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(by Dr Mike Deppner, UNHCR Health Co-ordinator in Uganda)
A.
Integration within national planning guidelines and the District Health Work plan

A.1.
District Health Planning and District Work Plan

· Co-ordinate more closely with District Medical Officers (DMO) at the District level and, (albeit at a lesser extent because of decentralization), at the national level.

· Cooperation with the District Health planning Unit chaired by the DMO. 

· District Health Plan normally drafted by November of each year, finalized by February of the next (Districts have adopted the central Governments fiscal year of July to June).

· Agencies should be implicated in the District planning process.

A.2. 
Implication of DMO in UNHCR Programming

· Informing and involving the DMO in the planning process of our programmes.

· Increased involvement would assure that our programmes represent national norms, and avoid  deviant expenditures and proposals.

B. 
Staffing -- number, salaries and new recruitment
· Number: In view of the eventual handing over of health activities at the District level, the number of staff in each health facility should reflect recommendations from the Ministry of Health (MOH). Affordable vs. minimal and ideal situations.

· Wages: Even most MOH judge current salaries to be substandard, salaries paid by many NGOs are exceptionally high. For this reason, UNHCR should attempt to enforce a standard salary scale that reflects MOH guidelines (or just use the MOH guidelines). In some countries, each District is also autonomous in the final fixing of rates. This of course favours those with sufficient district revenue, and co-ordinated (or prioritized) planning. An effort should be made to have built-in factors that reflect District variances and discrepancies due to insecurity and isolation. Balance between high enough to attract people in difficult areas, and not too high to rob the MOH. A mechanism should be found which eventually enables payment of staff/workers through the District or Ministry.

· Recruitment: Recruitment of any (qualified) health staff should be done in collaboration with the DMO\MOHs office. Final hiring should be done with the approval of the District. This would avoid later conflict or accusations and eventually streamline hand-over. The community should be involved in the selection of any community outreach workers, CHWs and TBAs.

· Training: Should be also co-ordinated with the District. This includes the identification of training needs. Funds sometimes do exist within our, and the districts, budgets. Training done with the MOH and DMO would reduce costs, and assure conformity with MOH recommendations.

C. 
Implementation of Health Services
C. 1.
Registration of Health Facilities which were newly built/utilization of old

· All UNHCR financed or supported health facilities should be registered/integrated by the DMOs office and included when planning is made for the provision of supplies and other programmes.

· As much as possible, no new structures should be built, unless this fits into the District plan.

· Where other UN agencies (UNICEF, UNFPA, World Bank) or donors provide services, equipment or supplies to the health sector, we should ensure that they include the refugee-affected areas within these plans.

C. 2.
Financing and Fee for Services
According to MOH guidelines, for better quality services at government Health Units, health staff and the community have to play their roles in order to realise value for money. The poor must also not be denied access to health services.
i) Many mechanisms exist for the financing of health services
· Donors or the Government provides all input.

· Cost sharing -- where refugees participate with the cost of system.

· Cost recovery -- where refugees support a major part of the system.

ii) Different types of strategies for Cost Sharing and Cost Recovery

· User charged per visit - flat fee charge per patient.

· Flat fee per episode/sickness -- fee for service.

· Insurance scheme: whereby participants pay a monthly or yearly fee.

· Combination of these three strategies.

Fee for Service is where patients only pay for the services they actually receive (drugs and lab test, etc.). Patients do not pay for a service if it is not available or if the drug prescribed is out of stock. This helps patients feel they get value for money.

The system chosen should include provisions for exemptions, credits and waivers that must follow strict criteria and should be decided locally by the various committees and the community.

Expenditure of revenue fees should improve the quality of service to patients. Guidelines stipulate what percentage should be used for recurrent expenditures, staff incentives, drugs and other operating expenses, and eventually allocations to the various committee members. Accounting guidelines promote transparency and reduce poor use of funds.

iii)  Methods of Implementation for Financing options
· Training of leaders, health staff  and representatives from the population

· Sensitization of leaders and population

· Forming of Village Health Committees 

· Forming of Health Unit Management Committees

· Continued Health Education
iv) Training
Training is at various levels, but principally for public health (community health) supervisory staff, and eventually community leaders. This would be to introduce the notion of a Village Health Committee (VHC) and a Health Unit Management Committee (HUMC). Training would also be practical to include the initiation of cost-sharing and cost recovery. Practical issues include financial management and community mobilization. District staff would be involved in the training and supervision of HUMC and VHC to support these programmes.

D. 
Co-ordination, Evaluation and Supervision of Services
D.1.
Health Co-ordination Meetings

· Regular health/nutrition co-ordination meetings should be held with or organized by the DMO office monthly. Should a regular district health co-ordination meeting already exist, health agencies and UNHCR should be present.

· Agencies/UNHCR should contact DMO staff on more informal basis, when issues arise.

D.2.
 Reporting, Supervision, Evaluation of Services

· Reporting: Most countries have their own health reporting system. Attempts should be made to adopt the national system. The current UNHCR reporting format, for the most part, is a reduced version of this to simplify monitoring and direct feedback. We also include some additional information (e.g., RH, nutrition, and mortality) because donors request this. 

As the national system becomes progressively functional, the requirement for a separate reporting system would decrease. 

· Supervision and Evaluation: Agencies should make efforts to do this through and with the DMO staff. Often, Districts do not have either the human or material (vehicles) resources to do this properly. An effort should be made to facilitate or strengthen District supervision. As systems become more integrated, all health facilities would be included in the existing mechanism of supervision and evaluation. 

D.3.
Temporary Middle-Term Co-ordination (Proposals)
i) District focus person in charge of Refugee Affairs (Appendix A: for possible job description)

Ideally, in areas where a considerable refugee caseload exists, the DMO could designate one of the District staff as a focus person for refugee health matters. Besides his or her regular duties, this person could be the focal point for questions regarding staffing, supervision, evaluation and planning, liaison with the Refugee Desk/UNHCR and NGOs working in the area.

ii) Refugee Desk health focus person (Appendix A: for possible job description)

In some countries, UNHCR’s counterpart is a well-defined Refugee Desk. The same type of position (focus person in charge of refugee health) but working from the field refugee desks could be envisaged. To be functional, this person would have to be technically competent (health background).

iii) Reproductive Health (RH) Focus Person (Appendix B: for possible job description)

Given the large amount of specific programmes in reproductive health (financed by UNHCR, UNFPA) having a focus person or local Co-ordinator to ensure proper follow-up of RH issues would be preferable. UNFPA or UNHCR could finance this position. The person should be preferably based in the field, and co-ordinate RH activities between the implementing agencies, and UNHCR. Backstopping would be by UNHCR programme section (and UNFPA). UNHCR Sub Office would then pass on information to the UNHCR health Co-ordinator and eventually to the DMO. 

One main task would be to identify, among the DMO staff, a person qualified to ensure the long-term follow-up of RH matters. 

iv) UNHCR Health Co-ordinator (Appendix C: for possible job description)

Because of the lack of co-ordination between implementing agencies and with the respective government agencies, this position is particularly needful in the event of a large influx or a complex situation. As the situation stabilizes, it is not sure that we would need a separate (expatriate) Co-ordinator ad infinitum. This would be particularly factual if we take the above efforts towards a sustainable solution. Yet a focus person would still be necessary to address health and nutrition issues. 

In the context of capacity building, a national officer could and should be trained to co-ordinate nationwide refugee health and nutrition activities in the long term. Once major mechanisms of reporting and other standards are completely in place, it would be a question of regular follow-up and supervision. This person should be attached to UNHCR or the Refugee Desk. The incumbent could be based in the field, or eventually in Kampala.

E. 
Conclusion: Direct Support of District Health Programmes towards final integration
To ensure the support of local health structures, and to compensate for the added burden of services to refugees appropriately, UNHCR should continue its policy to support the District Health Services. For areas of health/nutrition care that are unaided by other external funds, and according to expressed need by the DMO, (within the context of the work plan), UNHCR could consider financing directly specific projects that other sources do not fund and yet are justified.

Other major donors, (e.g. World Bank, UNICEF, UNFPA, and Embassies) fund programmes with the MOH and Districts, (e.g., World Bank: District Health Services Demonstration Project -- see Appendix D). Direct negotiations with these donors could lead to additional funding, thus permitting the inclusion of the refugee caseload within these existing programmes.

Collectively, the Refugee Desk/MOH/DMO and UNHCR, should choose who will implement programmes and how. We have detailed above several mechanisms that will ease integration and lead to a less parallel system. Integration within these mechanisms could be a medium long-term solution.

Appendix A
Tasks/Job Description (DMO or Refugee Desk focus person for Refugee Health)

· Regular supervision of health structures and agencies implementing in refugee affected areas.

· Represent the DMO in matters concerning human resources (hiring/firing process - job interviews of health/nutrition personnel).

· To participate and represent the DMO in all decisions for the selection/moving of health structures in refugee affected areas.

· To participate and represent the DMO in the planning and implementation of health and nutrition training activities.

· To attend regular monthly health co-ordination meetings with interested implementing partners (not necessarily only health).

· To liaise with the UNHCR health and nutrition Co-ordinator based in Kampala.

· To facilitate the DMO and UNHCR/NGO health and nutrition co-ordinators, in the integration of health care for refugees into the district system.

· To receive and compile monthly reports of health/nutrition activities in refugee affected areas.

· To participate in the writing of a monthly report/summary.

· Other activities related to health/nutrition of the refugee population as determined by the DMO.

Appendix B

Job Description of Reproductive Health Focus Person
As this would only be a temporary position, as long as specific financing exists (1 year), one main task would be to identify, among the DMO staff, a person qualified to ensure the long term follow-up of RH matters:

· To co-ordinate training of RH activities in the field.

· To assure integration of RH activities into the primary health care network, and to ease liaison with other services (education, community services, and protection).

· To follow-up RH reporting format, and provide feedback to health agencies.

· To follow ante-, delivery- and post-natal care, family planning, and STD management.

· To liaise with other sectors for the correct follow-up of cases of sexual or gender-based violence.

· Any other activity related to reproductive health as determined by Sub-Office Pakelle and the UNHCR health and nutrition Co-ordinator.

Appendix C

Job Description of National Officer for Health Co-ordination
S/he would be reporting to the programme section (and/or alternatively Refugee Desk) and under direct supervision of the programme officer. All external communication and contact with the authorities would be done by UNHCR through regular channels, i.e., Programme to the Head to others. 

This person would be responsible for:

· The collection and compilation of monthly health and nutrition reports from agencies.

· Regular supervision of health and nutrition structures with the assistant of the DMO.

· Co-ordination of referrals to District Hospitals, verification of hospital bills, and verification of final payment.

· Supervision of set up of cost-recovery system.

· To attend regular monthly health co-ordination meetings.

· To participate and represent UNHCR in the planning and implementation of training activities.

· Any other activity related to health and nutrition of the refugee population as determined by the Sub-Offices and the UNHCR health and nutrition Co-ordinator.

Appendix D

Description of World Bank Programme
The World Bank finances a District Health Services Demonstration Project that affects every District in the country. Among other things, this project serves to help district management and planning capacities to support the governments decentralized policy better. Briefly this is a mechanism which could serve to ensure that proposals are planned and reflect real needs. One added benefit is that it is a safeguard to prevent double funding. Consequently, integration within the District Work Plan is essential. 

The World Bank project will last for 5 years -- with the possibility of extension given satisfactory results. So far the initiative in the pilot areas is encouraging.
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