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NARRATIVE REPORT FORMAT

I. Purpose

1.1 Provide the main objectives, outcomes, outputs of the programme/project
 The key immediate objectives of the programme are to:

1. Build the capacity of the MOH at central, governorate and district levels for the planning, implementation and monitoring of a decentralized PHC system;

2. Support the MOH to develop a sustainable PHC system in the country;

3. Upgrade the health care delivery system in 19 model districts nationwide; two districts located in Baghdad and one in each of the other governorates (linked to the Emergency Obstetric Care Programme, being implemented by UNFPA);

4. Deliver a basic health package within the 19 model PHC districts.

The expected outcomes of the programme are:

1. A sustainable and functioning PHC system (including a functional referral system) in each of the selected 19 model districts  providing a basic health package to their population with two districts located in Baghdad and one in each of the other seventeen governorates;

2. 2,000 trained health personnel at all levels;

3. A family physician and nurse practitioner model initiated;

4. Enhanced community participation in health activities.
The expected output of the programme:

1. All PHCs rehabilitated, refurbished and operational

2. All PHC are to provide a  basic health service package

3. Human resources for health capacity building completed for the 19 model districts 

4. The initiation of the family physician practice

5. Ensured community participation in decision making and health service provision.
1.2 Explain how the programme/project is relevant to the following benchmarks:

· UN Assistance Strategy for Iraq, 

This programme is in line with the UNCT strategy doc 2004 draft 1 which was originally based on the needs assessment document prepared by the UN and the World Bank the areas identified in the health sector and those that are in line with this programme are:

· Supporting the development of the capacity within the Ministry of Health, local health offices, as well that of health professionals,

· providing technical and financial assistance for priority public and primary health initiatives (disease control and maternal and child health needs),

· establishing mechanisms for the transfer of financial and in-kind resources to Governorates so as to ensure rapid impact in priority areas and better coordination of the implementation of activities with a whole range of stakeholders,

· designing and deliver an integrated primary health care package, planned and implemented at the Governorate level, and

· Giving short term focus at the local level on aspects of primary health care related to mother & child health, nutrition, water, sanitation and health & hygiene promotion.

In the last UNCT retreat to the Dead Sea in July 2006 where the Joint Priority Action Plan was developed JPAP, the UNCT agreed to focus their assistance on the provision of strategic and technical support to the GOI to better manage its affairs at both the central and regional/decentralized levels 

It also contributes to the overall UN goals and objectives within the UN Assistance Strategy to Iraq 2005/7 through: 

Objective 1:

Improve the quality of and enhanced access to basic social services including food, as well as effective and coordinated humanitarian emergency preparedness and response.

Objective 2:

Rehabilitate and develop the country’s social, economic, financial, physical and institutional infrastructure to ensure sustainable livelihoods and durable solutions to displaced populations in the country

The programme also contributes to the Health Cluster goals under the UN Assistance Strategy to Iraq which include: Substantially reduced maternal and child mortality and morbidity through the transitional period by addressing underlying causes,  improving access to, and providing quality health care services 

· UN Millennium Development Goals, 

This programme also has a Human Rights approach- the realization of human rights is fundamental for the achieving of the MDGs it encompasses the following rights

· The right to a healthy environment

· The right to health

· The right to efficient health technology

· The right to access quality care

· The right to access to technical competence

· Access to healthy education

As a result the programme will contribute to the following UN Millennium Development Goals (MDG):

· Reduce child mortality (MDG 4);

· Improve maternal health (MDG 5);

· Combat malaria, HIV/AIDS and other diseases (MDG 6);

· Eradicating extreme poverty (MDG 1) indirectly, because PHC is the most cost effective approach to health.

· Joint Needs Assessment , 

After a consultative process that was initiated in August 2003, the Ministry of Health has defined its vision for the Iraqi health system as one that is to assure that the health care needs of all Iraqi citizens are met with accessible, affordable, high quality services of the most appropriate type. The Iraqi MoH vision was to transform inefficient, centrally-planned and curative care-based services into a new system based on prevention and evidence-based, equitable, high quality, accessible and affordable primary health care.
· Iraqi National Development Strategy 

This programme is in line with the Government of Iraq’s strategic direction stipulated by the national development strategy 2005-2007 and updated for the period 2007-2010

The National development Strategy 2007-2010 states that the immediate short term strategy includes:

· Meeting urgent needs and improving services 

· Strengthening results-based management 

· Developing and implementing a 4 year plan for reconstruction 

· Training and capacity building 
This proposal serves the country at the two tiers; the developmental in terms of long term capacity building and policy formulation and at the humanitarian level which provides immediate access to vulnerable population. The most recent Humanitarian Strategy CAP which has the following objectives

· Improve access of communities most affected by crisis to essential health services.

· Support provision of medical / psychological assistance to victims of violence and trauma. 

· Avert, mitigate and respond to major disease outbreaks. 

· Support MoH crisis management at national and governorate levels.
· Mobilizing resources 
This programme, when initiated, was in line with the national development strategy 2005-2007 and the updated version for the period 2007-2010, MoH's strategic direction and the MDGs. Later, it was also in line with the Dead Sea retreat conclusions, especially in the area of health policy development, capacity building and strengthening governance and accountability and dialogue between the centre and the regions. This programme uses the Community based initiatives as an approach for health and development needs. Most of the activities implemented were cost shared with the MoH resources be it financial or human resources. 
This programme is also in line with the CAP objectives in providing access to quality care with focus on the vulnerable population 
1.3 Indicate the main implementing partners, their roles and responsibilities, and their interaction with the Agency

This programme is being implemented by the Ministry of Health with WHO technical support, and most of the activities implemented are being cost shared with the government resources. Coordination and cooperation with other national partners include:
1. Ministry of Health: Leading Ministry in Health financing and provider of health services 

2. Ministry of Higher Education: Strengthen Enhance Health professional  education 
3. Ministry of Education: Sending key messages to community and strength the basic education in terms of improved quality of life

4. Ministry of Environment: Support healthy living conditions and prevent environmental degradation e.g. Water and Health Care Waste management  which could lead to a Public Health Hazard 

5. Ministry of Planning: Support the Ministry of health in strategizing and putting health on the political agenda 

6. Ministry  of Finance: Support the Ministry of Health in adequately financing health priority areas 

7. Ministry of Human rights: Sending key messages that access to health is a human right and it is the responsibility of everyone the health system should provide the quality services but also the population are responsible of seeking care when sick and of not abusing the system when unneeded

8. The parliamentarians: The Health committee in the parliament is supporting the Ministry of Health in revising their health legislation and ratifying them 

9. Civil Society and private sector: Civil society and responsiveness to community need is the approach adopted during the implementation of this programme hence the invitation of community leaders and religious or women leaders to meetings in Amman first ensures their inclusiveness in the decision making process and second they will have a greater effect when they go back into Iraq 

10. The private contractors are those who are assigned by the MoH to do contractual rehabilitative work of some health facilities.

Moreover several areas are being implemented in close coordination with the World Bank, including the National Health accounts and Seeking options for Health Care Financing.

Other UN partners include UNICEF, UNFPA, were programmes implemented would strengthen access to quality care at PHC level. And prevent overlapping and wasting of scarce resources. Work implemented is also complemented by work done under other sectors such as Education, water and sanitation, governance…

Previously WHO Iraq office was working closely with USAID on strengthening the PHC system in Iraq under this programme. 

Other developmental partners include the NGOs, such as MERLIN who implemented some programmes related to Communicable diseases. Other coordinating activities are happening during the meetings held with the UN health cluster and the NGOs 

II. Human Resources 

2.1 National Staff & Consultants: Provide details on the number and type (operation/programme) 

2.2 International Staff: Provide details on the number and type (operation/programme)

No funding was available under personnel for the reporting period 
III. Methods of Operating
3.1 Summarize the implementation mechanisms primarily utilized and how they are adapted to achieve maximum impact given the challenging operating context.

WHO has maintained the institutional memory throughout the whole process, using a bottom up approach. Continuity of the programmes implementation is assured despite changes in senior management. This is due to the capacity building done by middle managers and peripheral staff.

Under the SPHCs programme, five programme managers were assigned since 2004, this has delayed implementation in some areas where policy decision is needed, but did not stop implementation. As a solution, a coordinator (WHO Focal point) was appointed in 2005, based in the ministry of Health in the PHC unit to support PHC managers in the implementation of this programme. This person has been one of the few people who stayed through the whole implementation period and was released in June 2007. This ensured that the history of decisions made, agreements during Videoconferences and previous documentation were passed over to the new manager. 
Friction between different MoH departments and the insistence on implementing vertical programmes is another factor delaying progress and the notion for integrated health service provision. Nevertheless, efforts are made to keep all parties concerned informed in order to avoid gaps in information.
Due to the prevailing security situation on the ground and the restricted movement of UN staff, there was a need to appoint monitors and focal points to follow on the field work implemented, whether the work relates to public health or to rehabilitation. These focal points are usually from the same area and sometimes work in the MoH / DoH after the approval of the MoH (policy dictates that it not be made common knowledge that these focul points work with the UN). These focal points have been provided with internet access, phones and a transportation allowance.  

Additionally, the transportation of equipment to Iraq has been delayed because of the security situation and one of the solutions given by the MoH after several deliberations was to transport to three points Erbil, Basra and Baghdad to mitigate the risks involved.

Due to the security situation in Iraq, most of the trainings are conducted in Amman. While Erbil was a viable alternative, it was found to be difficult for government staff to travel from the southern governorates to the north. Another reason for conducting the trainings in Amman was that Erbil governorate has become expensive in terms of hotel accommodation and transportation costs, and it was found to be difficult to send WHO consultants to Erbil since it requires security approvals and training. 

Lack of adequate operational running cost expenses and funding for major public health programmes is still a problem, advocacy is ongoing by WHO to invest in health (GOI, Donors) in order to preserve pervious achievements. 

3.2 Provide details on the procurement procedures utilized and explain variances in standard procedures.  
Steps and guidelines for Monitoring Quality Control on the programme deliveries (Procurement of equipments, supplies and other inputs for the health systems)

To ensure transparency, considering the lack of permanent international presence in Iraq, it was imperative that all procurements are advertised on the IRFFI and WHO websites and in Iraqi and Jordanian local newspapers for at least three days, allowing all procurements to undergo international competition. Still some procurement is being done in the country if available as this tends to decrease the risk of cross boarder transportation and in some cases it costs less. Still, whether procurement is being done in Amman or in Iraq, the items specifications are being prepared by a WHO international biomedical engineer in Amman in line with WHO standard specifications. 

To ensure that goods procured are of the desired quality and are properly delivered, installed, commissioned and that proper training for application, use and maintenance is implemented, a number of steps (explained below) are considered: 

1. In order to establish the needs of the Healthcare facilities/Laboratories, a needs assessment is carried out. 

2. Extensive consultations between WHO and the concerned healthcare facilities are held to agree on the final requirements and every effort is made to ensure that specifications are met and satisfy users' requirements.

3. General performance oriented technical specifications are written down for all the items of required medical equipment and supplies, including cost estimates, required training package, post-delivery services and suggested suppliers/vendors.

4. The choice of specific medical equipment takes into account that the more complex an instrument is the more the end-user will depend on the support of a supplier/local agent for installation and maintenance. Hence, choosing High-Technology equipment should be considered only if vendors have capable agents in Iraq or training facilities outside Iraq to train the end-users on clinical and technical applications (Equipment faults could be avoided if the user has clear understanding of the equipment operation).

5. WHO procedures for tendering and contract awarding are applied to the purchasing and delivery of equipment and supplies.

6. The vendors are requested to provide technical specification/data sheets for all equipment components and supplies, including description of all major features and performance specifications, as follow:

· Manufacturer and model name;

· Physical, environmental, and electrical utility requirements (i.e. steam, medical gas, vacuum requirements); and

· Physical dimensions and weight of the unit.

7. The vendors are requested to provide the Quality assurance and Quality control for all supplies and equipment procured.

8. All procured consignments are covered by insurance valid for 90 days from date of arrival to Iraq with the duration of 1 year less one day).

9. For procurement of laboratory equipment the vendors are requested to provide lists for reagents, consumables, and disposables including pricing.

10. Procured supplies should have A MINIMUM 75% of MAXIMUM shelf life at the date of shipment.

11. WHO facilitates direct communication between vendors and end-users to ensure that manufacturer’s pre-installation requirements on the newly procured equipment are met.

12. Receiving reports for consignments procured and delivered to end users in Iraq are issued, compiled and reviewed by WHO Country Office and subsequently submitted to WHO Regional and HQ offices acknowledging safe receipt and satisfactory functioning of the equipment and supplies.

13. One year warranty from date of arrival/installation is provided by the manufacturer for all items procured. During this period WHO field staff conduct site visits to assess the performance of the equipment provided as well as to check and assess for any fault or malfunction and report accordingly. 

3.3 Provide details on the monitoring system(s) that are being used and how you identify and incorporate lessons learned into the ongoing programme/project.
Accountability and Monitoring structures

· For any rehabilitation project, regardless of its scope, there is always a MOH/Engineering Supervisory Team/Committee and a WHO Engineering Team to oversee the whole process and to supervise the project implementation.

· In order to ensure accountability at all stages, there is also an accountability and monitoring system in each line ministry, which is mandatory for WHO supported projects (See annex 2): Within WHO, an accountability and Monitoring system is in place and follows each stage of implementation from the central level to the project site through a network of Regional and governorate engineer focal points.

Monitoring Reporting requirements

In addition to the specific regular project implementation progress reporting requirements based on agreement between WHO and the funding institution (i.e. monthly financial updates, Sectoral newsletters updates, six month progress reports and project completion reports in the case of UNDG ITF projects, etc.), there are regular reports that the monitoring teams must submit to WHO through the WHO regional focal points. These include daily and weekly progress reports which provide systematic information on:

· Rate of  implemented work against the initial bill of quantities (BOQs)

· Joint supervision by line Ministries and WHO engineering teams to ensure that the contracted specifications have been implemented.

· Measurements to ensure that only actual executed quantities of work will be paid for  

· Any suggestion to change the specifications must be supported by a strong justification and the subsequent implication on the overall cost must be agreed upon after negotiation of the new prices based on local market survey.  

· Evidence of the work progress through photos and video films (from time to time so as to show the progress before, during and after implementation)

      Process of payment for the work accomplished

· WHO does not pay any advance to the line Ministry and every single activity accomplished which requires payment is rigorously scrutinized and reviewed at several levels.

· In the case of advanced payment to the contractor (if requested and justified), there are also Standing Operating Procedures to be followed fully before the WHO finance unit can release funds upon WHO Country Representative approval, the amount will be not more than the preliminary amount for insurance deposited by the contractor as warranty. 

· The same scrutiny applies to interim payments and final payments. In the latter, there are two specific committees tasked to make the final measurements and approve or reject the contractor’s request for final payment in case it is found that the work accomplished is not in compliance, in term of quality and quantity, with the agreed specifications in the BOQs. The first acceptance certificate will be issued by the line Ministry in consultation with WHO.

· Procedures to release 97.5% of funds to be paid to the contract and 2.5 % to the Ministry of Health for the 12 month warrantee period as well as the process of final acceptance and release of the Final Insurance and Issuance of Final Acceptance Certificate are well explained and detailed in the guidelines agreed between WHO and the line Ministries.

Monitoring and evaluation of individual projects (mainly UNDG ITF projects)

For all projects funded through UNDG ITF, WHO applies the same approach and methodology to ensure that appropriate project monitoring and evaluation mechanisms and modalities of all stages from project formulation, implementation to project completion are in place, applied and effective.

Ensuring involvement of Iraqi counterparts

· WHO maintains close collaboration with all Iraqi key partners (MOH, other line Ministries and technical teams at the end-user/beneficiary sites/facilities) and engage them in each step from project proposal formulation to final execution of the project components.

· WHO implements UNDG ITF projects components through line Ministries' staff, WHO international and national staff, private contractors, regional authorities and ensures involvement of community and religious leaders.

· The implementation of the project is guided by the Project Steering Committee (PSC) which is composed of representatives (senior officials) of the line Ministries.

· In most of cases, in addition to the PSC, there is a line Ministry team tasked to monitor the project implementation. The team works closely with relevant WHO national officers and WHO focal points inside Iraq, tasked to monitor the implementation with defined responsibilities and roles.

Follow-up on actual project implementation

· In terms of the rehabilitation works, WHO in coordination with line Ministries prepare all the drawings, bill of quantities and the bidding documents. The line Ministry announces the tender in Iraqi local newspapers, after receiving offers from local contractors the offers pass through several committees (Bid opening, analysis and review committees), then a double check has to be made by WHO Technical staff at the field level and then by WHO Country Office in Amman where all documents are scrutinized by the Technical team led by the Technical Officer in charge before submitting the project documents to WHO Representative for approval. This is to ensure that all the process is done according to both WHO and Ministry rules and regulations and are in accordance with the guidelines for rehabilitation projects. 

· During the project implementation, both WHO and line Ministries engineer teams supervise and monitor the works. 

· For the procurement of goods, this is done through procurement section at either WHO country, regional and HQ offices depending on the amount of money involved and availability of required supplies on the local market. The procured goods are shipped to Iraq through Jordan and the installation is the responsibility of the suppliers with supervision from both WHO and the line Ministries 

· WHO Supervisory Teams and focal points are in daily contact with line ministry teams at central and governorate levels. This is in addition to ad hoc visits to the project sites to monitor and provide technical advice to ministries staff.  Monthly meetings and reporting are conducted to update on the implementation status of the project components. 

· Regular meetings of the PSC are held in Amman according to the rate of recurrence established for each project (generally every six months). Also, technical project review meetings are conducted in Amman between WHO and line ministry technical teams involved in the implementation. This is in addition to meetings held with Ministry officials during project related capacity building activities conducted in Amman. See Annex 3 for the  structure of the monitoring mechanisms for the Strengthening Primary Health Care System  in Iraq UNDG ITF programme  

· Many opportunistic meetings are held with high level officials of the line Ministries to follow-up on the project implementation and decide on any required corrective measures. 

· WHO in consultation with the counterparts facilitate the implementation of training of trainers (TOT) programmes outside Iraq where the participants become trainers for technical staff inside Iraq. Such an approach was used in many of WHO/UNICEF projects and it is considered one of the success stories in terms of implementation approaches. 

· WHO is using different innovative communication modus operandi such as Tele/video conferencing and enhanced access to internet which facilitate interactions in spite of the current security strains.

Monitoring Reporting

· Weekly and monthly reports are received from WHO focal points, also the line ministries implementing and monitoring teams provide WHO with monthly reports on the implementation progress.

· Monthly financial reports are prepared by WHO Country Office and validated through internal WHO global financial procedures before being shared with UNDP New York as the administrative agent of the UNDG ITF.

· Six month progress reports are prepared by WHO with involvement of the line ministries’ technical teams

3.4 Report on any assessments, evaluations or studies undertaken. 

The recent Iraq Family Health Survey indicates that access to essential health services is a major problem for the conflict-affected communities. This adversely affects public health programmes such as immunization, maternal and child health (MCH) and nutrition. Routine immunization services continued to suffer in 2007. Twenty-eight out of 117 districts reported DPT1 coverage below 80 percent and a drop-out rate between DPT1 and DPT3 of more than 10 percent. 

The same survey indicates a threefold decrease in maternal and Under 5 mortality rate compared to results published, in 1999, still under five mortality rates (46 per 1,000)
 and maternal mortality rates (84 per 100,000)
 are already high for the region. Children and pregnant women are among the most affected by lack of access to primary services health and nutritional support, leading to increased risks of morbidity as well as child and maternal mortality. Diarrhoea and acute respiratory infections still account for about two-thirds of deaths amongst the under five years of age population, which is further compounded by the increase in malnutrition levels from four percent in 2002 to nine percent in 2005. Moreover, IFHS
 indicate around 151,000 violence-related deaths in the three years through 2006, which translates into 137 deaths per day, although other sources provide higher estimates.
IV. Results 

4.1 Provide a summary of programme/project progress in relation to planned outcomes and outputs; explain any variance in achieved versus planned outputs during the six month reporting period.

This programme is in its final stages. All the outputs have been addressed; the rehabilitation work and refurbishment have been completed and ensured access to around 4 million Iraqis to PHC basic services and contributed to the 50% reduction in children U5 mortality and morbidity rate and 30% in MMR compared to 1999 baseline data. In addition, this programme contributed to the implementation of effective efficient public health programmes. It supported psychosocial development and mental health programmes and initiated their integration at PHC level. New health indicators have been established which will be used by policy makers during the preparation of their health future 5 year national strategic plan.

This programme has also contributed to the initiation of the Health Sector reform especially in the area of Health Care financing, human resource development and strengthening district health systems. It also contributed to the review and update of Public Health Legislations and regulations and the improvement of health governance, particularly in the area of health information systems.  Several health records and registers have been reviewed and are currently being used, this includes Mother Child Health, Communicable diseases and Family Medicine. Under SPHCs communication between the 19 DoHs and the MoHs will be enhanced through local area networks and VSATs. The contract for equipment installation will be concluded in February 2008 and the expected timeframe for implementation is around 45 days. Several Public Health laboratories have been partially supported; this includes the upgrading of National Drug Quality Control Laboratory, Central Public Health Laboratory and Food Laboratory. NDQCL testing capacity increased three folds compared to 2003
Integrated services are being piloted such as the Integrated Management of Childhood illnesses. Preliminary results show great success. Approximately 88.8% of doctors assessed symptoms for cough and diarrhea correctly, 100% of health professionals checked immunization status of children under 5.
4.2 Report on progress made toward the achievement of specific medium-term outcomes of the programme/project as a result of the achieved short-term outputs during this reporting period.

This programme has made good progress towards the establishment of a functional 19 model districts, this was achieved through extensive work implemented at the national level in the area of policy development and at local level through strengthening the district health system. It also focused on building the capacity of human resources for health and provided them with the means to provide good quality service. This was accomplished through the rehabilitation of facilities and the provision of equipment and supplies
It also focused on promoting the provision of integrated basic health services; hence this programme supported the piloting of integrated management of childhood illnesses and family medicine.  It ensured skills and knowledge upgrading and exposure to other countries experience.  This programme focused on community participation in decision making which was accomplished by working with community and religious and women leaders at local level.

4.3 Report on the key outputs achieved in the six month period including # and nature of the activities (inputs), % of completion and beneficiaries.
Output 1: All PHCs rehabilitated, refurbished and operational – 100% completed

129 PHCs have been rehabilitated, refurbished and fully equipped and are operational, which comprises 7% of total PHCs and created 16,000 days of work. 19 million USD worth of equipment, supplies, medical and non medical furniture has been procured and delivered (circa 100,000USD per facility). 19 training centres constructed ensured continued education for at least 5000 professionals

Output 2: All PHC are to provide a basic health service package- 95% completed

In support to MoH vision and strategic direction to revitalize the PHC system in Iraq by capitalizing on the humanistic dimension which implies knowing the patients and bringing them into a valid interaction which adds sensitivity to the doctors’ judgments. These manuals have been initially reviewed by 26 MoH experts and WHO Iraq technical staff during a workshop held in Amman (June 2007) to ensure that they were scientifically correct, culturally sound and consistent They were finalized during a meeting held in Amman (December 2007) and training of trainers was completed consisting of 20 multidisciplinary staff working at sector and PHC level.  The principle aim of these manuals is to enhance the PHC staff competencies in acquiring the skills of knowledge management. These manuals are a guide for future national trainings using the updated, feasible and accessible teaching and training methodologies to transmit health messages.  The manual consists of 10 Modules: 1) Reproductive Health, 2) Child Health and EPI,  3) Communicable Diseases, 4) Non Communicable Diseases,  5) School Health,  6) Oral Health , 7)Mental Health, 8) Environmental Health, 9) PHC Management guide, 10) Nutrition and food safety

Output 3: Human resources for health capacity building completed for the 19 model districts -100 % completed

Around 14,774 Iraqis of different sectors  trained,  out of which 45% focused on strengthening the a capacity of  PHC staff , 27% to strengthen the CD surveillance system, 7% in the area of Nursing  and 48 persons trained in the area of Health Economics. 

Output 4: The initiation of the family physician practice-100 % completed

Family medicine is being piloted in three PHCCs
· Al Quds PHC in Al Aysar District in Mosul and serves around 3678 families (14225 persons)
· Ez Al Deen Saleem  in Basra  PHC 4927 families
· Al salam PHC  in Karkh district Baghdad  serves 6400 families
Objective: Health and Nutrition status of general population improved 

Expected outcome: improve access to integrated basic health service

Expected output: 

· Functional three model family medicine centers in Karkh, Basra,Mosul governorates

· Enhanced capacity and skills in the area of family practice 

· Proper record keeping in the three selected PHCCs 

· Enhanced quality of service provision and management at PHC level, focusing on team work and the integration the psycho-social care.
· Establishment of a proper referral system 

· Having an electronic information base on the population in the catchments area.

Activities implemented include:
· Develop standard operating procedures  and guidelines to train medical & health workers 

· Health information system strengthened through the development of a proper family record system.

· Support a proper referral system to secondary and tertiary care with an efficient feedback mechanism.

· Develop qualified master trainers in family medicine practice 

· Human resource development in the area of family medicine practice for the medical & health workers in PHC centers.

· Establish a database that includes all health related information for catchment population. 

This programme is being managed by a team of three professionals and led by MoH programme manager undertaking the administrative daily management and supervision activities. 

A Task force has been established including:
· Director General of Public Health in Baghdad, 

· Manager of Family medicine section in MoH,  

· Representative of Ministry of Higher education from the Medicine &Community department 

· Iraqi board for medical specialization  in MOHE

· Iraqi family physician society

· Manager of Non Communicable Disease section in MoH

· Manager of MCH section in MOH, 

· Manager of PHC section in MOH providing oversight 

· Three focal points one in each health directorate responsible for implementation  

This programme has been cost shared with the following MoH resources:

· The MoH supported the rehabilitation of the PHCCs to develop model family clinics, currently Ez Aldeen Saleem PHC is ready while the remainder will be completed in April 2008.
· A part of the equipment and furniture was procured by WHO using EC contributions to UNDG ITF and have been received at end user level. 

· The Ministry of Health supported the local survey in the three localities completed.
· Three training courses for 12  paramedicals and 12 doctors in selected PHC was supported by the MoH 

· A study tour to Bahrain for 8 MoH and MoHE staff to get acquainted with Bahrain experiences was supported by WHO. 

Output 5: Ensured community participation in decision making and health service provision – 100 % completed

In the area of community empowerment to enhance access to basic quality health services that meet the needs of the population. Community Based Initiatives programme was piloted in 9 localities.
Programme objectives:

· Fight the triangle of poverty-disease-illiteracy.

· Enhanced quality of life.

· Achieve the principles  of sustainable  development

Output: Improved access to basic services 

Outcome: Enhanced multi-sectoral collaboration in addressing underlying health determinants 

This programme is in line with the following MDGs: 

· MDG 1: eradicate extreme poverty 

· MDG 3: Promote gender equality and empower women 

· MDG 4: reduce child mortality

· MDG 7: ensure environmental sustainability

· MDG 8: develop partnerships for sustainable development

All activities undertaken, which have been cost-shared with the government and community resources:  

· A baseline assessment has been undertaken; gaps and priority areas have been identified  and supported by WHO

· Construction of Al Mejbis PHC.  

· Complete water project in Al Intissar village. 

· Environmental activities supported by Ministry of environment and cost shared with the community in the 9 localities planting trees and celebrating environmental day which included cleaning up areas in Sader City. 

· Strengthen nutrition programmes and provision of scales and length monitors supported by MoH. 

· The Shiaat religious fund (Zakat) supported the construction of Al Shaheed Al Sader in Al Sader City, illiteracy campaigns for 20% of the families in this city and distribution of in-kind donations to children of 300 families 

· Ministry of agriculture: continued support to the bee farm that was established in 2007 to support small business in the Baghdad Al Intissar village.
This programme is implemented by a national focal point in the ministry of health in close coordination with the national and local councils, directors of health in each governorate and cluster representatives who have been elected by the community in the 9 localities

4.4 Explain, if relevant, delays in programme/project implementation, the nature of the constraints, lessons learned in the process and actions taken to mitigate future delays.
Still, around 6.5 million people primarily across central and southern Iraq lack access to essential basic services
, MMR (84 per 100,000
) and children under 5 mortality rates are high for the region at (46 per 1,000
). The transition towards a PHC based system has not been fully achieved due to the following reasons:
· Violence and insurgency

· Attacks against Health professionals 

· Migration of skilled health professionals 

· Lack of adequate resources

· High turnover of senior officials 

4.5 List the key partnerships and collaborations, and explain how such relationships impact on the achievement of results. 
Improved health outcomes is a variable that depends on:
· Enhanced Health programmes; the implementation of national health programmes is the responsibility of the Ministry of Health, and is being supported by the international community (donors, UN and NGOs), hence proper coordination and prevention of overlapping is vital to make best use of scarce available resources. Many agencies are working in the area of PHC, their support varies from being technical and/or logistical. Programmes range from being promotive, preventive and/or curative. WHO has been working in close collaboration with UNICEF, especially in the area of Public Health. WHO has been coordinating with the World Bank to prevent overlap, an example is what happened during the formulation of the program proposal where more funds were allocated towards procurement because USAID was supposed to deliver 140 model Health centers. When their plans changed WHO did the necessary adjustment in close coordination with the MoH and the ITF and re-allocated funding towards rehabilitation. Through its role as the leader of the health cluster, WHO ensured that gaps are filled as  mandated as the provider of the last resource in humanitarian emergencies.
· Enhanced social determinants of health; this includes social, economic and environmental aspects and these are not the sole responsibility of MoH. Through the implementation of the SPHCs, extensive work was done in close collaboration with the Ministry of Environment, Ministry of Education and higher education, Ministry of planning and the Ministry of Defense in the area of substance abuse.
· Enhanced Health System; enhanced governance, health care financing and provision of services is a shared responsibility with the community, local councils, health workers and policy makers. Extensive work has been accomplished in the area of health legislation and public health regulation in close coordination with the parliament health committee.
Hence if these type of coordination and partnerships are not established the health outcome will not be improved 

4.6 Summarize achievements against planned results for cross cutting issues: security, gender, human rights, employment (including # of short and/or long-term jobs created), and environment.  

During the implementation of the programme, particularly in the area of capacity building, gender and geographical balance was always taken into consideration. This programme trained around 14,774 persons, out of which around 57% were females and 41% were from governorates other than Baghdad. Moreover the planning and implementation of this programme always focused on the most vulnerable areas, out of the 2.5 million USD spent on rehabilitation 1.5 million was on PHCCs in the centre and the southern parts of the country is based on the assessment conducted at the beginning of the programme which identified needs and priority areas to ensure enhanced access to quality care to the most vulnerable and deprived population, in line with health as a human right. Still, many programmes were implemented on a national scale which is inline with International Health Regulations, principally in the area of public health and eradication of diseases.
V. Future Work Plan  

5.1 Summarize the projected activities up to the end of June 2008 indicating any major adjustments in strategies, targets or key outcomes and outputs planned.

This project will be operationally closed at the end of March.  The following activities still have to be completed;
· Installation of the VSAT and Local Area networks in MoH and the 19 DoHs

· The development of the Basic Health Service Package at PHC level 
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� State of the World’s Children Report, UNICEF 2008


� Iraq Family Health Survey, 2007


� Iraq Family Health Survey, 2007


� Iraq Ministry of Health, routine immunization reporting (Diphtheria,   


  Pertussis, Tetanus 3), 2007


� IFHS: WHO, 2007


� Iraq MICS 2006: UNICEF
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