pro-active
role in planning and coordinating its GFATM grant application, implementation and reporting processes
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rather than responding to requests from the GFATM Secretariat. Activities would also include long-term

assistance to promote the professionalization of the management units and increase the ability of USG/T,
URT, TNCM, ZGFCCM and PRs to plan together and collaborate in grant implementation.

10. Global Health Service Partnership (GHSP)
With financial and technical support from PEPFAR, the Peace Corps is initiating the GHSP in partnership

with the Global Health Service Corps, a U.S.-based not-for-profit. The GHSP will recruit, screen, orient

and deploy nurses, physicians and other health professionals to serve one year assignments as adjunct

faculty in medical or nursing schools abroad. GHSP volunteers will also provide clinical care ancillary to

their clinical education tole and are to be fully integrated with faculty at assigned receiving educational

institutions. In Tanzania the GHSP will field 9-12 nursing and medical education volunteers.

Population and HIV Statistics

Population and HIV Additional Sources
Statistics Value Year Source Value Year Source
Adults 15+ living 1,200,000 2009 UNAIDS Report
with HIV on the global
AIDS Epidemic
2010
Adults 15-49 HIV 06 2009 UNAIDS Report
Prevalence Rate on the global
AIDS Epidemic
2010
Children 0-14 living 160,000 2009 UNAIDS Report
with HIV on the global
AIDS Epidemic
2010
Deaths due to 86,000 2009 UNAIDS Report
HIV/AIDS on the global
AIDS Epidemic
2010
Estimated new HIV
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infections among
adults

Estimated new HIV
infections among
adults and children
Estimated number of|1,812,000 2009 State of the
pregnant women in \World's Children
the last 12 months 2011, UNICEF.

Estimated number of
pregnant women

living with HIV

needing ART for

PMTCT

Number of people |1,400,000 2009 UNAIDS Report

living with HIV/AIDS on the global
AIDS Epidemic
2010

Orphans 0-17 due to|1,300,000 2009 UNAIDS Report
HIV/AIDS on the global
AIDS Epidemic
2010

The estimated
number of adults
and children with
advanced HIV
infection (in need of

ART)
Women 15+ living 730,000 2009 UNAIDS Report
with HIV on the global
AIDS Epidemic
2010
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Partnership Framework (PF)/Strategy

o

- Goals and Objectives

Number

Goal / Objective Description

Associated
Indicator Numbers

Associated Indicator Labels

Service Maintenance and Scale Up:

Reduce morbidity and mortality due to

HIV & AIDS and improve the quality of life

for PLHIV and those affected by HIV &

AIDS

11

Maintain care, treatment, and support

services existing at initiation of

Framework

P1.1.D

P1.1.D Number of pregnant
women with known HIV status
(includes women who were
tested for HIV and received
their results)

P1.3.D

P1.3.D Number of health
facilities providing ANC
services that provide both HIV
testing and ARVs for PMTCT
on site

C2.4.D

C2.4.D TB/HIV: Percent of
HIV-positive patients who were
screened for TB in HIV care or
treatment setting

C25.D

C2.5.D TB/HIV: Percent of
HIV-positive patients in HIV
care or treatment (pre-ART or
ART) who started TB treatment

C4.1.D

C4.1.D Percent of infants born
to HIV-positive women who
received an HIV test within 12
months of birth

C5.1.D

C5.1.D Number of eligible
clients who received food
and/or other nutrition services

T1.1.D

T1.1.D Number of adults and
children with advanced HIV
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infection newly enrolled on
ART

T1.2.D

T1.2.D Number of adults and
children with advanced HIV
infection receiving antiretroviral
therapy (ART) [CURRENT]

T1.3.D

T1.3.D Percent of adults and
children known to be alive and
on treatment 12 months after
initiation of antiretroviral
therapy

H1.1.D

H1.1.D Number of testing
facilities (laboratories) with
capacity to perform clinical
laboratory tests

1.2

Expand prioritized care, treatment, and
support services, dependent on available
resources

P1.2.D

P1.2.D Number and percent of
HIV-positive pregnant women
who received antiretrovirals to
reduce risk of
mother-to-child-transmission
during pregnancy and delivery

C2.4.D

C2.4.D TB/HIV: Percent of
HIV-positive patients who were
screened for TB in HIV care or
treatment setting

C1.1.D

C1.1.D Number of eligible
adults and children provided
with a minimum of one care
service

C2.1.D

C2.1.D Number of HIV-positive
adults and children receiving a
minimum of one clinical
service

1.3

Ensure existing and additional care,
treatment, and support services adhere to
a minimum quality standard and package

T1.1.D

T1.1.D Number of adults and
children with advanced HIV
infection newly enrolled on
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of services

ART

T1.2.D

T1.2.D Number of adults and
children with advanced HIV
infection receiving antiretroviral
therapy (ART) [CURRENT]

T1.3.D

T1.3.D Percent of adults and
children known to be alive and
on treatment 12 months after
initiation of antiretroviral
therapy

H1.1.D

H1.1.D Number of testing
facilities (laboratories) with
capacity to perform clinical
laboratory tests

H1.2.D

H1.2.D Number of testing
facilities (laboratories) that are
accredited according to
national or international
standards

H2.3.D

H2.3.D Number of health care
workers who successfully
completed an in-service
training program within the
reporting period

Prevention: Reduce new HIV infections

2 in the United Republic of Tanzania
Increase access to prioritized and P5.1.D P5.1.D Number of males
evidence-based HIV prevention circumcised as part of the
interventions that focus on behavioral and minimum package of MC for
biomedical drivers of the epidemic and on HIV prevention services
01 underlying structural factors that influence P8.1.D P8.1.D Number of the targeted
' HIV transmission and vulnerability population reached with
individual and/or small group
level HIV prevention
interventions that are based on
evidence and/or meet the
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minimum standards required

Increase the efficacy of prevention
programming through appropriate

H3.1.N

H3.1.N Domestic and
international AIDS spending by

2.2 |alignment of resources and prioritized categories and financing
interventions targeting key drivers of the sources
HIV epidemic
Develop/create an enabling environment P12.5.D P12.5.D Number of people
for effective and sustainable prevention reached by an individual, small
programming group, or community-level
2.3 intervention or service that
explicitly addresses
gender-based violence and
coercion (GBYV pilot indicator)
Leadership, Management, Accountability,
and Governance: Provide
well-coordinated, effective, transparent,
3 accountable, and sustainable leadership
and management for the HIV & AIDS
response
Ensure the implementation of prioritized, H2.1.N H2.1.N Number of new health
costed HIV & AIDS plans based on the care workers who graduated
NMSF and HSSP I from a pre-service training
institution within the reporting
3.1 period
H3.1.N H3.1.N Domestic and
international AIDS spending by
categories and financing
sources
Improve governance systems responsible H3.1.N H3.1.N Domestic and
a2 for HIV & AIDS programs international AIDS spending by
(accountability, transparency, and categories and financing
information flow) sources
Support a decentralization by devolution H3.1.N H3.1.N Domestic and
33 strategy for HIV & AIDS-related issues international AIDS spending by
categories and financing
sources
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Sustainable and Secure Drug and
Commodity Supply: Strengthen

4 procurement and supply management
systems of HIV & AIDS-related
commodities
Strengthen logistic management systems P6.2.N P6.2.N Percentage of health
a1 to provide drugs, supplies, and facilities with HIV
commaodities for the management of HIV post-exposure prophylaxis
& AIDS patients through the supply chain (PEP) available
Ensure the procurement of all quality H3.1.N H3.1.N Domestic and
42 drugs, supplies, and commodities based international AIDS spending by
on the MOHSW Procurement Plan and categories and financing
associated schedule sources
Reduce proportion of equipment that is H1.1.D H1.1.D Number of testing
43 out of service facilities (laboratories) with
capacity to perform clinical
laboratory tests
Strengthen logistic management systems H1.1.D H1.1.D Number of testing
to support the procurement of facilities (laboratories) with
non-medical supplies and commodities, capacity to perform clinical
and medical supplies used outside of laboratory tests
4 |clinical services H3.1.N H3.1.N Domestic and
international AIDS spending by
categories and financing
sources
Human Resources: Ensure human
c resources capacity necessary for the
achievement of quality health and social
welfare service at all levels
Increase production of health workers, H2.1.D H2.1.D Number of new health
social workers, and personnel in allied care workers who graduated
health services from training institutions from a pre-service training
51 institution within the reporting
period
H2.2.D H2.2.D Number of community
health and para-social workers
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who successfully completed a
pre-service training program

H2.1.N

H2.1.N Number of new health
care workers who graduated
from a pre-service training
institution within the reporting
period

5.2

Increase number of qualified human
resources strategically posted and
retained; reduce vacancy rates

H2.2.D

H2.2.D Number of community

health and para-social workers
who successfully completed a

pre-service training program

H2.1.N

H2.1.N Number of new health
care workers who graduated
from a pre-service training
institution within the reporting
period

H3.1.N

H3.1.N Domestic and
international AIDS spending by
categories and financing
sources

53

Optimize manpower to address health
and HIV & AIDS needs

H2.2.D

H2.2.D Number of community

health and para-social workers
who successfully completed a

pre-service training program

H2.1.N

H2.1.N Number of new health
care workers who graduated
from a pre-service training
institution within the reporting
period

Evidence-based and Strategic Decision
Making: Improve use of relevant and
comprehensive evidence provided in a
timely manner in HIV-related planning
and decision making

6.1

Strengthen and coordinate multi-sectoral
M&E systems to ensure quality vertical

P6.2.N

P6.2.N Percentage of health
facilities with HIV
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and horizontal flow of information and use
of data by HIV and AIDS, health, and
social service sectors

post-exposure prophylaxis
(PEP) available

H3.1.N

H3.1.N Domestic and
international AIDS spending by
categories and financing
sources

Increase national capacity to implement
key national and sub-population surveys,
studies, and evaluation activities

6.2

H2.3.D

H2.3.D Number of health care
workers who successfully
completed an in-service
training program within the
reporting period

H2.1.N

H2.1.N Number of new health
care workers who graduated
from a pre-service training
institution within the reporting
period

Improve measures of HIV incidence

6.3

P1.1.N

P1.1.N Percent of pregnant
women with known HIV status
(includes women who were
tested for HIV and received
their results)

Cl.1.N

C1.1.N Number of eligible
adults and children provided
with a minimum of one care
service

T1.2.N

T1.2.N Percent of adults and
children with advanced HIV
infection receiving antiretroviral
therapy (ART)

Adopt best practices in evidence-based

6.4 and strategic decision making

P6.2.N

P6.2.N Percentage of health
facilities with HIV
post-exposure prophylaxis
(PEP) available

Engagement with Global Fund, Multilateral Organizations, and Host Government
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Agencies

In what way does the USG participate in the CCM?
Voting Member

What has been the frequency of contact between the Global Fund Secretariat (Fund Portfolio
Manager or oth er Geneva-based staff) and any USG team members in the past 12 months? If there
has been no contact, indicate the reason.

7+ times

What has been the frequency of contact between the Local Fund Agent (LFA) and any USG team
members in the past 12 months? | f there has been no contact, indicate the reason.
7+ times

Has the USG or is the USG planning to provide support for Round 11 proposal development?
Support could include staff time, a financial contribution, or technical assistance through
USG-funded pr oject.

Yes

In any or all of the following diseases?
Round 11 HIV, Round 11 TB

Are any existing HIV grants approaching the end of their Phase 1, Phase 2, or RCC agreement in
the coming 12 months?
Yes

If Yes, please indicate which round and how the end of this grant may impact USG programming.
Also describe any actions the USG, with country counterparts, is taking to enable continuation of

any successful programming financed through these grants.

Round 8 (R 8) Phase 1 has almost entirely been disbursed. The remainder of the funding is being
withheld pending additional supporting information by the Medical Stores Department. With Tanzania in
the process of changing the guidelines for earlier treatment, however, Phase Il funds from R 8 will most
likely be drawn down faster than expected. This situation needs to be reviewed and USG planning
revised in light of the postponement of R 11, especially as the TFM can not be used for scaling up
programs.

In your country, what are the 2 -3 primary challenges facin g the Global Fund grant implementation
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and performance (for example, poor grant performance, procurement system issues, CCM
governance/oversight issues, etc)? Are you planning to address those challenges through any
activities listed in this COP?

Redacted

Did you receive funds for the Country Collaboration Initiative this year?
Yes

Is there currently any joint planning with the Global Fund?
Yes

If Yes, please describe how the joint planning takes place (formal/informal settings; the fo rums
where it takes place (CCM?); timing of when it takes place (during proposal development, grant
negotiation, COP development, etc.); and participants/stakeholders). Also describe if this joint
planning works well and its effects (has it resulted in ch anges in PEPFAR programming, better
anticipation of stock -outs and/or TA needs, better communication with PR, etc.)

Redacted

Has the USG stepped in to prevent either treatment or service disruptions in Global Fund financed
programs in the last year either  during or at the end of a grant? Such assistance can take the

form of providing pharmaceuticals, ensuring staff salaries are paid, using USG partners to ensure

continuity of treatment, , or any other activity to prevent treatment or service disruption.

- . Value of _
Principal Assistance : Programming
Round o ) Assistance (If Causes of Need
Recipient Provided Impact

Known)

Disbursements
delayed to the PR,
due to in-country
reasons;
Disbursements
Ministry of procurement of HIV Involved USG staff |delayed to the PR,
8 . ) , 6,000,000 . .
Finance rapid test kits time due to in-country
reasons;
Disbursements
delayed to the PR,

due to in-country

reasons
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Ministry of
Finance

procurement of
anti-retroviral drugs

13,000,000 ,

Involved USG staff
time

Disbursements
delayed to the PR,
due to in-country
reasons;
Disbursements
delayed to the PR,
due to in-country
reasons;
Disbursements
delayed to the PR,
due to in-country
reasons

Ministry of
Finance

procurement of CD4
reagents

6,700,000

Involved USG staff
time

Disbursements
delayed to the PR,
due to in-country
reasons;
Disbursements
delayed to the PR,
due to in-country
reasons;
Disbursements
delayed to the PR,
due to in-country

reasons
Public -Private Partnership(s)
: PEPFAR |Private -Sec
Private -Sec
. Related UsD tor USD PPP
Created Partnership ; tor .
Mechanism Planned Planned Description
Partner(s)
Funds Funds
In collaboration
with the
, 7287:SolarA |SolarAid, University of
SolarAid - PPP | 350,000 350,000 .
id - PPP New Partner Arizona,
SolarAid is
supporting the
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electrification of
rural facilities in
Mbeya region
through this
activity. In
Year 3 of 4, this
activity (a)
provides solar
power to rural
health facilities
(especially
maternity wards,
labs, and
theatres) and to
staff housing,
which
contributes to
staff retention,
and (b) creates
income-earning
activities for
groups
supporting
PLWH and
microenterprises
for youth who
sell solar
portable lights to
their
communities.
There are no
COP indicators
for this activity,
although there
are other
indicators

against which
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SolarAid must
report progress.
The Touch
Foundation

partners with
McKinsey &
Company and
the Weill Cornell
Medical School
to address HR
issues in the
health sector.
They are
supporting the
training of more
Touch than 800
Foundation, students in eight
Bristol-Myer health cadres at
s Squibb Weill Bugando
Touch-PPP Foundation, (2,000,000 |2,000,000 |University
McKinsey & College of
Company, Health Sciences
The Abbott (BUCHS) in
Fund Mwanza.
Through a
twinning
program visiting
professors
provide
instruction in
US-based
teaching
methods,
diagnosis, and
patient care.
This activity is in
Year 4 of 6 and
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(a) increases
student
enrollment in 12
cadres of health
workers at
BUCHS through
partial support of
student and
faculty costs; (b)
expands trainee
practicum
experiences to
regional and
district hospitals;
(c) promotes the
effective
deployment of
graduates
through career
offices; (d)
coordinates
development of
health
management
training; and (e)
strengthens ICT
infrastructure
and other
infrastructure
improvements to
increase training
capacity. The
Touch
Foundation
reports on the
Number of new
HCWs who
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graduated from
pre-service
training.

APHFTA - PPP

Association
of Private
Health
Facilities of
Tanzania,
Bienmoyo
Foundation,
PharmAcce
ss
International

584,563

635,550

APHFTA
represents more
than 400 private,
primarily
for-profit, health
facilities in the
country. In
collaboration
with Wharton
Business
School, local
consulting and
training
expertise, and
PharmAccess
International,
APHFTA will
establish (a) a
business training
program that will
enable medical
practitioners to
establish
sustainable
private practices,
(b) an upgraded
IT network
connecting its
membership,
and (c) a
revolving loan
fund primarily to
upgrade lab

facilities and
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train staff. This
nationwide
program will
improve care
and treatment
services
provided by
private
physicians
through
upgraded lab
facilities and
staff training. IT
upgrades and
modem
installation will
result in
improved
medical
reporting to
APHFTA and, in
turn, AP
ability to provide
critical medical
data and
support. Third,
APHFTA will be
able to play a
more influential
leadership role
in the health
care system as
its members
improve their
capacity to
provide quality

healthcare that
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is
customer-oriente
d.

CME - PPP

Africare,
Tanzania
Chamber of
Minerals
and
Industry,
African
Barrick Gold

333,000

402,000

The Tanzania
Chamber of
Minerals and
Energy (CME)
represents
private small,
medium and
large domestic
and international
mining
companies. This
activity is in Year
1 of 3and
provides
prevention, care
and treatment
services toa
MARP
community that
receives very
little healthcare,
let alone HIV
and AIDS
support. The
objectives are
(a) to enable the
district health
system to deliver
HIV/AIDS, TB,
sexual and
reproductive
health, and
malaria services

to artisanal and
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small-scale
miners and (b) to
complement
efforts to better
integrate into the
formal district
economy
artisanal miners
and small-scale
miners. The
Tanzania
Chamber of
Minerals and
Energy will
report on the
following
indicators: (1)
Number of
general
population
reached with
individual and
small group
interventions; (2)
Number of
PLHIV reached
with individual
and small group
interventions; (3)
Number of
PLHIV receiving
treatment; and
(4) Number of
pregnant women
who were tested
for HIV and who
know their
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results.

Tourism - PPP

TBD

The objectives of
this nationwide
activity are to (a)
establish
HIV/AIDS
prevention
programs that
target tourists,
tourism
employees, and
communities
surrounding
tourist
destinations and
(b) mobilize
funds from
tourists to
support work
place and
community-base
d HIV/AIDS
prevention, care
and mitigation
activities. There
are three
partners
envisaged for
implementing
this activity. First
is the Tourism
Confederation of
Tanzania (TCT),
which is the
umbrella
organization

representing
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private
businesses
involved in the
travel and
tourism industry
in Tanzania. The
other two
partners are
expected to be
the Center for
Responsible
Travel (CREST)
and LifeAction
Ltd. CREST,
an international
NGO that was
founded in 2003
at Stanford
University,
conducts
research on and
is involved in
projects that use
tourism and
international
travel as a tool
for promoting
socio-economic
empowerment,
poverty
reduction and
biodiversity
conservation.
LifeAction is a
Tanzanian
registered

company that
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has extensive
experience in
South Africa in
workplace and
community-base
d programs.
LifeAction,
specializes in
forging
public-private
partnerships as
an operating
business
principle.

EID - PPP

The objective of
this activity is to
develop fast,
affordable,
reliable and
sustainable
Early Infant
Diagnosis (EID)
transport and
reporting
systems. The
Tanzania
Communications
Regulatory
Authority will be
asked to
consider
developing a
unique identifier
for EID recipient
laboratories.
Special

envelopes will
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be developed so
they can be
readily identified
by the public in
the event that
they are
misplaced. This
will be combined
with awareness
raising
broadcast and
print media
publicity. It is
anticipated that
this activity will
be able to tap
into the financial
resources and
expertise of
international
couriers such as
the UK-based,
TNT, which
already is
providing
support to OVC
in Tanzania
through the
World Food
Program.The
real challenge is
transporting the
EID specimen
from the rural
facility to the
district level

where most
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courier services
end. A
partnership will
be explored with
a number of
local bus owner
associations in
the country and
with the
Tanzania Bus
Owners
Association
(TABOA), which
represents these
associations at
the national
level. Very
localized,
informal
daladala
associations will
also be invited to
participate.

Gen Mills/JHFC
-PPP

General
Mills, New
Partner

150,000

200,000

In September
2009, General
Mills entered into
agreement with
OGAC and
USAID to
transfer
technical and
business
expertise to 15
sub-Saharan
countries;
Tanzania is the

first country to
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participate in the
initiative. This
partnership may
lead to long-term
partnerships
between
General Mills
and local millers.
The objectives of
this activity are
to (a) meet the
nutritional needs
of PLWA, (b)
develop
prescription food
processing
capacity in
Tanzania, and
(c) improve the
economic
well-being of
individuals in the
production and
distribution value
chain. This
activity is in Year
2 of 2 to (a)
identify and
develop the
capacity of a
local miller to
produce fortified
food for people
on ARVs; (b)
Procure an
extrusion cooker

and essential
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spare parts; (c)
Install and field
test the
extrusion
cooker; and (d)
disseminate the
methodology
and programs to
build capacity
and improve and
propagate
fortified food
production in
Tanzania and
sub-Saharan
Africa. There are
no COP
indicators for this
activity.

BizWomen -
PPP

TBD

The goal of this
activity is to
mobilize
businesswomen
and women
managers in the
private sector in
the fight against
HIV/AIDS. ltis
anticipated that
the Federation of
Associations of
Women
Entrepreneurs in
Tanzania
(FAWETA),
which is the
largest and
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oldest women
entrepre
association in
Tanzania with
3,500 members,
is expected to be
the partner in
this activity. The
BizAIDS
program,
developed and
widely tested in
sub-Saharan
Africa by the
U.S.-based
International
Senior Executive
Corps (ISEC),
integrates
prevention and
counseling/testin
g promotion with
small business
development.
The objectives
are (a) to enable
FAWETA to
deliver the
BizAIDS
program as one
of its services to
women-owned
small and
medium-sized
enterprises
(SMEs) and to
women
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managers in the
private sector
who have
interest in
beginning their
own businesses,
(b) to train
master trainers
and to test and
modify the
program so that
it will be a
FAWETA
revenue earning
service for the
organization by
the end of one
year, and (c) to
increase
awareness
about how HIV
impacts on the
efficiency of
SMEs and on
the economic
viability of the
surrounding
communities
upon which
SMEs rely to
sustain their
business.

Kilicafe - PPP

TBD

The Kilicafe
ovC
Scholarship
Fund will pay the

educational
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expenses of an
anticipated 100
OVC to attend
public secondary
schools. The
objectives of this
activity are (a) to
provide an
opportunity for
OVCs, who are
performing well
in primary
school, to attend
secondary
school and (b) to
involve coffee
cooperative
members in
HIV/AIDS
mitigation. OVCs
living in the
coffee growing
areas of Arusha,
Kilimanjaro,
Manyara, Mbeya
and Mbinga will
be beneficiaries
of this activity.
This is because
the Kilicafe OVC
Scholarship
Fund is being
established by
the Association
of Kilimanjaro
Specialty Coffee

Growers
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(AKSCG), which
is a registered
association
comprised of 35
farmer groups in
the Kilimanjaro,
Arusha and
Manyara area,
109 groups in
the Mbinga area
and 2 groups in
the Mbeya area.
Kilicafe is both
the brand name
of their premium
coffee and the
name of the
company that
exports
AKSCGO6 s
to roaster
companies
abroad.

Baylor
International
Pediatrics AIDS
initiative

Baylor ,
. . provides
University, .
. increased
Bristol-Myer
BIPAI-PPP s Squibb 3,000,000 3,000,000
Foundation,
The Abbott

Fund

access to quality
integrated
pediatrics HIV
services.
Specifically it
focuses on
improved quality
of care of
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children infected
with HIV. The
program also
address the
gapsin
management of
HIV-infected
children and
their families
through
provision of
state-of-the-art
prevention, care,
treatment and
support services
for
HIV-exposed/inf
ected children at
the Pediatric
Centers of
Excellence
(CoE) in the
Lake and
Southern
highlands zones.

The program
also contributes
in the
improvement of
health systems
through
strengthening
health care
service delivery,
with a focus on

increased
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human
resources for
health efficiency.
The programs
strengthen
health care
workers capacity
in management
of child health
through
provision of
concentrated
mentoring and
clinical
attachments at
the Pediatric
CoEs. Health
workers are
provided with
skills and
competencies to
provide high
quality services
to HIV-infected
children and
children at large.

GAME - PPP

The objectives of
this planned
activity are to (a)
provide training
and onsite
coaching of
bio-medical
technicians in
the use of lab
equipment, (b)
develop job aids
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that will help
reinforce what
trainees have
learned, (c)
establish
maintenance
protocols that
will be
institutionalized,
and (d) identify
needed repair
parts and
consumables
that might be
sourced from the
U.S. The
anticipated
primary
implementing
partner of this
PPP will be
Global
Assistance in
Medical
Equipment
(GAME). With
offices in Atlanta
GA near the
CDC
international
headquarters,
GAME is a
voluntary
coalition of
global medical
device experts

who began their
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work in Kosovo
in October 2005.
. In Tanzania
GAME enjoys a
working
relationship with
the Department
of Continuing
Education and
Professional
Development at
Muhumbili
University of
Health and Allied
Sciences and
with Orbis
International and
its partner, the
Dar-es-Salaam
Institute of
Technology
(DIT). While the
provision seed
financial
assistance is an
important
contribution of
PEPFAR, the
more important
aspect of
PEPFAR is
facilitating the
renewal and
strengthening of
these linkages,
including those

already formed
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in the February
2009 with the
Ministry of
Health and
Social Work. In
this way
PEPFAR lays
the foundation
for its exit.

CIDR - PPP

Biolands
Ltd., Elton
John AIDS
Foundation,
International
de
Developpem
ent et de
Recherche
(Centre for
International
Developmen
t and
Research)

497,467

1,006,162

The Centre for
International
Development
and Research
(CIDR) is a
French NGO
that successfully
established an
insurance
program in
Mbozi District,
where the
attendance rate
at medical
facilities by
members of the
Community
Health Insurance
Fund (CHIF) is
five times higher
than the
uninsured.
PEPFAR/T
funding is being
used to leverage
funds from
Biolands Ltd,
one of the major
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cocoa traders
that supplies
Kyela production
to markets in
Europe. The
Elton John AIDS
Foundation is
funding the HIV
re-insurance
component.
This activity is in
Year 2 of 4 to (a)
establish a
community-man
aged health
insurance
program for
cocoa producing
families in Kyela
District; (b) enroll
at least half of
the dist
200,000
population; (c)
ensure quality
health care for
CHIF members;
and (d) educate
government
counterparts on
how to
implement
genuine
community-base
d health
financing

programs. There
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are no COP
indicators for this
activity, although
there are other
indicators
against which
CIDR must
report.

2011 APR Madaktari-PPP

Cornell
University,
Madaktari
Africa

750,000

750,000

This activity is in
Year 1 of 2 at
Mbeya Referral
Hospital. It (a)
provides
on-the-job
training of
healthcare
personnel in
HIV/AIDS
prevention, care
and treatment;
(b) strengthens
healthcare
systems, e.g.
financial
management,
patient record
keeping, and
customer
service; and (c)
provides
specialized
expertise, e.g.
renal diagnoses,
cardiologic care.
There are no
COP indicators

for this activity,
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although there
are other
indicators
against which
Madaktari Africa
must report
progress.
Through the
mHealth
Tanzania
Johnson Partnership, the
and CDC and the
Johnson, MOHSW are
PharmAcce working together
ss to create
International partnerships that
, mHealth help establish
Alliance, m-health
Deloitte systems and
Consulting improve the
Tanzania sustainability of
2011 APR mHealth Limited, 1,149,394 |2,000,000 these Sysu?m
DEUTSCHE strengthening
GESELLSC investments over
HAFT FUR the long term. In
INTERNATI Year 3, this
ONALE activity covers
ZUSAMME these main
NARBEIT initiatives: (a)
(Gl2) Integrated
GMBH, Kfw Disease
Bankengrup Surveillance and
pe, Khanga Response to
Rue Media improve
reporting,
tracking and
response to
Custom Page 54 of 740 FACTS Info v3.8.8.16
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notifiable
diseases; (b)
Mama
Messaging to
educate
pregnant women
in ANC, PMTCT,
malaria, birth
planning,
nutrition, and
prevention for
HIV positive
women; (c)
Blood Donor
Communication
and Outreach
that entails SMS
messages sent
from the NBTS
to improve donor
retention; and
(d) Messaging to
educate and
support patients
receiving care
and treatment,
and to support
basic monitoring
for PMTCT, care
and treatment.
The partnership
has developed a
long list of
potential PPPs
and is continuing
to follow up on

these, working
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with the
MOHSW to have
them formally
endorsed by
MOHSW
leadership.

2012 COP TBD

TBD

Redacted

Redacted

Given the
MOHS Wb
budget
constraints, it is
critical to
integrate HIV
and AIDS
activities into
other business
or economic
development
activities that
eventually are
able to continue
the activities
without external
funding.
Potential
partnerships for
these TBD funds
include: (1)
The New
Forests
Company, to
provide
healthcare for its
workers and the
communities
surrounding their
forests; (2) Olam

Tanzania, which
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operates a
cashew
processing
factory in
Mtwara with
nearly 4,500
workers, 98% of
whom are rural
women, to start
a HIV and
general health
workplace
program; (3) the
Association of
Tanzania
Employers, ILO,
and National
Microenterprise
Bank, to support
the BizAIDS
program for
youth and
people working
in the informal
sector; and (4)
Roche
Diagnostics, to
strengthen
diagnostic
laboratories and
develop a
comprehensive
diagnostic
referral network
in Tanzania.
Each of these

potential PPPs,
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be identified, will
require a
different set of
indicators to
track progress.
Surveillance and Survey Activities
Surveillance Type of Target Expected
Name - . Stage
or Survey Activity Population Due Date
Population-ba
Female
2010 Female Sex Worker sed ) o
N/A ] ] ] Commercial |Publishing N/A
Study Mainland Tanzania Behavioral
Sex Workers
Surveys
. . AIDS/HIV _
2010 Tanzania Mainland Pregnant Implementatio
N/A ] ] Case N/A
ANC Sentinel Surveillance ) Women n
Surveillance
. ) AIDS/HIV
2010 Zanzibar ANC Sentinel Pregnant )
N/A ] Case Data Review |N/A
Surveillance . Women
Surveillance
Sentinel
N/A 2011 ANC Surveillance Surveillance |Pregnant Implementatio N/A
Mainland (e.g. ANC Women n
Surveys)
Population-ba
d Female
se
N/A 2011 FSW Study in Zanzibar _ Commercial |Publishing N/A
Behavioral
Sex Workers
Surveys
Female
. Commercial
Population-ba
Sex Workers,
2011 FSW, IDU, MSM Study |sed o o
N/A ] _ _ Injecting Drug |Publishing N/A
in Zanzibar Behavioral
Users, Men
Surveys
who have Sex
with Men
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N/A 2011 HIV Drug Resistance  |HIV Drug Pregnant Implementatio N/A
Threshhold Study Resistance  (Women n
Population-ba
q Men who
se
N/A 2011 MSM Study _ have Sex with [Publishing N/A
Behavioral
Men
Surveys
Population-ba
2011 Tanzania HIV Malaria |sed General o
N/A ] ] ) Publishing N/A
Indicator Survey Behavioral Population
Surveys
Sentinel
2012 ANC Surveillance Surveillance |Pregnant
N/A ) Development |N/A
Zanzibar (e.g. ANC Women
Surveys)
Behavioral
) Female )
2012 Female Sex Workers  |Surveillance ) Implementatio
N/A ] ] ) Commercial N/A
Mapping Mainland Tanzania |among
Sex Workers
MARPS
o HIV Drug General
N/A 2012 HIV Drug Monitoring , ) Development |N/A
Resistance  |Population
Population-ba
2012 Injection Drug User sed Injecting Drug .
N/A ) ) ] Planning N/A
Study Mainland Tanzania Behavioral Users
Surveys
Population-ba
2012 Injection Drug Users sed Injecting Drug
N/A ] ] ) ) Development [N/A
Mapping Mainland Tanzania |Behavioral Users
Surveys
. |Population-ba
2012 Men who have Sex with q Men who
se
N/A Men Mapping Mainland _ have Sex with [Planning N/A
) Behavioral
Tanzania Men
Surveys
Population-ba
d Men who
se
N/A 2012 MSM Study Mainland , have Sex with [Data Review [N/A
Behavioral
Men
Surveys
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Evaluation of

ANC/PMTCT Comparison ANC and General
N/A ) ] _ Development [N/A
Study Mainland Tanzania PMTCT Population
transition
Behavioral
. . . ) Female
Biological and Behavioral Surveillance ) )
N/A ] Commercial |Data Review [N/A
Surveillance (Dar Es Salaam)|among
Sex Workers
MARPS
: . ) Behavioral
Biological and Behavioral ) o
) ] Surveillance |Injecting Drug o
N/A Surveillance (Unguja and Publishing N/A
. among Users
Pemba - Zanzibar)
MARPS
o _ Population-ba
Biological and Behavioral q Men who
se
N/A Surveillance (Unguja and , have Sex with [Development [N/A
) Behavioral
Pemba - Zanzibar) 2 Men
Surveys
: . ) Behavioral
Biological and Behavioral ) Female
) ) Surveillance ]
N/A Surveillance (Unguja and Commercial |Development |N/A
amon
Pemba) g Sex Workers
MARPS
Comparison of ANC/PMTCT . General o
N/A ] Evaluation ) Publishing N/A
(Zanzibar) Population
HIV Drug Resistance HIV Drug General
N/A o ) . Development [N/A
Monitoring Resistance Population
HIV Resistance Early HIV Drug General Implementatio
N/A , , ) N/A
Warning Resistance Population n
) ) HIV-mortality |General Implementatio
N/A Mortality Data Surveillance ) ) N/A
surveillance  |Population n
N/A Sample Vital Verbal Autopsy |HIV-mortality |General Implementatio N/A
Mainland Tanzania surveillance |Population n
Tanzania Demographic and |Population-ba
Health Survey sed General o
N/A . . ) . Publishing N/A
Population-based Behavioral |Behavioral Population
Surveys Surveys
N/A Tanzania HIV/AIDS Malaria |Population-ba |General Publishing N/A
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Indicator Survey (2011-12) |sed Population
THMIS Behavioral
Surveys
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Budget Summary Reports

Summary of Planned Funding by Agency and Funding Source

Funding Source
Agency Central Total
PG GAP GHP-State GHP-USAID
DOD 14,469,460 14,469,460
HHS/CDC 17,256,079 3,683,000 93,175,701 114,114,780
HHS/HRSA 7,920,885 7,920,885
HHS/NIH 350,000 350,000
HHS/OGHA 485,760 485,760
PC 1,991,800 1,991,800
State 65,000 65,000
State/AF 3,831,928 3,831,928
USAID 146,325,608 146,325,608
Total 17,256,079 3,683,000 268,616,142 0| 289,555,221
Summary of Planned Funding by Budget Code and Agency
Agency
Budget Code HHS/HRS | HHS/OGH Total
DOD | HHS/CDC A A PC State/AF | USAID | AllOther

CIRC 1,109,003| 2,729,173 10,171,280 14,009,456
HBHC 1,536,024 8,261,132| 242,875 8,695,463 18,735,494
HKID 150,000 1,953,032| 880,050 0| 21,543,419 24,526,501
HLAB 406,255 3,825,591| 630,000 1,400,000] 192,454 6,454,300
HMBL 4,799,806 100,000 4,899,806
HMIN 1,273,298 320,117 1,593,415
HTXD 24,433 15,368,397 15,392,830
HTXS 4,705,509| 45,872,675 171,030 12,895,268 63,644,482
HVAB 525,727| 984,902 2,865,585 4,376,214
HVCT 721,860 3,618,553| 540,000 9,139,965 14,020,378
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HVMS 1,253,188| 5,322,421 485,760/ 1,871,800 3,906,029 65,000| 12,904,198
HVOP 784,403| 3,750,049 120,000 11,733,228 16,387,680
HVSI 20,988| 4,774,551 1,546,489 6,342,028
HVTB 316,672| 3,169,904 186,930 500,000| 2,112,529 6,286,035
IDUP 2,626,788 150,000 2,776,788
MTCT 2,056,888 11,475,655| 540,000 700,000| 15,003,386 29,775,929
OHSS 3,450,769 4,580,000 1,231,928|27,576,842|  350,000| 37,189,539
PDCS 67,503| 1,052,180 556,000 1,675,683
PDTX 815,440| 5,149,868 2,599,157 8,564,465
114,114,78 146,325,60 289,555,22

14,469,460 . 7,920,885 485,760/ 1,991,800, 3,831,928 . 415,000 .

Custom Page 63 of 740 FACTS Info v3.8.8.16

2013-05-24 10:51 EDT



National Level Indicators

National Level Indicators and Targets
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Policy Tracking Table

Policy Area: Access to high

-quality, low -cost medications

Policy: National Medicines Policy (draft 20117?)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Completed |Completed |Completed |Ongoing
Date
In the early IMOHSW  |Stakeholder
2000s the |[formeda |s completed
need fora [TWGin the policy;
Medicines |2001. submission
_ Not yet
Policy was |Several delayed due )
. . submitted
identified to |stakeholder |to doctors' ¢
or
support meetings  |strike. Key
] ) endorseme
laws in this [took place |areas
nt due to
area. (stakeholde |addressed:
] delay as a
rsasin Supply of
o result of
Challenges: |Stage 1). |medicines;
o ] ] doctors'
Streamlinin registration ,
] strike at the
g issues Challenges: jand o
) ) beginning of
related to |[Separation [regulation
. 2012.
) manufacturi [of of )
Narrative ) o Ensuing
ng, regulation |medicines; | | .
] ) ] crisis kept
importation, |of quality _
| H senior
su , armacy |assurance;
pp_ y P . y _ MOHSW
quality, professionaljrational use | .
i officials
professional(s from of
. . - engaged
practice regulations |medicines;
) ) and lead to
and of premises |regulation ,
) suspension
premises |and of )
) . |of high-level
for businesses |pharmacies;| =~ .
o ] ) officials in
pharmacies |in order to |financing;
o February,
maintain theHR
) ) 2012
quality of  |regulations
Stakeholder|professional(for
s: s and pharmacy
MOHSW, |ensure industry
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TDFDA, safety of
TPC, MSD, |medicines
WHO, and
MOJCA, supplies
MAT,
private
sector,
School of
Pharmacy
at MUHAS

Completion Date

Narrative

Policy Area: Access to high

-quality, low -cost medications

Policy: Public Procurement Act (2001); amended in 2004 and 2011

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion ) )
Dat Completed |Ongoing Ongoing Completed (2012
ate
Purpose of |Frequent (The 2011 Amendment
act: amending |regulations s took place
Transparent|of the act  |for the act [The act was as result of
public indicates its |are under |endorsed in reviews.
procuremen (importance. [developmen|2001; . . Many
. Still waiting ;
t. PPRA New act is|t. amendment " studies
or
reviews/stu (strong if Reaching |s endorsed . have
] ] regulations | =
dies on properly concensus |in 2004 and highlighted
) ) of the act to .
Narrative procuremen [implemente [on what 2011, b problems in
ecome
t indicated |d and should go |regulations . the area of
] operational;
problems |supported |into these |for 2011 procuremen
) (2004 act .
(eq, by new regulations [amendment| t, resulting
) ) still in use) |. ]
transparenc [regulations. |is a not yet at in serious
yin challenge, |endorseme problems
tendering, |Challenges: |which slows [nt stage and
violations of |1) Lack of |down complaints
regulations, [disburseme [completion in the field
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lack of nt of funds |of the
knowledge [to facilities; |regulations.
on 2) late Stakeholder
tendering |release to |s: PPRA
procedures [MSD; and
-- amended |3) formula |MOFEE are
to for spearheadi
strengthen |allocation of|ng the
procedural |funds to process.
regulations |health Others
(2004) and [facilities; include
transparenc |4) stockout [MSD,

y and of required |TFDA,
sanctions |health CRB, CAG
(2011). commoditie
Stakeholder|s
s: PPRA, |5) in-ability
MSD, to dispose
TFDA, of damaged
MOHSW, |or expired
UN, JSI, commoditie
Deliver, s that take
GAD, WB |up storage
space and
create
security
challenges
Completion Date
Narrative

Policy Area: Access to high

-quality, low -cost medications

Act 2011)

Policy: Tanzania Food, Drugs and Cosmetics Act, 2003 (amended with passing of the Pharmacy

Stages:

Stage 1

Stage 2

Stage 3

Stage 4

Stage 5

Stage 6

Estimated Completion

Completed

Completed

Ongoing

2003

Ongoing
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Date
Act passed |About 80% |Major
and came |of changes
into force in |medicines |were
4/03. 1t used in the |introduced
provides for [country are |by the
regulation |imported. |Pharmacy
and control |Sources are|Act of 2011.
of food, diverse and |Consequent
drugs, have ly, TFDA is
medical diverse left with
devices, regulations. |[manufacturi
herbal Duplication |ng,
drugs, of approval |importation
poisons, efforts in and Currently
etc. Act |theregion |regulation |Endorsed |enforced as
amended |resultsin |of 2003 passed in
by the poor access|phar-macy |(amended |2003.
. Pharmacy |and non- |business. [2011 Shortcomin
Narrative A L .
Act of 2011 |availability |Tanzania is |w/passing |gs/
to split the |of needed |involved in |of problems as
functions of |drugs. the regional |Pharmacy |outlined in
the National NEPAD Act) Stages 1
Pharmacy |drug study on and 2
Council and |manufacturi |policies
TFDA to ng is governing
improve minimal. approval
efficiency. [Harmoni-zatjand
ion of act  |regi-stration
Challenges: |with other |of
1) Approval |countries is |medicines
and arational |and the
registration |option. level of
process is |[Stakeholder harmonizati
too slow; |sinclude |on
2) lack of |MOHSW, |Stakeholder
harmonizati [TFDA, s: NEPAD,
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on in the PHLB, MOHSW,
region MSD, CDC [TFDA, MSD

Completion Date

Narrative

Policy Area: Access to high

-quality, low -cost medications

Policy: The Pharmacy Act, 2011

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion
Dat Completed |Completed |Completed |Completed |Completed
ate
The first act [The 2011 |Considerabl
was passed |Pharmacy e
in 2002 to |Act controversy
establish  [reestablishe|arose
the s and during the
Pharmacy |strengthens [developmen
Council and [the t of the
to regulate |Pharmacy (2011 Actto
the Council address the
pharmacy |which took |challenges o
. . . Act is in
profession. |over some |in outlined ;
orce;
) It was of the in Stage 2. [Endorsed in )
Narrative regulations
repealed by [TFDA's The act left |2011
) are under
the functions, |the i
preparation
Pharmacy |eg, Pharmacy
Act in 2011 |registration |Council to
to and deal with
demarcate |regulation |professional
mandates |of practising|accreditatio
between pharmacists|n while
the TFDA
pharmacy continued
profession |Challenges: |with
and Conflicting |approval,
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pharmaceut |interests registration
ical and of
business |mandates |medicines
regulatory [relatedto |and
bodies and |professionalisupplies.
functions. |practice and|As a result,

premises, |TFDA s
Stakeholder|accreditatio |less
CH n and powerful
MOHSW,T |inspection (than before.
DFDA, Stakeholder
MOJCA, s the same
PC, MSD, as in Stage
WHO, TMA, 1
private
sector

Completion Date

Narrative

Policy Area: Counseling and Testing

Policy: National Guidelines for Voluntary Counselling and Testing in Tanzania (2011) NACP

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion
Completed |Completed ({2011 Not yet
Date
MOHSWI/N |Stakeholder|Stakeholder|Draft
ACP CH s as under |delayed by
identified [MOHSWI/N |Stage 2; cumbersom
need for ACP; CDC,; |extensive |e
review, WHO; consultation |procedures
Narrative update & |AMREF; S. (eg.
consolidatio |local approval of
n of several [partners.  |Challenges: |test kit);
VCT TWG 1) Legal/ |critical
guidelines |established.|regulatory |policy areas
and SOPs contradictio |not
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and Challenges: |ns; resolved;
adherence |[1) 2) GF funding
to HIV and |Harmonizin junresolved |issues
AIDS g policies |policy
Prevention |into one; issues (eg.
and Control (2) task
Act (2008) |unresolved |shifting;
and policy licensing;
regulations |issues (eg. |approval
(2010). HRH -lay |and
Problems: |counselors; |registration
Lack of # of -
home-base |professional|procuremen
d HTC s and skills |t)
guidelines, |level);
low levels |approval
of HTC and
(55% registration
women/40 |process;

% men procuremen
(adults) t; equity);
tested 4) weak
compared |health

to coverage |system (eg.
target of HCT
85-90%); |services/ #
unknown |of sites)
status

leading to

unmet need

for ART

Completion Date

Narrative

Policy Area: Gender
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Policy: Ineritance Laws ( Indian Succession Act 1865, Customary Declaration Order 1963, Islamic

Law of inheritance, Probate and Admin of Estates Act 1963)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6

Estimated Completion )
Completed [Completed [Ongoing

Date
Judges, Procedural |After
academics, (laws favor |[studying
politicians, |selection of |inheritance
women's  |male issues [Old laws
rights administrato|countrywide continue to
activists, rs-evenif |, in 1987 be
and Law [they are LRC implemente
Reform distant recommend d and result
Commissio |relatives of |ed reforms. in continued
n (LRC) the In 2002 discriminati
identified |deceased, |[WLAC on against
discriminati |thus drafted a bill women.
onin excluding |and These laws
) ) ) Reforms ]
inheritance (women obtained pertain to

_ . have not
on the basis|from the public the
_ taken place . .
Narrative of sex and |manageme (support administrati
- therefore
procedural |nt of before ) on of the
. . _ .. |nothing yet .
inequalities |estates. In |submitting it estate using
to endorse | .

as contrary |1968 to MOJCA. either
to MOJCA In 2004, the customary
develop-me |appointed a |GOT or religious
nt and special decided to laws, which
human committee |wait until in most
rights.The [to after the cases do
many types |investigate |2005 not give
of laws inheritance |elections to women the
(statutory; |matters. In |review the right to
custo-mary; |1996 controversia inherit]
religious) |MCDGC [ bill.  White
applied are |beganto |paper to be
not push for developed;
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harmonized |codification |nothing has
w/ modern |of happened
law - they |inheritance |ever since.
deny laws. CSO
women Considerabl|advocacy
the rightto |e CSO has
inherit advocacy |continued
for decades
Completion Date
Narrative
Policy Area: Gender
Policy: Land Act 1999
Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Date Completed |Completed |Completed |1999 Ongoing
Due to Contentious |Process: MLHS is
gender social, Public engaged in
inequality |political and |hearings; activities to
and economic |studies publicize
conflicting |issues led |(including and defend |Law has not
interests re: |to national |exploration |The law the Land |been
use of land, |debate, of gender |was passed |Act. reviewed,
Ministry of |involving issues and |in 1999 and [Implementa |but
Land and |the pastoral came into [tion discussions
Narrative Human governmentrights) by  [force in presents have taken
Settlement |, experts 2001 after |many place about
appointed a |academics, |provided developmen|challenges: |review of
Commissio |and NGO |inputs to the|t of Most some
n of Inquiry |coalition.  |bill(s). regulations |people, provisions
in 1991 to |Governmen |Expert including  |in the law
explore t and NGO |drafted the administrato
relevant disagreeme |bill, which rs, are not
issues. nt ensued. |was familiar with
MLHS Recommen [subsequentl the
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appointed a
Committee
to review
existing
laws.
Stakeholder
s: Gender
Land Task
Force
established,
NGOs
involved
(eq.
Hakiardhi)

dations led
to review of
the many
laws
governing
land tenure.
Process led
to two
different
laws: The
Land Act
1999 and
the Village
Land Act
1999.

y debated in
Parliament.
Challenges:
Numerous
interest
groups with
different
agendas;
politics
within
Parliament
itself re: the
customary
law clauses
in the bill.

provisions
of the law;
improper
implementat
ion;
timeconsum
ing and
expensive
processes
to exercise
one's rights

Completion Date

Narrative

Policy Area: Gender

Policy: National Management Guidelines for Health Sector Prevention and Response to
Gender -based Violence (GBV) 2011 Ministry of Health and Social Welfare

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion COMPLET |COMPLET |COMPLET )
9/2011 Ongoing
Date ED ED ED
GBV: MOHSW  |HPI initiated|Manageme |Drop-in
Ongoing established |drafting nt center
health and [TWG; TA |(7/10), guidelines |established
dev. from HPI.  |working adopted/  |in Iringa to
problem & [Key closely signed by |demonstrat
Narrative human stakeholder \w/GBV MOHSW; |e
rights s: USAID/ |TWG led by |printed in  |community
violation in |partners; MOHSW. |English GBvV
TZ UN family; [Larger launched |response.
identified, |ministries |group of 12/11; 21
among and stakeholder |translated |implementin
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others, in  |agencies |s reviewed |into g partners
2005 WHO |(MoJCA, policy and [Kiswahili received
study and |MoEd, provided 1/12 grants to
2008 HPI  |MoCDGC, |feedback. implement.
GBYV policy |MoF, police, HPI
scan. Major |judiciary); |Challenges: oriented
finding: CSO; local |Conflicting Iringa
GBV gov.; views, district
survivors dojmedical interests, councilors &
not receive |personnel; |and ward
appropriate |policy definition of developmen
treatment in|directors.  |GBV due to t
health diversity committees
facilities Challenges: |(cultural, on GBV
due to lack |MOHSW |ethnic, policy/guide
of GBV requested |religious, lines.
manageme |health gender).
nt sector Inadequate Challenges:
guidelines. |guidelines |internalizati Sustainabilit
MOHSW  |with on of GBV y of
requested |multisectoralas a partners'
TA from I problem. activities;
HPI to involvement lack of
develop for TZ thorough
GBV context, knowledge
guidelines ( |requiring of GBV
2/10). extensive policy &
process of guidelines;
consultation weak health
- not easily system;
managed. poor

multisectora
I
coordination

; funding
Completion Date
Narrative
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U.S. President’s Emergency Plan for AIDS Rellef

Policy Area: Gender

Policy: National Plan of Action for the Prevention and Eradication of Violence against Women and
Children (2001 -2015) MCDGC

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion COMPLET |[COMPLET [COMPLET |[COMPLET . )
Ongoing Ongoing

Date ED ED ED ED

Lack of Challenge:

national Inadequate

plan of funding for

action to implementat

address ion by

VAWC stakeholder

before 2001 s (eg.

despite WILDAF,

violence MCDGC MCDGC, KIWOHEDE

being a big |coordinated |Kivulini, ), MCDGC.

problem in |stakeholder |WLAC, and Funding

TZ. process WILDAF, from

Stakeholder|with CSO |[KIWOHEDE UNFPA,UN

s: CSO (eg. |(US engaged in |Endorsed |W.TAand |Now
Narrative TAWLA, funding); action plan [by MCDGC (funding developing

KIWOHEDE|UN family; |developmen|in 2001 from CAs. |M&E plan.

), MCDGC. |MDAs. t. Multisectora

| committee

Challenges: |Challenges: |Challenge: of 25

Early Time and |Time and members

advocacy |resources |resources including

and action the police,

against CSOs and

VAWC MDAs

were mostly launched in

taken by 2011 to

CSO's oversee

donor-funde implementat

d projects in ion of action
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U.S. President’s Emergency Plan for AIDS Rellef

the
absence of
a national
framework
for
implementa
tion and
coordinatio
n; limited
government
ownership.

plan.
Insufficient
coordination
; need for
strengtheni
ng
coordination
on VAW
(GBV)

Completion Date

Narrative

Policy Area: Gender

Policy: National Policy Guideline for Health Sector Prevention and Response to Gender -based
Violence (GBV) 2011 Ministry of Health and Social Welfare (MOHSW)
Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion COMPLET |[COMPLET [COMPLET i
9/2011 Ongoing
Date ED ED ED
GBV: MOHSW  |Drafting Policy: used
Health and |established |began 7/10 Pol to direct
olic
dev. TWG; TA |- HPI y developmen
) adopted/
problem/hu [from HPI.  |working ) t of
) signed by S
man rights |Key closely guidelines;
o MOHSW; .
violation in |stakeholder \w/GBV ) ) established
printed in
TZ s: USAID |TWG led by Enalish roles and
nglis
Narrative identified, |and its MOHSW. g responsibilit
launched |
among partners; Larger ies &
. . 12/11; ,
others, in  |UN family; |group of service
S translated
2005 WHO |ministries  |stakeholder |, ) package at
into
study and |and s reviewed | . - different
. ) Kiswabhili
2008 HPI  |agencies |policy and 112 levels;
GBYV policy [(MoJCA, provided currently
scan. Major |MoEd, feedback. used to
Custom Page 77 of 740 FACTS Info v3.8.8.16

2013-05-24 10:51 EDT




o

\ ? EEPFAR
finding: MoCDGC, develop
GBV MoF, police,|Challenges: training
survivors dofjudiciary); |Conflicting package;
not receive [CSO ; local |views, was
appropriate |gov.; interests, distributed
treatment in|medical and to health
health personnel; |definition of managers
facilities policy GBYV due to in 3 regions.
due to lack |[directors. |diversity
of GBV (cultural, Challenges:
manageme [Challenges: |ethnic, Multi-sector
nt TZ religious, al mandate/
guidelines. |requested |gender). policy
MOHSW  |health Internalizati required for
requested [sector on of GBV successful
TA from policy with |as a coordination
HPI to multisectora|problem &
develop I implementat
GBV stakeholder ion;
guidelines ( |s for TZ advocacy
2/10). context, with other
Policy requiring branches of
mandate  |extensive government
required process of required
consultation
not easily
managed
Completion Date
Narrative
Policy Area: Gender
Policy: Sexual Offences Special Provisions Act (1998) (SOSPA)
Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion 1980 and )
Completed [Completed (1998 Ongoing
Date later
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The CSO |Advocacy
(e.g and
TAMWA, |[sensitizatio
TAWLA, n by CSOs Challenges:
MEWATA) |including Neither the
campaign |[TAMWA in law nor its |Several
against the 1980s LRC implementat|studies
sexual and [and 1990s ion has conducted
presented
gender led to been (eqg, by
) the report o
based increased ith effective in |[UNHCR,
wi
violence awareness combatting |Equity TZ).
recommend ]
paved the |of the ) the serious [Recommen
. ations to .
way for maghnitude problem of |dations:
MOJCA for
demand for |of the ) SGBV. Strengthen
drafting a
greater SGBV . Customs  |knowledge
_ bill. SOSPA _
protection |problem continue to |about the
. was drafted
against and put perpetuate |(law;
and a SOSPA
SGBYV. The |pressure on ] SGBYV (see |amendment
) national was
Narrative NGO GoT to . |Stage 6 for {recommend
. debate enacted in |.
coalition address the issues). ed for gaps
followed. 1998
worked problem. Need for (eg., law
. . MCDGC
closely with |With UNDP more does not
. |and the o .
MCDGC, [support, in NGO sensitizatio |provide
MOJCA, 1991 the - n, advocacy |protection
) coalition
the Police, |LRC for from
) under , .
the studied improved |domestic
. TAMWA .
Judiciary  |cases and ) law violence,
lobbied ]
and causes of enforcemen |marital
) membes of
Parliament, |rape, ) tand rape, or
) Parliament
and the defilement, support for |FGM for
] for support ]
Law Reform|indecent survivors; |women over
Commissio |assault, legal reform |age 18)
n (LRC), kidnapping required to
which lead [for sexual close gaps
to purposes,
commitmen |incidence
tto drafta |and degree
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law to of violence
protect employed in
women and |such
children offences
against
SGBV
Completion Date
Narrative
Policy Area: Gender
Policy: The LAW OF MARRIAGE ACT 1971
Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion COMPLET |COMPLET )
Ongoing
Date ED ED
Based on a [MCDGC White
study by thelidentfied the|Paper re:
Law Reform|LMA as a |reform was
Commissio |priority law |prepared in | .
. |Bill not yet
n (early for reform. |1990s but is ,
] drafted. Will
1990s) and [MCDGC still ]
. require
advocacy |and CSOs |pending.
) ) concerted
by CSOs in |with support|Through
advocacy
1980s and |from recent
effort to
onwards UNFPA USAID-fund
) resolve
Narrative (eg. WLAC, |proposed |ed .
contentious
TAWLA), |areasthat |advocacy |
] issues and
gaps in the |should be |by HPI and
prevent the
LMA were |reformed. |other
. . reform
identified |[MOJCA stakeholder
) process
and reforms|drafted a |s, it has )
) from stalling
recommend [White paper|been .
again.
ed (about |in the 1990s|decided that g
1993). to address |the White
Issues problem Paper will
included areas in the [finally be
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early law. presented
marriage to the public
(15 years |Challenges: |for debate.
and below |Issues According
for girls, touched on |to high
which culture and |officials
interferes  [religious (President
with girls' |practices |and
education |and met minister/
and health); [resistance. |MOJCA),
lack of drafting of a
sanctions bill to be
for spousal taken to
abuse. Parliament
can take
place after
the views of
the public
have been
collected.
Completion Date
Narrative
Policy Area: Gender
Policy: Village Land Act 1999
Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Date Completed [Completed [Completed |1999 Ongoing
Due to Contentious |Process:  |The law Implementa |No review
gender social, Public was passed [tion is of the law
inequality |political and |hearings,stulin 1999 and |facing has taken
Narrative and economic |dies came into |considerabl |place. A
conflicting |issuesled |(including |[force in e study by the
interests re: to national |exploration [2001 after |challenges, |African
use of land, |debate, of gender |developmenihavingto |Devleopme
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Ministry of |involving issues and |t of struggle nt Bank in
Land and [the pastoral regulations |with / 2005
Human government |rights) by overcome (presented
Settlements|, experts customary |the various
appointed a |academics, |provided practices |problems
Commissio |and NGO |inputs to the and with this
n of Inquiry |coalition.  |bill. Expert mindsets re:|law. Very
in1991to |Governmen |drafted the right to little has
explore t and NGO |bill which ownership |changed /
relevant disagreeme |was of village  |improved in
issues. nt ensued. |subsequentl land. The [terms of
MLHS Recommen |y debated in structure  |women's
appointed a |dations led |Parliament. provided by [ownership
Committee |to review of |Challenges: this law to |of land
to review [the many |Numerous administer
existing laws interest village land
laws. governing |groups with is not well
Stakeholder|land tenure. |different known and
s: Gender |Process led |agendas; often not
Land Task |[to two politics properly
Force different within executed.
established, |laws: The |Parliament Women's
involving Land Act |itself re: the role on the
NGOs (eg. |1999 and |customary Village
Hakiardhi [the Village (law clauses Land
and WAT) |Land Act |in the bill Committee
1999. is minimal
and
therefore
does not
make a
meaningful
impact
Completion Date
Narrative
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Policy Area: Gender

Policy: Women and Gender Development Policy (2000)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Dat Completed [Completed [Completed (2000 Ongoing
ate
Since the  |Governmen Implementa
1970s, GoT t/CSO tion faces
took collaboratio |During considerabl
measures |n led to policy e
to address |decision by |developmen challenges:
gender the MCDGCI|t process, Weak N
o]
issues (main considerabl coordination
] ) structured
resulting machinery |e ; lack of .
] evaluation,
from for controversy capacity to
) ] but many
considerabl j\women/gen |ensued implement; I
sma
e NGO (eg. |der) to over low levels of .
) ) studies to
UWT) develop a |different funding for
. _ assess
advocacy. |WID Policy |approaches implementat q
ender
A Women |after its (from WID ion, leaving g ] )
. _ ) mainstreami
in 1992 to gender in|Policy most of the h
ng have
Narrative Developme |establishme [developmen|endorsed in implementatt gk |
aken place.
nt (WID) nt. t); 2000 ion to be P
) o ) ) Weaknesse
policy was |Institutionali |considerabl done by
] ] . |s generally
established |sation of e male NGOs with
] ] ) found (eg.
in 1992 and |Gender resistence. funding e
] Institutional
provided a |Focal The change from
L . ) Sector and
framework |Points in required different o
. Organizatio
for MDAs considerabl developmen |
nal
addressing [took place. |e t partners )
L i Analysis,
women's  |A process |convincing (considerabl 2005)
issues, of change |and e US
including |beganto |advocacy contribution
affirmative |change the |by expert to ):
action for  |WID policy |politicians Challenge:
expanded [to the GOT not
opportunitie Women and investing
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s for Gender enough in in
women Developme implementat
nt Policy ion
2000 to
guide
gender
mainstreami
ng (men
included in
definition of
gender)
Completion Date
This policy
has not
been
reviewed in
Narrative _10 years of
its
existence

therefore it
is due for
review

Policy Area: Human Resources for

Health (HRH)

Policy: Human Resources for Health (HRH) Strategic Plan 2008

-13 (2008) MOHSW

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Completed [Completed (2008 2008 Ongoing
Date
Process MOHSW HRH
and developed continue to
challenges: |strategy w/ . |be major
) ) Completed |Endorsed in
Narrative With health jmany ) challenge
in 2008 2008.
sector partners wi/
reformin  |(eg. WHO, unresolved
1990s, this |[Capacity issues (eg.
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strategy Project). task shifting
was HRH TWG -asin
developed |was Stages 1
on basis of |established and 2).
NHP (1996) |to explore HRH TWG
and solutions for continues
National HR[the many its work to
Policy (still|challenges explore
not related to solutions;
completed |[HRH. Task
although Shifting
the draft Challenge: Task Force
has been [Reaching established
updated concensus (task
several in shifting is
times). controversia happening
Critical | or difficult in many
shortage |areas; areas, butis
HR; low these not an
capacity; |present endorsed
proper challenges policy;
mgtm., for awaiting
planning, |implementat study
leadership. |ion, as do results).
Areas funding and Deloitte
needing sustainabilit implements
reform: y retention
HRH and
retention/ deployment
deployment strategy in 4
; training, regions
continous (reemp-loyi
education; ng retired
incentive workers).
schemes;
infrastructur
e, etc.
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Completion Date

Narrative

Policy Area: Human Resources for Health (HRH)

Policy: Human Resources for Health 5

-Year Development Plan (2012 -?) HR/MOH, Zanzibar

Stages:

Stage 1

Stage 2

Stage 3

Stage 4

Stage 5 Stage 6

Estimated Completion
Date

Ongoing

Narrative

HR/MOH
has
identified
the need to
update the
Human
Resources
for Health 5
Year
Developme
nt Plan
2004/05
-2008/09 to
realign it
with the
Zanzibar
Health
Policy
(2011) and
Zanzibar
Health
Sector
Strategic
Plan 111
[2012] now
in intial

stages.
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Narrative

Policy Area: Human Resources for Health (HRH)

Policy: Medical Practitioners and Dentists Act 1968

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6

Estimated Completion ) ) )

Date Ongoing Ongoing Ongoing Completed [Completed
The act The actis |To Act If properly
provides for [often not  |overcome |endorsed in |implemente
registration |properly problems |1968; d the CMO
and implemen-t |re: the act, [MOHSW  |and DMOs
entitlement |ed, MOHSW  |has would
to medical |potentially |and many |endorsed |designate
practice; it |penalizing |partners training cadres
has not providers |developed |materials |performing
been unless or revised |and other to|medical
amended |exempted |training mitigate tasks to do
since 1968. |(see Stage |guidelines |HRH so legally,

It 1) which and other |problems, |with needed
empowers |usually tools to including  [supervision

Narrative the CMO |does not |[strenghen (Distr. and
and DMO |happen. capacity Strengtheni [training.
to exempt |Advocacy is|and expand [ng Training (Training
health taking the number |F a c i | i|guide for
workers place; of HRH, Guide for |DCHMT is
from needs to eg, training |training implemened
practising |continue re: jof DCHMT |[DCHMT in 54 of 130
restrictions |[amendment|in HRH (including |districts

of the act; |manageme |discussions |nationwide.
Challenges: |developmenint; training|re: job Other
Shortages |t of generic |of descriptions |training
of medical |job community |and setting |materials
doctors descriptions |health of are being
have led , workers, lay |expectation |piloted or
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many etc.Ongoing|HIV s). Other |introduced
cadres of |HPI study. |counselors, |materials |by many
health etc. are atthe |different
workers Challenges: |Stakeholder |pilot stage |partners
without 1) s: orin the although
adequte Resistence; MOHSW, |process of |endorseme
training and |2) ensure | BMF, being nt may not
supervision |good MEWATA, |endorsed |yet have
to perform |training and |IntraHealth, taken place
tasks supervision |IHRI,
usually when Pathfinder,
reserved for |shifting Jhpiego,
doctors tasks. EngenderH
ealth;

Stakeholder |[USAID;

s: MAT, Global Fund

MEWATA,

MOHSW,

others

Completion Date
Narrative

Policy Area: Human Resources for Health (HRH)

Policy: National Human Resource (HR) Policy (MOHSW)

- several drafts since 1994

Stages:

Stage 1

Stage 2

Stage 3

Stage 4

Stage 5

Stage 6

Estimated Completion
Date

COMPLET
ED

COMPLET
ED

Ongoing

Narrative

The need
fora HR
policy was
identified by
MOHSW at
the onset of
health

sector

This policy
is important
for
systematic
developmen
t of HRH
strategic
plans. HRH

Continued
work on
draft. Status
of draft is
uncertain.
According
to MOHSW,
revised

Expected in
2012
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reformsin [TWG has |draft policy
1994, been is
Challenges |working on |completed,a|
include(d) [the waiting
rentention |problems |review by
and foralong |stakeholder
deployment [time. s before
of health Stakeholder |endorseme
professionalls include  |nt.
s, continous |but are not
education, |limited to: |Challenge:
incentive  IMOHSW, |1)
schemes, |WHO, Extremely
task World Bank,|long and
shifting, and|DANIDA, |expensive
other. JICA, and |process
Health others, dealing with
Network including [(difficult
secretariat |Intraheath |issues;
was and other |2) lack of
established [CAs agreement
to on issues
coordinate (eg. task
initiatives shifting)
like PHCP
and the
HRHSP
2008-2013

Completion Date

Narrative

Policy Area: Human Resources for Health (HRH)

Policy: Nurses and Midwives Registration Act, 1997

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion Ongoing Ongoing
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Date
The Act Acts as No ongoing
provides for [barrierto  |efforts to
training, overcome |amend
registration, [shortage of |1997 Act or
enrollment [nurses; to empower
and prohibits cadres
practice of |conferring |below the
nursing and |of doctors' |nursing
midwifery. |rights to levels have
nurses and |been
Challenges: |imposes initated.
Act has not |penalties for|This awaits
been illegal the
amended |practice. conclusion
, [Act of 1997
despite the |There are |of the NIMR ,
is
fact that ongoing study on ,
] i implemente
shortages |discussions |task
i o [Act d and
) of medical |re: need for (shifting. , )
Narrative ] endorsed in |creating a
doctors and |amending .
1997] barrier to
laboratory [the act and |Stakeholder )
B ) solving the
practitioner |developing |s: NIMR, L
o HRH crisis
s have generic job |MOHSW, nT2]
in
caused descriptions |professional
many based organization
nursesto |amendment|s,
perform s. Strong |Intrahealth,
tasks advocacy |Benjamin
outside required to |Mkapa
their scope |promote Foundation,
of work orderly and |USAID,
(illegally safe Governmen
according |process of |t of Norway,
to the Act) |task shifting |and Clinton
based on |Foundation,
Stakeholder|enabling and many
s: laws and  |others
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MEWATA, |policies and
MAT, to
TARENA, |overcome
MOHSW, |resistence
ALTS,
APNM

Completion Date

Narrative

Policy Area: Human Resources for Health (HRH)

Policy: Task shifting protocol (2012) National Institute for Medical Research (NIMR)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Ongoing Completed (2012
Date
No task Study
shifting proposal
policy exists|developed
- by NIMR to
controversi |prepare
al issue basis for
meeting task shifting
resistanace |policy
in face of |(according |Study
serious HW |to protocol
Narrative shortage; |MOHSW). |approved
cadres Funding by MOHSW
performing |[secured; 2/12.
non-design (timeframe
ated tasks. |Feb-May
Policy 2012.
barriers to |Collaboratio
task shifting |n w/ US
(eg. lay universities.
couselors  [Comprehen
can only sive
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counsel not
test).
Decisionma
kers need
more info.
2010 NIMR
showed
task shifing
needs more
exploration.
Other
stakeholder
s: AGOTA,
CAs, PLHIV
networks

evidence
based
advocacy
required to
promote
policy
developmen
t. Task
Shifting
Task Force
established
as first step
towards
policy
developmen
t.

Completion Date

Narrative

Policy Area: Laboratory Accreditation

Policy: Health Laboratory Practioners Act 2007

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion ) ) )
Dat Completed |Completed |Ongoing Ongoing Ongoing
ate
In force The Health |Regulations Main act
since Laborary [for ethics Act and
c
2008; Act |Advisory  |and regulations
] ] ) endorsed; |
provides for |Council met |professional| in force;
. . ethicsand |.
registration (1/12 and  |conduct for . inadequate
. ) professional| . .
Narrative of health directed health training
] conduct
laboratory |Registrar of [laboratory , "standards"
) ] B regulations
technologist|the Council |practitioners . |are
endorsed in
s, but to seek were currently
July 2010 |,
lacks partners to |completed implemente
objective  |develop in 2010. d. There is
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criteria for |institutional |Preliminary still need to
accreditatio |training draft of develop
n of training |standards |policy appropriate
institutions |and review |document training
of health  |various developed standards
laboratory |aspects to guide
practitioner |[related to |drafting of
s at training. regulations
different (or
levels. Stakeholder|guidelines)

s: for training

Challenges: |Universities,|institutions
1) Lack of |colleges, |responsible
standard for|and for training
guiding independen (laboratory
training t investors |practitioners
institutions |who are (status:
on interested in{looking for
requirement establishing |partners for
s for setting |laboratories |funding)
up teaching |in TZ
health
laboratories
(eg.
equipment
and space;
2) length of
study;
3) ethics,
(profession
al conduct)

Completion Date

Narrative

Policy Area: Laboratory Accreditation

Policy: Private Health Laboratories Regulations Act 1997 (revision required for harmonization)
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Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion .
Completed |Ongoing
Date
Act came |Private
into force in [Health
4/97. Plan |Laboratorie
for s Board met
implmentati |twice in
on 2010 and
2006-2011 |agreed to
developed. |proceed
with
Challenges: |amendment
1) Act not |of the Act
revised once
since evaluation
enactment; |of the
2) not 2006-2011
harmonized [implementat
. with new  |ion plan is
Narrative o
legislative (completed
changes (using the
such as the {2007
Tanzania |evaluation
Food, guideline
Drugs and |developed
Cosmetics [for health
Act 2003  |laboratory
and the products
HIV/AIDS |and
Control Act |supplies by
2008 (to the Curative
ensure Services
quality Dept).
HIV/AIDS
prevention |Challenge:
and care  |Unclear,
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standards/
services)

overlapping
roles and
responsibilit
ies outlined
in different
acts/regulati
ons

Completion Date

Narrative

Policy Area: Laboratory Accreditation

Policy: Private Hospitals (Regulation) Act,1977, amended in 1991 (new amendment required for

harmonization)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion .
Completed |Ongoing
Date
Enacted in |The Private
1977 and  |[Hospitals
in force in  |Advisory
1978; Board has
amended in [continued to
1991and  |promote Seeking
in force in  |revision of [funding for
1992. this act and |consultation
in 5/11 s leading to
Narrative Challenges: [decided to |[Cabinet
1) initiate Paper in
Overtaken [revision of |order to
by events |Act. amend the
related to Act
policy and |Challenges:
legislative |1) Financial
changes. |constraints
2) Act now [to initiate
requires process (no
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revisionto |revision
accommod |yet).
ate
emerging |Stakeholder
needs s: Assoc. of
resulting Private
from HIV |Health
epidemic  |Facilities in
(eg HCT, (TZ;TZ
PMTCTand |Medical
ART). Assoc.

3) However,
Prescribed |the 1996
fines for Standards
violation are|of Health
too low and |Facilities to
ineffective |[implement
as the Act are
deterrents. |under
revision
(PharmAcc
ess
involved)
Completion Date
Narrative

Policy Area: Most at Risk Populations (MARP)

Policy: Guideline for Medically Assisted Treatment of Opioid Dependences in Tanzania (Prime

Minister's Office/Drug Control Commission) (2010)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion
Completed |Completed ({2010 2010
Date
The number|TWG In addition |Guideline |Implementa
Narrative of people |established;|to, above |and tion began
injecting stakeholder |guideline, |supporting |at Muhimbili
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drugs is s held supporting |documents |Hospital (to
growing in |several materials  |endorsed in |[date 350
TZ with workshops |were 2010 (by |patients
serious from 2006 |developed, |PMO, DCC, [treated
economic |and including |and/ or w/more
and social |onwards to |Minimum |[MOHSW) |than 2,000
consequenc|discuss and |Standards waiting for
es, plan for for Health treatment
in-cluding |developmen|Facilities according to
high HIV |t of Providing stakeholder
prevalence. |guidelines |Medically consulted).
(According |and Assisted
to studies: |standards |Treatment Challenges:
25K for of Drug 1) How to
Tanzanians |medically |Dependenc expand
inject drugs |assisted e (PMO MAT
with 40% |treatment [/DCC); services;
HIV for Medically 2)
prevalence |dependenc |Assisted monitoring
in this e after Treatment and
group). identificatio |[for Opioid follow-up of

n of best Dependenc patients on
Challenges: treatment |e: A Clinical methadone;
1) Lack of |mode. Guide for 3) lack of
treatment |Commissio |Zonal and political
options for |n of studies |Regional support;
opioid continued. |Referral 4)
dependenc Hospitals insufficient
e Challenges: (MOHSW); funding to
2) 1) Lack of |Outreach provide
Stakeholder|political Service services;
s: DCC, support; Guide for 5) legal
MOHSW, |2) funding; [HIV framework
PEPFAR; |3) legal Prevention
3) legal framework |among
framework Drug Using

Population
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Completion Date

Narrative

Policy Area: Most at Risk Populations (MARP)

Policy: Ongoing MARP studies and other [Draft 2011 Guidelines for Management of HIV and AIDS
(Ch 8); Draft VCT Guidelines (Ch 5]

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion ) , . . :
Ongoing Ongoing Ongoing Ongoing Ongoing
Date
InTZ, TACAIDS |Several Implementa
MARP regularly  |studies tion of
issues calls key |conducted MARP
were/are  |MARP on IDU, prevention
sensitive  [stakeholder [MSM, etc.; and
Endorseme
and sto others . treatment
. . ) nt pending _
controversi |meetings. |ongoing, services
) for several
al; there Studies but ) face
) o ) policy
wasl/is lack |commission [continued challenges,
documents /| ]
of ed to need for S including
] guidelines
knowledge |increase more ] S&D;
. i . that include |
about their |knowledge |information ) inadequate
) ] ] adressing o
Narrative magnitude |about exist. training of
needs of )
and MARPs and |Stakeholder providers;
) ) MARPs for
location; inform s: NIH, ] HRH
. . prevention
high HIV  |services; PEPFAR q shortage -
an
rates; and |inclusion in |partners, lack of
) ) treatment )
S&D. recent draft |University ] adoption of
o services "
Stakeholder|guidelines. |of San task shifting
, (see Stage
s: TACAIDS|2011 HIV  |Fransisco; 3 strategy to
with the and AIDS |local expand
assistance |policy research services;
of identifies  |institutions weak health
developme [omission of [and system,
nt partners/ [MARPs in  |universities procuremen
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PEPFAR, |programmin|(eg. t. Various
UNAIDS, |gas human [IFAKARA NGOs and
CSOs, CAs.rights issue. |Health CAs are

Institute). working to

Challenges: |Challenges: |Policy strengthen
1) Place the|1) documents services for
issue of Continued |(eg. new MARPs
MARPs on |controversy |guidelines
the over MARP |on VCT;
research issue; HIV and
agenda; 2) AIDS policy
2) ensure |criminalizati [and mgmt
that their  |on, guidelines;
needs are |(3) lack of |S&D
met for protection |strategy)
prevention (for MARPsjunder
and care developmen
services; tinclude
3) legal MARPs
reform

Completion Date

Narrative

Policy Area: Most at Risk Populations (MARP)

Policy: Zanzibar Sutstance Abuse, HIV and AIDS Strategic Plan 2007  -2011

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6

Estimated Completion )

Date Completed [Completed [Completed |2007 Ongoing
Due to the |Stakeholder|{Same Implementa
large HIV |s: stakeholder |The tion began
increase MOH/ZACP |s as in document |in 2007

Narrative among with others |Stage 2. was after
people including endorsed in |disseminati
abusing WHO, Challenges: {2007 on and
drugs, UNDP, Funds for training;
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MOH/ZACP |CSO, integrating training of
and substance |HIV IDU health
Department |abusers prevention workers
of and continues.
Substance |parents, The
Abuse religious Zanzibar
Prevention |institutions, HIV Kick
identified  |law start Plan of
need to enforcemen Action was
develop an |t agencies developed
integrated |(sponsered to guide
strategic by implementat
plan to CDC/UNDP ion. High
mitigate risk [and WB). demand for
and halt treatment
HIV Challenges: but nearest
transmissio |1) treatment
nto the |Addressing center in
general substance Dar es
population. |abuse, an Salaam;

illegal lack of
Challenges: |activity; treatment
1) 2) differing options
Inadequate |views of hampers
control of  |stakeholder progress.
druguse |s (see also Continued
and problems advocacy
trafficking; |under Stage needed
2) 1)
insufficient
allocation of
resources,
vertical (not
holistic)
programs;
3) S&D;
4) HRH
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y trained in
this area

Completion Date

Narrative

Policy Area: Orphans and Other Vulnerable Children

Policy: National guidelines for quality improvement of care, support and protection of MVC

(MOHSW) 2009

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6

Estimated Completion )

Date Completed |Completed |{Completed |2009 Ongoing Completed
Among Around MOHSW The AFRICARE
others,a  |2005 efforts|engaged Guidelines |and other
1992 study |to consultants support stakeholder
by coordinate |to draft the implementat|s including
MCDGC support to |guidelines ion of the [MOHSW
indicated [MVC led |with inputs Law of the |provided
that MVC |[MOHSW to |from key Child Act  |support to
did not commission |stakeholdde 2009 and  |Muhimbili
receive an rs including NCPA Medical
adequate |assessment|TACAIDS, (2007-10) |Centre to
protection |of MVC MCDGC, _ |coordinated |conduct an

. Endorsed in ]
Narrative and care. |programs |developmen 2009 by evaluation
country-wid |t partners, MOHSW. |of the

Challenges: |e. CAs, and guidelines
1) Stakeholder|CSO Challenges: |in 2011.
Increasing |s: (including 1) Inproper |Information
numbers of [TACAIDS, [MVC identificatio |from this
MVC due toMCDGC, |organization n of MVC |evaluation
the HIV CSOs, s) who receivel|is being
epidemic  |FBOs, MVC services; |used to
but representati |Challenges: 2) develop
insufficient |ves; key 1) insufficient |NCPA I
resources |service Overlapping coordinationjand these
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at the providers; |mandates , community|guidelines
community |UNICEF, |among support,
level for USAID, ministries and local
providing |FHI, and responsible government
protection |[CAs (eg. |for children funding;
and AFRICARE)|required 3) lack of
services for extensive knowledge
MVC consultation among
, which providers
slowed the about
process guidelines
(now in
need of
updating);
4) low
priority.
Strong
advocacy
required

Completion Date

Narrative

Policy Area: Orphans and Other Vulnerable Children

Policy: The National Costed Plan of Action for Most Vulnerable Children 2011

-2015 (MOHSW)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion ) )
Completed |Ongoing Ongoing
Date
The MOHSW  [DSW with
2007-2010 |initiated a |PEPFAR
NPCA | process to |support
Expected at
) needed update leads the
Narrative the end of
update NPCA I, developmen
. 20127
based on [focusing on |t of NCPA
gaps strategies to|ll, which
identifed in [strengthen |aims to put
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the multisectoralinto action

evaluation I the Law of

of the plan. |coordinationfthe Child

The number|and policy |Act 2009

of MVC has |intervention |[Consultatio

increased |s. An ns with

rapidly extensive |community

since the |consultative [stakeholder

late 1990s |process s (district

due to the |involved councils,

HIV national and|CSO etc.)

epidemic, |internationaljand

which stakeholder |developmen

necessitate |s (eg, t partners.

d PACT, FHI

intervention (and Challenges:

sto AFRICARE)|1)

promote . Evaluation |Competing

and protect |of priorities for

the rights |guidelines |the time of

and provide [developed |key

services to |to support |stakeholder

MVC. implementat|s (they are
ion and the |also

Challenges: |2011 HPI  |involved in

1) Many study shed |ongoing

actors; poor [additional |developmen

coordinatio |light on t of

n; challenges |regulations

2) lack of for Law of

resources the Child

(especially Act and

at family other)

and

community

levels);

3) poor
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implementa
tion

Completion Date

Narrative

Policy Area: Other Policy

Policy: ART: Standard Treatment Guideline, Zanzibar MOH, 2008

Stages: Stage 1 Stage 2 Stage 3 Stage 4

Stage 5 Stage 6

Estimated Completion

Ongoin
Date going

Zanzibar is
currently
using its
2008 ART
Treatment
Guideline,
now
outdated.
MOH
intends to
adapt the
newly
Narrative developed
comprehen
sive
guidelines
(from TZ
mainland)
once it is
finalized.
Updating
needed to
1) Increase
access to
ARV;
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2) Comply
w/ 2009
WHO
guidelines;
3) Ensure
ART
integration
with other
services
(PMTCT,
RCH,
TB/HIV);
4) Include
Positive
Health,
Dignity and
Prevention
strategy

Completion Date

Narrative

Policy Area: Other Policy

Policy: Guidelines for Integrating FP/HIV services (MOSW/RCH) 20127

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion _ ) .
Completed |Ongoing Ongoing Ongoing
Date
Problem: |Problem: In the
No national |RCHS and |Draft under meanwhile,
guideline  |NACP developmen there is
for formed two |t Problem: national
Narrative integration [TWG (one |Funding to argeement
of FP and |for FP - one |complete that FP/HIV
HIV for the service
services integration); |guidelines integration
leading to |lack of should
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unmet FP  |coordination continue
need, Many while
unplanned |stakeholder deviopment
pregnacies, |s, including of the
and infants |GIZ, FHI, guidelines
born w/HIV. [Engenderhe take place.
alth.
Challenges: |Unresolved
1) Few issues
providers |related to
trained in |perceived
FP; resistance
2) Women |among
become providers;
pregnant |ensuring
before they |adequate
know their (training;
serostatus |[how to get
or CD4 integration
count; beyond the
3) Myths, |clinical
taboos and |setting;
misconcepti [male
ons involvement
Completion Date
Narrative
Policy Area: Other Policy
Policy: LAW OF THE CHILD ACT 2009
Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion COMPLET [COMPLET ) ) )
Ongoing Ongoing Ongoing
Date ED ED
Child rights |Policy and |Drafting of |Endorseme |Law is
Narrative scattered in |law exist, [regulations [nt of being
several but began in regulations |[implemente
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laws until  [regulations {2010 under |by Cabinet |d despite
Law of the (for leadership |pending lack of
Child of enforcing |of MCDGC |presentatio (regulations.
2009 was [the law in n by
passed. have not yet|collaboratio MOHSW. |Implementai
MCDGC been n with on plan:
and developed. |[MOHSW |Challenges: |Activities
MOHSW  |This leads |with TA Competing |implemente
with to ad hoc |from demands |d by
UNICEF implementat|UNICEF with other |MCDGC,
support ion of -involvemen|policies in  |MOHSW,
drafted activities |t of CSOs [the pipeline.PMORALG,
regulations (related to  |working on MOEVT,
reflecting  [(different children's CSOs (eg.
different componentsirights. Save the
mandates |of the law, Children,
and eg. MCDGC|Challenges: Plan
enforcemen |and Draft Internationa
t MOHSW  |regulations | - support
mechanism. have completed; from USAID
different submitted to & other
Challenge: |mandates |Cabinet donors)
MCDGC that are not |Secretariat; under
and well draft existing
MOHSW  |prioritized |returned to policies,
both have |and MOHSW to including
mandates |coordinated |familiarize Child
re: new Developme
children's Minister nt Policy of
issues - with 2008.
competing regulations
demands in effort to
and ensure
priorities effective
defense

Completion Date

Narrative
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Policy Area: Other Policy

Policy: National Adolescen Reproductive Health Strategy 2011

Welfare, 2011)

-2015 (Ministry of Health and Social

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion .
Completed [Completed (2011 2011 Ongoing
Date
RH Lead by Stakeholder Implementa
problems [MOHSW/ |sasin tion is
among RCHS, Stage 2. ongoing;
adolescents[TWG Focused on numerous
in TZ have [stakeholder |health CAs
persisted. |s, including |sector, participating
MOHSW  |WHO, provision of L
) Endorsed in
reviewed |[USAID-sup |adolescent-f
] 2011 by
the ported CAs |riendly Challenges:
. MOHSW
Adolescent |(such as services d 1)
an
Health and |FHI), and |and Integration
) launched |
Developme |others effective is
. . 6/11 to )
nt identifed engagemen| . . complicated
) ] coincide
Multisectora|appropriate |t of ith ;
wi
Narrative | strategy [topics for  |providers. . 2)
launching of
and, based |the RH Explored ~ |Adolescent-
. |CARMAIn | .
on lessons |health contribution _ |friendly
order to link ]
learned, sector s by other services are
, the strategy
decided to |strategy. sectors. not
to MDG 4 |
develop a integrated
and 5, thus | )
health Challenges: |Challenges: |, ) into council
I integrating
sector 1) Aligning |1) External plans;
the two
strategy partners stakeholder 3) Strategy
instead. that could |s did not is not
According |provide readily costed;
to MOHSW, |adolescent-flagree to 4) Lack of
it had little  (riendly change recognition
control over [services;  [from of those
multisectora|2) multi-sector who provide
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I advocacy; |al to health adolescent-f
intervention (3) sector riendly
S; leveraging |strategy services;
evaluations |sufficient 5)
showed that|resources Continued
other strong
sectors advocacy is
contributed required

little

Completion Date

Narrative

Policy Area: Other Policy

Policy: National guideline for the Management of HIV and AIDS Data Quality (MOHSW/NACP) 2012

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6

Estimated Completion .

Date Completed [Completed [Completed |Completed |Ongoing
In 2005, M&E TWG |From 2005, Limited
M&E TWG |and process of implementat
led by subcommitt |stakeholder ion since
MOHSW  |ee met workshops 2010 (by
identifed regularly to (led by those
need for review the |[MOHSW, w/access to
updating 2004-2008 |Jhpiego, Endorsed |soft copies).
the M&E plan tojand GIZ to |by MOHSW |[NACP now

. 2004-2008 |incorporate |develop atthe end |planning

Narrative . S
health areas M&E of 2011. disseminati
sector HIV |(described |guideline for|Published injon. National
and AIDS |in Stage 1) |use atall |2012 Guideline
M&E plan [to ensure |levels. for the
to high quality, Manageme
incorporate (standardize |Challenges: nt of HIV
VTC d, 1) and AIDS
services realistic,app |[Extremely Data
and ropriate, time-consu Quality
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manageme
nt of HIV
and AIDS
data quality.

Challenges:
1) Quiality
assurance
2) Data
harmonizati
on

3) Phase
out existing
complicated
parallel
M&E tools
(time
consuming,
thus
affecting
data

quality)

and timely
data and
foster an
enviroment
of data
sharing and
utilization
for proper
decision
making.The
University
of San
Fransisco
provided
technical
support
through
CDC

ming: final
draft in
2010;

2) Phasing
out existed
parallel
reporting
systems;
3) Brain
drain
(experts
leaving
MOHSW);
4) Multiple
tasks for
M&E staff;
5)
Procuremen
t process
(eg. of
consultant;
printing)

2012 also
introduced
to help
implementat
ion.

Challenges:
1) Finacial
constraint to
disseminate
2)
Comprehen
sion (not
translated
for lower
cadres);

3) Training
to use
document;
4) Late
publishing
for M&E
cycle

Completion Date

Narrative

Policy Area: Other Policy

Policy: National Guidelines for Management of HIV and AIDS (2011) MOHSW/NACP - section on
Management of TB/HIV in Adults, Infants and C+G5hildren
Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Dat Completed |Completed |Completed |2011 Ongoing
ate
) Review of |MOHSW |[MOHSW |[Endorsed |[Challenges:
Narrative )
2009 established |led process |by the 1)
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guidelines |and led starting late MOHSW in |Awareness
initiated by |[several 2009 with  |2011; and wide
MOHSW  |thematic different waiting to  |adoption/us
due to need |TWG that |TWG and |be printed, |e of 2011
to: collaborated|organized |possibly guidelines;
1. Increase [closely workshops |after
accessto |with for larger |clarification |2)
ARV and |TACAIDS, |groupsof |of HIV Disseminati
HBC WHO, key algorithm  |jon and
2.Comply |developmenistakeholder |issue but |training in
w/ 2009 t partners, |s (different (funds are |new
WHO CAs, thematic inadequate |guidelines;
guidelines |Muhimbili |areas) for |to print weak health
for University, |review and [adequate |[system (eg.
eligibility, |and other (feedback. |number of |HRH;
treatment |stakeholder copies.
regime, and |s Challenges 3) Data
initiation of |throughout |1) Costly manageme
ART. the process.|and nt;
3.Ensure time-consu laboratory
integration |Challenges: |ming capacity;
of ART 1) Cost process;
services (costing 2) Finanical 4)
with other |was done to|constraints Availability
services check and of needed
(PMTCT, [|affordability [competing medications
RCH, of new priorities: (ART and
TB/HIV). regime); 3) Minimal Ols)
4.Include |2) Effective |involvment
Positive linkages of PHC 5)
Health,Dign |and data  |providers Contracepti
ity and sharing with on -FP/HIV
prevention |other HIV integration).
strategy providers
(NEW). (eg HBC
and RCH).
Completion Date
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Narrative

Policy Area: Other Policy

Policy: National Guidelines on Home Based Care (HBC) Services (NACP, May 2010)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Date Completed |Completed |Completed |2010 Ongoing
In 2010, Through a |In 2009 a Implementa
only 50,000 |participatory|patrticipatory tion is
of 320,000 |process led |process ongoing.Ins
patients in |by took place ufficient
need were [MOHSW, |to develop training and
receiving |HBC the disseminati
HBC stakeholder |guidelines. on have
services. |s updated |Lead: taken place.
Increased |previous MOHSW /
access to |guidelines [NACP. Challenges:
ART led to |to Other 1) Reaching
release strenghten |stakeholder HSSP I
from and scale |s: CSOs, . |target of
. hospital and|up FHI, Endorsed in providing
Narrative ) ] ) 2010 by
increased |implementat|Pathfinder, HBC
need for ion of the  |and others. MOHSW services to
HBC standard  |Sections 495,300
services. |package of |added on clients by
HBC Positive the end of
Challenges: |services, Health, 2012;
No clearly |including |Gender 2)
defined linkages Equity and effectively
rolesand |and Ethical linking HBC
responsibilit \referrals Conduct. patients to
ies of between CTC and
different community |Challenges: support
HBC based and [The services;
providers, |[clinical process 3)
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including |[services in [took very equipping

responsibilit jorder to long HBC

ies for ensure because of providers

reporting, |provision of |other with

recording |[comprehen [competing standard

and referral.|sive care for|priorities. HBC

No section |PLHIVs are packages;

on Positive |seen as the 4) training,

Health biggest providing

existed in |challenges guidelines,

previous and solving

guidelines legal issues
related to
home use
of oral
morphine

Completion Date

Narrative

Policy Area: Other Policy

Policy: National Strategy for Scaling up Male Circumcision (MC) for HIV Prevention

(MOHSW/NACP, 2010) [also: 2011 draft Mgthm Guidelines HIV/AIDS, Ch 3.2)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Date Completed |Completed |{Completed |Not yet Ongoing
The results |Need for Male
of recent  |MC strategy circumcisio
controlled |established nis
trials on by Developed |Pending provided
i medical MC [MOHSW, |by MOHSW |approval; |relying on
Narrative . .
in South developmen|/ TWG (see |may require |not yet
Africa, t partners - |Stage 2) advocacy |endorsed
Kenya and |PEPFAR, strategy
Uganda WHO/UN (eg, in
have family, CAs Jhpiego
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confirmed |(eg. pilot project,
that MC Jhpiego, which also
reduces the |[EngenderH presents an
incidence of |ealth, FHI). example of
HIV MC TWG task shifting
infection was in the field -
from established. nurses are
women to doing a
men up to |Challenges: large
60%. MC [1) proportion
rates are  |[Competing of the
about 70% |priorities; circumcisio
inTZbut |2) access to n cases).
vary greatly |services; However,
from region |3) HRH MC
to region. |issues; supported
MOHSW  |4) task in new draft
and its shifting TZ Mgtm
partners strategy; Guidelines.
identify 5) MC has
MC as an |not been Challenges:
important |integrated 1)
HIV in HIV sustainabilit
transmissio |prevention v;
n reduction |services 2) HRH -
strategy (in task
addition to shifting;
condom 3) weak
use) that health
involves system
men

Completion Date

Narrative

Policy Area: Other Policy

Policy: Prevention of Mother -to-Child Transmission of HIV (PMTCT) National Guidelines 2011
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(MOHSW/RCHS)
Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion
Completed |Completed |Completed 2012
Date
Revision Stakeholder|Stakeholder
and update |s: s: Same as
of PMTCT |MOHSWI/R |in Stage 2
National CH/ NACP,
2007 CDC, WHO,|Challenges:
Guidelines (TBXand |1)
due to new |local Adaptation
WHO partners.  |of WHO
guidelines. recommend
Key Challenges: |ations to TZ
players: 1) Low male|context;
MOHSW/ |participation|2) focus on |Guideline
RCHS. (18% technical |already
tested - and clinical |circulated
Challenges: [ANC clinic); laccuracy in [amongst
. 1) High HIV |2) HTC, ARV |stakeholder;
Narrative . . . .
infection inadequate [for mother |submitted
rate (6.9%) [community |and child, |and
of pregnant |involvement|infant pending
women and feeding; endorseme
receiving |planning for |3) nt
antenatal |PMTCT by |accommoda
care (2010);|councils;  |tion of
2) low 3) stigma  |partners in
coverage of |and PMTCT
ARV discriminati |services,
prophylaxis |on; and linkage
for HIV 4) low ART |to FP, STI
positive compliance;|and CTC
pregnant |early infant |services;
women diagnosis; |4) planning
(70%) and |5) weak of local
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for infants |linkage to |councils for
(76%) related PMTCT at
(below services; [facility and
MNSF 6) HRH community
target of > |(numbers |levels
96% by and skills)
2012)

Completion Date

Narrative

Policy Area: Other Policy

Policy: Prevention of Mother
MOH/ZACP, Second Edition

T to-Child Transmission of HIV [PMTCT], National Guideline [2011],

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Dat Completed |Completed |Completed |Completed |Ongoing
ate
ZACP/MOH |Stakeholder|Stakeholder
identified |s: sasin
need to MOH/ZACP |Stage 2.
update , PMTCT  |Key Endorseme
2006 TWG, CDC,|revisions in |nt for
guideline to |UN, FBX  |comprehen |Second
be sive edition was L
; . Training in
consistent |Challenges: |guideline: |not ¢
use o
with recent |1) Ensure |Eligibility  [necessary L
) ) guideline of
Narrative national that and when tojand the health
ea
policies; guideline |initiate ART |guideline is i
D . ) providers
scientific  |contribute [(women/ |already in
) ] ) has started
knowledge; [to further |infants/ circulation
internationa |reduction of children); |among
| standards [HIV what drugs |stakeholder
and WHO |infection to use; S
guidelines |among infant ARV
infants and |regime;
Challenges: that infant
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Lack of mothers feeding;
comprehen |receive infant and
sive ART,; responsibilit
PMTCT 2) ensure |ies of health
guidelines |improved |care
that quality and |workers for
address quantity of |delivering
ART needs |comprehesi |ARV.
of pregnant ve PMTCT
women, services, |Challenges:
infants and |including  |Adaptation
children. mother &  |of WHO
Coverage |infant recommend
of PMTCT |feeding; ations re:
is below 3) safety of |infant
universal  |[PMTCT; testing,
recommend [4) S&D feeding,
ations and |reduction; |support,
not gender [5) HRH for |capacity &
sensitive  [PMTCT HR issues

Completion Date
Narrative

Policy Area: Other Policy

Policy: Zanzibar

guidelines on HBC services, MOH/ZACP, Nov 2006

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion ) )
Ongoing Ongoing
Date
Zanzibar is |{The MOH
currently  |has decided
using its that it will
Narrative 2006 HBC |adopt the
Guideline |new
but does |guidelines
not currently
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consider it |under
user-friendl |developmen
Y. t for
Moreover, |Tanzania
the mainland.
guideline  |According
needs to be [to the
updated. [ZNHSP II,
Finally, the |80 percent
guideline  |of those in
was never |need of
translated |HBC should
to Swahili |be reached
nor were  |by 2016.
training The number
materials  |of those in
developed |need of
due to HBC has
funding increased
constraints. |rapidly in
Notably, in |Zanzibar as
Zanzibar |ithasin TZ
most HBC |mainland
is provided
at the PHC
level where
itis
essential to
have
guidelines
in Swabhili

Completion Date
Narrative

Policy Area: Pain Management for PLWHA

Policy: National Policy Guideline for Palliative Care Services (2012?) MOHSW

Custom
2013-05-24 10:51 EDT
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Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6

Estimated Completion . i

Completed |Ongoing Ongoing
Date

Serious TWG

pain established

manageme |1/12 (US

nt problem [funding).

in TZ. Early |The

advocacy |MOHSW,

by Tz TPCA,ORCI

Palliative , ELCT

Care and other

Association |stakeholder

members. |s currently

3/11: preparing

TPCA,ORCIl|for policy

, ELCT met |developmen

with t. )

Process just
MOHSW/
began;
) TFDA to Challenges:|

Narrative ) ) Initial

identify 1)

. . workshops
gaps in Insufficient
o , 2/12.

existing funding;

policies and |2)

guidelines |insufficient

for palliative |involvement

care/pain  |by lower

manageme |level

ntandto |providers;

standardize |3) need for

care. pain mgtm.

curriculum

Other for health

challenges: |providers to

1) faciltate

Regulations |[standardizat

:only ion of care;
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doctors can |4) policy/
prescribe |legal issues
opioids. need to be
2) Lack of |resolved.
training in
pain mgt.;
3) lack of
availability
of opioids

Completion Date

Narrative

Policy Area: Post Exposure Prophylaxis: occupational and non

-occupational

Policy: National Guidelines for Post Exposure Prophylaxis Services (MOHSW) (ongoing)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion )
Completed [Completed [Ongoing
Date
In 2011, MOHSW, |First draft
MOHSW, |CDC, ICAP, |completed
CDC, JHPIEGO |12/11.
JHPIEGO |and others |Second
and other |established |(probably
stakeholder [TWG and |final) draft
s identified |initiated expected in
need to |consultative|2012 after
. develop process. consultation
Narrative .
separate with all
PEP Challenges: |stakeholder
guidelines |1) Agree on |s.
as PEP was|ownership
not easily |and Challenges:
available |coordination|1)
and of PEP, an |Ensuring
accessible. (issue that (involvement
cuts across |of all
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Challenges: |all services |stakeholder
increase and in the |s (eg rape
PEP community; |survivors,
awareness |2) low police
and make it |awareness |(force);
available |of 2) Time
24/7 also  |importance |consuming
outside of PEP process;
health even 3)
facilities among Considerati

those on of need
participating |for
in process |appropriate
(stigma); |job aids in
3) issues  |Kiswabhili
related to
task shifting
to ensure
availability
of PEP

Completion Date

Narrative

Policy Area: Stigma and Discrimination

Policy: Comprehensive National Multisecoral HIV and AIDS Stigma and Discrimination Reduction
Strategy 2012 -2016 (Prime Minister's Office)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion
2009 2010-2011 |2011 2012 TBD
Date
At a 2009 |Large Lead: Strategy Not yet.
HPI- stakeholder |TACAIDS - |ready for  |Anticipated
. organized |meeting TA from ministerial |challenges:
Narrative L
meeting in |6/11 to HPI. TA endorseme |Needs
Morogoro |discuss/ma |also to nt (2/12), |disseminati
with PLHIV |ke Enabling  |but pending [on and
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and decisions |Environmen consistent
religious re: strategy |t, Advocacy advocacy
networks, |to be and for
and developed; |Communica multisectora
TACAIDS |TACAIDS |tion | adoption,
to develop |and 27 Steering implementat
S&D organization|Committee, ion, and
strategy for |s & S&D enforcemen
PLHIV, represented [ TWG, t. MARP
TACAIDS |, including |including section may
advised different support of encounter
initiation of |ministries, [two resistance.
a national |CA, CSO. |consultants.
umbrella  [Small Technical
S&D technical |review
strategy working delayed
instead. group draft to
TACAIDS |drawn from |ensure
requested (this group: |inclusion of
HPI's TA |TACAIDS, |MARP
and support [NACP, strategy.
for national [MOHSW, |Final editing
strategy NACOPHA |completed.
developme |(PLHIV Barriers
nt. No representati [encountere
funding was|on), d at all
available in |President's |stages:
HPI's Office/ long, slow
budget; Publ.Serv.M|process;
activity had |gtm. extensive
to wait until |Committee, |consultation
FY11/12 Assoc.of TZ|needed for
(notin Employers |different
TACAIDS types of
or HPI's approval
workplan)
Completion Date
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Narrative

Policy Area: Stigma and Discrimination

Policy: HIV/AIDS Prevention and Control Act 2008

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6

Estimated Completion )

Date Completed |Completed |Completed |Completed |Ongoing
In the Controversy|Process: In Law is
1980s, HIV [re: 2001, under
beganto [|protection |TACAIDS review.
present of rights of |was Ongoing
health and |PLHIV established awareness
human versus to creation
rights seronegativ |coordinate and
challenges. |e HIV advocacy to
Before population. [response, |Law passed |disseminate
enactment [MOJCA worked quickly in  |law by
of the law, |commission |with 2008 due to|many
PLHIV had |ed study in |MOJCA and|Presidential |stakeholder
no specific 2001 othersto  |commitment|s (MPs,

i protections. [supported |draft (statements |CSOs,

Narrative . .
CSOs, by the proposals |in media; |others).
including  |Policy for an HIV |launch of
PLHIV Projecton |and AIDS |country-wid [Challenges:
networks  |existing law, e VCT Developme
challenged (laws in addressing |[campaign in|nt of
issues such [Tanzania - |issues that |2007). regulations
as whether emerged is stalled -
discriminati they were |from the contentious
on and adquate for |study issues need
human effective (mentioned to be solved
rights HIV in Stage 2). (eq.
abuse response. |Considerabl criminalizati
pertaining |Extensive |e on and
to country-wid |controversy punishment
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confidentiali |e advocacy |lead to for willful
ty and by CSOs |extensive transmissio
disclosure |(eg, LHRC, |consultation n, which
of TAWLA WA |and study contradicts
sero-status, [MATA, tours to criminalizati
aswellas |TGNP, USA and on of
willful PASADA) |Asian discriminati
transmissio [took place. |countries on). To date
n, which with such no test case
kept people laws. has gone to
from court using
seeking the HIV and
services. AIDS Law.
Completion Date
The polic
. .p . Y Regulations
criminalizes )
aer being
HIV and
developed
AIDS
. and plans
. transmissio
Narrative aer
n and
) underway to
increases "
. maintain
stigma and ]
C S&D into
discriminati .
regulations.
on.
Policy Area: Stigma and Discrimination
Policy: Penal Code Cap 16 (2002)
Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion ) ) ) )
Ongoing Ongoing Ongoing Ongoing
Date
According |TACAIDS/ [The Penal [[Implement
to the Penal| MOHSW Code was |ed; see
Narrative Code Cap |has decided|None amended in |issues
16 (2002) |to consider 2002 (to related to
punishable |provision of incorporate [SOSPA
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offenses medical changes under
include services a implied SOSPA
prostitution |right for all w/passing [table]
and Tanzanians, of SOSPA
unnatural |including 1998)]
carnal key
knowledge |populations.
(interpreted |Advocates
to include |appear to
homosexual|consider
relations). |advocacy
Consider-a |for
ble S&D decriminaliz
exist in ation too
Tanzania |risky in
towards current
PLHIV and |climate,
key fearing
populations. |possible
Criminalizat [backlash
ion of sex
work,
injecting
drug use,
and MSM
creates
challenges
in terms of
people not
seeking
services,
lack of
willingness
to reveal
positive

sero-status,
etc.
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Completion Date

Narrative

Policy Area: Strengthening a multi

development programs

-sectoral response and linkages with other health and

Policy: National Guidelines for Nutrition Care and Support for People Living With HIV (2009)
MOHSW/TFENC (TZ Food and Nutrition Center)

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion ) February
Completed |Completed |Completed |2009 Ongoing
Date 2012
Problem Stakeholder [Key According
identified by|s: stakeholder to TENC,
MOHSW/N |MOHSWI/TF|s the policy
ACP/ NC, NACP, IMOHSW, document
TFNC. MoCDGC |TFENC, has been
WHO, NACP, distributed
Challenges: |UNICEF, |UNICEF, to all health
1) Lack of |SUAand |SHIDEPHA facilities in
appropriate |CSOs. +, Tanga the country
nutrition TWG, and the Ongoing
information |Challenges: [COUNSEN policy is discussion
and 1) Lack of a [UTH, SUA, [Endorsed |being with
Narrative education |national AMREF, by MoHSW |(utilized by |stakeholder
among nutrition Stakeholderfin 2009 |service son
service guideline for|s met many providers as|evaluation
providers |all times and reference |and update
re: PLHIV; [HIV/AIDS |produced material for
2) service the different
inadequate |providers; |guidelines groups and
knowledge |2) Different |for nutrition individuals
and skills  |needs of |and providing
among PLHIV support of nutrition
providers |regarding |PLHIV in care and
re: nutrition early 2009. support to
integration |requirement PLHIV.
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the services|treatment; |stakeholder Weak
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BCC, VCT, |among professions follow-up
PMTCT, providers; |and
CTC, HBC |4) Program |background
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3) weak 5) difficult to
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programs

Completion Date

Narrative

Policy Area: Strengthening a multi

development programs

-sectoral response and linkages with other health and

Policy: National HIV and AIDS Communications and Advocacy Strategy (2012?), PMO/TACAIDS

Stages:

Stage 1

Stage 2

Stage 3

Stage 4

Stage 5

Stage 6

Estimated Completion
Date

2012

Narrative

Need to
update
National
HIV and
AIDS
Communica
tions and
Advocacy
Strategy
2006
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TACAIDS in
order to
align it with
the new
draft
National
HIV and
AIDS Policy
2011. Only
initial steps
taken

Completion Date

Narrative

Policy Area: Strengthening a multi

development programs

-sectoral response and linkages with other health and

Policy: National HIV and AIDS Policy (2011) PMO/TACAIDS

Stages: Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage 6
Estimated Completion 31-July
Completed |Completed |Completed Done
Date 2012
TACAIDS |Stakeholder|Stakeholder Initial steps
idetified s: TACAIDS|s: TACAIDS taken to
need to (lead), lead, o bring other
Interministe )
update MDAs, developmen| | | policy
rial
2001 private t partners, documents
] endorseme | ) ]
National sector, WHO, ] in line with
. nt pending.
. AIDS Policy [CSO, FBO, |USAID, i new 2011
Narrative ] Policy has )
academics, |UNDP, . policy (eg.
) been edited ]
Challenges: |develop-me |multi-sector d National
an
2001 nt partners. |al TWG, Multisectora
. . translated ]
policy religious . . || Strategic
into Swabhili
outdated |Challenges: |leaders and Framework
and not 1) High risk |representai on HIV and
aligned with |populations |ves from AIDS
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| guidelines, |included in Multisectora
advances in|oudated Challenges: [ HIV
medicine {2001 policy, |Harmonizin Prevention
and HIV/ AIDS |g interests Strategy
technology, |Law and and (2009-2013)
changing |other differences and
socio-econo|policies; among Tanzania
mic context, |2) service |stakeholder National
determinant |provision  |s who bring Multisectora
s of HIV inequity their cultural [ HIV and
infection,  |(rural-urban jand AIDS M&E
institutional |areas - traditional annual
set up, limited values to plans (2011
scale up of |ARTand the policy to 2012).
HIV condom developmen Ifakara and
prevention, |outlets in |t process TACAIDS
emerging |rural areas); are
best 3) weak currently
practices, |[support to conducting
new M&E [PLHIV and studies on
coordinatio |affected MARPs
n, persons;
requirement(4) weak
for HRH
accountabili
ty

Completion Date

Narrative

Policy Area: Strengthening a multi

development programs

-sectoral response and linkages with other health and

Policy: Zanzibar National HIV Strategic Plan Il [ZNSP

-1l] 2011-2016, VP/ZAC

Stages:

Stage 1

Stage 2

Stage 3

Stage 4

Stage 5

Stage 6
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Dat Completed |Completed |Completed [2011 On going
ate
ZAC Stakeholder |Stakeholder ZNSP-II will
identified |s: ZAC lead |s were inform
need to multi-discipliisame as in update of
update nary Stage 2. Zanzibar
ZNSP-I steering Through National
(2005-2009 [committee; |consultative HIV/AIDS
) to address |TWG, UN |process, Policy
gapsin Joint team; |developed [2004],
national dev. ZNSP-2 Guidelines
HIV partners;  [focusing on for
response |[PLHIV; five Zanzih
and MARPs, priorities: HIV and
alignment |reg. reps; |Prevention AIDS
with of new Programme
; . . Endorsed o
Zanzibar  |Challenges: |infections; o Monitoring
by Minister
Strategy for |1) MARPs |treatment System
] of State,
Growth and |are major |care and , , (ZHAPMoS)
: . . First Vice
Narrative Reduction |driver of the |support; . , 2006;
. . o President's .
of Poverty |epidemic; |mitigationof| = Zanzibar
) Office in )
(ZSGRP). |2) needto |[socio-econo National
] o September
incorporate |mic impact; 2011 HIV&AIDS
Challenges: |new creation of Advocacy
1) Low HIV |national enabling and
prevalence |policies/ environmen Communica
-very high|guidelines |t; and tion
among and best research, Strategy
MARPs; practices, |monitoring [2007 7
2) high HIV |and use and 2009],
awareness (them to evaluation. Media
- little scale up; Guideline
change in |3) translate |Challenges: for
behavior.  |high HIV Reaching Reporting
ZNSP-1 awareness |consensus HIV and
was health |into on how to AIDS in
focused, behavior |deal with Zanzibar
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Technical Area Summary

Technical Area: Care

PN

Technical Areas

Budget Code Budget Code Planned Amount On Hold Amount
HBHC 18,735,494(0
HKID 24,526,501|0
HVTB 6,286,035|0
PDCS 1,675,683|0
Total Technical Area Planned
. 51,223,713 0
Funding:

Summary:

USG/T supports the URT to deliver health and social services to improve the quality of life for an
estimated 1.4 million Tanzanians infected by HIV (UNAIDS report on the global AIDS epidemic 2010) and
nearly 18 percent of children under age 18 who are considered Orphans and Vulnerable Children
(Tanzania HIV/AIDS and Malaria Indicator Survey, 2007-08). The program implements activities using
three main strategies: (1) enhancing national-level coordination and technical leadership of care and
support for PLHIV and OVC; (2) strengthening service delivery systems and mobilizing resources by
building capacity of local governments and civil society; and (3) providing critical health and social
services directly to PLHIV and OVC. These efforts resulted in care and support services provided to
220,000 vulnerable children most affected by the virus and 450,000 PLHIV (APR 2011).

USG/T works closely with the URT to implement its activities. In 2009, USG/T successfully negotiated a
Partnership Framework with the URT which is in year three of its implementation plan (PFIP). USG/T
and its partners also collaborate with and provide technical assistance to the National AIDS Control
Program (NACP) and the Department of Social Welfare (DSW) under the Ministry of Health and Social
Welfare (MOHSW), to develop relevant national guidelines and strategies which are used by service
providers and USG partners to ensure quality and standardized services.

However, USG/T and its partners still face critical challenges to ensuring quality care for Tanzanians
infected and most affected by HIV. Firstly, the sustainability of the response is uncertain, as USG/T
currently directly funds roughly 80% of care and support activities within the country, including 100% of
home-based care services. Furthermore, linkages and referrals between health facilities and
communities remain weak; similarly, linkages between programs to ensure comprehensive health
services are also limited. At the national-level, the MOHSW continues to struggle with prioritizing and
mobilizing resources for critical initiatives that will support national and USG/T goals for care and support
for PLHIV and vulnerable children. For instance, FY 2011, the DSW, which is tasked with coordinating
the OVC response, received less than 1% of the MOHSW budget to carry out its mandate. Furthermore,
the URT has been reluctant to approve the use of lay workers to counsel and test for HIV, which hinders
service providers from widely scaling-up HIV counseling and testing (HCT) at the household level, a
critical intervention for Positive Health, Dignity, Prevention (PHDP) programs at the community level.
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MAJOR ACCOMPLISHMENTS

In COP 2011, USG/T strengthened linkages between facilities and communities, improved the
management and governance of local government authorities (LGAS), and supported national structures
in coordinating the response to care for HIV-affected households. Through aggressive interventions,
USGI/T introduced active TB case finding among PLHIV, resulting in TB screening of 73.4% of PLHIV, as
reported in APR 2011, compared to 71% in APR 2010. In addition, strengthening of facility-community
linkages has resulted in a 26% increase in the number of HIV-affected children receiving treatment since
FY 2010, contributing to nearly half of the URT goal.

Improvements in community-based care for PLHIV and OVC have been strengthened by the
development of national PHDP guidelines. The guidance responds to strategic shifts in provision of HBC
services, which are now more focused on prevention of re-infection and general well-being rather than
palliative care. In addition, USG/T supported the government to launch a national para-social worker
model that has resulted in the training and placement of approximately 3,000 para-social workers. This
initiative supported the development of curricula and qualification for the social work profession.
Establishment of a new social work scheme of services, which supports decentralization of the social
work system, will ensure integration of qualified social work professionals into local government structures
and budgets.

KEY PRIORITIES AND MAJOR GOALS IN THE NEXT TWO YEARS

Resources from COP 2012 will target increasing program sustainability and addressing critical challenges

to linkages and referrals to health and social services for PLHIV, their families and vulnerable children.

USG/T will roll out critical strategic program shifts that respond to the changing needs of PLHIV and OVC

in a mature epidemic and address program sustainability. Significant resources have been allocated to
strengthening | ocal gover nme rmdresadd syppoa activities;puildingd manage me
capacity of communities and civil society to improve support to PLHIV and OVC; and building human

resource capacity nationally to effectively provide health and social welfare services.

USGI/T has been prioritizing strengthening the continuum of care approach, which is consistent with the
Tanzania Global Health Initiative (GHI) strategy launched in September 2011 and will continue in COP
2012. In line with the strategy, planned procurements and continued support in FY 2012 are aiming to
ensure a full range of sustainable, community-based interventions that meet the comprehensive health
and well-being needs of PLHIV and OVC. This includes improving access to reproductive, maternal and
infant/child health services (GHI Intermediate Result 1) and increasing health-seeking behavior through
health promotion and behavior change communication (GHI Intermediate Result 3) amongst PLHIV and
OVC households. These initiatives will receive support from COP allocations in addition to PMTCT
Acceleration plan and Gender Based Violence initiative funds.

Prioritizing strengthened linkages between facilities and communities in the current year will continue to
be a key strategy in COP 2012 to address high levels of loss to follow up in facility programs.
Interventions will result in improved health for HIV-infected and affected children. Interventions to
scale-up PMTCT and HIV early infant diagnosis (EID) at the community-level to prevent HIV infection in
children will also be a major focus. Current USG/T efforts increase and improve integration of nutrition
assessment, counseling and support (NACS) across Care programs. In addition, gains in child health
will be achieved by promoting integration of OVC, maternal newborn and child health (MNCH), PMTCT,
and pediatric AIDS programs to ensure the continuum of care for HIV-affected children.

Over the next two years, the care portfolio will continue to shift its strategy toward HBC service provision
to address the changing needs of the 20% of PLHIV who currently receive ART (APR 2011) and, as a
result, are living longer and healthier. These beneficiaries are increasingly requiring less palliative care
and more comprehensive health and social services. An assessment of HBC workers, kits, and support
to the government was conducted in FY 2012 in order to utilize the data to update HBC strategies and
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guidance. USG/T will also build upon a pilot that was initiated in FY 2011 which integrated HIV
community care into MNCH community health workers training. USG/T will expand the pilot to two
additional districts and provide a grant to MOHSW to develop a community health strategy that will
harmonize community-based health promotion and present facility-based services to form an integrated
platform for comprehensive health. Strategies to promote the para-social worker model and piloting of
child protection systems will be implemented to reduce the incidence of gender-based and sexual
violence, both of which are key contributors to HIV infection. These activities will be supported through a
partnership with UNICEF and resources from the global Gender-Based Violence (GBV) Initiative.

Finally, USG/T will focus on promoting program sustainability by increasing URT and local capacity to
plan and provide services, a key activity of the PFIP. Significant investments will target strengthened
skills and numbers of community and facility-based care providers through human resource for health
(HRH) activities. Furthermore, USG/T will continue to invest in building management capacity and fiscal
accountability of LGA structures to improve planning and implementation of HIV-related programs and
service integration at local levels. For interventions at the household level, the program will leverage
investments from the flagship Feed the Future program to enhance food security and nutrition for PLHIV
and OVC households. USG/T also plans to intensify household economic strengthening interventions
to increase household economic security and reduce vulnerability of PLHIV and OVC households.

ALIGNMENT WITH GOVERNMENT STRATEGY AND PRIORITIES

USG/T will provide significant technical, financial, and capacity building support to the URT to promote
strategies and achieve goals that drive the national response to HIV/AIDS. Over the years, USG/T has
supported the National AIDS Control Program (NACP) to implement Quality Improvement (QI) measures
across HIV/AIDS service platforms. In COP 2012, USG/T will continue to support QI work to standardize
operating procedures in delivering quality services to PLHIV and OVC. USG/T is also supporting the
URT to review and update the pediatric HIV care and treatment guidelines, training package, and job aids
to align with 2012 WHO guidelines. In support of efforts to improve TB management among children,
USGI/T is also providing technical assistance to the Ministry of Health National TB and Leprosy program
(NTLP) to develop pediatric TB/HIV guidelines, corresponding training materials, and job aids.

Within the OVC program, USG/T will build on findings from an evaluation of the National Costed Plan of

Action for Most Vulnerable Children, 2007-2011(NCPA); the UNICEF-supported report, Violence Against
Children in Tanzania; and other available data to support the URT in developing a subsequent plan that

will help guide the OVC response over the next several years.

COLLABORATION WITH OTHER DEVELOPMENT PARTNERS

The care portfolio will prioritize increasing support and engagement from URT and other key stakeholders
to promote sustainability of the HIV/AIDS response. In addition, collaboration with a variety of
development partners will be used to enhance national investments. For instance, to promote
improvements in the evidence-base around social safety nets for PLHIV and other vulnerable populations,
USG/T will conduct evaluation activities of the planned national cash transfer program implemented by
the Tanzania Social Action Fund (TASAF) and supported by the World Bank as well as co-funding the
follow-on national safety nets program. Collaborations with UNICEF are ongoing to strengthen child
protection systems and support Department of Social Welfare to coordinate the national response to
OVC. Furthermore in COP 2012, USG/T will collaborate with UNICEF to extend reach to nutrition
services to severely undernourished PLHIV and OVCs, prioritizing women and children in 1000 days of
i fe. The intention is to |l everage UNICEF6s core comp
services and ensure continuum of care services.

POLICY ADVANCES OR CHALLENGES

Sustaining the HIV/AIDS response through increased Tanzanian ownership and investments in HIV care
and support activities continues to challenge the USG/T care portfolio. This challenge is especially
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reflected within the OVC portfolio, which is shifting from a commaodity-driven approach to prioritizing
service delivery, systems and community safety net strengthening, household economic security, and
Tanzanian leadership of interventions. USG/T team continues to work with partners and government
counterparts to provide guidance and support in implementing more sustainable approaches, while
focusing investments on capacity building at decentralized levels.

Lack of URT approval of a home-based counseling and testing guideline for use of lay counselors is
another challenge. This has slowed the recruitment of clients in both clinical and community care and
hindered an opportunity to test family members of HBC clients. In response, USG/T continues
discussion with the government and other development partners to address this gap. In addition, the
portfolio continues to face challenges in moving towards a more integrated health programming within the
existing portfolio, as outlined in the GHI strategy. The USG/T team will work to address this challenge at
the implementation-level, partly through strategic changes in community-level human resources to
consolidate services given by care providers (i.e. community-health workers, HBC volunteers,
para-social workers, and other cadres that deliver services in communities). Using care providers as an
entry point to integration, USG/T expects to be able to strengthen program linkages and referral networks
across the continuum of care.

EFFORTS TO ACHIEVE EFFICIENCIES

The care portfolio appreciates the impact of continued funding constraints and increasing limits on URT
financial capacity; thus the program will continue to prioritize efficiencies in programming. Sustained
investments in quality improvement across the HBC and OVC programs will achieve efficiencies in
service delivery and program costs. In addition, through innovative public private partnerships with
General Mills International and collaboration with Power Foods Tanzania and Nutriset France that were
initiated in 2011, the Global Fund to Fight AIDS, Tuberculosis, and Malaria (GFATM) and USG/T Care
program will continue to benefit from reductions in procurement costs and efficiencies in the distribution of
locally procured of Ready to Use Therapeutics Foods. Capacity building and technical assistance
investments of partners will focus on improving budgeting and costing skills for program interventions as
well as utilizing costing data to better inform program decision making. Lastly, the revamping of HBC kits
is expected to produce further cost savings and efficiencies in commodity procurement.

EFFORTS TO BUILD EVIDENCE BASE

The USG/T care portfolio has prioritized several ongoing efforts and planned activities to inform the
evidence base for effective planning and decision making. As international evidence and policy
responds to the changing needs of PLHIV and OVC in a maturing epidemic, the care portfolio plans to
initiate or continue evaluation and documentation of innovations in HBC and OVC service delivery
models. These plans include piloting an integrated health programming model in the Lake Zone, which
wi || |l everage the Presidentdés Malaria I|Initiative and
services for HIV-affected children. Furthermore, USG/T will pilot several interventions to protect
vulnerable children from physical and sexual violence, particularly models for improving child protection
systems at the community to the judicial levels. USG/T will also invest in assessing the social safety net
program piloted by TASAF, which will provide critical information to guide the government
decision-making about the potential for a government-sponsored cash-transfer safety net program.
Finally, the care portfolio will support assessments that examine the roles of HBC volunteers, the package
of household services provided to PLHIV, and the contents of HBC kits in order to inform changes in
program implementation.

CROSS-CUTTING PROGRAM ELEMENTS

Public Private Partnerships

The care portfolio plans to leverage private sector engagement to promote vocational training and
employment of vulnerable youth and PLHIV and facilitate market linkages with beneficiaries who are
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engaged in income-generating activities. In addition, USG/T will promote private sector contributions to
scholarships for secondary education and vocational training targeted at vulnerable girls and women.

Key Vulnerable Populations and Targeted Interventions

Given the GHI priority of improving quality of life for girls and women, USG/T will support several
interventions that reduce vulnerability and improve the health of this targeted group. Interventions
include a scholarship and vocational training project for girls that aims to improve employability,
strengthen life skills, and increase adoption of healthy behaviors. Another planned intervention aims to
improve access to reproductive health and family planning (RH/FP) services for vulnerable girls. USG/T
will ensure that vulnerable girls and women are targeted with quality prevention and care services through
the implementation of several centrally funded initiatives: the PMTCT Acceleration Plan, NACS
Integration Plan, and the GBV Initiative.

Health Systems Strengthening

The USGI/T care portfolio for COP 2012 will supplement current efforts to strengthen LGA capacity by
increasing health and social welfare investments at the regional, district, and ward levels. A follow-on
program is planned to strengthen the capacity at regional and district levels to manage HBC and OVC
programs, through technical assistance and mentoring of local governments and civil society
organizations that are tasked with developing, delivering, and managing HIV care services. The aim is
also to ensure fiscal accountability and increase prioritization of resources for HIV/AIDS care and support
interventions at LGA levels. USG/T will continue to invest in the development of the social welfare
workforce that will contribute to improved services for vulnerable children. Current USG/T funds are also
being allocated to improve the care and support skills of home-based care providers by training them to
roll-out PHDP interventions and increase health promotion and screening services.

CARE PORTFOLIO PRIORITIES

Home-based Care and Support

The package of family-based services that USG/T provides for adult care and support as well as OVC
includes ART adherence, cotrimoxazole provision, management of opportunistic infections (Ols), and
NACS. Interventions to reduce the risk of HIV transmission and re-infection are incorporated into all
levels of programming.  USG/T has identified economic strengthening interventions to be a critical
component within the portfolio. Development Alternatives Inc. received a three-year grant in FY 2011 to
provide enhanced and increased economic strengthening activities for PLHIV and OVC households.
Further economic strengthening interventions are planned for expansion into new regions in COP 2012.
Meanwhile, coordination with multilateral support mechanisms, including the GFATM, enhances primarily
commodities and nutrition activities.

In FY 2011, USG/T supported the URT at the national level to initiate the revision and development of

critical guidelines to improve care for PLHIV, which remain a priority in FY 2012.  Recent revisions to

the national HBC guidelines will incorporate the development of standard operating procedures outlining

how HBC services will be packaged and delivered. In addition, USG/T supported URT in drafting the

national PHDP integration guidelines, helping to pave the way for implementation of PHDP approaches in

community and facility-based care services. Efforts are currently underway to include PHDP into the

national training curriculum for home-based care providers. In FY 2011, PHDP monitoring and

evaluation tools were developed and PHDP indicators are in the process ofinclu si on i nto partners
implementation plans for the current year.

At the service-delivery level, USG/T will prioritize health and social service integration to strengthen the
continuum of care for PLHIV and OVC. Over the next two years, service delivery packages in OVC and
HBC programs will be refined to increase sustainability and program efficiency. Investments in HRH,
including strategies that support HBC service providers and the social welfare workforce, will be a key
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component of this strategy. The program will conduct assessments of HBC and OVC service provision
to determine the current needs, how services are delivered, and identify gaps, particularly those related to
continuum of care. This information will be used, along with data from a similar assessment of maternal
and child health workers, to develop efficiencies in HIV service provision. Assessments of the current
national HBC kits will help to identify a revised list of contents that can adequately respond to the
changing needs of HBC beneficiaries. Due to the increased numbers of eligible PLHIV, an insufficient
supply of cotrimoxazole has become problematic in meeting the requirements of this group, as per the
current national guidelines.  Collaboration with the GFATM and URT will help to address this issue and
ensure a sufficient and sustainable supply of cotrimoxazole will be available.

Pediatric Care and Support

In Children and AIDS: Fifth Stocktaking Report 2010, UNICEF reported that an estimated 160,000

children are living with HIV in Tanzania. USG/T and its partners support MOHSW to provide clinical and
community services to these children. -udPRtanfori ne wi th th
PMTCT and Pediatric HIV Care and Treatment (2009-2013), USG/T plans to increase the number of

children on treatment from the current 21,000toap pr oxi mately 30, 000 by FY 2013,
goal of ensuring that 20% of all clients on treatment are children. In order to achieve this, technical

support will be provided to scale up HIV EID through strengthened linkages between facilities and

communities. Interventions for the current year and planned for COP 2012 will contribute to all three

intermedi ate results of Tanzaniabs GHI Strategy by inc
EID and PITC; strengthening health systems to improve pediatric HIV care; and increasing adoption of

health seeking behaviors through community-level behavior change and outreach interventions, which will

promote linkages to health facilities for HIV-infected and exposed children.

Since FY 2011, USG/T supported improved government coordination by strengthening the national
Pediatrics HIV Technical Working Group and development of a Centers of Excellence for pediatric AIDS
in the Southern and Lake Zones to improve pediatric HIV management. However, there are still
challenges in scaling up EID and following-up with HIV-infected and exposed children at the
community-level, partially due to low levels of community awareness of pediatric HIV services. USG/T
began to address these challenges in COP 2011 by scaling-up EID and ART initiation of HIV-exposed
infants, and will continue to do so in COP 2012 .  Activities will include strengthening linkages between
OVC and MNCH programs, increasing community-level outreach and referrals, and improving tracking of
lost to follow-up clients with children. These interventions are also expected to increase community-level
education and support for continued breastfeeding of HIV-exposed infants in addition to supporting the
national scale up plan for PMTCT.

A planned health and HIV integration pilot in the Lake Zone, which will leverage community-level
interventions in pediatric AIDS, child health, and OVC services, will also provide USG/T with information
on best practices in community-based identification for EID as a crucial component to the continuum of
care for HIV-exposed infants.

TB/HIV

The goal of the TB/HIV program is to support national efforts to strengthen integrated TB/HIV activities.
USG/T supports TB/HIV in the country by working directly with MOHSW, through the National TB and
Leprosy Program, the NACP, and implementing partners.

USGI/T efforts increased the number of PLHIV screened for TB from 71% in APR 2010 to 73.4% in APR
2011. In COP12, the program aims to reach full coverage TB screening by supporting quality
improvement initiatives at the facility level, and training home-based care providers to screen potential TB
infection and refer clients for testing.  In addition, the program will continue to promote use of the
standardized TB screening tool, which was harmonized with the patient monitoring system throughout the
country. New laboratory techniques will be evaluated and rolled out to increase TB case detection.
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Despite these accomplishments, identification of active TB cases remains a challenge due to limited
community-level awareness about TB and weak linkages between the facilities and communities.

Scaling up i mpl e menmensAiediTB casedirfding (IKK), inBctibn&antrol (IC), and
isoniazid preventive therapy (IPT) i is a key priority for COP 2012. Community-level implementation of
the 3 | d6ds aims to maintain the health of TB patients a
family members and the wider community. USG/T will scale-up TB case finding by using
community-level health workers to locate and refer TB patients who have stopped collecting their
medication to appropriate health facilities. TB management will be strengthened within the scope of HBC
volunteer work, which will include TB treatment adherence support, education of household members and
families, stigma reduction, and psychosocial support. Community sensitization about TB and linked
outreach activities will work towards increasing the demand for TB screening and other services, such as
promotion of the importance of BCG vaccine for children.  Furthermore, the program will continue to
strengthen M&E through supportive supervision and mentorship to health care providers in order to
deliver quality data and incorporate its use in improving health services.

Multiple development partners and multilateral bodies are also supporting implementation of difference
aspects of TB control activities. At the national level, COP 2012 will direct activities toward
strengthening coordination of such activities throughout the country, such as engaging in the TB/HIV
TWG as well as working with TB/HIV coordinating committees at the district and regional levels.

Food and Nutrition

NACS is a critical component of the HIV/AIDS portfolio and cuts across key program areas, particularly
treatment, care, and OVC services. NACS services reduce malnutrition in adults and children infected
with HIV, which is a major cause of HIV-related morbidity and mortality. USG/T along with its Food and
Nutrition program partners and URT, use the NACS approach to improve the nutrition of PLHIV,
particularly positive mothers and their children. In FY 2010 and FY 2011, USG/T supported the national
technical working group on nutrition and HIV to develop guidelines for quality NACS services and
procurement of nutrition therapeutics, which has increased efficiency in distribution of nutrition
commodities at facilities. In FY 2011, USG/T began implementing the NACS/PMTCT Integration Plan,
which aims to increase HIV-free child survival; use nutrition indicators (e.g. growth faltering as a proxy
for chronic illnesses) to identify HIV-exposed children for HIV services; and increase access to maternal
and child nutritional services. The integration plan also supports Intermediate Results 1 and 2 of
Tanzaniads GHI strategy by supporting integrated, qual
health systems. Please refer to the NACS Integration with PMTCT Acceleration Plan submitted with
COP 2012, for more details on these interventions.

The nutrition program still faces several challenges. The lack of effective nutrition assessment tools and
nutrition information materials result in inadequate dissemination of information about nutrition and infant
and young child feeding to expectant and lactating mothers at facilities and in communities. The
nutrition program is also challenged by continued use of services that emphasize food distribution as the
center of nutrition rather than more sustainable NACS interventions. In addition, referrals to nutrition
services in communities are weak, partially as a result of inadequate prioritization of nutrition interventions
in district-level government plans and budgets.

In response to these challenges, USG/T is promoting universal application of the NACS tools in COP
2012 and evaluating its effectiveness in addressing the nutrition needs, while targeting pregnant mothers,
through PMTCT program linkages, and children for services. NACS interventions will prioritize
strengthening capacity of district councils and community structures to provide essential NACS services
through capacity building of LGAs and working with existing OVC, HBC, and PMTCT programs.

Effective referral linkages to the Feed the Future program will help to expand the available resources for
eligible beneficiaries.
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Orphans and Vulnerable Children (OVC)

The scale of child vulnerability to the impacts of HIV/AIDS in Tanzania has critical implications for the
nationds health and deyv el BWuofehildren on damdasia are colsiplgged o X i ma t
vulnerable as defined by eight criteria of the URT. Of those, more than 1.3 million children have lost one

or both of their parents to AIDS and roughly 160,000 children in Tanzania are living with HIV. In addition,

the recently released report commissioned by UNICEF, Violence Against Children in Tanzania, revealed

that nearly one out of three girls and one out of six boys have experienced some form of sexual violence

prior to the age of 18.

In response, USG/T supports URT to provide adequate care and protection services to children and their
families who are vulnerable to the impact of HIV/AIDS. In partnership with the MOHSW and guided by
the PFIP, USG/T is investing in improving national and decentralized policy and programming;
strengthening civil society and community-level safety nets; and enhancing quality and accessibility of
health and social services for vulnerable children.

Since the signing of the Partnership Framework, USG/T has made significant headway in strengthening
the URT to care for and protect OVC. Most recently, USG/T supported an evaluation of the
implementation of the NCPA and will facilitate the development of a subsequent plan that emphasizes
program sustainability and a multi-sector response to OVC.

Despite these achievements, there is a significant unmet need for interventions to protect and support
vulnerable children in Tanzania. The loss of GFATM support to the OVC national response in 2010
resulted in a reduction of at least 42% of funding for vulnerable children. Of the more than 2 million
orphan and vulnerable children caseload projected in the NCPA |, 69% have yet to be registered or
provided with any kind of service. The majority of these children live in families; however, most of these
households are headed by chronically ill adults and elderly grandparents, while 12% are headed by
children themselves.  Furthermore, a severe human resource shortage within the country exacerbates
the gaps in access to services for vulnerable children. For example, there are approximately only 114
social welfare officers working nationally, roughly 1 per 200,000 children, in communities where most
vulnerable chidr ends commi ttees have been established, their p
capacity and lack of technical support and guidance.

In response to these gaps, USG/T will collaborate with the World Bank to prioritize strengthening the
capacities of households and communities, with targeted investments in the national social safety nets
pilot program. In addition, there will be an increase in funding for the scale-up of evidenced-based
economic strengthening interventions. USG/T will focus on capacity development at the local
government level and within civil society to design, manage, implement, and mobilize resources for OVC
programs.

USGI/T is currently support URT to develop and implement a follow-on national plan of action that will
emphasize a multi-sector response, address gaps in the former plan, and further enable country
ownership and support for the national response to OVC. In COP 2012, USG/T will strengthen linkages
with other HIV and health interventions to enhance leverages and integrate services with a focus on
contributing to PMTCT scale-up, increasing use of reproductive health services amongst adolescent
OVC, and ensuring HIV-infected children access treatment.

Technical Area: Governance and Systems

Budget Code Budget Code Planned Amount On Hold Amount
HLAB 6,454,300|0
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HVSI 6,342,028|0
OHSS 37,189,539|0
Total Technical Area Planned
. 49,985,867 0
Funding:
Summary:
INTRODUCTION

Tanzania is in the process of Decentralization by Devolution in all sectors, which means that 133 Local
Government Authorities (LGAS) are responsible for service delivery at district and lower level facilities.
The Ministry of Health and Social Welfare (MOHSW), who is recognized as having technical expertise,
remains as the policy and normative body and conducts supervision. It also oversees tertiary care
facilities at the zonal level, while coordinating with regions on the management and supervision of
regional hospitals. However, the LGAs are responsible for planning, coordinating, and providing quality
and comprehensive health services at district hospitals, health centers, and dispensaries under the

| eadership of t he -Regibnaddnihistraiion ane ltodaskGov@rmrhent¢PMO-RALG). In
addition to these multiple actors, the Presidentds Off
responsible for all public services employees, and the Ministry of Finance, which is responsible for
financing of health services, are also heavily involved in the healthcare system. Additionally,
approximately 40% of health facilities are private sector, including faith-based and for-profit providers.
Traditionally, these facilities have been critical in the service delivery scheme, and indeed many
faith-based facilities work with a service agreement to function as a district designated hospital. With the
passage of the Public Private Partnerships Act of June 2010, the MOHSW is emphasizing the importance
of having LGAs coordinating and entering into service agreements with private healthcare providers.

There are three primary constraints for sustainability in the health system with the most visible being a
dramatic shortfall of adequately trained human resources for health (HRH), with nearly two-thirds of the
positions vacant, particularly in remote areas. Aside from the challenges of attaining a doctor or
nurse-to-patient ratio that meets WHO standards, there are serious issues of inequity with an inability to
recruit or retain skilled health workers in rural areas due to very poor infrastructure such as lack of water,
power, and schools. Other HRH challenges include low staff retention caused by low salary levels, lack of
opportunity, and poor performance management. Acute shortage of qualified staff sometimes calls for
other staff cadres to multi-task beyond their job descriptions. For example, non-medical health workers
often play an important role as lay counselors and home-based care providers. Yet, the HRH strategic
plan does not recognize non-medical health workers. Efforts are underway to explore task-shifting as one
method of response to this HRH crisis. The United Republic of Tanzania (the URT) recognizes this
serious issue and is working towards improving the situation of training and retaining health workers,
while optimizing presently available resources.

A second critical challenge is the lack of a reliable supply chain and commodity logistics system. USG/T
works closely with the MOHSW, the National AIDS Control Programme (NACP), and the Medical Stores
Department (MSD) to address these challenges; however, Tanzania still experiences frequent stock-outs,
cumbersome systems and processes, and stressed infrastructure and capacity resulting from significantly
increased service volume related to the HIV/AIDS response.

The third critical constraint is health financing. The likelihood of the health sector receiving a greater
proportion of public funding is unlikely given financial difficulties in the URT's ability to disburse and
execute according to the current budget. At this time, approximately 55% of the health sector budget is
already donor supported. To respond to these issues, Tanzania is developing its first-ever health
financing strategy, identifying options for financing methods that are more sustainable through pre-paid
community insurance schemes that also provide greater incentive for service quality.
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USGI/T has increased its emphasis on improved accountability to ensure that existing health funds are
used efficiently and appropriately. Not only are districts being strengthened for improved programmatic
and fiscal accountability, but USG/T will also expand efforts to improve quality and comprehensive health
services. At the national level of the health system, USG/T is providing technical assistance (TA) to
revamp the procurement unit in the MOHSW to become more efficient, transparent, and compliant with
the Procurement Act of 2004. Fthe URThermore, USG/T is working in collaboration with the Global Fund
to Fight AIDS, Tuberculosis, and Malaria (GFATM) eliminate stock-outs.

To promote a strengthened policy environment and create high-level awareness of pivotal issues, USG/T
has supported creation of a Policy Advisory Committee of senior officials. The committee has endorsed
the USG/T approach on policy issues to focus on advocacy and capacity targeting four groups: 1)
parliamentarians; 2) media; 3) religious leaders; and 4) PLHA groups. In the past two years, USG/T
programs have built the capacity of these groups to shape and influence public opinion and policy on
HIV/AIDS, including fighting stigma, discrimination, and gender-based violence (GBV), while promoting
PLHA involvement in the policy arena. Particular attention has been paid to the leadership and advocacy
skills of National Council of People Living with HIV and AIDS (NACOPHA), a prominent PLHA network.

USGI/T has served in a leadership role with the Development Partners Group (DPG) on HIV/AIDS and is a
key participant in the DPG on Health, the Tanzania National Coordinating Mechanism, the Basket
Finance Committee, and the Sector Wide Approach (SWAp) Technical Committee and its Working
Groups such as human resources, health financing, public private partnerships (PPPs), and local
government. USG/T closely collaborates with other donors, particularly with the GFATM in the Round 9
award for health systems strengthening (HSS). Under the direction of the MOHSW, the GFATM co-funds
USGI/T activities addressing health information systems; commodities and logistics; pre-service training;
leadership and management capacity building (particularly human resources management); recruitment
and retention interventions; and professional boards and associations strengthening. Greater
collaboration with the GFATM will ensure a broader and more accelerated scale up of critical programs
and will simultaneously support responsible transition of USG/T programs to the URT and local partners.
The holistic interventions that form the USG/T overarching HSS approach align with the WHO Health
System Building Blocks.

GLOBAL HEALTH INITIATIVE (GHI)

The Tanzania GHI Strategy promotes O0sasaefficiéncyi nt egr ati on
effectiveness, quality, and comprehensiveness of services, with a focus on strengthening country
leadership and systems to ensure sustainability. The HSS priorities in the Partnership Framework align
directly with the four GHI interdependent intermediate results for HSS: improved HRH for efficient quality
service delivery; improved integration and effectiveness of monitoring and evaluation (M&E) systems;
strengthened governance, management, financing, and accountability in advancement of national policies
and systems; and improved health support systems, including for commaodities and laboratories. This
alignment between PEPFAR and GHI systems strengthening work will optimize investments by ensuring
that the HIV/AIDS response can be effectively integrated with programs in the areas of malaria, TB,
nutrition, maternal, newborn and child health (MNCH), and family planning/reproductive health as well as
other cross-cutting programs such as democracy and governance, economic growth and education.

USGI/T expects that the broadening of PEPFAR systems strengthening guidelines and the introduction of
GHI will also have an important significant spillover effect on MNCH, family planning, and malaria
programs. For example, many of the major social and policy issues arising from stigma and
discrimination, gender-based violence, male behavioral norms, and the ineffective implementation of
policies, laws, and regulations that impact HIV and AIDS also are barriers to implementation of MNCH,
family planning, and malaria programs. The same is true of work being done for HIV/AIDS in terms of
HRH, financing, leadership and accountability, M&E, and commodities and logistics systems.
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Similarly, the USG/ T6s work in PPPs hasTwergswithehms streng
SWAp PPP Technical Working Group (TWG) to promote alliances with the private sector in response to

HIV/AIDS. Opportunities to explore ways in which the local and international private sector can

contribute resources and expertise to broader health and health systems issues is of interest to both the

private sector and USG/T.

LEADERSHIP, GOVERNANCE, AND CAPACITY BUILDING

Through the PF, the USG/T is strategically focused on building country ownership and program
sustainability by increasing t he URTO&6s programmatic and financi al res|
response in a variety of areas. Most notably, the transition of responsibility from USG/T to the URT is
occurring in procurement, blood and injection safety, and management of centralized data to eliminate
parallel reporting systems. The need for effective national leadership to address the AIDS epidemic
applies equally to regional and local levels. USG/T supports a critical capacity building program that is
strengthening local systems for budgeting, planning, monitoring, and reporting. LGAs use prescribed
methods and execute according to their budgets and plans, accounting for funds in an auditable way. For
sustainability, the USG/T works closely with PMO-RALG and encourages a community participatory
approach to budgeting and planning.

To encourage increased private sector responsibility in responding to HIV/AIDS, the USG/T works with
the URT to develop innovative PPPs. The program has benefitted within the past year from the inclusion
of new partners from various sectors, such as finance and banking, communications, and medical
manufacturing. Leadership of private sector engagement in HIV/AIDS was reinvigorated by the
Association of Tanzanian Employers replacing the now defunct AIDS Business Coalition of Tanzania.
Also, the TripartitePlus Forum for HIV and AIDS, which includes representatives from government, private
sector, labor, and donors, is working together to resolve legal, policy, and practical HIV/AIDS workplace
program implementation issues. The SWAp PPP TWG is developing the MOHSW Health Sector Public
Private Partnerships Policy Guidelines. The PPP TWG is also coordinating a Private Health Sector
Assessment, which is being co-funded by MOHSW, the International Financ i al Cor por ati ondés He
Africa Initiative, and the Strengthening Health Outcomes through the Private Sector activity of the USG/T.
The assessment will ascertain the capacity of private health providers to play a greater role in the delivery
of health services.

Capacity building support to civil society began in 2002 with the PEPFAR-funded Rapid Funding
Envelope, which has mobilized more than $18 million in funds from the private sector and donor
community to strengthen more than 120 civil society organizations (CSOs) involved in the HIV/AIDS
response. Recently, this capacity building has been expanded to include both small as well as larger
CSOs. Fthe URTher expansion to include more umbrella CSOs will take place in COP 2012. USG/T also
works through its implementing partners in clinical services, HRH, and district strengthening to provide
substantial direct support to build the skills of local organizations in programmatic and fiscal
accountability.

STRATEGIC INFORMATION

USG/T supports implementatonof t he URTG6s M&E strategies and seeks toc
effectiveness of M&E systems for data use. Efforts has also been leveraged with other donors supporting

the health sectordés M&E strengthening BSG@Tibvesanentsve. A co
in routine data collection, surveys, surveillance, vital registration of births/deaths, and research are

aligned and integrated with those of the URT&ds system

In FY 2011, USG/T continued its integrated strategy firmly aligned with the sixth goal of the PFIP of
supporting the URT in evidence-based and strategic decision-making. Strengthening and coordinating
M&E systems to ensure quality vertical and horizontal flow of information and use of data, were supported
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through provision of technical assistance in the revision of the care and treatment program tools and the
successful implementation of an operational, revised national system for care and treatment which all
care and treatment stakeholders will utilize. Additional guidance contributed to the simplification of the
national M&E by reducing the number of indicators (from 49 to 19) and the reporting frequency (from
monthly to quarterly). PEPFAR outcome indicators were also successfully added into this national
system. USG/T subsequently supported the URT in the development of a MOHSW endorsed M&E plan
for the health sector response to HIV/AIDS and national data quality guidelines.

USGI/T support to HIV surveillance activities increased the national capacity to implement key national
and sub-population surveys, studies and evaluation activities. USG/T also provided technical support
during the implementation of the Tanzania Demographic Health Surveys (TDHS) and the 2012 Tanzania
HIV and Malaria Indicator Survey (THMIS), as well as a national Health Management Information System
(HMIS) vision that integrates HIV/AIDS into routine health care systems.

Challenges and opportunities for future support and collaboration include addressing the lack of clear
data sharing and material transfer policy that lead to delay in implementation of surveillance activities;
barriers in the governmentds procurement system
reagents; and implementation of activities; and shortage of M&E staff at national, regional and district
levels resulting in delay of reports and poor quality of data. Partly to address these gaps, USG/T provides
scholarships to HCWs to study M&E in Ethiopia. For sustainability, efforts are underway to establish an in
country M&E masters degree training program.

The strategy for COP 2012 will include continued support to the URT to make evidence-based strategic
decisions via implementation of the revised care and treatment M&E system, with the aim of
strengthening the national system and reducing the burden of reporting for health care workers. USG/T
will continue to undertake data quality assessments (DQA) to improve the quality of the reported data. In
support of adopting best practices in evidence-based and strategic decision making the USG/T team is
working with the URT on validating use of routine PMTCT program data as a proxy for ANC Surveillance.
USG/T will continue to provide TA for implementation of Sample Vital Registration with Verbal Autopsy
(SAVVY), which estimates the proportion of deaths due to HIV/AIDS among persons aged 18-59 years
and implementation and expansion of an Integrated Disease Surveillance Response system. USG/T will
continue to oversee the implementation of PEPFAR Records and Organization Management Information
System (PROMIS) to fulfill its requirement to report data to OGAC.

Findings from Public Health Evaluation (PHES) and Basic Program Evaluation (BPESs) are important areas
in guiding the programming of various interventions. Implementation of these evaluations will align with

the URTO6s existing National HI'V Research Strategy.

Technical Team (ITT) provides analytical expertise to other ITTs to strengthen their skills in planning and
implementing PHEs with partners and the URT. USG/T will also coordinate and provide technical
expertise for BPEs to support programming on evidence-based decision-making.

SERVICE DELIVERY

USGI/T regionalizes partners in order to manage the scale up of services among tertiary health facilities
where implementing partners continue to support improvements in patient flow and service delivery gaps,
in addition to addressing weaknesses through quality improvement activities, supportive supervision, and
mentoring. In COP 2012, partners will focus on improving access to full and complete care packages,
which include nutrition assessments, family planning, STI services, screenings and prophylaxis for
opportunistic infections, and linkages to community services. In order to reduce HIV transmission, USG/T
will strengthen interventions in PMTCT, PHDP, provider-initiated testing and counseling, post exposure
prophylaxis, and infection control activities and interventions. Improvements on initiatives designed to
improve client, family, and community health outcomes will include encouraging male involvement in
PMTCT programs and facilitating family-centered approaches in pediatric care and, treatment, OVC
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programs, and wraparound economic strengthening programs.

USGI/T partners will work in collaboration with MOHSW, regional and district health management teams,
and health facilities management and staff to minimize the loss of patients and poor adherence. All
stakeholders will utilize quality improvement methods in developing measurable activities and initiatives
that lead to a demonstrated reduction in loss to follow up data. Partners will coach providers to identify
specific program gaps and delivery weaknesses that contribute to poor adherence and missed
appointments. Examples of quality improvement initiatives undertaken by partners that have proven to be
effective at reducing loss to follow up rates include: improved coordination of service delivery and
referrals along the care continuum to increase linkages to other services; enhanced peer education
programs; improved pre-ART counseling and supportive methods and practices among nursing and
counseling staff; introduction of block appointment systems to reduce wait times and improve patient flow;
and the integration of services through "one stop shops" for comprehensive care, not only at care and
treatment facilities, but also at TB clinics and reproductive and child health facilities

USG/T will be placing increased emphasis on transitioning service delivery from international NGOs to
local NGOs and government facilities over the next years. Prime partners will apply capacity building
methods, such as didactic trainings, supportive supervision, coaching, and mentoring to develop skills of
the MOHSW, regional and district health management teams, facility staff and local NGOs. They will
also work with LGAs to ensure that programs are designed to meet the disease profile of the specific
geographic area and that data is used for prioritization and decision making. Strengthening linkages
between LGAs and CSOs and NGOs will continue. Approaches to transitioning are closely monitored
and evaluated for effectiveness in order to maintain high quality in service delivery as well as financial
accountability and transparency.

HUMAN RESOURCES FOR HEALTH

Under the Partnership Framework and the GHI strategy,
Plan and the Health Sector Strategic Plan lll. USG/T strategy to strengthen comprehensive health

services through improved HRH for equitable, efficient, and quality service delivery. USG/T works closely

with other donors to support the implementation of these strategic plans through a multi-donor supported

Global Workforce Initiative. Key elements of the USG/the URT partnership include the scale up of

pre-service training (PST), investments to increase training throughput, district strengthening to better

manage and retain the workforce, policy reform to optimize the available workforce, and

performance-based managementtoimprove heal th workersé productivity. Gi
i ssues, the USG/ T wor ks cl os e {Pyblicsertice Maayenghy, Presidento
(PO-PSM), PMO-RALG, and Ministry of Finance and Economic Affairs. There is close collaboration with

the MOHSW to implement GFATM Round 9, particularly since the GFATM and USG/T HSS inputs are

intertwined to complement each other in scaling up interventions in PST, HRH recruitment, retention,

productivity, and management.

The URT is committed to scaling up pre-service training, though it requires significant infrastructure
investment. Currently, the MOHSW estimates 6,760 health professionals graduate per year, with the goal
of producing 10,000 new graduates annually by 2015. Unfortunately, the health training institutes (HTISs)
are well beyond physical capacity. In COP 2012, USG/T will support infrastructure improvements at a
limited number of schools and construct staff housing at remote facility sites with efforts that were
coordinated with GFATM capital improvement projects. Scholarships and student aid programs will also
support the scale-up to enroll students at all levels of the health system, including para-social workers.

While significant efforts are underway to scale up production of health workers, strategies that continue to
improve the quality of pre-service training remain crucial. Supporting the URT to upgrade training
curricula across multiple cadres, standardizing faculty development, and equipping schools with training
materials, equipment, and furniture remain important priorities that build upon training improvements that

Custom Page 144 of 740 FACTS Info v3.8.8.16
2013-05-24 10:51 EDT



-
@PrEEEAR

have already been achieved for the medical, clinical assistant/officer, laboratory, and nursing cadres.
USGI/T is supporting MOHSW in hiring and deploying tutors to HTIs most in need and who will eventually
be absorbed into the public sector after two years, as agreed in the Partnership Framework. Fthe
URThermore, coordination with the Medical Education Partnership Initiative (MEPI), will ensure that other
universities in the country benefit from this support particularly through preceptorships will be offered
through the program and other resources such as developed materials.

In COP 2012, more emphasis is on fthe URTher strengthening of PST in order to achieve greater
efficiency and measurable effectiveness of in-service training, ensuring sustainable performance
improvements in the health workforce. Moving forward, USG/T will place increased emphasis will be
placed on coaching, mentoring, and supportive supervision approaches in the workplace.

With 25% of health workers lost in the first year after deployment, recruitment and retention pose critical
problems for Tanzania. To address these problems, the USG/T has prioritized strengthening LGAs to
better plan for and manage the health workforce. This includes improvements in the work climate, living
conditions, staff development, leadership, and performance management. Collaborating with the GF,
USG/T will work in half of the districts within the whole country, while the GFATM will implement the same
projects in the remaining districts. To improve morale and career development issues, distance education
alternatives will be offered to provide upward mobility and additional training on-site. As an incentive to
work in remote areas, both the USG/T and the GFATM will construct staff housing in the areas with the
most need, with district contributing infrastructure on a matching basis. USG/T also works with the
PMO/RALG and LGAs to implement an effective Human Resource Information System (HRIS) to benefit

nati onal as wel | as |l ocal governmentsd need for a mana
for efficient planning, informed decision-making, and improved operations research. Assessments of

district level interventions and dissemination of best practices are planned in COP 2012.

To optimize the existing workforce, the USG/T will work with PO-PSM, MOHSW, and PMO-RALG to

i mprove performance management and increase prenducti vi

Performance Review Appraisal System (OPRAS). USG/T will also work to strengthen the effective use of
task-shifting. For many years, task-shifting has occurred throughout Tanzania informally, yet no national
policy exists to govern implementation. Guidance has been given to the URT in support of the goal to
develop a clear task-shifting strategy and implementation plan that would address manpower planning,
training, and supervision. A study of nurse-led patient screening utilizing personal digital assistants
equipped with standardized treatment protocols at CTCs will be completed in March 2012. Results from
this study and two other imminent evaluations on task-shifting - one at the community level funded by
COP 2012 and the other at the facility level funded by COP 2011 - are expected to fthe URTher inform
policy dialogue.

USGI/T provides technical assistance to the MOHSW to finalize staffing norms and help rationalize the
workforce. USG/T will coordinate with PO-PSM to plan for appropriate and equitable deployment of
skills that will fill critical gaps with the funded position permits that are issued each year. The expected
outcome will be a human resource/manpower plan which will articulate HRH needs for a range of entities,
from health facilities to health institutes, and the corresponding financial gaps. This in turn help to drive
the development of a training plan for HCWs to respond to those identified gaps.

In addition, the USG/T is helping to enhance the health workforce by strengthening the training of
non-clinical professionals, such as health managers, data managers, and biomedical engineers, in order
to allow for health workers to focus on providing quality services.

Lastly, health worker professional bodies are influential and promote the professionalism of health
workers. USG/T will continue to support institutional capacity building of these organizations, which
include the Tanzanian Nurses and Midwifery Council, the Tanzanian National Nurses Association, and
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the Medical Association of Tanzania, in order to increase membership, strengthen advocacy and
leadership, and link continued education in health and social work to professional quality standards.
USGI/T provides assistance to the National Social Worker Association to develop a professional social
work infrastructure in Tanzania.

LABORATORY STRENGTHENING

An effective laboratory system is an essential component of a functioning national healthcare system and
foundation for high-quality HIV and AIDS clinical and outreach services. In Partnership Framework signed
in 2009, both the URT and USG/T are committed to ensuring that laboratory services necessary for the
maintenance and scale-up of care and treatment services are accessible, sustainable, and meet
international laboratory standards. The goal is to address several technical and systems issues affecting
the provision of quality lab services necessary for the maintenance of existing care and treatment
services, in particular: the shortage of laboratory personnel; limited implementation of lab quality
management system; frequent stock-out of laboratory reagents/supplies; lack of equipment service
contract; and safety issues including poor laboratory physical infrastructure and aging equipment.

The network of laboratory services in Tanzania is a tiered system that is comprised of a National Health
Laboratory, a Quality Assurance and Training Centre, six referral hospital laboratories, 23 regional
laboratories, and 133 district laboratories. The majority of larger health centers maintain laboratory
facilities while dispensaries perform simple diagnostic procedures that do not require the presence of
laboratory technicians. Prior to PEPFAR, laboratories in Tanzania were the weakest link in HIV/AIDS care
and treatment service provision as they exhibited poor infrastructure, lagged in technological advances,
and lacked skilled human resources. The situation has improved significantly since USG/T started
providing direct financial and technical assistance to the MOHSW in both Tanzania Mainland and
Zanzibar.

As a result of the national adoption of the Laboratory Quality Systems Principles as a framework for
laboratory operations throughout the country, significant accomplishments have taken place, among them
the development of an operational plan for a national laboratory system to support HIV/AIDS care and
treatment and development of a National Laboratory Quality Assurance Framework. Other notable
improvements have been the procurement of standard laboratory equipment, development of standard
operating procedures, review of the pre-service training curriculum to include new technologies, and
training of in-service personnel. However, with all these accomplishments, a substantial shortage in
trained laboratorians in the Tanzania health care system still remains. USG/T will continue to support
activities to address this shortage by establishing a continuing medical education program for
laboratorians and supporting infrastructure improvement of laboratory schools, as well as teaching aides
to improve intake capacity and learning conditions.

With the support of the USG/T, the MOHSW developed a five-year National Health Laboratory Strategic
Plan (2009 i 2015) to ensure effective quality service delivery. A laboratory quality mentorship program
will be rolled out across all levels of laboratories with USG/T support, using trained in-country laboratory
experts from professional organizations and NGOs. The USG/T will continue supporting the
Strengthening of Laboratory Management through Accreditation and the Stepwise Laboratory
Improvement Process towards Accreditation, which will target four zonal referral hospital laboratories to
attain international accreditation (1ISO15189) along with 33 laboratories to attain at least two stars WHO
accreditation by the end of COP 2012.

As a systems strengthening priority, the USG/T will continue to conduct capacity building for MOHSW to
enable the diagnostics section to improve the planning, managing, accounting, and providing of
leadership for the National Health Laboratory Services in accordance with the Partnership Framework
goals. In line with this, the work with MOHSW to improve the national logistics and procurement systems
for the appropriate ordering and distribution of laboratory commodities, supplies, and equipment is

Custom Page 146 of 740 FACTS Info v3.8.8.16
2013-05-24 10:51 EDT



-
@PrEEEAR

currently underway. In COP 2012, the program will support the implementation of a facility-based stock
management system in 244 facilities in collaboration with the Supply Chain Management System
(SCMS). Other areas of support include the roll out of the Electronic Laboratory Information System
(ELIS) in referral hospital laboratories.

HEALTH EFFICIENCY AND FINANCING

It is unlikely that the URT can invest additional funds in health given the current fiscal environment. Due to
the decreased resources both internal and external, with support from USG/T, is developing its first
Health Financing Strategy to create a sustainable financial base for healthcare. Though pre-payment
options through a community health fund and a national health insurance fund exist, enrollment is low and
deliberate actions must be taken to expand such programs and ensure that funds flow appropriately.
USGI/T, along with other donors, will assist Tanzanian planners to consider and model pre-paid financing
options, achieve increased efficiencies through the integration of HIV/AIDS services with other essential
health services as envisaged in the GHI strategy, and develop payment mechanisms that stimulate
improved quality of care. Currently, USG/T supports the MOHSW in conducting a National Health Service
Costing Study of health facilities in the country (public, faith-based, and private), which will be the basis
for determining realistic prices for insurance reimbursement or service agreements between the
government and non-government health facilities. TA will also be provided to formulate a regulatory
framework for health insurance. Also, USG/T will strengthen MOHSW capacity to conduct national health
account analyses and public expenditure reviews without donor assistance.

SUPPLY CHAIN AND LOGISTICS

As also described in the Treatment Technical Area Narr
guantification of ARVs, test kits, and lab reagents for the period of April 2011 to April 2014, which is

reviewed and updated quarterly. The comprehensive plan, produced for NACP, includes various

scenarios that anticipate program and treatment guideline changes. All supply chain stakeholders

coordinate activities through a TWG chaired by the NACP, with USG/T secretariat support. Recently,

JICA and Clinton Foundation withdrew support for HIV related commaodities, leaving the GF, USG/T, and

DANIDA as the major international procurement and supply chain donors.

The URT recently mandated MSD to provide direct delivery to all facilities in Tanzania, increasing the

drop points from 500 to 5000. This change provides greater accountability within the supply chain system

for deliver to lower level facilities; however, this mandate necessitates a complete redesign of the sales

and order system and requires a new Enterprise Resource Program (ERP) as well as significant

expansion of infrastructure and fleet capacity to be fully implemented. With support from Coca Cola,

Gates Foundation, Accenture Devel opment Program (ADP), a
di stribution system in selected areas to develop a mod
throughout the country. USG/T is also supporting a three-year ERP upgrade at MSD that includes the

development of an Integrated Logistics Management System (ILMS) and an Electronic Integrated

Logistics Management System (e-ILMS) to support the last mile direct delivery. The project is 35% funded

by MSD and 65% funded by USG/T in COP 2012. The ILMS supplies data through a paper requisition

and reporting system used by all facilities receiving supplies from MSD. The e-ILMS project will transform

the paper system into an electronic system that will be implemented downwards to the district facility level

beginning in 2012.

USGI/T is supporting the improvement of warehouses by redesigning existing facilities, utilizing

prefabricated storage products, and assisting warehouse managers in improving standard operating

procedures and security systems. In July 2011, a Lab Supply Chain Management Advisor (SCMA) was

placed in each of the nine MSD zonal facilities to complement the Pharmacy Supply Management

Advisors who were previously assigned to all zonal distribution centers to reduce the risk of commodity

stock-outs. All of these SCMAs spend half of their time at the zonal medical store and the other half of

their time visiting individual sites providing technical assistance and stockre-al i gnment . Wi th MSDO&:
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current five year strategic plan ending in 2013, the next five year strategic plan will focus on transition.
USGI/T is providing training to MSD mid-level managers from central and zonal stores in basic logistics,
guantification, and procurement. with an emphasis on operationalizing ILMS.

USGI/T also provides supply chain and procurement training to the Pharmaceutical Supply Unit and
Procurement Management Unit of the MOHSW. In collaboration with the Public Procurement Regulatory
Authority (PPRA), USG/T developed supply chain training course designed to educate the URT staff on
PPRA requirements. In COP 2012, USG/T is helping to create web-based training modules which will be
accessible by procurement units in all ministries. Training of Tanzania Food and Drug Authority inspectors
and key management staff will be provided in order to improve their capacity to monitor the quality of
health commodities in the country. In these ways, interventions to improve the supply chain is taking
place at key points throughout the health system. Finally, USG/T is collaborating with Muhimbili School of
Pharmacy and the Tanzania Food and Drug Authority to develop a sustainable in-country pharmaceutical
testing program, which is expected to be available for use in all East African countries.

GENDER

USGI/T continues to focus on integrating gender considerations across all relevant HIV/AIDS programs.
Both the GHI Strategy and the Partnership Framework identify gender as a key cross-cutting issue, and
COP 2012 programs are accordingly aligned to ensure consistency with both strategies. Each agency has
designated gender focal points that work across program areas to ensure gender-sensitive approaches to
programming.

Programming to prevent GBV will continue to scale up in COP 2012 through both dedicated central GBV
funds, as well as through COP FY 2012 funding. These activities will continue to complement a wide
range of clinical and community-based services and prevention activities. This multifaceted approach
targets women and girls, as well as boys and men at the national, community, and individual levels.
USGI/T is currently working in conjunction with MOHSW to develop National Medical Management and
Policy Guidelines for addressing GBV. In COP 2012, partners will also continue to work with MOHSW to
ensure that health care providers at all levels of health facilities are trained in effective implementation of
the guidelines through the incorporation of gender training into pre-service and in-service curricula for
health care workers.

Finally, in COP 2012, USG/T plans to continue to build capacity to conduct gender-based situational
analyses and programming through additional training of implementing partners and the URT
stakeholders. To improve the evidence base for gender-response interventions, USG/T has incorporated
several new gender specific indicators into the program. In addition to new indicators, central funds will
support an evaluation of norms, changing behavior, programming in the workplace, and "men as
partners" community based interventions. A centrally funded, three year evaluation of the GBV initiative
will also start in March 2012.

Technical Area: Management and Operations

Budget Code Budget Code Planned Amount On Hold Amount
HVMS 12,904,198
Total Technical Area Planned
) 12,904,198 0
Funding:

Summary:
(No data provided.)
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Technical Area: Prevention

Budget Code Budget Code Planned Amount On Hold Amount
CIRC 14,009,456|0
HMBL 4,899,806|0
HMIN 1,593,415|0
HVAB 4,376,214(0
HVCT 14,020,378|0
HVOP 16,387,680(0
IDUP 2,776,788|0
MTCT 29,775,929(0
Total Technical Area Planned
Funding: 87,839,666 0

Summary:

OVERVIEW OF THE EPIDEMIC

Tanzanian President Jakaya Kikwete has observed on several occasions that preventing new HIV
infections is a key national priority. To ensure coordinated implementation of HIV prevention services,
USGI/T contributes to a URT-led national prevention program that is guided by the Tanzania National
Multi-Sectoral Prevention Strategy (NMPS) 2009-2012. There is recognition that some prevention
investments can be implemented relatively quickly and have a rapid impact on the epidemic, while others
that address cultural, structural, and institutional determinants of vulnerability may require more time to
achieve change. After a thorough analysis of the existing country HIV data and a conscious effort to align
with URT targets, the USG/T prevention portfolio has been strengthened to fund an optimal set of
interventionsd biomedical, behavioral and structurald that when implemented with quality and scale can
significantly reduce HIV incidence.

The most recent epidemiological data detailing the state of the epidemic in Tanzania comes from the
2007/08 Tanzania HIV and Malaria Indicator Survey (THMIS) and the 2010 Tanzania Demographic and
Health Survey (TDHS). The 2007/08 THMIS reported a 5.7% adult HIV prevalence (6.6% adult females,
4.6% adult males), which represented a statistically significant decline from a 7.0% adult HIV prevalence
in the 2003/04 THMIS (7.7% adult females, 6.3% adult males). USG/T recognizes that this decline is
associated with improved coverage of both HIV prevention and treatment programs.

The 2007/08 THMIS also indicates that HIV prevalence varies dramatically by region and location, with
the most affected region being Iringa (15.7%) and the lowest prevalence belonging to the Zanzibar
archipelago (0.8% on Unguja, Zanzibardés | argest
adjustments in USG/T prevention planning and support over the past two years, with intensified efforts in
the eight highest prevalence regions.

According to the NMPS 2009-2012, there are socio-economic and demographic subgroups of the
population with disproportionately higher risk, vulnerability, and HIV prevalence. For instance, women are
more affected across reproductive age groups than men and adults aged over 30 years are more likely to
be infected than youth. Individuals who are either in marital union or were formerly married have higher
HIV infection rates than those never married, as do individuals living in more wealthy households.
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Despite a generalized epidemic, MARPSs play a critical role in HIV transmission dynamics. Data indicate
that injection drug use, specifically heroin use, is on the rise in urban Tanzania and Zanzibar. Studies
carried out in Dar es Salaam indicate that the HIV prevalence is 42% among PWID (2007) and 31.4%
among SWs (2010), while data for MSM in Dar es Salaam are not yet available. Studies conducted on
Unguja Island (Zanzibar) in 2007/08 revealed an HIV prevalence of 16% among PWID, 12.3% among
MSM, and 10.8% among SWSs. In addition, an assessment in correctional facilities conducted in Zanzibar,
showed a 2.8% HIV prevalence and evidence of injection drug use and transactional sex among
prisoners.

KEY DRIVERS OF THE EPIDEMIC

The socio-cultural context that shapes behaviors and attitudes is crucial to understanding the complexity
of the HIV epidemic. Multiple and concurrent partnerships and low levels of condom use in high-risk
sexual encounters are key drivers of HIV transmission. In the 2010 TDHS, 21% of men and 4% of women
reported having sex with two or more partners in the past 12 months. Among these men, only 24% used a
condom during their last sexual intercourse. Among those ever having sex, women reported a lifetime
average of two sexual partners compared to over six for men. Low rates of condom use, particularly
during high-risk sex, are also of major concern. Less than half of sexually active adults report the use of a
condom at last sex.

Transactional and commercial sex remains a major obstacle to HIV prevention efforts as social issues,
including abject poverty and gender inequities, leave women - and particularly young girls - at an
increased vulnerability for acquisition of HIV. 15 percent of men paid for sex in the 12 months prior to the
2010 TDHS. Prevailing gender norms heighten female vulnerability; 2010 TDHS data show that 33% of
women suffered from acts of violence during the past 12 months. A USG- and UNICEF-supported
assessment on violence against children in 2009 also indicated that nearly one-third of females aged 13
to 24 reported experiencing at least one incident of sexual violence before the age of 18. Finally,
according to the 2007/08 THMIS, 6.3% of married or cohabiting couples are in HIV-discordant
relationships.

GLOBAL HEALTH INITIATIVE

While the aforementioned context has direct effect on HIV transmission dynamics, most, if not all, of these
same factors impact other health arenas. As such, USG/T recently developed its GHI Strategy to ensure
a more comprehensive response that focuses on quality integrated services, health systems
strengthening, and healthy behaviors. Intensified interventions under each of these focus areas will
accelerate expected health impact. This strategy, along with the PFIP prevention section, guides the
prioritization of prevention activities.

HIV PREVENTION STRATEGY

Following internal prioritization discussions and the new PEPFAR Prevention Guidance, USG/T has
identified certain key programmatic areas that can be strengthened this year. The team has carefully
selected interventions that are prioritized in the national plan and are well-coordinated, cost-effective, and
focused on higher-risk populations and regions. The desire is to develop a USG/T prevention portfolio that
more adequately identifies those individuals who are most likely to become HIV infected and intervene at
all levels (individual, community, and national). In addition, there is a clear desire to address HIV
prevention in a more integrated fashion, including leveraging existing platforms to offer more holistic
services.

In COP 2012, there will be an increased budgetary focus on the core prevention interventions, as
described in the PEPFAR Prevention Guidance. Through the assistance of PMTCT Acceleration Funds,
the PMTCT portfolio is addressing bottlenecks to expanding services, while strengthening linkages
between PMTCT and maternal and child health services. Recognizing the potential for VMMC impact in

Custom Page 150 of 740 FACTS Info v3.8.8.16
2013-05-24 10:51 EDT



-
@PrEEEAR

high HIV prevalence and low MC prevalence regions, the COP 2012 budget for VMMC increased by over
60% from the COP 2011 original submission level, which represents a five-fold increase from the COP
2010 budget for male circumcision. USG/T has furthermore identified reprogramming opportunities that
will shift COP 2011 funds in the next operational update period to increase the budget for male
circumcision. An increased emphasis will be placed on reaching men over 24 years of age. Given the
comprehensive nature of PMTCT and VMMC services, HTC targets are set at their highest level to date.
Condom availability and accessibility are critical to prevention interventions and USG/T will continue to
provide over 120 million male and female condoms countrywide. Despite a generalized epidemic, data
clearly indicate that certain populations are most at-risk for HIV infection. Thus, USG/T will continue to
put resources towards determining population size estimates and surveillance systems for MARPs while
simultaneously expanding services to these often hard-to-reach populations. Finally, integrating
comprehensive quality HIV prevention for PLHIV into routine care, in both clinic and community settings,
will be closely monitored.

Following the PEPFAR Prevention Guidance, USG/T is repositioning social and behavior change
programs (sexual prevention) as comprehensive platforms that serve to mobilize individuals and
communities to change norms and behaviors, increase uptake of services, and adhere to treatment
regimens. This approach will maximize synergies with other HIV and health services and contribute to
more efficient use of limited resources. Sexual prevention programming will focus on interventions that
carefully target key drivers of the epidemic, including partner reduction and condom promotion and
services for MARPs, while simultaneously building local NGO capacity to own and sustain the HIV
response.

All of the aforementioned prevention activities are expected to use a gender lens, given the cultural
context surrounding gender inequities. Recent data from the 2010 TDHS have fed into the design of
PEPFAR GBYV Initiative activities, which began in October 2011. In addition to these activities, the GHI
Strategy mandates that a strong gender focus be built into the communication strategies for all USG/T
programming (e.g., mother and child health, reproductive health, malaria, and HIV). Regardless of the
target population within the general population (e.g., youth, military, men, etc.), alleviating the vulnerability
faced by young girls and women continues to be a programmatic focus.

Finally, in an effort to ensure a full combination prevention portfolio, USG/T identified a structural

intervention that could address some of the key drivers of the epidemic. COP 2012 will see a new cash

transfer program that will addresssomeo f t he soci al determinants that heig!
vulnerability to HIV infection. This will nicely complement other structural interventions that can be found

within the USG/T-funded health systems strengthening activities.

The USG/T preventionrefined approach is perhaps best exemplified th
combination prevention interventions. Combination prevention, which consists of using mutually

reinforcing interventions to address the risks of HIV transmission and acquisition, is being actively

pursued and evaluated across the country. USAID has a large-scale, centrally-funded impact evaluation

in Iringa (the region with the highest HIV prevalence in Tanzania), while CDC and DOD have in-country

funded outcome evaluations in the two urban settings of Kagera and Mbeya, respectively. While each

agency has a slightly different package of interventions, all incorporate expanded VMMC and ART

services and improved linkages between HTC and care and treatment. Improved understanding of the

interactions between the various interventions will help to inform future programming and funding

allocation.

OVERARCHING ACCOMPLISHMENTS

The USG/T prevention portfolio showcases a VMMC program that has received international accolades
for its ability to reach exceptionally high numbers of men in a cost-effective manner. Despite a national
MC prevalence of 70% among adult men, several regions have MC prevalence below 30%.
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USG/T-supported VMMC activities take place in the seven regions with the lowest MC prevalence, with
special attention placed on providing VMMC services to high-risk men such as fishermen and miners.
COP 2012 funds will not expand to additional regions but rather increase the reach within the
communities and districts that are already targeted.

To increase HTC uptake and reach specific populations, USG/T supports an array of HTC modalities,
including facility- and community-based services. Modality selection is done after thorough analysis of the
epidemiological data in a particular area and is informed by such factors as HIV prevalence and presence
of high-risk populations. Preparations for scale-up and improved couples HTC have been initiated, taking
into account the rates of sero-discordant relationships. Following the promising results of the HPTN 052
trial indicating that ART reduces transmission of HIV in sero-discordant couples, strengthening the
linkages between HTC and care and treatment services will be a priority focus for COP 2012.

Blood and injection safety programs also play an integral role in reducing new HIV infections in Tanzania.
USGI/T has worked closely with the relevant government authorities to improve the quality of blood
collected, evidenced by a transfusion transmissible infection prevalence of less than two percent in all
zones. Through USG/T technical assistance, URT has identified strategies to retain consistent
HIV-negative donors by establishing blood donor clubs that cover all 26 regions. Local research suggests
unsafe injection practices occur in 47% of instances, with 50-90% of curative injections being avoidable
and high rates of inadequate disposal procedures (89%) reported. These findings have informed medical
transmission prevention efforts that include improved implementation of universal precautions, access to
PEP, and enhanced health care waste management procedures. Through USG/T support, in-service
trainings have covered nationwide 63.5% of public tertiary/secondary health facilities (139 out of 219) and
74.8% of health care workers (15,794 out of 21,110). In addition, the implementation of an integrated
Infection Prevention and Control - Injection Safety (IPC-IS) model within the Reproductive and Child
Health Services Department in MOHSW has resulted not only in a decreased risk of medical transmission
of HIV and other infectious diseases but also has provided a model of integration potentially replicable for
other programs.

KNOW YOUR EPIDEMIC

Over the past few years during the prioritization process and assembling of the prevention portfolio, a lack

of quality data on the HIV epidemic was frequently cited. To address this critically important issue, USG/T
supports the Tanzania Commi ssion for AI DS (TACAI DS) an
Epidemico study, for which pr ep a20iltaiscoprosdedfindingfoeld dur i ng
new basic program evaluations, including four outcome evaluations, primarily for sexual transmission

prevention, behavioral interventions, and communication programs, to better track the scope and

coverage of USG/T activities. An inventory of existing evaluation efforts funded through previous years

was developed and indicated that an additional 13 studies or evaluations are currently underway. Given

the complexities and scope of this evaluation portfolio, a USG/T established an in-country Prevention-Si

Working Group in 2010 to monitor progress made in this area. COP 2012 will see additional basic

program evaluations, and select partners will be asked to move beyond the minimum required PEPFAR

indicators to develop custom indicators for output and outcome monitoring. The prevention portfolio also

has three on-going public health evaluations focused on: (1) PHDP; (2) HTC and treatment uptake as well

as enhanced linkages between the two; and (3) costs and cost-effectiveness of various HTC modalities.

Size estimates and data on MARPSs are lacking, but COP 2011 funds are currently supporting: (a) a
behavioral surveillance study for sex workers in Tanzania; (b) PWID studies and size estimations in four
cities on Tanzania Mainland; and (c) injection drug use mapping and size estimations across six
additional regions. MSM study protocols for Dar es Salaam and Tanga, funded by the US National
Institutes of Health, are in development. Finally, Zanzibar recently completed data collection for all three
MARPs on Pemba Island and is preparing for repeat surveillance on Unguja Island. With a more thorough
understanding of the epidemic, USG/T has translated this knowledge into targeted HIV prevention
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activities, including supporting MARP programmatic efforts in Zanzibar since 2009 and in Dar es Salaam
since 2010. COP 2012 programming includes the expansion of the recently awarded large-scale SW
project that addresses the continuum of transactional to commercial sex work as well as the expansion of
PWID and MSM activities into two regions, Mwanza and Mbeya. As additional data become available,
USG/T will validate its programs and make course correction where necessary.

COLLABORATION WITH OTHER DEVELOPMENT PARTNERS

Although USG/T is the largest bilateral donor in the country, there are opportunities to build upon and
leverage the substantial multi-lateral partners, coordination structures, and resources already in place in
Tanzania. USG/T is collaborating with UNICEF, a key policy partner, on structural interventions directed
toward GBYV and violence against children. URT, using Global Fund monies, is responsible for purchasing
and distributing HIV test kits, although bottlenecks in the procurement process have caused serious
concerns. In addition to other major donors listed throughout the other technical area narratives, USG/T
has opportunities to capitalize on synergies within the other USG/T-supported programs, such as PMI,
democracy and governance, and Feed the Future.

PROGRAM AREAS

PMTCT
Please refer to the Tanzania PMTCT Acceleration Plan 2012 submitted concurrently with COP 2012 for
information on the USG/T prevention interventions in the area of PMTCT.

HIV Testing and Counseling

HTC, a core element of the national HIV response, is a prerequisite for access to care, treatment, and
support services. HTC programming provides funding to a mix of approaches aimed at reaching targeted
populations and key geographic areas with high HIV prevalence. Emphasis is placed on strengthening
linkages and referrals to relevant services. HTC modalities currently supported by USG/T include: (1)
client-initiated testing and counseling; (2) provider-initiated testing and counseling; (3) community-based
mobile HTC; and (4) home-based HTC.

Despite reduced funding for the HVCT budget code in every year since COP 2008, USG/T-funded
partners have continued to increase the number of individuals counseled and tested each successive
year. Although cost-efficiencies were identified over the past several years, USG/T was not confident that
another budget decrease would cover the needs for the scaling of other critical programs. For the first
time in four years, the HVCT budget code will not decline, even though VMMC and PMTCT partners
already have HTC services and costs built into their budgets. Funding decisions were guided by partner
performance, geographic coverage, modality needs, and regional HIV prevalence. In accordance with the
GHI Strategy, accelerated roll-out of couples HTC in eight high prevalence regions, in collaboration with
enhanced PMTCT activities, has been highlighted.

Given the recent recall of SD Bioline HIV 1/2 3.0 and the potential public loss of confidence following the
negative and confusing information disseminated by the local media, HTC-related issues have been
elevated to a national level and USG/T continues to be at the forefront of advising on and improving the
HTC landscape. USG/T is currently in the process of procuring HIV rapid test kits to minimize stock-outs,
prioritizing limited test kit distribution, providing TA to MOHSW for the development of a temporary
algorithm, and evaluating test kits for the establishment of a new HIV rapid testing algorithm. USG/T will
also ensure that implementing partners address misperceptions and rebuild public trust in HTC services
and HIV results.

HTC QA activities will continue to be expanded to ensure that beneficiaries are receiving correct and
consistent results and messages. USG/T technically supported the finalization of the new guidelines,
which will include the adaptation of new WHO guidance regarding re-testing. USG/T will also play a key
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technical role in advising on the evaluation for a new national rapid testing algorithm. Finally, USG/T will
continue to advocate for structural changes, including lay counselor involvement in HIV rapid testing, as
outlined in the PFIP.

Given the promising results from HPTN 052, USG/T testing partners will be required to strengthen their
linkages with HIV care and treatment services through improved post-test counseling and enhanced client
tracking systems. Additionally, as a result of the high rates of violence against women and alcohol abuse,
the HTC program will begin integrating GBV and alcohol screening, introducing brief interventions where
possible, and linking clients to appropriate services.

Condoms

Continued condom promotion within all prevention, care and treatment activities is of utmost importance.
Projections for both public sector and social marketing condom needs are established annually as part of
the preparation of the Contraceptive Procurement Tables (CPT). Public sector condoms are donated by
USG/T and the GF, while the Medical Stores Department (MSD) is responsible for distributing public
sector condoms from the central level to district hospitals. These hospitals are in turn charged with
distribution of the condoms to public health facilities. Additionally, a USG/T-supported partner is
responsible for the procurement and distribution of all socially-marketed male and female condoms
nationwide.

Male condom coverage is nationwide; at the moment, female condoms are available through social
marketing channels exclusively, and primarily in urban areas. USG funds contributed approximately 128
million male condoms and 1.1 million female condoms in 2010, of which approximately 70% of the male

condoms and 100% of female condoms were provided

Condom shortages and stock-outs are not typically a problem; nonetheless, USG/T provides technical
assistance for supply chain management and helps build the capacity of the Pharmaceutical Supply Unit
and MSD.

Voluntary Medical Male Circumcision

In 2009, the successful establishment of VMMC demonstration sites within Iringa, Mbeya, and Shinyanga
lead to expanded activities in those three regions. Additionally, VMMC activities were started in three
regional hubs in Kagera, Tabora, and Rukwa, as well as VMMC supportive campaigns targeting
fishermen on the Lake Victoria Islands.  Since October 2009, over 146,000 surgical procedures have
been performed with approximately 98% HTC uptake and only 0.80% adverse effects reported. USG/T
has substantially increased the number of circumcisions performed each successive year, highlighted by
a COP 2012 target of 187,000 men receiving VMMC services. USG/T aids URT in its effort to achieve a
national target of 1.4 million procedures performed between July 2011 and June 2012. Unfortunately, due
to nominal financial support from URT and other sources to supplement the USG/T contribution, less than
20% of this goal will be achieved.

Reprogramming of at least $3.6M pipeline funds and a significant shift of COP 2012 resources from
budget codes HVAB to CIRC demonstrate the prioritization placed on VMMC services by USG/T. Pipeline
will continue to be monitored and VMMC activities will be strongly considered for additional funds should
they be identified.

The program utilizes static (hospitals) and outreach sites (dispensaries and non-medical facilities) as well
as mobile services and campaigns. The MOVE model, which consists of task-shifting to nursing cadres,
task-sharing among clinicians, bundling of instrument sets, use of time-saving surgical techniques, such
as forceps-guided method and electrocautery, multiple surgical bays, and client scheduling has allowed
for the rapid scale up of services. In February 2011, the first external quality assurance visit toll VMMC
sites was conducted jointly by MOHSW and USG staff. Recommendations included increased VMMC
promotion among older men aged 25-34 years, on-site STI treatment, and improved linkages to HIV care.
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Sites are now working to implement the recommendations. To support improved VMMC monitoring,
PEPFAR NGis have been included in VMMC reporting systems.

Costing and modeling of the impact of VMMC are underway and will further inform program planning and
scale up. Increased involvement of private sector and faith-based supported facilities, as well as an
assessment of the feasibility and acceptability of neonatal circumcision services are planned in COP 2012
to heighten opportunities for sustainability.

Positive Health, Dignity and Prevention

MOHSW has finalized a PHDP strategy for community-level interventions and is in the process of
developing a PHDP strategy for health care facilities. A USG/T partner will train MOHSW trainers, who
will in turn train health care providers on engaging PLHIV around issues such as sexual risk behavior, STI
screening, unintended pregnancies, and safer pregnancy options.

Currently, STI treatment and family planning commaodities are not provided at ART sites, although there
are efforts to develop comprehensive sites that offer such services at point-of-care for specific
populations, such as MARPSs. In addition to promoting and providing condoms, providers are also being
equipped with the skills to assess client needs, including nutrition, disclosure, alcohol abuse, GBV, and
family planning. Specific services and messages for discordant couples are outlined in the couples HTC
strategy, which is in the process of being rolled out in eight high prevalence regions.

To ensure a continuum of care for PLHIV, community-based efforts reinforce many of these same
prevention messages delivered at facilities. HBC activities have begun integrating PDHP messages into
their existing services. Members of community-based PLHIV support groups, many of whom are linked
with HBC programs, serve as role models and provide peer support on challenging issues, such as
adherence and disclosure.

USGI/T partners have been encouraged to monitor and document linkages between facility and
community programs to provide learning opportunities on how to strengthen this continuum of care.
Efforts over the past year, including a large MOHSW-led stakeholder meeting, have led to the
development and harmonization of PHDP M&E tools for facility- and community-based PHDP activities.

Most At-Risk Populations

As detailed in the prevention overview section, COP 2011 funds are currently providing a stronger link
between epidemiologic, behavioral, and socio-cultural data and prevention activities, which will lead to
more effective prioritization and program implementation.

In line with WHO/UN and PEPFAR guidelines as well as existing evidence for successful HIV incidence
reduction, USG/T supports partners to provide a strong PWID package of services that includes
combining ART and opiate substitution treatment (OST) while linking with other donors and programs
engaged in NSP activities. OST programs are effective in substantially reducing illicit opiate use and HIV
risk behaviors while improving adherence to antiretroviral therapy and the physical and mental health of
PWID. Tanzania was the first sub-Saharan country to establish OST in February 2011 and has enrolled,
as of January 2012, over 300 PWID on methadone. Site expansion in both Dar es Salaam and Zanzibar
is underway.

Similarly based on approved recommendations and informed by emerging evidence, COP 2012promotes

an agreed upon mini mum package of services for SWs and
SW program will be expanded geographically and will begin addressing MSM populations in targeted

areas. Due to a heightened vulnerability that is driven by a high level of stigma toward MSM, another

USGI/T program has started to carefully increase collaboration with local MSM groups and will strive to

adapt best practices from MSM programs in similar contexts.
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To facilitate appropriate MARP-friendly clinical services, USG/T treatment partners are investing
additional resources in developing more appropriate services for these often marginalized populations. To
ensure a strong link between facilities and community, select MARPs will be trained to provide peer
education and support to their respective populations by promoting risk reduction and facilitating access
to services.

Given that lasting impact will largely be determined by the broader social environment, USG/T
collaboration with relevant government counterparts has led to the establishment of national policies and
guidelines for HIV prevention and care in PWID. Discussions to establish similar partnerships and
improved coordination for services for SW and MSM have been initiated with TACAIDS and prevention
stakeholders.

GENERAL POPULATION

USGI/T has developed a prevention portfolio that predominantly focuses on vulnerable groups within the
general population. Key geographic areas and venues have been targeted, which include high prevalence
regions, densely populated areas, locations with high concentrations of high-risk industries, and hotspots
frequented by MARPs. However, a few broad approaches have been developed to address a wider
segment of the population. USG/T-sponsored programs include mass media campaigns aimed at
addressing gender norms, partner and concurrency reduction, other sexual risk behaviors, and increasing
demand for biomedical services. Linked community and interpersonal activities reinforce these messages,
particularly among vulnerable populations, including truck drivers, fishermen, young women, and MARPSs.

To ensure this approach is successful, partners will be expected to move beyond the minimum required
PEPFAR indicators and address such issues as coverage and dosage. Several partners will be
conducting process evaluations, which document and analyze the early development and actual
implementation of the strategy or program, assessing whether strategies were implemented as planned
and whether expected output was actually produced. These real-time feedback evaluations are
complemented by end of project outcome evaluations. Protocols are currently in development for over five
outcome evaluations that are planned to take place using COP 2011 and COP 2012 funds.

Foll owing the completion of USG/ Tés flagship anduth

an effort to align with the prevention guidance, targeted youth activities were significantly reduced in COP
2012. However, HIV prevention interventions, including sexual and reproductive health services, will
continue to be strengthened within the OVC portfolio. A needs assessment conducted in 2010, in
collaboration with other USG/T-funded OVC partners, identified specific TA needs. In fact, the prevention
and OVC portfolios currently co-fund a project that recently provided TA to other OVC partners to improve
the integration of HIV prevention messages in OVC activities.

I n alignment with the GHI Strategyés prioritization

program will address the underlying social norms and the overall risk environment that increase their
vulnerability to HIV infection. In addition to the cash transfer program, USG/T directly supports the
Ministry of Education and Vocational Training for a small-scale, school-based peer education and school
counselor program.

CROSS CUTTING AREAS

Health Systems Strengthening and Human Resources for Health

Given scarce human resources, the utilization of different cadres, including volunteer and
non-professional personnel, is critical to the success of many HIV prevention interventions. The URT is
currently in the process of developing a defined scope of work for community-owned resource persons
(CORPs), which would incorporate all non-professional cadres, including, but not limited to,
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community-based distributors, community-based health care workers, lay counsellors, and traditional birth
attendants. To date, the training for this volunteer workforce has not been standardized, which has led
this group to obtain skills through a variety of mechanisms, often depending on partner trainings. Some
unigue partner training models include long-distance radio training. PFIP highlighted the need for
task-shifting, which remains a critical and complex issue that has yet to be fully addressed.

As part of the effort to hasten the transition to greater country ownership, the number of national and
indigenous entities as PEPFAR prime and sub-partners continues to grow. Meanwhile, USG/T has
called for international partners to expand the scope of their skill transfer activities to include everything
from administrative/organizational and technical matters to financial and advocacy issues.

MEDICAL TRANSMISSION

Targeted advocacy efforts by USG/T and IPC-IS partners have led to improved integration and efficiency
through support for universal precautions and waste management from selected USG/T-funded care and
treatment partners. However, further efforts for increased integration into all clinical settings across
regions and sites needs to be continued. Specific activities started in COP 2011 to increase safety of
phlebotomy practices, support adequate health care waste management, and access to PEP will be
continued.

Under the PFIP, IPC-IS and blood safety (BS) program transition to government ownership was stipulated

as a priority. A transition concept note was developed in 2011 as well as the establishment of the IPC-IS

and BS transition committees, whi chiSefortsinatuledi r ed by MOH
strengthening the capacity of URT-affiliated academic medical institutions to provide pre-service training

and education in the application of standard safety precautions and procedures, including waste

management . I n COP 2012, planned activities include st
on-the-job mentoring and supportive feedback and incorporation of IPC-IS indicators into the national

integrated supervision checklist. USG/T will continue to advocate for inclusion of IPC-IS activities in
Comprehensive Counci l Heal th Plans and the URTG6s Mediu
sustainability.

USGI/T supports the National Blood Transfusion Service (NBTS) through direct funding as well as
technical assistance. Seven zonal centers have been established and blood collection has increased from
5,000 units in 2005 to an average of 110,000 units a year since 2008, of which 80% are collected from
voluntary, non-remunerated donors with about 30% being repeat donors. Over 50% of donors receive
HTC results and referrals to care for those with a transfusion transmissible infection.

In COP 2012, the NBTS will work closely with the PMTCT program to increase the availability of safe
blood to address obstetric hemorrhage, as stipulated in the GHI Strategy. A planned Funding Opportunity
Announcement is designed for a local non-governmental partner to assist the NBTS in blood collection.
Since current blood collection meets only 30% of the need on the mainland, other HIV programs,
including VMMC, HTC and behavioral interventions, will be strengthened to ensure that blood donation
messages are better integrated.

GENDER

Tanzania has been selected as one of three focus countries under the new PEPFAR GBYV Initiative with

implementation starting in October 2011. Gender and GBV interventions and services are highlighted in

the USG/T GHI Strategy. In COP 2012, USG/T is dedicated to addressing harmful gender norms,

reducing high-risk behaviors through the promotion of positive and equitable partnerships, and improving

gender equity in accessing services. In addition to funding programs that are primarily focused on gender

issues, many USG/T partners have incorporated a gender lens within programming onto already existing
platforms as a way to ensure womenb6s access to service
health as well as HIV care and treatment. This combination of both dedicated and integrated gender
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programming will ensure that gender issues are addressed in both clinical and community-based settings.

Support for evidence-based programming continues to be a guiding principle of the Partnership
Framework and the GHI Strategy. Building on findings from the GBV module of the 2010 TDHS and 2009
violence against children study, USG/T will support the incorporation of new gender specific indicators. In
addition to these new indicators, USG/T will be conducting two evaluations: (1) a large-scale evaluation of
GBYV Initiative activities to monitor GBV service uptake and detail specific models used to link survivors of
GBYV to relevant services; and (2) community male involvement activities (Men As Partners curriculum).

STRATEGIC INFORMATION

The USG/T prevention portfolio currently includes over 30 prevention PHEs and BPEs, which are

managed through a joint Prevention/SI Technical Working Group. The activities include determining the

HIV/STI prevalence, behavior, population size estimates, and potential prevention methods for MARPs.

These studies will enhancethet eamés understanding of the successes an
programming and results will be systematically shared with all relevant partners.

The Sl team is working with MOHSW on validating PMTCT program data, which will eventually provide
guidance on whether it can replace HIV ANC surveillance in the future. The team will collaborate with
MOHSW and other stakeholders to implement M&E activities and provide technical assistance to HIV
surveillance activities, including surveillance, MARPs, HIV drug resistance threshold survey, and HIV drug
resistance monitoring activities.

COP 2012 will continue to undertake DQAs with the aim of improving the quality of the reported data and
building capacity of implementing partners and URT counterparts. Examples of these include HTC QA
activities and external VMMC QA newly introduced in close collaboration with MOHSW and NACP over
the past year.

Among most partners, and nearly all local partners, the utilization of data for program improvement is
limited. The lack of capacity to conduct statistical analyses and interpret the data for course correction
has inhibited partners from altering program direction in a timely fashion. USG/T Sl staff is becoming
more engaged with partner M&E staff to build the skills and culture of data use.

CAPACITY BUILDING

To ensure a comprehensive national response to the HIV
are to strengthen URTO6s ability to coordinate and over
as the National Prevention Strategy, at the national, regional, district, and local levels. Simultaneously,

USGI/T has been improving the capacity of civil society to influence their communities to increase uptake

of healthy behaviors and utilize health services and products. Finally, USG/T is a leader in developing

PPPs that promote sustainability by mobilizing private sector expertise and other resources. USG/T

participates on the MOHSW PPPTWG, the National PPP Coordinating Committee in Health, and the

Tripartite Forum Plus in HIV/AIDS and Workplace Programs.

Technical assistance to government, civil society, and the private sector represent a significant portion of

USG/ Tés budget and staff time and is highlighsged as a
span technical, policy, financial, and organizational development assistance. Some examples include

strengthening the capacity of URT-affiliated academic institutions to provide pre-service training and

education and working with community-based organizations to improve governance and accountability.

For a successful transfer to country ownership, USG/T works to develop national strategies and DQA
tools with the intention of standardizing and harmonizing efforts countrywide. As Tanzanian institutions
take on greater roles in leadership and conceptualization of program design and planning, USG/T
continues to reduce its role in service delivery and increase its focus in supporting quality integrated
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services, health systems strengthening, and promotion of healthy behaviors.

Technical Area: Treatment

Budget Code Budget Code Planned Amount On Hold Amount
HTXD 15,392,830(0
HTXS 63,644,482|0
PDTX 8,564,465|0
Total Technical Area Planned
. 87,601,777 0

Funding:
Summary:
ADULT TREATMENT

Context and Background

The United Republic of Tanzania (URT) has an estimated 1.4 million adults living with HIV/AIDS
according to the UNAIDS report 2009. USG/T remains a key donor for HIV services in Tanzania and
continues to support the efforts and expand the capacity of the URT to meet national targets. In
conjunction with other international donors and partners, USG/T provides services to the majority of
patients in care and treatment programs while the majority of ARV drugs are procured by URT with funds
from the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). As of September 2011, USG/T
was supporting 289,433 individuals actively on antiretroviral treatment (ART), out of which 86,957
patients had been newly initiated on ART in FY 2011. Progress was made in transitioning some
components of the program to local partners and regional health management teams (RHMTSs) to
promote ownership and sustainability. USG/T will also continue to support URT to adopt new WHO
Treatment guidelines. To verify the number of current patients on ART, USG/T under the leadership and
with the collaboration of URT, carried out a physical count of all patients on treatment in September 2010.

In partnership with URT, a number of strategies have been developed to expand the program while
improving quality of services. These include strategic scale-up of ART services considering the new
guidelines and areas of need, improved regular supportive supervision with newly revised tools,
strengthened facility-based continuum of care with linkage to communities, strengthened patient
monitoring systems, improved drug and reagents security, clinical and nutrition mentoring and promotion
of health seeking behaviors. Multiple studies for impact evaluation are underway. There are also ongoing
efforts to build capacity of local partners in areas of program oversight including planning and
implementation, financial accountability, technical support and monitoring and evaluation. The treatment
program along with the M&E team, will improve reporting systems in line with USG/T emphasis on data
accuracy and quality of reporting, with the goal to have this reporting system owned and managed by the
country.

The transition plan for treatment places a strong emphasis on decentralized coordination mechanisms.
USGI/T has designed multiple activities in COP 2012 that will help build capacity at the regional level,
including direct funding of some champion RHMTs.  Partners are also working through a district
approach for planning, implementing, and monitoring programs jointly with district health management
teams (DHMTSs) as well as RHMTSs to build leadership capacity at local levels. During COP 2012, USG/T

will continue to coordinate partnersd efforts for

Medical Stores Department (MSD) for subsequent transition as agreed upon in the Partnership
Framework. USG/T is working closely with URT to strengthen this system and ensure that gaps and
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weaknesses are being addressed adequately.

USGI/T recognizes the results of randomized, controlled clinical trials which demonstrated efficacy of ART
to prevent sexual transmission of HIV in sero-discordant couples. During COP 2012, public health
evaluations will be conducted to determine the feasibility and acceptability of potential interventions.

In COP 2012, USG/T will continue to apply the Global Health Initiative (GHI) strategy. Adult treatment is
contributing to the Intermediate Results (IR) 1.1 which focuses on increased access to quality
comprehensive services for women and newborns. USG/T will work toward this by increasing the
number of pregnant women who are initiated on HIV treatment for their own health as well as for
prevention of transmission, through point of care CD4 testing (PIMA); improving linkages and referrals
between HIV program areas and between HIV and non-HIV programs; strengthening support groups in
facilities and communities; improving health seeking behaviors as well as integrating family planning
methods in HIV/AIDS care and treatment services. ART is also an essential component of the
combination prevention strategy together with voluntary medical male circumcision, prevention of mother
to child HIV transmission and condom availability.

The URT continues to use AZT as the first line regimen, with TDF as an alternative, mainly due to funding
limitations. USG/T has recommended to the Ministry of Health and Social Welfare (MOHSW) through
the National AIDS Control Program (NACP) to move to a TDF-based first line regimen, and continues to
work with the URT toward this transition. It is anticipated that TDF will be used more widely in future, as
it is a more robust first line regimen. Stavudine is being phased out completely.

Access and Integration

The URT has adopted a phased approach to implementing the new WHO guidelines for ART initiation, in
order to avoid overburdening health care services with an influx of patients who would immediately
become eligible for ART upon institution of the new guidelines. During the first phase, ART will be
initiated for all HIV positive pregnant women with CD4 counts below 350; all TB patients co-infected with
HIV, irrespective of CD4 counts; and all HIV positive children below the age of 24 months, irrespective of
their CD4 counts. As under the old WHO recommendations, patients with clinical stage 3 and 4 will
continue to be eligible for ART regardless of their CD4 counts. In the second phase, initiation of ART will
encompass all patients with CD4 counts below 350.

The MOHSW recently approved the revised guidelines for Tanzania, which were drafted along these
lines. USG/T continues to lobby for rapid adoption of phase 2.

Based on CD4 distribution in pre-ART patients, it is suggested that the number of patients in need of ART
will increase by 40% when implementing the new guidelines. This poses a challenge to the treatment
program not only in terms of need for additional funding, but also in terms of limited absorption capacity at
the facility level, logistics for ARVs and lab commodities, and an inadequate health care work force.
Simplification of the treatment approach in accordance with the WHO / UNAIDS-led Treatment 2.0
strategy will be explored further by USG/T to address these challenges. USG/T will also continue to
support pre-service training of health workers including expansion of training institutions to address the
health care worker crisis as key bottleneck for expansion and sustainability.

USG/T will support the URT in scaling-up ART services to all qualified health facilities in order to achieve
its vision of universal access. However, continuous quality improvement at existing facilities needs to be
implemented and maintained at existing facilities at the same time. Various quality improvements are
underway, including a new national standard for supportive supervision and revised tools for facility
assessment. The first conference for quality improvement in Tanzania took place in 2011 with substantial
support from USG/T.

The goal for USG/T remains to ensure uninterrupted services for existing patients on treatment and to
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accommodate those patients who have been identified in need for treatment from feeder systems, such
as PMTCT, TB/HIV clinics, provider-initiated testing and counseling (PITC), and early infant diagnosis
(EID). In addition, USG/T will prioritize treatment support for HIV-infected pregnant women to reduce
maternal mortality and prevent HIV-transmission to the baby. Point of care CD4 tests at ANC and
integration of ARV services into TB and ANC clinics where feasible, are key strategies for this approach.
Close monitoring of program growth as well as close coordination with URT and other key donors (mainly
GFATM) are also viewed as critical priorities for success.

Quality and Oversight

One of the greatest challenge to building sustainable continuous care systems in Tanzanian settings
continues to be the use of information for program planning and management. This is true at national,
regional, and district levels and poses an enormous challenge for partners in the areas of continuous
guality improvement and positive progression of
challenge, MOHSW has developed mentorship manuals, guidelines and supportive supervision tools for
data use, and a Quality Improvement Training program for people working in health programs both
directly as clinical staff as well as employees of implementing partners. Concurrently, partners are training
local staff and supportive supervision visits to facilities are conducted jointly between partners, USG/T
staff and local health management teams.

In Tanzania, immunological and clinical parameters are used to identify treatment failure. However, viral
load measurements are only available for monitoring of treatment program quality and not for individual
patient management. Efforts are underway to develop guidelines for patient selection for virological
screening. In the Partnership Framework, USG/T committed to implementing a plan to support the
establishment of HIV drug resistance monitoring capacity at the National Reference Laboratory and at the
Mbeya Referral Hospital.

The National Centre for Adverse Drug Reactions, which reports under the Tanzania Food and Drugs
Authority (TFDA), monitors, collects, and evaluates Adverse Drug Reaction (ADR) reports and offers
feedback on its findings to the healthcare professionals and the general public. Reported information is
also communicated to WHO. The system captures all pharmaceutical ADRs including ARV-related
events. However, the motivation of health care workers to fill out the monitoring tools is not adequate.
Measures meant to improve this are regular supportive site visits as well as raising awareness at the
national level.

The URT procures ARVs with support from GFATM. Delays in funding for these procurements, as well
as discontinuation of GFATM support, would severely impact PEPFAR supported programs. USG/T
recognizes this potential vulnerability and will continue to focus on improved coordination with GFATM
and URT during COP 2012, including providing support for TACAIDS for GFATM expenditure monitoring
and tracking as well as developing the Global Fund liaison position within the PEPFAR Coordination
Office.

Lab reagents and supplies are also being supplied through the national system with support from the
GFATM Round 8. However, due to frequent shortages caused by disbursement delays, USG/T partners
have been repeatedly asked to procure these products to avoid stock out situations. In 2010, in order to
create greater efficiencies, USG/T pooled 50% of partner lab commodity funding within SCMS while
leaving the other 50% with partners. By using the pooled procurement through SCMS, approximately
100% savings in product cost was achieved. The long term vision is to build the capacity of the MSD so
that partners and districts can fully rely on a strong national commodity and supply system similar to that
for ARVs. Partial funding for commaodities is expected from the AIDS Trust Fund, recently established by
the URT as a step toward decreasing donor-dependency and increasing sustainability in the long-term.

Sustainability and Efficiency
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Based on information from the 2010 ART costing study, USG/T assisted the government in modeling cost
implications of the adoption of new WHO guidelines. This model has played an important role in guiding
URT towards a prioritized and phased approach for implementation and will be updated regularly as
newer information becomes available. The model plays a critical role in estimating funding needs which
can be applied to such projects as the application for the apply for the Transitional Funding Mechanism of
the GFATM

OGAC recently approved the USG/T expression of interest for closer collaboration and coordination
between GFATM and PEPFAR, as both programs have invested substantially in Tanzania. The key
support proposed will be to improve the function of the Tanzania National Coordinating Mechanism
secretariat, which is responsible for GFATM grant management in Tanzania. Close coordination between
the two programs mainly on procurement of drugs and lab commaodities, will lead to a substantial increase
in efficiency as both programs are targeting the same individuals; while USG/T is supporting ARV
services, drugs and commodities are almost exclusively procured through GFATM support. Joint planning
and reporting will lead to better grant performance and minimize the need for expensive emergency
procurements.

With the adoption of new WHO recommendations, a different group of patients is being targeted.
Whereas the old guidelines were targeted towards the treatment of sick patients with CD4 <200, the
targeted group now is expected to be healthier and will most likely not be in need of as much close clinical
monitoring as the previous group. New models of drug distribution (such as community based versus
facility based) and monitoring for treatment failure and complications will be explored in order to ensure
the best impact with existing funding.

Lastly, USG/T recently awarded Cooperative Agreements to five regions for HIV program management.
This includes service oversight as well as financial accountability and monitoring of programs. While this
approach may need some investments in the short term, more country ownership and sustainability will

lead to more efficiency and cost savings in the long term.

PEDIATRIC HIV TREATMENT

Context and Background

UNICEF estimates approximately 160,000 children are living with HIV in Tanzania (Children and AIDS:
Fifth Stocktaking Report 2010). APR 2011 reported that 18,729 children below 15 years are receiving
ART, among which 1,560 (8%) are infants below 12 months. With the 7,217 children below 15 years who
were enrolled in care, 1,244 or 17% were infants below 12 months. Children represent 8% of all patients
currently on ARV treatment, with approximately the same proportion of those in care. Because there is
only limited surveillance data specific to children available in Tanzania, estimates of the pediatric burden
have been based on modeling while targets have been developed in relation to the number of adults
receiving services.

USGI/T supports 683 care and treatment sites which provide treatment to both adults and children.
However, the enrollment of children into ART has been very slow. Early HIV diagnoses through EID,
PITC, and linkages to treatment have been the main challenges for the program. There are four zonal
laboratories that provide DNA PCR HIV testing; currently approximately 1,500 out of 4,000 PMTCT/RCH
health facilities provide HEID services through Dried Blood Spot specimen collection to zonal labs for
testing. MOHSW reports 25,558 infants were tested using DNA Polymerase Chain Reaction, of which
2,903 were tested positive (EID December 2010 report).

URT is committed to pediatric HIV care and treatment and has set the national target that 20% of all
patients on ARV should be children; USG/T committed to supporting this approach and will increase the
proportion of children receiving ARV treatment from 8% to 10% in COP 2012 as a first step, with 30% of
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those children on treatment being infants who are less than two years of age.

Key Priorities and Major Goals for the Next Two Years

Pediatric HIV is most directly related to the Partnership Framework goals of service maintenance,
scale-up, and human resources. However, all other goals are also addressed in program planning and
implementation. Implementing partners for pediatrics HIV activities, as with other services, are working
through a district approach to plan, implement, and monitor programs jointly with district and regional
health management teams to help build leadership capacity at the regional and local levels. USG/T
partners are strengthening the capacity of DHMTs to monitor, supervise, and provide mentoring on
pediatric HIV interventions to health providers at the lower health facilities, which include program and
service roll out. Capacity building is also conducted at the MOHSW level, with particular attention paid to
finalizing policies and guidelines related to pediatric HIV management.

Pediatrics HIV activities in the next two years will focus on improving the quality of services being
provided to children infected with HIV, with a specific focus on scaling up early diagnosis through HEID
and linking infected children to early care and treatment. URT has developed a five year (2009-2013)
national scale up plan for PMTCT and pediatrics HIV care and treatment, with the goal of improving the
health of parents and their children by scaling up comprehensive PMTCT and pediatrics HIV care,
treatment, and support services. One of the main targets is to increase the percentage of health facilities
with RCH services providing integrated PMTCT and pediatrics care and treatment from 65% to 100%.
USGI/T is supporting this national scale up plan.

Another focus will be on strengthening PITC for older children at all pediatrics entry points, including
MCH, pediatrics wards, malnutrition rehabilitation wards, care and treatment clinics, and out-patient
departments. USG/T is supporting MOHSW in the review process of both the PITC and PMTCT
guidelines, in which there will be strong emphasis on early identification of HIV exposure and infection
status. Health care providers will be trained on PITC with a strong focus on identification and testing of
infants and children. The PMTCT and EID training packages have recently been merged to allow health
care providers to gain knowledge and skills on both EID and PMTCT. USG/T has also supported the
review of the Pediatrics HIV Treatment Guidelines to adopt WHO 2010 recommendations. However, its
implementation will be in phases where phase one will include treatment for all HIV infected children
below two years followed by a revision of the immunological thresholds for initiating ART for older children
at a higher CD4 count.

National pediatrics HIV program evaluation is another activity that will be conducted in the next two years
to determine and document the treatment outcomes of children on ART and the quality of pediatrics ART
services. This has not been done since the inception of the program in 2004. Plans are also underway to
develop systems and monitor perinatal HIV transmissions from mother to child to help determine the
transmission rate in the country.

The pediatrics HIV program has been facing several challenges including transportation of specimens to
and from the zonal labs particularly within the "last mile" between districts and facilities. Clinton Health
Access Initiative (CHAI) has supported the government to address part of this challenge by installing SMS
printers at district hospitals which are connected to the zonal lab using mobile phone technology to
facilitate sending results back to districts. Currently, approximately 97 districts of the 133 districts are
using this technology, with the availability of test results at these sites having shown dramatic
improvements. USG/T has planned to support the government in this initiative for the remaining districts
to get printers. MOHSW has also provided a guideline on HIV EID sample transportation from health
facilities to district hospitals and zonal labs to address the transportation challenge. Other initiatives to
identify for-profit organizations for regular transport of specimens, particularly from districts to facilities,
are underway, though initiatives may vary by district as a one size fits all approach may not be possible in
the country. In addition, USG/T is currently working to establish a new public private partnership (PPP)
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that will improve the transportation of EID blood samples to zonal laboratories to ensure the results are
available on a timely basis.

Tracking infected infants and children once HIV test results are available at the site level and initiating

them on treatment are another challenge faced by the pediatric program. This is specifically critical as

children infected with HIV deteriorate to death much faster than adults and therefore early treatment is

critical to saving their lives. Reasons for this loss to follow-up are multifaceted, and implementing partners

are working to identify best practices that can then be shared with other providers to improve retention.

iMom to MomdO support programs were established and sca
community groups, which helped with the follow-up of HIV-exposed infants and assisted with linking them

to care and treatment.

Another challenge has been the lack of HCW skills and confidence in managing pediatrics HIV. Pediatrics

focused USG/T partners are providing technical support to other implementing partners in order to

i mprove health wor ker sd slikgahdnanagny dhildceo with HId.eBagloe i n couns
International Pediatric AIDS Initiative (BIPAI) is addressing this through in-service training for health care

providers as well as onsite mentorship and clinical attachments in two. BIPAI, in collaboration with the

regional implementing partner, builds the capacity of the district mentors who will then trickled-down the

mentorship program to facilities.

USGI/T is supporting the pediatric HIV program in all aspects of service delivery, while CHAI-support
procured drugs and EID commodities. At the beginning of 2012, CHAI no longer supported pediatric ARV
procurements. At the request of URT, USG/T agreed to pick up the full cost of pediatric ARVs. These
drugs will be procured through SCMS based on the national quantification and procurement plans
prepared by National AIDS Control Program (NACP). USG/T will continue to support pediatric ARV
procurement through the end of the Partnership Framework. At that time, as agreed, ARV funding and
procurement will become the responsibility of URT.

CROSS-CUTTING AREAS

Supply Chain

When PEPFAR began in Tanzania in 2004, the major international procurement and supply chain
stakeholders in the country consisted of the GFATM, USG, Danish International Development Agency,
Clinton Foundation, and Japan International Cooperation Agency (JICA), though JICA and Clinton
Foundation have withdrawn their support over the past year. All partners have been working together to
coordinate technical assistance and procurement through a working group chaired by NACP, with
secretariat support from SCMS. Procurement and technical assistance is focused on supporting NACP
and MSD in the direct procurement of commaodities and the strengthening of the supply chain system.

As also described in the Governance and Systems Technical Area Narrative, USG/T supports the URT in
annual forecasting, quantification of products, and pipeline monitoring. The most recent quantification of
ARVSs, test kits, and lab reagents took place in April 2011 for the period April 2011 to April 2014. The
guantification utilizes several different tools and blends a combination of commodities issue data,
eligibility data, projected scale up rates, and anticipated program and treatment guideline changes; it
serves as the basis for a procurement plan for NACP program use, including the schedule of when
products need to be procured. Each quantification is reviewed quarterly and adjusted based on the
most current information available, with SCMS in the lead coordinating role for the annual quantification.

To help reduce the risk of commodity stock outs in 2009, USG/T supported deployment of pharmacy
supply chain advisors (SCMA) in all nine MSD zonal distribution centers, which COP 2012 funds will
continue to support. The SCMAs spend half their time at the zonal medical store and half their time at
individual sites. They take monthly stock counts of ARV supplies at MSD and work with individual health
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facilities on supply chain management issues. Beginning in July 2011, a lab supply chain advisor was
placed in each MSD zonal facility with the same breakdown of hours . They monitor stock levels of lab
supplies at MSD and work with individual health facilities on supply chain management issues. MSD,
NACP, and SCMS hold bi-weekly meetings to discuss procurement and distribution issues, in addition to
this support to the field.

To help improve health commodities storage and distribution capacity USG/T is working with MSD to
improve warehouse functions through redesigned floor layouts, install new racking and packing lines and
assist warehouse managers with improving standard operating procedures and providing a modern
security system design and implementation. USG/T is also providing support to develop five new
prefabricated warehouses which will increase national storage capacity by 14,000 square meters,
allowing for better storage conditions and increased stock levels which will increase stock availability and
reduce stock outs.

There are three critical information systems strategies which the USG/T is currently supporting through
SCMS: (1) Enterprise Resource Program (ERP); (2) Integrated Logistics Management System (ILMS)
and Electronic Integrated Logistics Management System (e-ILMS); and (3) Last Mile direct delivery
project.

The ERP is a three year project to address known weakn
through assessment, design, and implementation of a new ERP system to meet the changing business
practices set by international standards. The project is 35% funded by MSD and 65% by USG/T.

The ILMS supplies data for program management use in planning through a paper requisition and
reporting system used by all facilities receiving supplies from MSD. USG/T provides support for the
training and mentoring of staff at each facility in the proper use of the forms. The e-ILMS project will
focus on transforming the paper system into an electronic system down to the district facility level
beginning in 2012.

Recently, URT mandated that MSD provide direct delivery to all facilities in Tanzania. This increased

MSD6s drop points from 500 to 5,000. This change prov
chain system for deliver to lower level facilities; however this mandate necessitates a complete redesign

of the sales and order system and requires a new ERP as well as significant expansion of infrastructure

and fleet capacity to be fully implemented. Through a public-private partnership (PPP), Coca Cola,

Gates Foundation, Accenture Development Partnerships (ADP), and USG/T have been working with

MSD to map out a process to meet the mandate to cover "the last mile”. The implementation phase is

expected to last up to three years until all health facilities are fully transitioned to the new system. This

project requires a complete redesign of the sales and order system, in which the new ERP should be fully

operational along with any changes made to the ILMS system.

USG/T is committed to investing in important human resource development activities over the next two
years with a strategic focus on supply chain management, to increase the capacity of the URT public
supply system to procure, manage, and distribute health commodities to support the national response to
HIV/AIDS. The USG/T is providing capacity building training to MSD mid-level managers from central and
zonal stores in training that is designed to include coursework on basic logistics, quantification, and
procurement with an emphasis on operationalizing ILS.  The training will equip managers to review
orders and identify and flag problematic facilities. In partnership with ADP, coordinated training budgets
and training needs wil/ be assessed while 50 MSD staff
Academy web-based training programs. USG/T also supports human resource training within MOHSW
and their various departments that are involved in supply chain and procurement, including the
Pharmaceutical Supply Unit and the Procurement Management Unit. USG/T supports the Public
Procurement Regulatory Authority in development of supply chain training for use across all ministries
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within the URT. In addition, USG/T is working with the TFDA to train inspectors and key management
staff to improve their monitoring capacity of quality health commaodities in the country.

Currently, all supply chain system program support is designed to transfer skill sets to host country

nationals. As a requirement, MSD is to take the lead role in all PEPFAR-supported projects. USG/T is

actively working with URT, MOHSW, and MSD to develop a transition plan for supply chain issues. With

MSD6s current five year strategic plan ending in 2013,
chain management will be incorporated into the next five year strategic plan and become institutionalized

within MSD.

While some non-ARV pharmaceuticals are procured in country, USG, in collaboration with Muhimbili
School of Pharmacy, TFDA, John Snow, Inc., and SCMS, has a project to develop a sustainable,
in-country pharmaceutical testing program which will be available to the public and private sectors in all
East African countries. Work with specific pharmaceutical manufacturers and distributors are taking
place to help them meet USG/T quality standards. An initial set of 37 non-ARV products have been
identified for inclusion in the project with the intention of significant scale up in 2012.

LABORATORY

Tanzania National Health Laboratory Services (NHLS) is guided by two documents: a five year strategic
plan, the 2009- 2015 National Health Laboratory Strategic Plan (NHLSP); and a two year operational
plan for 2009-2011. The NHLSP defines the scope, structure, and strategic direction of the national lab
services, and addresses six objectives focusing on services and quality management systems across the
tiered national laboratory network. The midterm review of the NHLSP is to be conducted in 2012. The
operational plan for the National Laboratory System to support HIV/AIDS care and treatment describes
harmonizing laboratory equipment choices and provides the appropriate testing capacity at each level of
the laboratory network. In a stepwise manner, it also details the modifications to the physical
infrastructure, the procurement and installation of equipment, the training of personnel, the procurement
of reagents, the implementation of quality management systems, including data capture and its
management, equipment maintenance, and oversight for the implementation of the plan. Through USG/T
support, harmonization of laboratory referral networks throughout the healthcare system is ongoing.

The NHLS recognizes laboratory biosafety and biosecurity as critical elements of laboratory capacity. To
address space and safety issues, a national reference laboratory, 23 regional laboratories, and 10 district
laboratories have undergone major infrastructure upgrades. Biosafety and biosecurity training have also
been provided to all laboratories through implementing partners. Starting in COP 2011 and continuing in
COP 2012, two year pilot on the implementation of 13 biosafety elements is taking place in three
laboratories with the goal of scaling up to other labs. The laboratory strengthening agenda is linked with
laboratory accreditation to national or international standards.

The Partnership Framework cites a target of accrediting 44 laboratories to national and international
standards by 2013. Currently, there are 18 laboratories on the roadmap to accreditation using a
WHO-AFRO Stepwise Accreditation program and ISO 15189. COP 2012 funds will support an additional
12 laboratories. The Tanzania health laboratory standard policy guidelines were published in 1993 and
reviewed in 2003. Although the document describes the scope, structure, and roles of national laboratory
services, it does not address specific laboratory service policy issues or describe linkages to programs
across ministries or different mandates. The review of the policy guidelines is expected in the near future.
USG/T will provide funding and technical assistance to ensure that critical policy issues are properly
addressed.

Overall, the workforce development policies and strategy for laboratory technicians are underdeveloped.
This has led to an ineffective development plan for laboratory technicians, which ultimately has led to
decreased interest and motivation for the laboratory services field. With support from USG/T , a significant
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improvement has been realized in strengthening laboratory services, including human resource
development. The pre-service schools have increased from four to more than fifteen over the seven years
of USG/T support in Tanzania through PEPFAR. However, enroliment capacity for the lab schools is
limited by lack of sufficient infrastructure, shortage of faculty and other teaching materials. USG/T support
for infrastructure development in COP 2012 including the building of dormitories and increasing the
number of classrooms, will strengthen human resource development.

STRATEGIC INFORMATION (SI)

In COP 2012, USG/T will put more efforts on strengthening the treatment information base and the use of
the information base through integrated Sl approaches. The URT recently adjusted the care and
treatment reporting system with USG/T support, resulting in a revised national system that alleviates the
burden on health care workers by reducing the reporting frequency, and also harmonizing and reducing
the number of required indicators. Through harmonization, PEPFAR indicators such as outcome
indicators, were added into the reporting system. Consequently, data collected for the APR/SAPR will
also feed into in-country planning and monitoring priorities in addition to OGAC reporting requirements.
This will achieve both a short-term and long-term balance between meeting USG/T data requirements
and supporting national systems for regular M&E, survey and surveillance, and routine information
systems. This harmonization works toward addressing Sl challenges associated with multiple donors,
vertical programs and priorities.

Coordination of M&E efforts among key stakeholders has been limited and as a result, partners collect
data on an extensive number of overlapping indicators with varying definitions. USG/T will continue to
explore ways to help the URT achieve a balance between supporting national systems and meeting
reporting and planning requirements for data collection by USG/T and other stakeholders.

USGI/T has invested heavily in PROMIS, a reporting system that focuses on country level planning and
monitoring requirements, and will use COP 2012 funds to maintain the system. All USG/T partners
currently report SAPR and APR data via Tanzaniabs
indicators which are eventually disaggregated by region, district, and facility. The Treatment SRU is
demonstrating the value of this investment as the information is facilitating improved evidence-based

decision making and helping to identify areas for data quality improvement.

Regular ANC surveillance activities will continue in COP 2012 while simultaneous investments will take
place in ANC/PMTCT comparison studies to pursue more cost effective ways to get HIV prevalence
information over the long term.

To address the data quality concerns over the long term, USG/T is working closely with the URT to
establish a data quality assurance process that makes use of a common set of tools and methods across
the country. In particular, the M-health PPP is supporting this national initiative by improving systems to
collect data of priority care and treatment indicators. In addition, a new initiative that leverages M-health
will ensure the mothers receive educational messages on maternal health issues, including the availability
of PMTCT services and reminders to attend ANC.

Use of information by USG/T and the URT at national and sub-national levels is a core priority across the
USGI/T portfolio. There are investments at all levels to ensure data is disseminated and made available
to stakeholders in a format and time frame that emphasizes effective use and evidence-based
decision-making.

The USG/T program is working with the private sector to advance key priorities in provision of treatment.
The USG/T team prioritized a long term vision of sourcing USG/T data from URT systems to minimize the
burden on facilities and government departments during the development of PROMIS, intending to show
support for the new URT tools and systems. In addition to routine systems, all major surveillance and
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survey activities are either implemented or led by URT organizations (ex ANC, THMIS, DHS etc) and
USGI/T provides either technical or financial support.

HUMAN RESOURCES FOR HEALTH

In Tanzania, the acute shortage of physicians and nurses has been a limiting factor for the rollout of HIV
care and treatment. This factor has contributed to a growing interest in task-shifting, the delegation of
routine tasks performed by physicians to other categories of health workers, of many stakeholders
engaged in providing health services in Tanzania, including care and treatment HIV services. However,
the URT has not yet formalized task-shifting practices. The lack of policies around this issue has made it
difficult to facilitate a conducive environment that recognizes the contributions of non-clinical staff,
particularly in rural settings where there is a severe shortage of clinical personnel.

URTO6s goal i s t o -sHifing planohpt identifiesltrairang needa andl demonstrates
innovative methods to expanding the workforce in a safe and systematic process. To support this
development, USG/T is providing information, resources, and guidance on effective task-shifting
approaches, which will ultimately help to inform and structure the national policies around task-shifting. A
study of nurse-led patient screening utilizing personal digital assistants equipped with standardized
treatment protocols at CTCs, is being implemented and will be completed in March 2012. Several
evaluations of facility and community-based task-shifting are also being developed. The MOHSW and
the National Institute for Medical Research, supported by previous year COP funds, will soon begin a
situational analysis of task-shifting at the facility level to determine the different types of task-shifting
happening in health facilities. COP 2012 will be funding a subsequent situational analysis of task-shifting
at the community level. Once these studies are completed, relevant information will be used to inform
task-shifting policies in Tanzania.

Professional quality standards and continued education are essential for patient care. USG/T promotes
excellence in clinical practice through supervised post-training practical experiences which are
strengthened through clinical twinning programs. USG/T is also supporting a new clinical education
expansion program that will bring multidisciplinary groups of students to rural regional and district
hospitals. Pre-service training programs that bring HCWSs to underserved areas help to improve
deployment and retention of workers in areas where they are needed most. USG/T supports institutional
capacity building of HCW professional bodies, such as the Tanzanian Nurses and Midwifery Council and
the Tanzanian National Nurses Association, in order to increase membership, strengthen advocacy and
leadership, and link continued education in health and social work to professional quality standards. In
addition, USG/T provides assistance to the National Social Worker Association to support development of
a professional infrastructure for social work in Tanzania.

USGI/T focuses its support on training cadres that contribute most directly to frontline health services,
particularly for women and children, such as social workers and other community health workers. USG/T
palliative care training and services strengthen the capacity of communities to provide quality palliative
care training to healthcare and non-healthcare personnel working within the guidelines set out by NACP.
The training of community volunteers with their respective nurse supervisors helps to broaden their skill
set towards becoming community health workers (CHWSs) who serve as adjuncts to health care
professionals. Nurse supervisors are linked to the program to achieve sustainability and to provide
supportive supervision so that CHWs can continue to maintain quality of care for patients.

In COP 2012, USG/T partners are continuing to incorporate a gender lens within programming onto

already existingplat f or ms as a way to ensure gender equitable acc
involvement in family health as well as HIV care and treatment. In addition, Tanzania has been selected

as one of three focus countries under the new GBYV Initiative, which started in October 2011. Clinical

partners from three high HIV prevalence regions, i.e. Iringa, Mbeya, and Dar es Salaam, are involved in

the design of models to link survivors of GBV to facility-based services based on the new national GBV
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guidelines, including post-rape care and HIV care and treatment services for HIV-infected survivors. It is
expected that improved clinical services for GBV survivors will be put in place in these regions during the
course of COP 2012, and that these efforts will inform future expansion of services to other regions.

PEPFAR

U.S. President’s Emergency Plan for AIDS Rellef

In COP 2012, USG/T will work with partners to explore areas of collaboration with Most At Risk
Populations countrywide. Currently, collaborations are taking place in Dar es Salaam and Zanzibar. The
Prevention Technical Area Narrative provides more details on these proj
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Future fiscal year targets are redacted.

PEPFAR

U.S. President’s Emergency Plan for AIDS Rellef

Indicator Number

Label

2012

Justification

P1.1.D

P1.1.D Number of
pregnant women with
known HIV status
(includes women who
were tested for HIV
and received their
results)

n/a

Number of pregnant
women who were
tested for HIV and
know their results

1,459,024

Redacted

P1.2.D

P1.2.D Number and
percent of
HIV-positive pregnant
women who received
antiretrovirals to
reduce risk of
mother-to-child-trans
mission during
pregnancy and
delivery

73 %

Number of
HIV-positive pregnant
women who received
antiretrovirals (ARVS)
to reduce risk of
mother-to-child-trans
mission

81,616

Number of HIV-
positive pregnant
women identified in

112,106

Redacted
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the reporting period
(including known HIV-
positive at entry)

Life-long ART
(including Option B+)

28,806

Newly initiated on
treatment during
current pregnancy
(subset of life-long
ART)

Already on treatment
at the beginning of the
current pregnancy
(subset of life-long
ART)

Maternal triple ARV
prophylaxis
(prophylaxis
component of WHO
Option B during
pregnancy and
delivery)

Maternal AZT
(prophylaxis
component of WHO
Option A during
pregnancy and
deliverY)

52,810

Single-dose
nevirapine (with or
without tail)

P4.1.D

P4.1.D Number of
injecting drug users
(IDUs) on opioid
substitution therapy

n/a

Number of injecting

900

Redacted
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drug users (IDUs) on
opioid substitution
therapy

P5.1.D

Number of males
circumcised as part of
the minimum package
of MC for HIV
prevention services
per national standards
and in accordance
with the
WHO/UNAIDS/Jhpieg
o Manual for Male
Circumcision Under
Local Anesthesia

161,200

By Age: <1

By Age: 1-9

By Age: 10-14

By Age: 15-19

By Age: 20-24

By Age: 25-49

By Age: 50+

Redacted

P6.1.D

Number of persons
provided with
post-exposure
prophylaxis (PEP) for
risk of HIV infection
through occupational
and/or
non-occupational
exposure to HIV.

17,760

By Exposure Type:
Occupational

17,280

By Exposure Type:
Other

Redacted
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non-occupational

By Exposure Type:
Rape/sexual assault
victims

480

P7.1.D

P7.1.D Number of
People Living with
HIV/AIDS (PLHIV)
reached with a
minimum package of
'‘Prevention with
PLHIV (PLHIV)
interventions

n/a

Number of People
Living with HIV/AIDS
reached with a
minimum package of
'Prevention of People
Living with HIV
(PLHIV) interventions

318,987

Redacted

P8.1.D

P8.1.D Number of the
targeted population
reached with
individual and/or small
group level HIV
prevention
interventions that are
based on evidence
and/or meet the
minimum standards
required

n/a

Number of the target
population reached
with individual and/or
small group level HIV
prevention
interventions that are

653,180

Redacted
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based on evidence
and/or meet the
minimum standards
required

P8.2.D

P8.2.D Number of the
targeted population
reached with
individual and/or small
group level HIV
prevention
interventions that are
primarily focused on
abstinence and/or
being faithful, and are
based on evidence
and/or meet the
minimum standards
required

n/a

Number of the target
population reached
with individual and/or
small group level HIV
prevention
interventions that are
primarily focused on
abstinence and/or
being faithful, and are
based on evidence
and/or meet the
minimum standards
required

260,615

Redacted

P8.3.D

P8.3.D Number of
MARP reached with
individual and/or small
group level HIV
preventive

n/a

Redacted

Custom
2013-05-24 10:51 EDT

Page 174 of 740

FACTS Info v3.8.8.16



=T

W

PEPFAR

U.S. President’s Emergency Plan for AIDS Rellef

interventions that are
based on evidence
and/or meet the
minimum standards
required

Number of MARP
reached with
individual and/or small
group level preventive
interventions that are
based on evidence
and/or meet the
minimum standards
required

217,826

By MARP Type: CSW

17,741

By MARP Type: IDU

7,130

By MARP Type: MSM

12,340

Other Vulnerable
Populations

180,015

P11.1.D

Number of individuals
who received T&C
services for HIV and
received their test
results during the past
12 months

3,516,372

By Age/Sex: <15
Female

By Age/Sex: <15 Male

By Age: <15

276,415

By Age/Sex: 15+
Female

By Age: 15+

3,239,957

By Age/Sex: 15+ Male

By Sex: Female

2,334,406

By Sex: Male

1,181,966

Redacted
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By Test Result:

Negative

By Test Result:

Positive

By age: 0-4 466

By age: 10-14 6,593

By age: 15-17 40,448

By age: 18-24 63,857

By age: 25+ 74,475

By age: 5-9 833

By geography:

pitiest

By sex: Female 103,813
P12.5.D By sex: Male 83,159|Redacted

Number of adults and

children reached by

an individual, small

group, or

community-level

intervention or service 186,672

that explicitly

addresses

gender-based

violence and coercion

By age: 0-4 435

By age: 10-14 2,095

By age: 15-17 4,412

By age: 18-24 6,196
P12.6.D By age: 2o+ 7279 Redacted

By age: 5-9 1,005

By sex: Female 17,231

By sex: Male 4,491

By type of service:

G>I;\)//Zcreening 15,506
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Number of
GBV-related
service-encounters

21,722

By type of service:
Post GBV-care

6,215

P12.7.D

P12.7.D Percentage
of health facilities with
Gender-Based
Violence and
Coercion (GBV)
services available
(GBYV pilot indicator)

45 %

Number of health
facilities reporting that
they offer (1) GBV
screening and/or (2)
assessment and
provision or referral to
the relevant service
components for the
management of
GBV-related health
needs

327

Total number of
health facilities in the
region or country
being measured.

729

By type of facility:
clinical

155

By type of facility:
community

15

By type of service:
GBV screening

170

By type of service:
Post GBV-care

157

Redacted

Cl1.1D

Number of adults and

797,281

Redacted
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children provided with
a minimum of one
care service

By Age/Sex: <18
Female

By Age/Sex: <18 Male

By Age: <18

511,025

By Age/Sex: 18+
Female

By Age: 18+

286,256

By Age/Sex: 18+ Male

By Sex: Female

477,848

By Sex: Male

319,433

C2.1.D

Number of
HIV-positive
individuals receiving a
minimum of one
clinical service

591,457

By Age/Sex: <15
Female

By Age/Sex: <15 Male

By Age: <15

82,376

By Age/Sex: 15+
Female

By Age: 15+

509,081

By Age/Sex: 15+ Male

By Sex: Female

395,944

By Sex: Male

195,513

Redacted

C2.2.D

C2.2.D Percent of
HIV-positive persons
receiving
Cotrimoxizole (CTX)
prophylaxis

82 %

Number of

483,257

Redacted
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HIV-positive persons
receiving
Cotrimoxizole (CTX)
prophylaxis

Number of
HIV-positive
individuals receiving a
minimum of one

clinical service

591,457

C2.3.D

C2.3.D Number of
HIV-positive clinically
malnourished clients
who received
therapeutic or
supplementary food

n/a

Number of clinically
malnourished clients
who received
therapeutic and/or
supplementary food
during the reporting
period.

4,232

Number of clients who
were nutritionally
assessed and found
to be clinically
malnourished during
the reporting period.

By Age: <18

By Age: 18+

Redacted

C2.4.D

C2.4.D TB/HIV:
Percent of
HIV-positive patients
who were screened
for TB in HIV care or
treatment setting

89 %

Redacted
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Number of
HIV-positive patients
who were screened
for TB in HIV care or
treatment setting

527,606

Number of
HIV-positive
individuals receiving a
minimum of one
clinical service

591,457

C2.5.D

C2.5.D TB/HIV:
Percent of
HIV-positive patients
in HIV care or
treatment (pre-ART or
ART) who started TB
treatment

4%

Number of
HIV-positive patients
in HIV care who
started TB treatment

24,576

Number of
HIV-positive
individuals receiving a
minimum of one
clinical service

591,457

Redacted

C4.1.D

C4.1.D Percent of
infants born to
HIV-positive women
who received an HIV
test within 12 months
of birth

34 %

Number of infants
who received an HIV
test within 12 months

of birth during the

38,408

Redacted
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PEPFAR
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reporting period

Number of HIV-
positive pregnant
women identified in

. . 112,106
the reporting period
(include known HIV-
positive at entry)
By timing and type of
test: either
virologically between 0
2 and 12 months or
serology between 9
and 12 months
By timing and type of
test: virological testing 38,408
in the first 2 months
By Age: <18 93,666
By Age: 18+ 68,094
Number of adults and
children who received
C5.1.D food and/or nutrition 161,760/Redacted
services during the
reporting period
By: Pregnant Women
. 146
or Lactating Women
By Age/Sex: <15
12,439
Female
By Age/Sex: <15 Male 6,125
By Age/Sex: 15+
yAg 69,826
Female
T1.1.D Redacted
By Age/Sex: 15+ Male 34,391
By Age: <1 2,211
By: Pregnant Women 30,534
Number of adults and
. . 122,781
children with
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advanced HIV
infection newly
enrolled on ART

T1.2.D

Number of adults and
children with
advanced HIV
infection receiving
antiretroviral therapy
(ART)

370,250

By Age/Sex: <15
Female

35,887

By Age/Sex: <15 Male

17,669

By Age/Sex: 15+
Female

212,186

By Age/Sex: 15+ Male

104,508

By Age: <1

16,067

Redacted

T1.3.D

T1.3.D Percent of
adults and children
known to be alive and
on treatment 12
months after initiation
of antiretroviral
therapy

77 %

Number of adults and
children who are still
alive and on treatment
at 12 months after
initiating ART

66,269

Total number of
adults and children
who initiated ART in
the 12 months prior to
the beginning of the
reporting period,
including those who
have died, those who

86,595

Redacted
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have stopped ART,
and those lost to
follow-up.

By Age: <15

9,710

By Age: 15+

56,559

H1.1.D

Number of testing
facilities (laboratories)
with capacity to
perform clinical
laboratory tests

707

Redacted

H1.2.D

Number of testing
facilities (laboratories)
that are accredited
according to national
or international
standards

56

Redacted

H2.1.D

Number of new health
care workers who
graduated from a
pre-service training
institution or program

420

By Cadre: Doctors

65

By Cadre: Midwives

By Cadre: Nurses

66

Redacted

H2.2.D

Number of community
health and para-social
workers who
successfully
completed a
pre-service training
program

8,016

Redacted

H2.3.D

The number of health
care workers who
successfully
completed an

51,532

Redacted
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in-service training

program
By Type of Training:
y yp' . g 688
Male Circumcision
By Type of Training:
y 1yp g 565

Pediatric Treatment
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Partners and Implementing Mechanisms

Partner List

Organization

Mech ID | Partner Name T Agency Funding Source |Planned Funding
ype
U.S. Agency for
7231 Abt Associates Private Contractor |International GHP-State 2,350,000
Development
U.S. Department
of Health and
Management Human
7232 Sciences for NGO Services/Centers |GHP-State 975,281
Health for Disease
Control and
Prevention
Partnership for U.S. Agency for
7234 Supply Chain Private Contractor |International GHP-State 41,383,617
Management Development
U.S. Agency for
7235 ICF Macro Private Contractor |International GHP-State 61,332
Development
) ) U.S. Agency for
University of North| . .
7238 ) University International GHP-State 1,956,231
Carolina
Development
Host Country
Mbeya Referral U.S. Department
7239 . Government GHP-State 2,550,908
Hospital of Defense
Agency
U.S. Department
7241 PharmAccess NGO GHP-State 150,000
of Defense
Central U.S. Agency for
7242 Contraceptive Private Contractor |International GHP-State 0
Procurement Development
Mbeya HIV U.S. Department
7244 . INGO GHP-State 1,000,979
Network Tanzania of Defense
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Resource
Oriented U.S. Department
7245 NGO GHP-State 849,294
Development of Defense
Initiatives
SONGONET-HIV U.S. Department
7246 NGO GHP-State 0
Ruvuma of Defense
) Host Country
Mbeya Regional U.S. Department
7254 i . Government GHP-State 2,099,019
Medical Office of Defense
Agency
. Host Country
Rukwa Regional U.S. Department
7256 ) ] Government GHP-State 2,000,688
Medical Office of Defense
Agency
. Host Country
Ruvuma Regional U.S. Department
7257 ) . Government GHP-State 2,354,491
Medical Office of Defense
Agency
U.S. Agency for
7287 SolarAid NGO International GHP-State 0
Development
U.S. Agency for
AME-TAN ) :
7629 . Private Contractor |International GHP-State 1,550,000
Construction
Development
U.S. Agency for
9453 JHPIEGO University International GHP-State 3,404,438
Development
U.S. Department
of Health and
Ministry of Health |Host Country Human
9455 and Social Government Services/Centers |GHP-State 751,943
Welfare, Tanzania|Agency for Disease
Control and
Prevention
U.S. Department
National Institute of Health and
9595 for Medical University Human GHP-State 33,000
Research Services/Centers
for Disease
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