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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 program are to:

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

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

· 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);

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

The expected output of the program are:

· 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;

· 2,000 trained health personnel at all levels;

· A family physician and nurse practitioner model initiated;

· Enhanced community participation in health activities.

The expected outcomes of the program:

· All PHCs rehabilitated, refurbished and operational

· All PHC are to provide a  basic health service package

· Human resources for health capacity building completed for the 19 model districts 

· The initiation of the family physician practice

· 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 program 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 program 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 servicesdicate the main implementing partners, their roles and responsibilities, and their interaction with the Agency

· 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

1. The right to a healthy environment

2. The right to health

3. The right to efficient health technology

4. The right to access quality care

5. The right to access to technical competence

6. 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:

1- Meeting urgent needs and improving services 

2- Strengthening results-based management 

3- Developing and implementing a 4 year plan for reconstruction 

4- Training and capacity building 

5- 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. The aim was to have a basic service package at PHC level that will provide standard health service of good quality to all of the population using public funding.  

1.3  Indicate the main implementing partners, their roles and responbilities, and their interaction with the agency

This programme is being implemented in close coordination with the following national partners:

1. Ministry of Health: 
Leading Ministry in Health financer and provider of health services 

2. Ministry of Higher Education and Ministry of Education:
Strengthen Enhance Health professional 

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 parliamentarians will support the Ministry of Health in revising their health legislation and ratifying them 

9. Civil Society and private contractors: Civil society and responsiveness to community need is the approach adopted during the implementation of this program 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. UNICEF is working closely with WHO on the implementation of the National Immunization campaigns, while UNFPA is working closely on the strengthening of the Emergency Obstetric Care.

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. Resources 
Financial Resources:

2.1 Provide total funds provided, disbursed and committed
Strengthening Primary Health Care System in Iraq budget:-
	Item
	Allocated
	Committed 
	Disbursed

	Supplies & Equipment:
	US$17,904,100
	US$20,146
	US$17,883,954

	Contracts:
	US$6,790,000
	US$625,337    
	US$6,164,663

	Training:
	US$6,894,400
	US$4070
	US$6,890,330

	Personnel:
	US$382,399
	           
	US$382,399

	Miscellaneous:
	US$3,277,700
	US$45,854
	US$3,231,846

	Agency Support Costs:
	US$2,114,916
	
	US$2,114,916


Note: commitment in the above table means that there is a balance that will be used to pay an agreed upon activity with MoH
2.2 Highlight any variation(s) in projected versus actual spending for the reporting period indicating the reason for such variation(s).
There has been no major variation between projected and actual spending during reporting period. The most important variation through out the implementation period was that long term master degree fellowships in priority areas did not materialise due to the following reasons:

· Change in the GOI senior policy and decision makers 

· Difficulty in obtaining entry visas to many developed countries ( USA and UK)

· Due to the situation in Iraq participants wanted to have their families accompany them and this was not very much welcomed by the receiving countries

· The MoH decision to decrease the number of long term studies for two reasons the first is that those who are being trained are not coming back to implement what they learned and the second reason is that much of the funds are being spent on one participant while a short term fellowship 3-4 weeks will benefit a larger number of participants. WHO`s stance on this issue is that there is a need to build expertise in many areas such as health economics and strategic planning and this can be only achieved through long term trainings in one of the developed countries 

2.3 Explain programme/project expenditures within the 10 budget categories, including security expenditures.
Supplies & Equipment:


· Supplies and equipment for Family medicine clinics

Contracts

· Logistical support to the IFHS survey

· APW contract for a National Engineer in Sulaimania

                     Training &Fellowships:     

· Family Medicine in Bahrain( Fellowship)

· Master Degree in Nursing( Fellowship)

· Training of Health information Engineers on Network  administration, MYSQL, Web design.

· Health Professional Education Technical meeting 

· Finalization and adoption of the PHC training manual

Personnel:


Mentioned below 

Miscellaneous & security:


· One Lap top computer 

· Handling fees and storage  for items procured and shipped to Iraq

· MoH PHC unit supplies

Agency Support Costs:


· Nothing to report 

2.4 Indicate other funding sources, if applicable 

All the above activities and outputs are supported by WHO regular budget.

2.5 Provide detail on any budget revisions approved by the UNDG ITF Steering committee, if applicable 

· In March 2005 WHO received a letter from the MoH reference number 1232 requesting that 5 million USD be shifted from procuring of equipment to do rehabilitation of PHCs in the 19 model districts. The reason for that was in the initial stage of planning it was estimated that 24 million USD will be needed to procure equipment to be used in the 19 model PHC districts in addition to having other international partners working in this area such as ABT associates who were supposed to complete the rehabilitation works and have changed their plan to procure equipment 

· The second request was for an extension of 6 months at no extra cost ( no operational cost was requested) 

· The third request was the reallocation of 8% of funds allocated to contracts to be shifted to training 

· The fourth and fifth request were extension of period at no extra cost ( no operational cost was requested) 

2.6 Project expenditures for the 1 January- 30 June 2007 period.
During reporting period 1,002,106 USD has been committed and 1,294,701 USD were disbursed.
Human Resources:
2.7 National Staff: Provide details on the number and type (operation/programme) 

Since Jan 2006 
· One Technical national  staff  located in Amman  During the period Jan – June 2006in the area of IMCI/ MCH

· One Technical national  staff located in Amman for the period Jan – June 2006 working in the area of Public health and communicable diseases

· One Technical national  staff 
located in Erbil for the period Jan – June 2006WHO Officer in Charge Public in Erbil overlooking all WHO activities in the north 

· Two  administrative national  staff located in Erbil for the period Jan – June 2006
working in the area of Telecommunication, and IT support

· One national support staff located in Erbil for the period Jan – June 2006 working in the area of logistics

· One WHO administrative support (national) located in Baghdad for 13 day in April 2006 Duty travel cost to support training workshops in Amman 

· One secretarial support (National)located in Amman for the period 4 Feb-4 March 2007 providing secretarial support 

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

· One international technical staff  located in Amman for the period  11-27 April 2007, to provide Backstopping from Regional office for M&E of progress 

· One international Engineer located in  Amman, for the period Jan – end of May 2007, Monitor all rehabilitation reconstruction in Iraq

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 programs implementation is assured despite change in senior management. This is due to the capacity building of middle managers and peripheral staff.

Under the SPHCs program, five program 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 and based in the ministry of Health in the PHC unit to support PHC managers in the implementation of this program. This person has been one of the few people who stayed through the whole of the implementation period and was released in June 2007. This ensured that the history of decisions made, agreements during Videoconferences and previous documentation are passed over to the new manager. 

Friction between the different MoH departments and the insistence on implementing vertical programs is another delaying factor, an issue that continues to hamper efforts especially in 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 this 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) and it will not be common knowledge that they work with the UN. These focal points have been provided with internet access, phones and transportation allowance. 

Moreover, The transportation of equipment to Iraq has been delayed by 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 being 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 consultant to Erbil since this requires security approvals and training. 

Lack of adequate operational running cost expenses and funding for major public health programs 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 program deliveries (Procurement of equipments, supplies and other inputs for the health systems)

To ensure transparency, especially with the lack of permanent international presence in Iraq, it was imperative that all procurement 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 this tends to decrease the risk of cross boarder transportation and in some cases it costs less. Still whether the procurement is being done in Amman or in Iraq the items specifications are being prepared by WHO international biomedical engineer in Amman and in line with WHO standard specs. 
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 meet 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 till 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 date of shipment.

11. WHO facilitates direct communication between vendors and end-user 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 and compiled and reviewed by WHO Country Office and thereafter 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 staffs conduct site visits to assess the performance of the equipment provided as well as to check and assess for any fault and 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 its scope, there are 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 accountability and monitoring system in each line ministry which is mandatory for WHO supported project (See annex 2): Within WHO, an accountability and Monitoring system is in place and follows each stage of implementation from 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 had 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 (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 fully followed before the WHO finance Unit can release funds upon WHO Country Representative approval and 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 are effective.

Ensuring involvement of Iraqi counterparts

· WHO maintains close collaboration with all Iraqi key partners (MOH, other line Ministries and technical team at the end-user/beneficiary sites/facilities) and engage them in each step from project proposal formulation till 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 WHO relevant 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 newspaper, after receiving offers from local contractors and the offers pass through several committees (Bid opening, analysis and review committees), then a double check has to be done 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 contacts 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 frequency 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 program  
· Many opportunistic meetings are also 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 programs outside Iraq where the participants become trainers for the technical staff inside Iraq. Such 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 despite 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 sharing with UNDP, New York as the administrative agent of the UNDG ITF.

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

3.4 Report on any assessments, evaluations or studies undertaken.
Internal audits carried out since 2004 

With regards to monitoring and evaluation, WHO has in place it’s periodic programme planning reviews exercises involving MOH officials.  An internal audit was carried out in June 2006 and focused on auditing WHO Iraq Operations with focus to project funded by UNDG ITF. The period covered by the audit  was to cover the years 2004-2005. 

External audits carried since 2004 covering 

In December 2006 WHO country office had undergone a four week external audit with a special focus on the UNDG ITF. The audit covered both EMRO Regional Office (a week) and the country office of Iraq (4 weeks). The audit focused  among other aspects on risk analysis and included an overall review of the internal control  mechanisms  in place and test check the transactions in key areas of financial activity and project management. The conclusions of the audit report were discussed in the 60th World Health Assembly in May 2007. 

Mid Term review of MOH/WHO Joint Programme Review Mission (JPRM)

As routine procedure, WHO conducts a mid term review of all programmes for the biennium. For the work-plan 2006-2007, the mid-term review was conducted including all UNDG ITF funded projects which are integral part of the MOH/WHO work plan. The review was done against performance indicators set at the beginning of the implementation.  

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.
The general aim is to improve health outcomes and develop a sustainable and functioning PHC system in each of the selected 19 model districts providing a basic health package to their population this is enhanced since they addressed the following 

1. Health system enhanced :

1.1. Health governance 

1.1.1. Review of Health legislations – request of parliament health committee.

1.1.2. the use of CBI sector wide approaches to strengthen PHC system 

1.1.3. Continuous advocacy for Health Sector Reform- decentralization (WHO/WB)

1.1.4. Policies and strategies developed ( Nursing, Mother child health, Infant young child feeding strategy,  Food safety, National medicine policy) 
1.1.5. Health System Research initiated

1.1.6. Health Information System strengthened through the support to Iraq Family health Survey and Mental Health Survey, the revision of MCH and Communicable disease surveillance system reporting and recording has been completed  

1.2. Health Finance system
1.2.1. Review of the existing Health financing system and looking for more options to adopt together with the WB 
1.2.2. Implementation of the National Health Accounts; data collection did not happen since those who were trained had all left the country.  
1.2.3. Capacity building of MoH administrative and finance officers  

1.3. Human resources for health strengthened
1.3.1. Still Lack HRH policy/planning; although planned but it was not possible to complete with the current continuous move of staff and people in and out of the country , even displacement inside the country had its toll 
1.3.2. Multi disciplinary health care and health related fields  professionals trained

1.3.3. PHC Basic Package Training Curricula developed 
1.3.4. Health Professional Education review and strengthening process  initiated Feb 2007

1.4. Service provision technically and logistically supported
1.4.1. PHC service package BHSP draft developed yet to be finalized and then adopted by the Government especially by the Ministry of Planning and Finance 
1.4.2. Epidemiological surveillance systems, under SPHCs there has been support provided to ongoing public health programs to ensure proper investment in health ( Communicable disease – national coverage/ Non communicable diseases  is being integrated into the PHC practice and WHO supported the MoH in the implementation of NCD stepwise surveillance)

1.4.3. Emergency medical services systems due to prevailing situation WHO is supporting the MoH in preparing an Emergency Preparedness and Response Plan EPR and in strengthening the Emergency Medical System  ( Public Health- Pre-hospital- Hospital – long term)

1.4.4. Under SPHCs there has been partial support to strengthen the Pharmaceuticals system : National List of Essential Medicine has been developed , Rational drug use is being promoted 
1.4.5. Biomedical engineering; there was a need to ensure the specs and quality of items procured are in lone with WHO standards hence there was  partial support for the recruitment of an international Biomedical engineer  and a health care facility engineer
1.4.6. Health care facility rehabilitation; to improve the infrastructure and promote a conducive environment for service provision 129 PHCs and 19 training centers have been rehabilitated
2. Heath Programs

Under SPHCs stage one several programs were partially supported that is to ensure that a viable sustainable PHC system exists 
2.1. MCH- RH including family planning; IMCI, IYCF

2.2. Family health through Family medicine

2.3. CBI- multi-sectoral approach (Integrated Area-Based Approach)

These programs are also complimented by the below programs under different funding 

2.4. Health Education programs- school health, oral health tobacco, 20/20

2.5. PH programs: CD, NCD including Mental Health programs

2.6. EPI: Immunization against the major infectious diseases;

2.7. Food safety programs

2.8. Environmental Health -Safe water- HCWM;

2.9. Prevention and control of locally endemic diseases; malaria, leishmania

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.
· All PHCs rehabilitated, refurbished and operational 100% completed 

· All PHC are to provide a basic health service package 90% completed draft ready training curricula developed, Training of trainers and the draft BHSP to be finalised / implemented in September.
· Human resources for health capacity building completed for the 19 model districts 200% completed

· The initiation of the family physician practice 100 % completed, Staff trained, supplies and equipment provided review of curricula will be in September 2007  

· Ensured community participation in decision making and health service provision. 95% % completed still the national strategy for Community participation as part of the national health strategy is yet o be developed in September 
4.3 Report on the key outputs achieved in the six month period including # and nature of the activities (inputs), % of completion and beneficiaries. 
During the specific reporting period, the focus of implementation continued to be upon the following four key outputs (shown below with a brief update on their implementation followed by an extended update on each output’s implementation):

1. A sustainable and functioning PHC system (including a functional referral system) in each of the selected 19 model districts 

· Rehabilitation works (100 % achieved). To date 128 PHC, which constitute 56% of the total number of PHCs in these 19 districts and will benefit 4.4 million people, have been completely rehabilitated and refurbished. All medical equipment (100% achieved), furniture (medical, non medical) worth of 19.3 million USD have been procured and distributed Further, 19 training centres geographically spread throughout the 19 model districts has been rehabilitated, these centres will benefit at least 5100 Health care professionals in these 19 districts

· Develop Basic Service package and training curricula training curricula and a draft of the service package has been developed (100% completed). 
· Health Information System: (80% completed) hardware distributed and is yet to be installed; the training of staff is ongoing. Twenty one statisticians are being trained in Oman on the PHC HIS system. 19 engineers are currently being trained in Amman on network administration, MYSQL software development and administration, web design and development. Concerning connectivity the ministry of health was given several options that include:

a. Connecting the 19 DoHs with the Ministry of Health as phase one

b. Under SPHCs phase two connecting the 19 selected PHCs with the district to the DoH to pilot information transfer from PHC level 

c. Selecting 3-5 governorates and perform complete connectivity starting from PHC to the MoH going through the District and the DoH

Iraq Family Health Survey and Mental Health Survey

During reporting period logistical support was provided to complete the Iraq Family Health and Mental Health survey. This support included; Implementation of the IFHS-MHS in Kurdistan region for the period end of January to March 2007 followed by data entry and cleaning. A series of meeting for members of the steering committee in Amman to discuss the preliminary results of IFHS prior to the expert consultation meeting (May-June 2007). The future steps on IFHS is the completion of the preliminary report before launching the result in September2007. The survey will provide new baseline indicators for mother and child health as well as mental health which will guide future strategic and planning directions.

2. 2,000 trained health personnel at all levels; 200% achieved – this included training of staff from different levels, specialization and health related ministries. As of June 2007 4094 people have been trained out of which 605fellowships has been awarded.

Training, fellowships implemented and equipment procured in the area of Family Medicine and IMCI.

Under this component and during reporting period equipment and supplies have been procured to cater for 3 newly established family medicine clinics Circa 150,000 USD in; Mosul, Basra and Baghdad (see Annex 1 for the items procured)

Family medicine is one of the main outputs of this program which promotes the provision of integrated service with a PHC focus. This integrated service will also include the provision of Integrated Management of Childhood Illnesses IMCI as one of its components. 84 Iraqi physicians and 40 nurses were trained on IMCI programme working in the PHC centres and who are currently part of the pilot implementation of IMCI strategy.  

Currently IMCI is being piloted 10 PHC centres in 3 governorates Baghdad Karkh and Rasafa and Nassiriya. This program will soon expand in August 2007 to include Mosul, Basrah and Najaf where doctors and nurses have already received training on IMCI case management. The expansion of this program will ensure that children attending PHC centres will receive quality service in terms of integrated approach for tackling child illnesses at primary care level.

Mid term impact evaluation of program on PHC services provided shows that doctors and nurses working in the PHC centres implementing the IMCI programme; 88.8% of doctors assessed correctly symptoms for cough and diarrhoea, 100% of health professionals checked the children under 5 for immunization and 80% of doctors assessed children correctly for malnutrition. 

The aim of implementing the IMCI programme is to reduce under five children morbidity and mortality rate form the 3 main killing diseases, Acute respiratory tract infections, Acute diarrhoeal diseases and Malnutrition.

           Fellowships and Policy technical meetings 

1. Four Master Degree in Nursing out of which 1 is a female and three of them are from governorates other than Baghdad 


2. Ten Fellowships in the area of Family Medicine in Bahrain out of which 7 were females and 7 of them where from Baghdad 

Health Professional Education

During the period 11-15 February 2007 a meeting was held in Amman (69 participants) which included participants from all governorates (Deans of medicine, Pharmacy, Nursing, representatives of the medical syndicates) the main objectives were to;

1. Present facts and analyze the situation of Health Professional Education HPE in Iraq especially at undergraduate level;

2. Address violence against Academician and Health workers in Iraq;

3. Discuss the trends in Health Profession Education in meeting the population needs taking into consideration the human rights approach;

4. Develop a draft Strategy Framework and an Operational Plan taking into consideration the context of Iraq; 

5. Prioritize Elements for proposals for funding to support HPE in Iraq

During the meeting the objectives were met and it was agreed that in order to improve the quality of Health Professional Education an assessment will be conducted and there will be technical and logistical support to the MoH and MoHE collaborating council this will be supported by WHO regular budget and it will provide. The aim is to improve the quality of education which will lead to better services delivery.  

Technical Review of PHC training manuals 

During the period 10-13 June 2007, 16 MoH staff different disciplines participated in a technical review and finalization of the PHC training manual which will be used to train PHC workers in order to improve access to quality care

3. A family physician and nurse practitioner model initiated; (80% achieved) currently 10 Iraqi family medicine physicians are being trained in Bahrain on the best practices of the FM in Bahrain. Three clinics have been chosen by the MoH (Baghdad, Ninawa and Basra) these have been partially refurbished by the MoH, and the gaps were filled by the SPHCs programme, this included the provision of medical equipment and furniture. Moreover the printing of the family medicine files which will be used in these clinics under process. The MoH have started the piloting of one family clinic in Rasafa and lessons learnt from this experience will be used during the implementation of FM in these 3 clinics 

4. Enhanced community participation in health activities; (95% achieved) Community based initiatives have been used to strengthen the PHC system in Iraq , previously reported several workshops and trainings were conducted in CBI areas to elevate the skills of the community health workers in their ability to communicate with the civil society, their role is not to take over the services provided by the health professionals, they can have an advisory or a supportive role that would strengthen the link between the health centre and the community. On another note the community was involved in the identification of their health needs and in some cases, financed the solutions, such as the rehabilitation of PHCs – a national CBI strategy is to be developed based on the baseline survey results completed in 2006 in the 8 CBI / BDN areas. 

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.
General constraints faced during the reporting period:

1. High turnover of MoH staff

2. Absence of a formally appointed Minister of Health for some period

3. High friction between the different departments in the ministry of health 

4. Security situation on the ground not allowing for freedom of movement

5. Lack of MoH operational running cost expenses

6. Bureaucracy ( UN and the GOI)
7. Lack of international presence on the ground
4.5 List the key partnerships and collaborations, and explain how such relationships impact on the achievement of results. 
Since improved access to health lies out of the jurisdiction of MoH, hence the adoption of inter-sectoral action for health with a focus on community participation using health equity as a goal. Hence this program implemented and under service provision part address heath promotion and protection, disease prevention, under the umbrella of primary health care system in the 19 model districts. This program also too into account economic development since healthy people stimulate the economy  ,  generated  employment and sustainable development since it addresses change of behaviour whether in the community their approach and attitude towards their health and their help seeking pattern or from the system where the norm would be the delivery of quality service of acceptable standard 
Although the main partner in health at a national level is the Ministry of Health. Still most of the activities implemented are in close coordination with other line ministries such as  MoHE, MoAg, MoEv, MoE, and the civil society.

. 

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.  
The adoption of a Community Based Initiative in strengthening PHC system in Iraq enhances responsiveness to community needs with special focus on the vulnerable groups e.g. women and children. The strengthening of the PHCs will ensure access to quality care (irrespective of gender) with a proper referral system in place. 

Most of the rehabilitation work is done through the MoH. The MoH would sign contracts with contractors, hence, although it does not have a direct contribution to employment creation, it is estimated that on average, each PHC consisted of 20 days of work, which would include one engineer and two skilled staff. Moreover it will also include 20 semi skilled people. Hence, in total, the construction of the training centres and the PHCs in Iraq created 2967 jobs per day (in 146 projects). On average, each project lasts 80 days- As such, this programme created 162,400 job opportunities in total.

V. Future Work Plan  
5.1 Summarize the projected activities up to the end of September 2007.

	Activity
	Jul
	Aug
	Sept

	National CBI strategy developed 
	
	
	

	Basic Health service package finalised
	
	
	

	PHC training ToT completed
	
	
	

	HIS Connectivity completed 
	
	
	


Annex 1

	SN
	Item
	Qty

	1
	Autoclave vertical
	4

	2
	Nebulizer
	4

	3
	Foetal Doppler
	4

	4
	ECG machine
	4

	5
	Examination couch
	3

	6
	Sphygmomanometer
	8

	7
	Stethoscope
	8

	8
	Ophthalmoscope
	8

	9
	Infant scale
	4

	10
	Autoscope
	12

	11
	Tuning fork
	6

	12
	lap tops 
	3

	13
	Personal computers
	21

	14
	Furniture for the 3 clinics included chairs, desks and filing cabinets 
	NA
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