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SUMMARY OF FINDINGS
 
The purpose of this Initial Environmental Examination (IEE) is to provide the necessary environmental review and documentation, per 22 CFR Part 216, for proposed activities of the USAID/Zambia Health and Multisectoral HIV/AIDS Teams implemented in an integrated health portfolio.  The IEE evaluates proposed activities under the third Development Objective (DO) of USAID/Zambia’s approved Country Development Cooperation Strategy (CDCS) FY 2011-2015.  Two intermediate results operationalize the DO, one of  which (IR 3.2) relates to health, Health Status Improved, which  is further broken down into three  sub-intermediate results: 1) Health Service Delivery Improved; 2) Health Systems and Accountability Strengthened; and 3) Community Health Practices Improved.  
This IEE addresses proposed activities of the USAID/Zambia Integrated Health Portfolio.  Integrated health objectives and goals all align closely with the Government of the Republic of Zambia’s National Health Strategic Plan (2011-2015).  Activities promotes access, as close to the community as possible, to high-quality, cost-effective health services.  The key principle of USAID/Zambia’s Integrated Health portfolio includes a primary health care approach, equity of access, affordability, cost-effectiveness, accountability, partnerships, decentralization and leadership, and a clean, caring, and competent health care environment.  
DO 3 addresses the numerous health challenges in Zambia, in part, through the integration of activities attributed to numerous USG health initiatives and endeavors, including the Global Health Initiative (GHI), the Presidential Malaria Initiative (PMI), Feed the Future (FtF), The President’s Emergency Plan for Aids Relief (PEPFAR), and Saving Mothers, Giving Life (SMGL).  Given the various and interlinked health challenges in Zambia, the Project assumes that the combination of these activities will result in sustained improvements in the health status of the Zambian population.
This DO will support activities in support of national health and development priorities across several health elements (family planning/reproductive health, HIV/AIDS, maternal and child health, malaria, nutrition, and tuberculosis) and three intermediate results: improved health service delivery, strengthened health systems, and accountability, and improved community-level health practices.  

IR 3.2.1   Improving Health Service Delivery: Geographic access to healthcare varies greatly between urban and rural areas: 99% of urban households reside within five kilometers of a health facility, compared to only 50% of rural households.  Assistance activities will work to improve access to and utilization of health services and the quality of care provided to Zambians, and gradually strengthen local capacity to deliver those services directly.  Activities will cover relevant health elements, and where appropriate will integrate services. 

Activities that fall under service delivery will include supervision of the direct delivery of clinical and community health services, which have the potential to impact the environment. 
Those activities which are not expected to have a direct effect on the environment include:
· Mentoring, Counseling, and Supervision 

· Sexually transmitted infection counseling to vulnerable populations in high risk settings.

· National policy and regulatory guideline development that do not impact the capacity of the health workforce, facilities, and management systems to deal with medical waste and biosafety issues
· Advocacy and counseling for HIV/AIDS treatment and care services

· Psychosocial support, prevention and  legal services to victims of Gender Based Violence

· Vitamin A supplementation, growth monitoring, and nutritional education 

· Technical support/advice to National Malaria Control program, National TB Control Program, or other management directorates within the Ministry of Health, Ministry of Community Development, Mother and Child Health, or other Multisectoral Ministries dealing with health issues.
· Community mobilization supporting the Expanded Program on Immunization, the Integrated Management of Childhood Illnesses, or Integrated Community Case Management model to prevent childhood deaths
· Expansion of Safe Motherhood Action Group (community mobilization) activities

· Increased  counseling around contraceptive method choice/method mix
· Integration of Family Planning counseling with Safe Motherhood and HIV/AIDS service delivery programs

Categorical Exclusions from further environmental examination are recommended for the following classes of activities under 3.2.1, except to the extent that the activities directly affect the environment (such as construction of facilities).  Specifically, this is for activities covered by the following citations in Reg. 216, by subparagraph of 22 CFR 216.2(c)(2):   

(i) 
 
Activities involving education, training, technical assistance or training programs;   

(ii)  
Activities involving controlled experimentation exclusively for the purpose of research and field evaluation and carefully monitored; 

(iii) 
Activities involving analyses, studies, academic or research workshops and meetings; 

(v)  
 
Activities involving document and information transfers; 

(viii)
Programs involving nutrition, health care, or family planning services except to the extent designed to include activities directly affecting the environment (such as construction of facilities, water supply systems, waste water treatment, etc.); and

(xiv)
Studies, projects or programs intended to develop the capability of recipient countries and organizations to engage in development planning.
However, there are qualifiers associated with these categorical exclusions, e.g.,  if any topic associated with these activities is one that inherently affects the environment, such as training in HIV/AIDS testing that involves use and disposal of medical waste, or training related to malaria prevention then such training will include information on how to minimize and/or mitigate these impacts. Examples include, instruction on safe disposal of sharps and biological samples generated from HIV/AIDS testing or training in proper household behaviors to minimize exposure during indoor residual spraying campaigns and proper use of insecticide-treated materials like bed nets. Likewise, demand creation efforts for VCT, etc., have downstream implications on health care waste management capacity.

Negative Determinations with Conditions are recommended, per 22 CFR 216.3(a)(2)(iii), for the following illustrative examples of activities with  subsequent impact on the environment: 

· HIV/AIDS, malaria, TB, and other diagnostic testing:  These activities entail the use, storage, transportation and disposal of blood and/or the generation of medical waste (e.g., used syringes) for diagnostics.  These activities present the potential for disease transmission from the generation, management and disposal of blood (including blood products) and medical waste, and require appropriate mitigation measures and conditions. 
· Treatment of malaria, HIV/AIDS, TB, and other illnesses or health complications during delivery: Activities such as direct clinical or treatment services have the potential for generation and disposal of medical waste.  It is required that best practice approaches be adopted to ensure that adequate application of medical waste management and disposal procedures are exercised. The overall issue of disposal extends to the use of sharps for the treatment of severe malaria and diagnosis, use of rapid diagnostic tests, and blood for diagnosis and other bio-hazardous waste, including contaminated materials, and toxic or hazardous materials used in laboratories and in treatment protocols, as well as storage and disposal of treatment therapies and other pharmaceutical medicines.

· Management of expired medicines or commodities, and outdated equipment:  Activities to support the Government of Zambia with the proper disposal of expired commodities or equipment, particularly those that are procured with USAID resources, are critical.   

To mitigate any potential environmental impact of these activities, beyond regular monitoring visits to activity sites, the Health Team, in particular, COR and AORs for individual activities will work with implementing partners to assure, to the extent possible, that relevant medical facilities and operations have adequate procedures and capacities in place to properly handle, label, treat, store transport and properly dispose of blood, sharps, and other medical waste as articulated in Chapter 8 of the Environmental Guidelines for Small Scale Activities in Africa’s ‘Minimum Elements of a Complete Waste Management Program. Where adequate procedures do not exist, AORs and CORs will work with implementing partners to ensure such procedures and capacities are developed and instituted.  
Important to note, however, is the ability of the Team to assure such capacity is understood to be limited by its level of control over the management of facilities and operations that USAID/Zambia is supporting. In addition, the lack of adequate resources, by both USAID and GRZ, may limit the ability to implement and sustain a full medical waste disposal program. But, as described in Annex 1, a Minimal Checklist could be implemented at low cost.  Collectively, the GRZ, donors, NGO/PVO community, and private sector could organize a plan for coordinated and incremental improvements
IR 3.2.2  Strengthening Health Systems and Accountability:  USAID/Zambia activities to improve health systems and accountability are based on the National Health Strategic Plan and Partnerhsip Framework Implementation Plan (PFIP) building blocks and will include improving human resource capacity and management, commodity and drug logistics, management and information systems, health governance and accountability, health financing, and capacity to conduct research and develop new interventions.  This includes activities to strengthen the systems which underpin Zambia’s response to HIV and AIDS, malaria, maternal health, child health, nutrition, and TB.
As implementation of the majority of these activities entail education, trainings, workshops, analyses, studies, and health care planning services, they are not expected to result in  any direct effect on the environment, and as such, are recommended for Categorical Exclusion per 22CFR216.2(c)(2)(i) [education, technical assistance, training]; (iii) [analyses, studies, workshops and meetings]; (v) [document and information transfer]; and (viii) [nutrition, health care or population and family planning services].
A limited number of activities may have a direct effect on the environment.  These activities include after-use management of condoms, family planning commodities and point-of-use water purification solutions, and the promotion of insecticide-treated mosquito nets. These are recommended for Negative Determination with Conditions, per 22 CFR 216.3(a)(2)(iii), with conditions to fulfill spelled out in Table 1, Section 4.1
Sub IR 3.2.3   Community Health Practices Improved:  

Activities to improve community health practices are designed on the assumption that healthy living and disease prevention is more cost effective than treatment and an important factor and part of any healthcare system.  In particular, USAID will support a multi-pronged multimedia advocacy campaign that will coordinate with community organizations to reach targeted vulnerable populations, increasing their knowledge and acceptance of preventive behaviors and healthy practices.  Increasing preventive behaviors should reduce the burden on the health care system. Activities in support of this result will focus on orphans and vulnerable children to ensure their inclusion within the health care system and essential nutrition actions designed to improve nutrition at key stages in childhood development.  

Assistance activities will work with community organizations to reach citizens and increase their knowledge of preventive behaviors and healthy practices. Healthy living and disease prevention is more cost effective than treatment. Increasing Zambian’s preventive behaviors will reduce the burden on the health care system. Activities in support of this result will focus on orphans and vulnerable children to ensure their inclusion within the health care system, and essential nutrition actions designed to improve nutrition at key stages in childhood development.  
Proposed activities will improve human resource capacity and management, drug logistics, monitoring systems, and increase capacity to conduct research and develop new interventions.  As implementation of these activities entail education, trainings, workshops, analyses, studies, and health care planning services, they are not expected to result in  any direct effect on the environment, and as such, are recommended for Categorical Exclusion per 22CFR216.2(c)(2)(i) [education, technical assistance, training]; (iii) [analyses, studies, workshops and meetings]; (v) [document and information transfer]; and (viii) [nutrition, health care or population and family planning services].
MONITORING AND GENERAL COMPLIANCE CONDITIONS

General Project Implementation and Monitoring Requirements 
In addition to the specific conditions enumerated in Section 4 of this IEE, the negative determinations recommended are contingent on full implementation of the following general monitoring and implementation requirements:

1. Implementing Partner (IP) Briefings on Environmental Compliance Responsibilities. The Integrated Health team shall provide each IP, with a copy of this IEE. Each IP shall be briefed on their environmental compliance responsibilities by their cognizant C/AOR and/or MEO. During this briefing, the IEE conditions applicable to the IP’s activities will be identified. 

2. Development of EMMP.  Each IP whose activities are subject to one or more conditions set out in Section 3 of this IEE shall develop and provide for C/AOR and/or MEO review and approval an EMMP documenting how their project will implement and verify all IEE conditions that apply to their activities. 

These EMMPs shall identify how the IP shall assure that IEE conditions that apply to activities supported under subcontracts and sub-grant are implemented. (In the case of large sub-grants or subcontracts, the IP may elect to require the sub-grantee/subcontractor to develop their own EMMP.) 

(Note: refer to the AFR EMMP Factsheet, available at  http://www.usaidgems.org/mitMonRep.htm.)

3. Integration and implementation of EMMP. Each IP shall integrate their EMMP into their project work plan and budgets, implement the EMMP, and report on its implementation as an element of regular project performance reporting.

IPs shall assure that sub-contractors and sub-grantees integrate implementation of IEE conditions, where applicable, into their own project work plans and budgets and report on their implementation as an element of sub-contract or grant performance reporting. 

4. Integration of compliance responsibilities in prime and sub-contracts and grant agreements.
a. The Integrated Health team shall assure that contracts or agreements for implementation of the project, and/or significant modification to current contracts/agreements shall reference and require compliance with the conditions set out in this IEE, as required by ADS 204.3.4.a.6 and ADS 303.3.6.3.e.

b. IPs shall assure that sub-contracts and sub-grant agreements reference and require compliance with relevant elements of these conditions. 

6. Assurance of sub-grantee and sub-contractor capacity and compliance. IPs shall assure that sub-grantees and subcontractors have the capability to implement the relevant requirements of this IEE. The IP shall, as and if appropriate, provide training to sub-grantees and subcontractors in their environmental compliance responsibilities and in environmentally sound design and management of their activities. 
7. Integrated Health Team monitoring responsibility. As required by ADS 204.5.4, the cognizant C/AOR, with oversight from the IH Team Leader will actively monitor and evaluate whether the conditions of this IEE are being implemented effectively and whether there are new or unforeseen consequences arising during implementation that were not identified and reviewed in this IEE. If new or unforeseen consequences arise during implementation, the C/AOR, with agreement from the IH Team Leader and AO/CO, will suspend the activity and initiate appropriate, further review in accordance with 22 CFR 216. USAID Monitoring shall include regular site visits. The process of environmental monitoring and evaluation will be integrated into the IH team’s Performance Monitoring and Evaluation Plan.
8. New or modified activities. As part of its initial Work Plan, and all Annual Work Plans thereafter, IPs, in collaboration with their C/AOR, shall review all planned and on-going activities to determine if they are within the scope of this IEE. 

If any IP activities are planned that would be outside the scope of this IEE, an amendment to this IEE addressing these activities shall be prepared for USAID review and approval.  No such new activities shall be undertaken prior to formal approval of this amendment. 

Any ongoing activities found to be outside the scope of the approved Regulation 216 environmental documentation shall be halted until an amendment to the documentation is submitted and written approval is received from USAID. This includes activities that were previously within the scope of the IEE, but were substantively modified in such a way that they move outside the scope. 

9. Compliance with Host Country Requirements. Nothing in this IEE substitutes for or supersedes IP, sub-grantee and subcontractor responsibility for compliance with all applicable host country laws and regulations. The IP, sub-grantees and subcontractor must comply with host country environmental regulations unless otherwise directed in writing by USAID. However, in case of conflict between host country and USAID regulations, the latter shall govern. 
10. Government-to-government (G2G) assistance.  In keeping with USAID Forward, investment in country-led plans is an important value, which may include consideration of sector program assistance (SPA) or other government-to-government assistance. In this event, USAID/Zambia will need to obtain Authorization for Use of Partner Country Systems (AUPCS)—a relatively new requirement for G2G assistance specified in ADS 220: Use of Reliable Partner Country Systems for Direct Management and Implementation of Assistance. This will include certification of the effectiveness of Zambia’s environmental assessment procedures, policy and legislative framework, institutional capacity and culture to actually apply and implement the procedures. This certification likely will require that a capacity assessment be implemented to assure that host government systems are capable of ensuring sound environmental compliance and where gaps are identified appropriate capacity building measures will be recommended as conditionalities to the final approval of an AUPCS This should also be harmonized with the expectations of other sector donors (World Bank, EU, etc.), in line with the Paris Declaration of Aid Effectiveness.
These procedures are intended to ensure that the IEE findings and conditions are implemented as a matter of routine project implementation. As described below, these procedures are themselves general conditions of approval for the IEE; their implementation is therefore mandatory.

USAID Team Responsibilities and Requirements: 

The USAID/Zambia Integrated Health team A/CORs, with oversight from the Team Leaders, in consultation with the Mission Environmental Officer (MEO), Deputy MEO, AO/CO, the Regional Environmental Advisor (REA), and the Bureau Environmental Officer (BEO), as appropriate, will actively monitor and evaluate environmental consequences arising during implementation.  He/she will modify or terminate activities if they are deemed harmful to the environment. In the event that unforeseen environmental impacts are determined or that mitigation and control measures are insufficient, the AOR/COR will consult promptly with the Mission Environmental Officer. USAID’s primary role is to monitor implementing partners’ compliance with this IEE.
a) The AOR/COR will ensure that new project activities are covered under an Environmental Screening Form (ESF) before implementation occurs; partners will use the Africa Bureau Environmental Review Form (ERF),  www.encapafrica.org/documents/AFR-EnvReviewForm-20Dec2010.doc.
b) The AOR/COR will provide to the prime contractor the IEE conditions and the mitigation measures for the activities to which they apply;

c) Selection of sub-contractors and/or grantees should include consideration of their ability to perform the mandatory environmental compliance requirements as set forth herein. The Office of Acquisition and Assistance (OAA) will include required environmental compliance and reporting language into each sub-agreement to the prime partner. The Team Leader and the AOR/COR will subsequently ensure that appropriate budget, resources, staff, equipment, and reporting procedures are contained in proposals to conduct environmental compliance, and that implementing partners undertake mitigation and monitoring measures as a routine course of program implementation; 

d) The AOR/COR will undertake regular and timely field visits and consultations with implementing partner to jointly assess the environmental impacts of ongoing activities, and associated mitigation and monitoring conditions; and,

e) USAID may facilitate and/or subsidize the delivery of activity-specific environmental training to the contractors and sub-contractors, as appropriate.

Implementing Partner Responsibilities and Requirements:

The Implementing Partner (IP) is responsible for adherence to this IEE. The IP will:

a) Develop an Environmental Mitigation & Monitoring Plan (EMMP) describing how the project will implement the conditions in the IEE. This shall include training of contractor staff and sub-partners, when appropriate;

b) Undertake regular field visits to monitor and evaluate program activities to assess their environmental impact, and the effectiveness of USAID-proposed mitigations measures and Best Management Practices (BMPs);

c) Include in its quarterly reports a brief update on mitigation and monitoring measures being implemented, and results/findings of environmental monitoring visits;

d) Ensure that any grants or fund transfers to other organizations (sub-partners) incorporate provisions stipulating that an annual environmental monitoring report will be completed; and that proposed activities are within the scope of the environmental determinations and recommendations of this IEE. This shall include assurance that all mitigating measures required for those activities are followed; and 

e) Complete an annual environmental mitigation and monitoring report of activities undertaken during the fiscal year (Oct 1 – Sept 30) unless specified otherwise. This report will be submitted to the AOR/COR together with the Annual Report. This reporting requirement shall be incorporated into the project’s performance monitoring plans and annual work plans.

The environmental monitoring information shall be compiled by the AOR/COR and submitted to the Environmental Team Leader and the REA for incorporation into the annual Performance Plan and Report.

As required by ADS 204.3.4, CORs and AORs will actively monitor ongoing activities for compliance with approved IEE recommendations, and modify or end activities that are not in compliance. If additional activities, not included in this document, are added to the project, an amended environmental examination will be submitted.
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DO 3: IR 3.2: Health Status Improved
1.0
BACKGROUND AND PROGRAM DESCRIPTION

1.1
Introduction

Zambia is known for its peaceful people, incredible natural beauty, fertile soil, and vast mineral wealth. With an increase in copper prices and sound macroeconomic policies, Zambia’s economy started rising in the late 1990s and has averaged five to six percent Gross Domestic Product (GDP) growth over the past decade. Impressive macro-level performance, however, belies the reality facing most Zambians. Zambia’s new Sixth National Development Plan (SNDP) notes, “the economic growth experienced during the last decade has not translated into significant reductions in poverty and improved general living conditions of the majority of Zambians.” This is particularly true for rural Zambians where 80% of the population lives in poverty, of which 63% live below $1.25 per day. Health and education constraints limit the ability of many Zambians to fully participate in economic opportunity. Of Zambians between the ages of 15-49, 14.3% are HIV positive while nearly half of Zambia’s children under five are stunted. Barely 20% of Zambia’s learners finish secondary school, with girls particularly disadvantaged. 
1.2
Purpose and Scope of this Initial Environmental Examination (IEE)

The purpose of this IEE is to provide the necessary environmental documentation, pursuant to 22 CFR 216 and ADS 204, for activities aimed towards Empowering Zambia for Improved Health. This document provides the necessary, pre-implementation environmental compliance requirements are in place, so as to ensure that implementation of project activities abide by USAID Environmental Policies and Procedures. This IEE does not cover any use of pesticides, as stated in the Africa Bureau, Environmental Guidelines for Small-Scale Activities in Africa, concerning the procurement, handling and use of pesticides. The previous health sector IEEs in the past ten years are: SO 9 Health IEE and SO 7 HIV/AIDS IEE (2004, 2007); and amendments for Health and HIV (2010, 2013)
 .  The two former SOs, SO7: Improved Health Status of Zambians, and SO7 Reduced HIV/AIDS Impact Through Multi-Sectoral Response have been combined into one Integrated Health Portfolio.
This IEE provides the basis for relevant Threshold Determinations of project activities to ensure they meet environmental compliance regulations as detailed in 22 CFR 216 and ADS 204.   COR and AORs of individual activities are responsible for ongoing environmental monitoring of activities to ensure that the environmental impact of activity remains within the boundaries of their approved determinations.   As new activities are included, existing ones are extended or modified, or if activities unexpectedly produce environmental impacts beyond approved designations, the IEE will be amended accordingly.   
1.3
Results Framework for Development Objective 3 (DO3): Human Capital Improved: Intermediate Result 3.2: Health Status Improved


This DO  will support Improved Human Capital associated with health through Intermediate Result (IR) 3.2: Health Status Improved and its sub-IRs: 3.2.1.improved health service delivery; 3.2.2. strengthened health systems and accountability; and 3.2.3. improved community-level health practices 


[image: image1]
All programs aimed at Empowering Zambia for Improved Health are premised upon the underlying hypothesis that improved health service delivery, combined with stronger and more accountable institutions, and increased awareness of healthy practices and healthy lifestyles, will result in healthier Zambians. Activities to support this result will fall under one of three component results: 

1.3.1   Sub-IR 3.2.1 Health Service Delivery Improved: Geographic access to healthcare varies greatly between urban and rural areas: 99% of urban households reside within five kilometers of a health facility, compared to 50% of rural households.  Assistance activities will work with the Ministry of Health to improve the quality of care provided by institutions, as well as their ability reach Zambians. Activities under this intermediate result will focus on increasing access to health services, improving service quality, and improving utilization of clinical services.  To improve health service delivery, the Mission will support integrated service delivery using existing platforms to expand access at facilities.  While non-governmental and faith-based organizations will assist in some service delivery, USAID/Zambia will emphasize strengthening government capacity to offer services, either through public sector facilities and government supported community level structures, or through contracting for specialized service delivery to capable local institutions directly.  Activities will focus on improving access, quality, and utilization of clinical services, will cover all health elements, and where appropriate, will integrate services.  
Family Planning/Reproductive Health (FP/RH) Activities

USAID/Zambia supports a number of approaches and multiple channels to maximize access to and quality of FP/RH services, including the public, private, NGO and FBO sectors. USAID supports integration of FP/RH within HIV and AIDS services and in programs for youth and OVC.  USAID will strengthen delivery systems and service providers in FP/RH and support the expansion of contraceptive method mix and other key reproductive health products. In addition, USAID will work closely with the GRZ to facilitate the integration of FP/RH with HIV and AIDS, maternal health and child health services where feasible.

1.
Implement best practices related to improving family planning and reproductive health service delivery, including:

· Socially market and distribute contraceptives (oral contraceptives, male/female condoms) through the private sector and promote the female condom. 

· Identify, train and support community-based distributors of FP information and selected services (condoms, oral contraceptives) and expand community-based distribution of contraceptives to include injectable methods by taking results from pilot efforts to scale. 

· Strengthen the skills of facility-based public sector provider to offer entire range of FP methods, with explicit attention to injectable and long-term and permanent contraceptives.

· Explicitly integrate FP/MCH/N services and effective referrals into PEPFAR-funded OVC and care/support basic care packages and activities.

· Support the implementation of the adolescent reproductive health strategy.

· Expand method mix by introducing fertility awareness methods such as standard days method (cycle beads).

· Strengthen facility post-partum FP counseling to include messages on healthy timing and spacing of pregnancy, lactational amenorrhea (LAM) and early post-partum IUD insertion.

· Strengthen service delivery capacity and referral network for long-term and permanent methods for rural and hard-to-reach populations.

Maternal and Newborn Health Activities

USAID/Zambia gives high priority to reducing maternal and neonatal mortality with a focus on: increasing access to Emergency Obstetric and Neonatal Care (EmONC) during pregnancy, delivery, and the post-delivery period; increasing access to skilled birth attendants who can provide basic and comprehensive emergency obstetric and newborn care;  increasing accessibility to these services, especially in rural areas; and addressing the need for social and behavioral change communication around safe motherhood.  USAID will provide support to the GRZ through three distinct but complementary strategies: 1). The BEST Action Plan that works at a national level, 2). The Saving Mothers, Giving Life GRZ-USG interagency endeavor that works in selected districts to accelerate maternal mortality reduction by applying a district strengthening approach and focusing on labor, delivery and the first 24 hours postpartum; and 3). Helping Babies Breathe, a public private partnership to reduce neonatal deaths due to birth asphyxia through neonatal resuscitation.  MNH illustrative activities are:
2.
Implement best practices for improving maternal health service delivery, including:

· Expand access to Emergency obstetric and neonatal care (EmONC) including active management of the third stage of labor, essential newborn care, and post-abortion care with FP counseling & services on site.

· Assist GRZ to expand EmONC by deploying national level advisors, training national EmONC trainers, enhancing skills of provincial level clinical care specialists as trainers/mentors, and training and mentoring facility level EmONC providers.

· Expand home-based lifesaving skills, e.g. recognition of danger signs, emergency transport from pilot sites through SMAGs.

· Support targeted facility upgrades for EmONC to improve quality of services. 

3.
As part of the Saving Mothers, Giving Life USG interagency endeavor, GRZ and global partnership, pilot SMGL in select districts of Zambia building on Ministry of Health platforms and scale-up in additional districts upon successful completion of the pilot, including:  

· Conduct health facility surveys to identify gaps in human resources, skills, supplies, equipment, drugs and medicine, infrastructure, SI/HMIS, transport, communications, community mobilization, and birth preparedness.  

· Address gaps based on findings of the facility survey to ensure access to quality safe delivery and emergency obstetric care in Mansa plus additional districts after 2012.

· Provide technical support in the training and mentoring of health personnel in EmONC in an initial four select districts and expand to additional districts as per scale-up plan.

· Strengthen the mother-child care continuum via integration of critical MNCH services around the delivery and first 24 hours such as HIV testing and PMTCT, skilled attendance at birth, active management of third stage of labor to prevent post-partum hemorrhage, emergency obstetric and neonatal care, essential newborn care, and immediate postpartum family planning.

· Conduct a costing study to document initial investment costs and later costs of providing key signal functions for EmONC, safe delivery, transportation and communication.

· Assist in finding innovative transportation and communication solutions.

· Work with the USG interagency team, GRZ, implementing partners, and the SMGL global partnership to assess the pilot and plan for scaling up successful components of SMGL to additional districts.

4.
Implement best practices for essential neonatal health service delivery, including:

· Strengthen essential newborn care and newborn resuscitation at both facility and community levels and support adaptation of local training materials with accepted global standards (Helping Baby Breathe curricula).

· Accelerate guideline/policy harmonization regarding postnatal visits to be consistent with WHO recommendations (within 24 hours and 3 days postpartum).

· Scale-up neonatal resuscitation within EmONC training for facility-based health workers. 

· Train community volunteers (tTBAs and CHW) in essential newborn care (including neonatal resuscitation, thermal control, signs of illness in the newborn and danger signs, early initiation of breast feeding).

· Expand community-level sepsis management from pilot research results to small scale implementation through operational approaches sustainable by the current health system, and document continued impact on neonatal mortality.

Child Health Activities

USAID will redirect efforts to immunization program activities and have more modest expectations for other community-based interventions such as case management for the major killers of Zambian children – malaria, diarrhea, and respiratory infections/pneumonia.  USAID will support MOH to assess and improve the effectiveness of the Reach Every District (RED) strategy through capacity building for provincial, district and health center and personnel as well as community volunteers. USAID plans to support implementation of the National Community Health Worker Strategy and IMCI training materials for new IMCI providers. 

5.
Implement best practices for child health service delivery, including: 

· Expand access to integrated case management of childhood illnesses (particularly treatment as indicated for malaria with ACTs, pneumonia with antibiotics, and diarrhea with ORS/Zinc) at both facility and community levels (i.e., f-IMCI, c-IMCI, and iCCM) by training and supervising health workers, CHWs and community volunteers.

· Improve immunization coverage primarily through employing the Reach-Every-District (RED) strategy, particularly in low performing districts. 

· Provide technical assistance from province down to facility levels for the biannual Child Health Week (which include routine immunization; Vitamin A supplementation; HIV testing and early infant diagnosis; health education on nutrition, FP and hand washing with soap). 

· Provide technical assistance to introduce pneumococcal vaccine. 
· Support cold chain strengthening for routine and new vaccines, including a nationwide assessment of the cold chain.

Nutrition

Nutrition activities respond to Feed the Future (FtF), BEST (best practices) and the Global Health Initiative.  To the extent possible, activities will be focused in the same geographic areas as the agriculture activities that form the FtF set of interventions.  USAID will increasingly coordinate its activities with those of other stakeholders in support of the National Food and Nutrition Strategy (2011-15). The nutrition program is largely managed by the USAID Economic Growth Team with contributions from USAID/Zambia’s Health and HIV Offices and CDC.  

6.
Implement best practices for nutrition service delivery, including: 

· Train and supervise community volunteers (SMAGs, CHWs, etc.) to provide nutrition information, products and services. 

· Support national review, policy revision and roll out of new guidelines on HIV and Infant Feeding per the WHO 2009 Rapid Advisory.

· Support an integrated adolescent health program, including adolescent anemia prevention, in line with the adolescent reproductive health strategy.  

7.
Link with FTF Zambia nutrition activities, including:

· Invest in capacity building and training of health workers to improve the nutrition services and nutritional education.  

· Build strong linkages to rural health services and nutrition interventions.  

· Participate in the development of a National Nutrition Strategy and convening of a National Nutrition Consultative Forum to discuss the strategy.  

· Zambia will be An Early Riser, under the Scaling Up Nutrition (SUN) Initiative promoted by the U.S. and a wide range of other donors.  

· Participate in the Nutrition Donor Convener Group, chaired by DFID and UNICEF, under the Health Sector Working Group.  

· Improve effectiveness of nutrition services in health facilities and at the community level Significantly increase focus on women, especially pregnant women at nutritional risk (low Body Mass Index (BMI) and those under the age of 20).
· Develop capacity of managers, health care providers and community volunteers in regard to nutrition interventions, particularly ensuring that Essential Nutrition Actions  are coordinated and implemented in all health facilities at the district level
· Integrate the “Community Pack for maternal and child feeding” (Behavioral Change Communication (BCC) messages and materials) into Community Health Worker and health care providers training curricula.
· Strengthen the “Promotion” component of Growth Monitoring and Promotion programs. Coordinate and link Food Security and Nutrition interventions across all sectors at the district level, including the school feeding program.
· Dissemination of Vitamin A maize in the Eastern Province of Zambia Development and dissemination of orange-fleshed sweet potato varieties for Zambia.
8.
Implement the Zambia Nutrition Assessment, Counseling and Support for nutrition-related HIV/AIDS interventions, including:
· Implement ZAMNACS in targeted sites. At least 10 % of the sites will be co-located with FTF districts for coordinated and complementary nutrition interventions.

· Begin implementation in the FTF core geographical area of Eastern Province to support the delivery of Nutrition Assessment, Counseling and Support (NACS) services for HIV-positive individuals as well as Orphans and Vulnerable Children (OVC). 

· Strengthen referrals/linkages between health facility and community-based nutrition programs.

· Support local food companies to product high energy protein supplements (HEPS).  

HIV and AIDS

USAID/Zambia is a key USG agency implementing PEPFAR and provides significant support for improving services for HIV prevention, care and treatment through public, private, faith-based and civil society services.  USAID implements PEPFAR activities under the Partnership Framework Implementation Plan 2011-2015 that is aligned with the National HIV/AIDS Strategic Framework.  PEPFAR supported activities to improve HIV and AIDS service delivery, include:

9.
Activities to accelerate and intensify prevention in order to reduce the annual rate of new HIV infections:
· Prevent family transmission of HIV including MTCT, e.g. support for early infant diagnosis, expansion of services for HIV discordant couples, forecasting and procurement of ARVs for PMTCT, and integration of HIV prevention and other health programs (see integration). [PFIP]

· Integrate prevention in all aspects of care at all healthcare settings, e.g. develop on-site referrals and off-site referrals, including CSO, private sector and community based for additional health care services.
· Scale-up access to and use of testing and counseling services, e.g. mobile and home-based services, procure test kits, train and deploy lay counselors for HIV, expand services for couples TC and mutual disclosure, expand workplace programs, build linkages to care and treatment for those who test positive.
· Support coordinated combination prevention program that includes continued scale up of biomedical prevention such as voluntary medical male circumcision (VMMC) to achieve the target of 80% of adult men circumcised by 2015.

· Support the revision of the PMTCT guidelines and its roll-out and implementation of Option B+.

· Continue support for gender-based interventions addressing inequalities, GBV, prevention methods targeting women such as the female condom, and post-exposure prophylaxis. 

· Continue HIV prevention activities among key populations along transit corridors, borders and in select urban areas.

· Design and implement multisectoral activities targeted at high risk and HIV positive adolescents (including older OVC and those on ART) and youth for prevention of HIV, STIs, and unintended pregnancies. 

10.
Activities for accelerating universal access to comprehensive and quality treatment, care and support for PLHIV, including services for TB and STIs and opportunistic infections (OI). 

· Support treatment as prevention.

· Support universal coverage and access to quality ART and comprehensive care and treatment services. [PFIP]

· Pilot point of care HIV testing, CD4 testing, and viral load testing in MCH and TB sites.[PFIP]

· Provide TA to implement comprehensive care package for adult treatment and care.[PFIP]

· Provide TA to GRZ to provide HAART for eligible HIV positive pregnant women.[PFIP]

· Continue to identify efficiencies and economies of scale to allow for expanded ART coverage. 

· Continue to support the access and expansion of and linkages to TB, STI, and OI within appropriate settings and USG guidelines, including the treatment for TB/STs/OIs, ensuring that better drugs are available to prevent and treat OIs.

· Continue to promote prevention with positives services, including care and nutritional support.

· Continue to support gender-based interventions aimed at reducing the burden of care placed on women.

Malaria

The President’s Malaria Initiative (PMI) is a core component of the GHI, along with HIV/AIDS, and tuberculosis. The activities that PMI is proposing to support fit in well with the National Malaria Strategic Plan (NMSP) and build on investments made by PMI and other partners to improve and expand malaria-related services, including the Global Fund to Fight AIDS, Tuberculosis, and Malaria (Global Fund) malaria grants. By the end of 2014, PMI will have supported indoor residual spraying (IRS) in over 800,000 targeted houses in 2035 districts in Zambia expecting to protect over four million people.

11.
Activities for the Prevention of Malaria:

· Purchase long lasting insecticidal nets (LLINs) and distribute these and other nets free-of-charge through ANC clinics and the Zambian Anglican Council (ZAC), with assistance from Peace Corps Volunteers (PCV). 

· Support procurement of insecticides, personal protective equipment and other supplies for IRS.

· Train sprayers.

· Conduct an environmental assessment.

· Provide pregnant women in each of the nine provinces with two or more doses of Intermittent Preventive Treatment (IPtp). 

· Increase demand for and delivery of IPTp through strengthened focused antenatal care (FANC).

12.
Activities for Malaria Case Management include:

· Procure rapid diagnostic tests (RDTs) and improve laboratory diagnostic capacity, thereby assisting the NMCP in its goal of confirming every case of malaria before treatment. 

· Expand malaria diagnostics support in all nine provinces by providing outreach training and supportive supervision in >100 health facilities. 

· Procure ACT treatments to ensure a continuous supply to all public health care facilities.

· Train community health workers (CHWs) in targeted districts in community-based malaria interventions, such as proper use of RDTs and the ability to administer ACTs as appropriate.

· Train health workers in targeted districts in evidence-based clinical guidelines. 

TB:
USAID has made a firm commitment to conduct a prevalence survey to accurately determine the number of TB cases within the country. USAID will support Zambia’s goals of identifying 90 percent of the estimated 61,000 new cases of TB, successfully treating at least 90 percent of all identified TB cases, and testing at least 90 percent of all the identified TB patients for HIV. USAID supports the Zambia Ministry of Health, National TB Control program in the implementation of activities in line with the Stop TB Strategy and the national strategic plans. 

13.
Continue to implement TB activities targeted high burden TB provinces:
· Strengthen and expand quality DOTS services through improved laboratory case detection and treatment, and monitoring and evaluation of DOTS programs.

· Standardize case management training of health care workers with WHO-approved training manuals, supporting supervision, and revising manuals and guidelines.

· Improve collaboration between TB and HIV/AIDS programs at provincial and district levels.

· Expand laboratory external quality assurance (EQA) activities to strengthen the laboratory system and identify and support laboratory needs.

· Support the MOH to achieve optimal community participation in TB control.

· Expand the involvement of all providers in TB control to include TB-HIV/AIDS in workplace programs and public-private mix DOTS.

· Develop policies and guidelines for managing MDR-TB, building capacity to conduct drug susceptibility testing, and conducting drug resistance surveys to find out the MDR-TB burden. 

· Increase TB/HIV collaborative activities.

Private Sector and Innovative Solutions

Private sector and innovative solutions to health and HIV/AIDS will include: social marketing through public, commercial and community channels; expanding partnerships with private sector clinical facilities/providers and mining and agribusiness sectors; establishing new partnerships with private companies and other private partnerships; and identifying innovative private sector solutions to achieving health outcomes such as using IT, mobile phones.  

Integration and Effective Referrals

USAID/Zambia has implemented an integrated program for over a decade, and has integrated FP/MCH/N interventions through various USAID projects and programs.  The MOH comprehensive roadmap and plan for maternal, newborn and child health services provides for integrated planning and delivery of FP/MCH/N services.  Zambia implements its health services through the primary health care conceptual framework, offering essential health services, including FP/MCH/N through implementation of an integrated basic health care package (BHCP) at health posts, health centers and district hospitals.  In many facilities, the same health care worker delivers all FP/MCH/N services under a single roof; however, the quality of care may be lacking in locations where there may be no or limited numbers of experienced qualified health workers to perform integrated services.  PEPFAR has developed guidelines and technical considerations for the integration of HIV and MNCH, HIV/TB, and HIV and FP/RH. FP/MCH/N technical areas are integrated at pre-service training level through integrated curriculum development.  With the chronic staffing shortage, increased coordination and integration of vertical training programs minimizes disruptions due to in-service training.  Increasingly, task shifting is occurring to volunteer CHWs and the new CHW cadre.  A management and leadership development program is under development using multiple funding accounts due to its cross cutting nature. However, the actual integration of health services, including HIV and AIDS in Zambia is slowly progressing.  For USAID/Zambia, health and HIV/AIDS integration will be most effective when building on the strong PEPFAR and other health service delivery platform in the six Provinces where USAID has been working since 2004: Northern Province, Luapula, Muchinga, Central, Copperbelt, and North Western Provinces. This Project will prioritize a smart approach to the integration of FP/MCH/N/HIV/malaria/TB services, taking into account appropriateness and feasibility.

15.
Continue and expand existing activities that integrate FP/MCH/N/HIV/malaria/TB:   

· Strengthen one-stop maternal and child health clinics, providing an integrated service delivery package with effective linkages to appropriate prevention, skilled care and treatment services. 

· Integrate and or link HIV prevention and health services including maternal health, child health, FP, STI, TB, malaria, and others. [PFIP]

· Strengthen the mother-child care continuum via integration of critical MNCH services in the context of the national MNCH platform (intra-partum interventions such as focused ANC, PMTCT, skilled attendance at birth, use of misoprostol to prevent post-partum hemorrhage, emergency obstetric and newborn care, and immediate essential newborn care).
· Expand access to integrated case management of childhood illness (particularly treatment as indicated for malaria with ACT’s, pneumonia with antibiotics, and diarrhea with ORS/zinc)at both facility and community levels (fIMCI, cIMCI, iCCM) by training and supervising health workers, CHWs and community volunteers.

· Use integrated evidence-based packages for service delivery (FANC, EmONC, essential newborn care, essential nutrition actions, IMCI, iCCM).

· Improve immunization coverage through multiple child health interventions and providing technical assistance for the biannual Child Health Week.

· Include post-abortion care and FP counseling and services in emergency obstetric care training.

· Address aspects of FP/MCH/N and malaria through Neighborhood Health Committees. 

· Provide FP counseling during HIV testing and counseling sessions.

· Include pregnancy prevention counseling and services as part of prevention with positives, programs for female sex workers, and mother to child transmission interventions.

· For behavior change interventions, adopt a holistic approach to messaging around family planning, nutrition, maternal health, child health, HIV and malaria.  

· Pilot point of test ART services in MCH and TB sites.
16.
Build capacity of the government and health facilities and support select activities to introduce additional smart integration activities, such as:

· Support the GRZ in implementing the new community health worker strategy, e.g., define the integrated FP/MCH/N role, functions and reward systems for community health workers, support task-shifting utilizing CHWs cadres to provide an array of services including WASH, FP, MCH, and nutrition.

· Expand focused ANC to include PMI suite of interventions.

· Incorporate family planning activities into home-based caregiving interventions. 

· Provide additional emphasis on family planning options for patients on ARVs.

· Accelerate use of integrated MCH service delivery packages (e.g., EmONC and iCCM).

· Implement the recent WHO recommendations on PMTCT, ART, and infant feeding to harmonize and strengthen routine activities along the MNCH continuum-of-care: starting with early timing of ANC visits, increasing follow-up ANC visits, ensuring facility delivery, and strengthening post-natal follow-up through the end of breastfeeding.  

· Utilize the broad GRZ platform in community service delivery for orphans and vulnerable children and care and support activities to deliver FP/MCH/N services.

17.
Implement activities that improve linkages and create effective referrals, including:

· Bolster the GRZ’s NHSP and focus on improving the referral linkages of network providers, adherence to protocols by health service delivery staff and involvement of community actors in ensuring continuum of care between all levels of the health system.

· Strengthen referral linkages between health posts, health centers and hospitals to ensure access to basic emergency obstetric and newborn care (BEmONC), comprehensive emergency obstetric and newborn care (CEmONC) facilities, shelter for high-risk women, and transportation networks.

· Develop on-site referrals and off-site referrals, including CSO, private sector and community based for additional health care services.
· Link every HIV testing center to comprehensive HIV and AIDS service provision through strengthened referral systems.
1.3.2.   Sub IR 3.2.2   Health Systems and Accountability Strengthened: 
In the current Zambian health system, there are bottlenecks in implementation, such as inadequate and inequitable distribution of health workers at the primary care level, both in numbers and in skill mix. Human resources in health is considered to be in crisis, characterized by high vacancy rates, high rates of staff turn-over (especially in rural areas), skewed staffing patterns, and general dissatisfaction among health workers with their working environment and service conditions.  The health sector human resources situation has not improved over the past five years and remains alarmingly poor, with just 50% to 60% of the established posts staffed. The health system also suffers from poor integration and coordination of health programs with vertical programs like HIV/AIDS and malaria, which end up competing for attention from health facility staff. The Ministry of Health and Ministry of Community Development, Mother and Child Health’s financial and accounting systems need to be strengthened as noted in a recent assessment done by USAID/Zambia to mitigate risk in using government systems.  USAID/Zambia government to government activities to improve health systems and accountability will include improving human resource capacity and management, drug logistics, monitoring systems, and capacity to conduct research and develop new interventions.  To strengthen health systems and accountability, U.S. assistance will target human resource capacity and management, commodity and drug logistics, management and information systems, health governance and accountability, and health financing.  USAID will also work toward improving the government’s capacity to conduct research and develop new interventions to improve the health system.  Advocacy work with civil society organizations will be carried out jointly by the Health and Democracy and Governance teams to improve transparency and accountability, ensuring that patients are aware of the available health services, demand quality care, and have the ability to hold the GRZ accountable.
Human Resources for Health (HRH) 

18.
Build capacity of the government and support evidence-based practices that address Human Resources for Health challenges, including:

· Participate in the technical working group at the national and provincial levels to support HRH policy formulation. 

· Expand management and leadership skills development program to creation of a professional cadre of health managers and HR managers.  

· Implement and scale-up coordinated management and leadership skills development program for health workforce that includes governance training, such as the Broadreach Institute for Training and Management and Leadership Academy program. 

· Strengthen HRH systems to address health worker shortage, including in the MOH, community-based adherence support workers, lay counselors, and health worker training institutions [PFIP], including the development and implementation of a Human Resource Information System, and 

· Strengthen pre-service midwifery education; collaborate with partners to assess needs to and support quality pre-service education at midwifery schools and training institutions. [BEST]

· Improve deployment and retention of health workers to underserved districts by supporting the Zambian Health Worker Retention Scheme, building capacity of GRZ staff to effectively manage the scheme, strengthening overall staff forecasting, and increasing non-financial incentives for remote areas, including orientation, work climate improvements, accommodation, performance management, and employee morale. 

· Continue to deploy staff to build GRZ technical capacity and leadership to advocate, plan, implement, and evaluate in key health system or technical areas: (a) Human Resource Specialist; (b) Family Planning Specialist; (c) Child Health and Nutrition Specialist; and (d) EmONC Specialist.

· Enhance capacity of in-service training institutions to ensure that existing health care providers, particularly nurse-midwives, clinical officers, and medical licentiates, have the skills and capacity to deliver quality health care with an emphasis on basic EmONC training. 

· Support the training of medical personnel on gender issues, so they can be sensitive to their patients in a holistic way and provide better services.

· Mentor existing EmONC trainer teams at national and provincial levels to expand teams of skilled trainers and supervisors to serve all nine provinces.

· Train and mentor health professionals working in facilities to provide basic EmONC.

· Support the scale-up of training additional CHWs in targeted districts and communities by: 1) developing pre-service training instructors for the CHW cadre, 2) ensure training of CHW supervisors, and 3) provide direct funding to the MOH to implement the CHW program and by emphasizing task shifting of treatment, care and support services from facility based health care workers to CHWs. 

· Build capacity of district and facility staff to supervise formalized CHWs, Safe Motherhood Action Groups, Neighborhood Health Committees, and other community volunteers who provide community level services. 

· Provide technical assistance to GRZ to adopt new Performance Management Package, design systems, and build skills in supportive supervision and periodic employee appraisal. 

Commodities & Logistics

The essential medicines logistics system is explicitly integrated, including FP, MCH, HIV (opportunistic infection) and other commodities.  The effort is a collaborative one with other donors, funded through USAID with PEPFAR, PMI, FP and MCH funding.  The essential medicines logistics system is an integrated approach to improving commodity availability and related supplies in public sector facilities.  Building upon the extremely successful PEPFAR-funded supply chain interventions, two years ago it began as a jointly funded operations research program (using FP, MCH and malaria resources) together with the World Bank and DFID.  It is currently being reviewed to consider an appropriate model for scale up across the country from the national to the community health care worker level.  The system covers essential drugs such as contraceptives, malaria treatments, drugs for select HIV-related opportunistic infections, ARVs, test kits and laboratory commodities, maternal and child health commodities. This logistics system has reduced stock-outs to a minimal level.  

19.
Procure and supply key HIV/AIDS, family planning and other select essential drugs and commodities:

· Procure and hand over to the MOH ARVs and drugs for Opportunistic Infections as per approved PEPFAR annual plans

· Procure and hand over to the MOH condoms as per approved PEPFAR annual plans.

· Procure and hand over to the MOH family planning contraceptives as per agreement with the Ministry of Health and approved Operational Plans.

· Procure and hand over to the MOH other essential drugs as per agreement with the Ministry of Health and approved Operational Plans.

20.
Support activities for strengthening supply chain and logistics management include:
· Complete scale-up of essential medicines logistics system for FP/RH, maternal health, child health, nutrition, HIV/AIDS, malaria, and TB in all districts.
· Strengthen commodity, supply chain management and procurement systems, e.g.  provide assistance and build capacity for quantification, forecasting, procurement, distribution and storage.
· Initiate annual quantification and forecasting of essential medicines, at all levels of the system by MOH with USAID DELIVER and other stakeholders.  

· Provide technical assistance to training institutions to strengthen logistics management in pre-service training curricula particularly for laboratory technicians and pharmacists.  

· Continue contraceptive commodity procurement for distribution through public sector, NGO, and FBO facilities.   

· Assist in forecasting and procurement of ARVs, test kits, condoms, laboratory reagents and commodities and other health commodities for HIV and AIDS.[

· Support targeted infrastructure and equipment improvements for health and HIV and AIDS.
· Strengthen GRZ capacity to manage proper disposal of commodities, as needed. 
Management and Information Systems

21.
Activities in support of strategic information and management information systems:

· Utilize electronic medical record system as FP, MCH, and nutrition elements are integrated and undergo feasibility evaluations for future expansion.  

· Strengthen current health management information systems (HMIS) so that they are well integrated, sustainable, locally owned, and used at multiple levels of the health system for measuring performance and forecasting/planning.

· Identify opportunities to support and conduct research and utilize data for decision-making.
· Assist MOH and NAC to set disaggregated gender targets. 

· Provide support for population-based surveys such as the 2012-13 ZDHS, MARPs Survey, Malaria Indicator Survey, TB Prevalence Survey, and the interim ZDHS.
Governance, Accountability and Advocacy

22.
Work in close collaboration with Democracy and Governance Team (DO1) on activities to increased transparency and accountability in government service delivery by such as:

· Improve financial management, administration, and technical capacity in the health sector 

· Implement public administration (including management and leadership) skills development program for GRZ employees. 

· Build technical capacity and skills of procurement entities. 

· Increase adherence to procurement legislation and regulations by professionalizing public sector procurement personnel, standardizing contracting, and establishing regulated autonomy of procurement function within organizations and advanced forensic investigation training for police and auditors, and Anti-Corruption Commission.

· Increase financial control capacity and audit capacity in targeted entities.

· Continue to participate in and support MOH annual district planning process.

· Continue support to the MOH through the non-project assistance agreement, assuming continuing authority under the new CDCS and through ongoing Agency-wide procurement reforms.

23.
Work in close collaboration with Democracy and Governance Team (DO1) on activities to increase citizen demand for transparent accountable health and HIV/AIDS service delivery through work with CSOs to increase their institutional capacity and capacity for advocacy such as:

· Increase democratic civil society governance through such CSO strengthening activities, e.g., training, codes of conduct and practice.

· Increase citizen membership in active CSOs, e.g., awareness campaigns, membership drives, membership development training. 

· Increase sustained civil society engagement with the government on service delivery through synergized advocacy messages and service delivery monitoring systems; synergized advocacy methods and procedures and protocols developed; and advocacy strategies and calendars, occasional and periodic advocacy reporting structures, development of international linkages.

· Support CSOs to advocate for new policies that increase access to health and HIV services, e.g. a clear policy that enables CHWs to manage diarrhea, malaria and pneumonia (using ORS/Zinc, antibiotics and ACTs, especially in rural settings using rapid diagnostic tests for malaria). 

Health Financing and Sustainability 

24.
Build local capacity for and support activities in health financing and sustainability such as:

· Support efforts to identify innovative, sustainable funding streams to finance the national response.
· Support coordinated capacity development programs targeting public financial management and other aspects of public administration. 
· Advocate for increased GRZ financial commitment to health for HIV/FP/MCH/N programs.

· Conduct expenditure analyses and costing and cost-effectiveness studies on maternal health, PMTCT, child health, ART, OVC, and other areas as required. 

· Work with GRZ to identify and pilot innovative health and HIV/AIDS financing schemes

· In collaboration with GRZ, USG interagency GHI and Presidential Initiative teams and key stakeholders, assess country ownership and sustainability of the health and HIV/AIDS response and develop a joint Country Ownership/Transition Roadmap.

· Build capacity of provincial and district bodies to plan and manage MOH/NAC and other funding.

· Track national and decentralized health budgeting and spending. 

· Conduct costing studies of actual expenditures to determine investment costs and costs of implementation 

Local Capacity Building 

25.
Implement activities that build capacity of government and parastatals at national and sub-national levels and local non-governmental organizations (e.g. civil society organizations, private sector, faith-based organizations, networks of people living with HIV/AIDS, media,  professional associations, associations of traditional leaders, training institutes, research institutes) to effectively manage and implement health and HIV/AIDS interventions such as:

· Continue to provide technical assistance to GRZ to update technical guidelines and protocols in collaboration with other stakeholders. 

· Build capacity of the central level for the HIV and AIDS response, e.g. build capacity of appropriate ministries to respond effectively to the impact of HIV and AIDS, support the capacity development of HIV focal points in respective ministries. 

· Support the continued rollout of the decentralization process and local capacity building at provincial and districts levels in program management, M&E, and supportive supervision, and to plan for and manage funding.

· Strengthen the capacity for a well-coordinated and sustainably managed HIV and AIDS multisectoral response, e.g. in decentralized programming and resource mobilization, develop national GIPA guidelines.
· Develop a strong network of professional local institutions and individuals with expertise in organizational development and change management that can develop capacity of local organizations working in health and HIV/AIDS. 

· Assess and strengthen the administrative, programmatic and financial capacity of local organizations to design, manage and implement health and HIV/AIDS services and programs.

· Strengthen the capacity of local organizations such as national NGOs, CSOs, FBOs, CBOs, and constituencies to effectively advocate for policies and monitor the equitability, quality and accessibility of health and HIV/AIDS programs and services.  
Innovations and Operations Research/Implementation Science 

26.
Implement activities that support innovation and operations research, such as:

· Identify and pilot innovative technologies and products appropriate to Zambia for the health and HIV/AIDS sector, such as mobile phone use, IT, new contraceptive methods, new life-saving products and approaches.

· Design and conduct feasibility studies for new technologies and products.

· Support the team to take new technologies and products from research to practice, e.g., the Standards Day Method (cycle beads), expanding the use of misoprostol for post-partum hemorrhage prevention building on the successful pilot of socially marketed misoprostol,  Explore feasibility of building on social marketing pilot through private sector
· Conduct operations research while scaling up new technologies and products.

1.3.3   IR 3.2.3   Improving Community Health Practices: 
USAID/Zambia will use a variety of media and work with community organizations to reach citizens with messages and mobilization activities that increase preventive behaviors and healthy practices. Healthy living and disease prevention is more cost effective than treatment.  By increasing Zambian’s preventive behaviors, activities will reduce the burden on the health care system. Activities in support of this result will focus on preventive and promotional behavioral and structural interventions, interventions that address gender inequalities and vulnerabilities in health and HIV and AIDS, care and support, including nutrition, for orphans and vulnerable children and people living with HIV and AIDS, interventions that address the unique health and HIV and AIDS risks and needs of youth.  

Behavioral and Structural Interventions

27.
Implement and build local capacity for behavioral and structural interventions at the national level, including BCC:

· Implement evidence-based social and behavior change interventions through a range of media and at different levels (i.e., individual, peer to peer, community and national mass communication) to increase awareness and demand for critical health care services (especially in the areas of maternal health, HIV/AIDS prevention, malaria, FP/RH, clean water, child health, and nutrition).

· Address structural challenges in preventing unwanted pregnancy, HIV and STIs, including male and female condoms, use and distribution and FP for PLHA and accessibility of condoms for young people. 

· Address HIV risk associated with alcohol and substance abuse through behavior change communication, structural interventions, life skills practical sessions, and advocacy for enforcement of alcohol and substance abuse laws and policies.

· Expand phone-in TalkLine currently focused on HIV to include other areas such as safe motherhood, family planning, child health, nutrition.

· Implement national mass media FP campaigns (synchronized with public sector supply chain intervention to ensure supply availability) – include dual protection and acceptability of condom use in relationships. 

· FTF will support a national mass media campaign around the Essential Nutrition Actions which will be linked to community level behavioral and social change communication activities.  A community-based assessment will be conducted to determine major misconceptions about breastfeeding, early initiation and exclusive breastfeeding, and complementary feeding.

· Strengthen community and facility post-partum FP counseling to include messages on healthy timing and spacing of pregnancy, lactational amenorrhea (LAM) and early post-partum IUD insertion and appropriate referrals.

· Investigate feasibility of integrated school-based reproductive health and life skills education into education sector activities. 

· Implement behavior change activities from the adolescent reproductive health strategy.
· Develop and implement messages for male circumcision (MC), couples HTC, PMTCT, youth and positive male involvement in women’s health and female involvement in MC. 

· Support messaging to reduce stigma around HIV and AIDS and PLHIV.
· Increase demand for and delivery of IPTp through behavior change communication (BCC) campaigns at both the community and national levels. 

· Provide technical and financial support to design, implement and measure the results of a behavior change communication for community mobilization, household birth preparedness and mass media campaign to reduce maternal mortality.

· Introduce ORS/Zinc as a high priority to prevent childhood death from diarrheal disease.

28.
Implement and build capacity for community mobilization and community-based behavior change interventions 

· Support activities to intensify and accelerate prevention of sexual transmission, addressing the key drivers of the epidemic through targeted communication and mobilization for social and behavior change which emphasizes gender and clinical interventions services.
· Implement comprehensive community level communication program (maternal nutrition, exclusive breast feeding up to six months with appropriate complementary feeding up to age of two years, dietary diversity, consumption of locally available nutritious foods, and minimum meal frequency, and micronutrients including vitamin A, iron, and iodine). 

· Increase community mobilization and involvement in TB and TB/HIV care and developing information, education, and communication activities and materials for TB and TB/HIV. 

· Train Safe Motherhood Action Group (SMAG) members in community mobilization and birth preparedness. 

· Train community health workers in health and HIV and AIDS messaging and referrals for services. 

· Train community, religious, traditional, and political leaders as well as teachers in HIV prevention and safe motherhood at the community level.

· Expand HIV prevention, care and treatment workplace programs.

· Continue prevention targeted interventions for key populations, in particular along transit corridors, borders, in select urban areas and in other hot spots. 

Gender

29.
Implement and build capacity for gender mainstreaming and Gender-based Violence (GBV) interventions such as:

· Continue supporting policies that address gender inequalities through social determinants and continue supporting GBV services and the Justice system for GBV.

· Continue to advocate for and develop activities to mainstream HIV and gender activities across ministries and programs.
· Strengthen GBV services, including GBV screening and referrals, provision of equipment for GBV case management (rape kits for examination, treatment and collection of forensic evidence), design and use of standardized national curriculum for in service training of health workers.

· Strengthen advocacy capacity for GBV legislation and policies and support the Coalition of African Parliamentarians Against HIV/AIDS in Zambia. 

· Support group dialogue forum and action planning with women, men, in and out of school youth, health workers.
· Support the operationalizing of the Code on HIV and AIDS and Human Rights.
Care and Support at the Community

30.
Implement and build capacity for Community Care and Support interventions, including nutrition:

· Mitigate the socio-economic impacts of HIV and AIDS especially among the most vulnerable groups, PLHIV/OVC and their caregivers and families.
· In collaboration with DO2, link health, nutrition, economic resilience, and economic growth activities at the household level.  Two approaches will be taken:

The co-location of programs aimed to strengthen the impacts of the agriculture and health systems. Impact on incomes and nutrition will be monitored in districts with a concentration of both value chain interventions and nutrition system strengthening  

· Targeted economic resilience programs will promote household-level approaches to resource allocation, including both productive resources and household food supplies, and the intra-household allocation of those resources across family members  

· Train front-line health care workers in management and leadership skills.

· Strengthen and support home-based care and provide access to palliative care by training community and home-based care volunteers to provide home and community-based treatment and support services, building referrals between communities and health centers for PLHIV, and providing a basic package of care for PLHIV, including community outreach services for ART adherence, food by prescription, psychosocial support, social support services, build economic resilience of households with PLHIV. 
· Promote linkages to and advocate for livelihoods activities including food security for PLHIV, e.g., build support groups for PLHIV that link with economic opportunities.
· Explicitly link FP/MCH/N services to PEPFAR-funded care/support partners.
· Continue to advocate for policies and practices supportive of PLHIV. 

Care and Support of Orphans and Vulnerable Children

USAID/Zambia will continue to implement a robust program that responds to the multiple needs of orphaned and vulnerable children through government national and sub-national health, HIV and social service programs and through non-governmental activities at the community and household level. PEPFAR in Zambia will fund OVC activities for children made vulnerable by HIV and AIDS and meet its congressionally mandated 10% earmark.   

31.
Implement activities and strengthen government systems that support Orphans and Vulnerable Children such as:

· Allocate at least 10 percent of overall project funding to monitoring and evaluation (M&E) to ensure that the evidence base continues to grow and to inform better practice. 

· Continue to strengthen national structures that advocate for children and support ongoing community activities for OVC, including strengthening family/community-based responses.

· Support sustainability through capacity building and transfer of program responsibility to promote country ownership are imperative and must be balanced with careful planning and monitoring to ensure children’s immediate needs are also met. 

· Support a continuum of appropriate care alternatives for children without families including kinship/foster care and local adoption.

· Support policies and legislation that address the unique needs of children in the AIDS pandemic

· Social welfare workforce strengthening.

· Support governments to initiate, expand, or innovate their social protection initiatives at both a policy and operational level.

· Build government capacity to carry out and improve upon their child protection response

· Assist GRZ to develop appropriate bridging strategies for OVC who turns 18 while receiving services to cover a buffer period for a seamless transition to adulthood.

· Assist GRZ in developing and implementing an Early Childhood Development (ECD) programs targeting OVC under five and continue with “mom-baby pairs” to school entry. 

· Continue to strengthen national structures that advocate for children and support ongoing community activities for OVC, including strengthening family/community-based responses.

· Assist the GRZ to develop a national standard of OVC care.

· Utilize specialized technical expertise such as individuals and resources when designing programs and country strategies. 

32.
Implement best practices and build capacity to strengthen the community care and support of OVC, such as: 

· Build organizational and service delivery capacity of local civil society and faith-based partners to respond to children and families affected by HIV/AIDS (including creation of child safeguarding policies).

· Create child-friendly, gender-sensitive classrooms that are sensitized to the unique needs and interests of children affected by HIV/AIDS.

· Establish linkages and referral systems between community-based programs and clinic-based HIV/AIDS support programs

· Establish “safe spaces” for children at high risk especially adolescent girls

· Link ECD at the community and household level to PMTCT, pediatric ART and care, nutrition and maternal/child health services to achieve an AIDS-free generation.

· Support activities to mitigate the socio-economic impacts of HIV and AIDS especially orphans and vulnerable children and their caregivers/families. [PFIP]

· Build community systems and structures to identify OVC and provide support and care.
· Work with community leaders and local organizations for OVC care and support, e.g. neighborhood health/social service centers (including safe spaces for children’s recreation), child protection committees, Early Child Development Centers

· Strengthen community systems and linkages with people’s participation and ownership.
· Strengthen the continuum of care and psycho-social support for OVC.
· Explicitly link FP/MCH/N services to PEPFAR-funded orphan and vulnerable children partners to integrate into appropriate settings.
33.
In collaboration with DO3 (Education), implement effective interventions to provide disadvantaged and vulnerable groups, such as children orphaned or made vulnerable due to HIV and AIDS, the same opportunities to participate and excel through access to quality education. 

· Support safe water and improved sanitation facilities in schools that will have a particular impact on keeping female students in schools.

· Support school block grants.

· Support scholarships/bursaries for OVC.

· Provide remedial education opportunities to help girls complete school.

34.
Support child-focused, family-centered interventions and practices at the household level that are evidence-based, such as: 

· Support essential nutrition actions designed to improve nutrition at key stages in childhood development.

· Ensure prioritized and focused interventions that address children’s most critical care needs through family strengthening.
· Strengthen parents and caregivers as the primary strategy so they can provide for their children’s basic needs, e.g . Savings clubs 

· Build child and family support interventions.
· Provide TA to foster family and community centered approaches and interventions. [PFIP]
1.4   Illustrative Activities Supported By This Development Objective
Zambia Prevention, Care and Treatment Partnership II (ZPCT II)  

Life of Project: June, 2009 to May, 2014

Partner: FHI 360

Budget: $124 million

Zambia Prevention, Care, and Treatment II works with the Ministry of Health in six provinces to initiate, scale up, and strengthen a comprehensive package of HIV/AIDS services, including testing and counseling, prevention of mother-to-child transmission, clinical care, male circumcision, and antiretroviral therapy.  

Communication Support for Health (CSH)

Life of Project: July, 2010 to December, 2014

Partner: Chemonics

Budget: $44 million

The Communication Support for Health project supports the Zambian Ministry of Health in strengthening national health communications campaigns, materials and activities.  Activities increase and sustain local capacity and positive behavior change, resulting in reduction of risky behaviors and increased demand for and use of health care services. CSH supports other USAID/Zambia assistance programs in behavior change communications for message consistency and efficiency at district and community levels.

Partnership for Integrated Social Marketing (PRISM)  

Life of Project: August, 2009 to September, 2014

Partner: Population Services International

Budget: $66 million

The Partnership for Integrated Social Marketing distributes health products and provides services through the private sector, in conjunction with the public sector, for disease prevention and control as well as integrated health service delivery.  PRISM socially markets products such as water treatment solution (Clorin), condoms (Maximum and Care) and oral contraceptives (SafePlan), and services such as testing and counseling and male circumcision (New Start Centers).

Zambia Integrated Systems Strengthening Program (ZISSP)

Life of Project: June, 2010 to December, 2014

Partner: Abt Associates 

Budget: $88 million

Zambia Integrated Systems Strengthening program improves health outcomes by strengthening health systems and service delivery associated with HIV, malaria, family planning, nutrition, and maternal, neonatal and child health at national, provincial, district and community levels. ZISSP improves health care providers’ management skills and technical capacity to implement key health interventions. 
Supply Chain Management System (SCMS)  

Life of Project: June, 2009 to September, 2013

Partner: Partnership for Supply Chain Management  

Budget: 2012 - $60 million 

The Supply Chain Management System supports the Ministry of Health to ensure an uninterrupted supply of HIV/AIDS commodities to government and NGO health care facilities.  SCMS procures HIV/AIDS commodities including antiretrovrials, HIV test kits, opportunistic and sexually transmitted infection drugs, male circumcision kits, and lab supplies.   SCMS also procures pre-fabricated storage units for the districts. SMCS strengthens the HIV laboratory supply chain through support in quantification, forecasting, procurement planning, logistics management, reporting and commodity security.  SCMS also supports pre-service supply chain training for students in biomedical schools.

USAID|DELIVER 

Life of Project: September, 2010 to September, 2014

Partner: John Snow Inc.

Budget: 2012 - $20 million



The USAID|DELIVER Project works with the Zambian Ministry of Health to strengthen nationwide logistics systems to ensure an uninterrupted supply of HIV/AIDS, malaria, family planning, and other essential medicine commodities in health care facilities.  The project provides technical assistance to the Ministry in health commodity quantification, forecasting, procurement planning, and pipeline monitoring.  The project trains Ministry staff at central, provincial, and district levels in logistics management and supply chain evaluation.

Central Contraceptive Procurement (CCP)   

Life of Project: 1990 to 2018

Partner: Various

Budget: 2012 - $4 million

The global Central Contraceptive Procurement program procures contraceptive commodities in bulk for USAID Missions around the world.  USAID/Zambia uses CCP to procure a range of contraceptives commodities for distribution through the public and private sectors.  

Indoor Residual Spraying for Malaria Control  

Life of Project: August, 2011 to August 2014

Partner: Abt Associates Inc.

Budget: 2012 - $3.835 million

This project will support implementation of Indoor Residual Spraying activities, including procurement, technical assistance, operational support, and monitoring and evaluation.

Improving Malaria Diagnostics (IMaD)



Life of Project: September, 2007 to September, 2012

Partner: Medical Care Development International

Budget: 2011 - $650,000

The Improving Malaria Diagnostics project works with the Zambia Ministry of Health and the Zambia National Malaria Control Center to strengthen malaria-related laboratory services through technical training, improving supervision of laboratory and clinical staff, enhancing quality assurance systems, and developing guidance on procurement of laboratory consumables and essential equipment.

Strengthening Health Outcomes through the Private Sector (SHOPS)  

Life of Project: October, 2010 to September, 2012

Partner: Abt Associates

Budget: 2011 - $300,000

SHOPS increases access to financing for private health care facilities by providing technical assistance to financial institutions to stimulate growth in health sector lending.  In turn, loans expand the availability of health services delivered by the private health care facilities.  

TB CARE

Life of Project: 2010 to 2015

Partner: Royal Netherlands Tuberculosis Foundation




Budget: 2011 - $5.2 million

TB CARE strengthens Tuberculosis control by implementing the directly observed treatment short-course, strengthening management of TB/HIV, increasing community and patient involvement and awareness, renovating laboratories, improving laboratory services and training lab technicians.

Sustainability Through Economic Strengthening, Prevention and Support for Orphans and Vulnerable Children, Youth and Other Vulnerable Populations (STEPS OVC)

Life of Project: July 2010 to July 2013

Partner: World Vision (consortium with Africare, CARE, Catholic Relief Services, Expanded Church Response, Futures Group, and the Salvation Army)

USAID Investment: $54 million

The sad legacy of Zambia’s AIDS epidemic is the tremendous increase in the number of orphans and other vulnerable children.  The STEPS OVC program carries out effective HIV prevention while developing sustainable care and support for orphans and vulnerable children, at-risk youth and people living with HIV/AIDS.  Major activities include improving the quality of life of orphans and other vulnerable children by providing educational, psychosocial, food and nutritional support, and improving their access to health care, child protection and legal services.  The program also works to improve palliative care for people living with HIV/AIDS and builds the resilience of HIV-affected and vulnerable households by developing people’s skills and other income-generating activities for youth and older care-givers.

Local Partner Capacity Building (LPCB)

Life of Project: May 2008 to June 2013

Partner: FHI 360

USAID Investment: $49 million

Many Zambian organizations lack the tools to effectively implement HIV prevention programs.  The Local Partner Capacity Building program focuses on improving the overall capacity of selected indigenous non-governmental, faith-based and community-based organizations to ensure efficient and effective expansion of their programs, so they can deliver quality HIV/AIDS services.  The program helps strengthen the management, financial, technical and monitoring and evaluation capacities of the partner organizations through the provision of technical assistance and training.  In addition, the program gives grants to those organizations that have achieved institutional strengthening goals.

Zambia-Led Prevention Initiative (ZPI)

Life of Project: August 2010 to December 2014

Partner: FHI 360

USAID Investment: $37 million

Community involvement is important in preventing the spread of HIV at the local level.  The Zambia-Led Prevention Initiative increases use of community-level HIV prevention and provides technical leadership and expertise on comprehensive, effective, community-based HIV prevention.  The project builds the capacity of HIV-affected communities to access more effective, higher quality HIV prevention, including counseling and testing, male circumcision and prevention of mother-to-child transmission.

Support to the HIV/AIDS Response in Zambia II (SHARe II)

Life of Project: November 2010 to November 2015

Partner: John Snow, Inc.

USAID Investment: $30 million

Strong leadership in government, traditional, religious and civil sectors is essential if HIV programs are to have any real and lasting impact.  The Support for the HIV and AIDS Response in Zambia II project works with the Zambian government to strengthen multi-sectoral responses to HIV/AIDS in Zambia.  This includes tracking and monitoring national work in HIV/AIDS coordination, leadership, policy and advocacy; building the capacity of Zambian leaders to be actively engaged in visible HIV/AIDS advocacy; improving public dialogue on HIV/AIDS related policies and laws; and expanding enhanced HIV/AIDS workplace programs, resulting in a healthier workforce.  
Corridors of Hope III (COH III)

Life of Project: September 2009 to August 2014

Partner:  FHI 360

USAID Investment: $25 million

Zambia’s already high HIV prevalence is even higher among truck drivers, commercial sex workers, border communities and transit populations.  Corridors of Hope III works primarily with these most-at-risk populations to provide comprehensive HIV prevention.  COH III offers a unique range of services that includes counseling and testing, sexually transmitted infection diagnosis and treatment, and strategic behavior change interventions that involve the community.  This is achieved using highly effective methods to encourage individuals and communities to identify behavior that puts them at risk for HIV transmission and to develop strategies that can result in sustainable behavior change.  

Zambia Nutrition Assessment, Counseling and Support (ZAMNACS)

Life of Project: December 2012 to November 2017

Partner:  Program for Appropriate Technology in Health (PATH)

USAID Investment: $13.76 million 

In Zambia, malnutrition is widely prevalent among people living with HIV/AIDS, orphans and other vulnerable children.   The ZAMNACS project is improving the nutritional status of people living with HIV/AIDS, orphans and other vulnerable children through the delivery of nutrition assessments, counseling and locally produced therapeutic food to malnourished clients.  The project also trains health workers and community volunteers in the prevention and treatment of undernutrition.  ZAMNACS is part of the U. S. Feed the Future initiative and contributes to improved nutrition in Eastern Province.

Gender-based Violence: Survivor Support 

Life of Project: October 2012 to October 2017

Partner:  World Vision

USAID Investment: $7.9 million 

Almost half of women in Zambia have experienced some form of physical violence.  The Gender-based Violence: Survivor Support project is increasing the availability of and access to essential services by survivors of gender-based violence.  This includes working with various government and civil society organizations to staff Coordinated Response Centers; one-stop facilities where survivors can get medical help (including the collection and preservation of criminal evidence), legal support (including reporting the crime to the police and legal advice where needed) and psychological support (including counseling and linking to survivor support groups and, if needed, safe houses or shelters). 

Gender-based Violence: Prevention and Advocacy

Life of Project: April 2013 to April 2018

Partner: Zambia Center for Communication Programs

USAID Investment: $6 million 

The high incidence of gender-based violence in Zambia is due, in large part, to cultural and societal acceptance of the practice.  The Gender-based Violence: Prevention and Advocacy project works with communities, non-governmental organizations, traditional and local leaders, and policy-makers to mold societal norms towards zero tolerance of gender-based violence and child marriage, enhance protective factors and improve the institutional environment to prevent and respond to gender-based violence and child marriage.  The project carries out national media campaigns and community-level activities that highlight the negative effects of gender-based violence and child marriage.  Communities are then mobilized to take action and protect people against these vices.

Community Mobilization for Preventive Action (COMPACT)

Life of Project: July 2010 to July 2013

Partner:  Population Council

USAID Investment: $4.4 million 

The most effective HIV prevention programs are those that occur within individual communities, directly addressing the needs of that community.  The Community Mobilization for Preventive Action project facilitates agreements between service providers and local communities to increase the effectiveness of HIV prevention services by promoting community ownership.  The project works directly with the people living in the communities to design and implement HIV prevention activities.  COMPACT mobilizes the communities in HIV prevention through a capacity-building process that enables communities to identify HIV prevention targets, develop interventions to achieve those targets and measure the results on their own.

Gender-based Violence: Access to Justice

Life of Project: April 2013 to April 2018

Partner: Women and Law in Southern Africa-Zambia

USAID Investment: $3.3 million 

Survivors of gender-based violence are often reluctant to report their cases to the authorities because they don’t trust the system to protect them.  Authorities have tended to view gender-based violence as a domestic issue that should be taken care of at home.  The Gender-based Violence: Access to Justice project works with service providers, policy-makers, law enforcement, the judiciary and community leaders to improve case management and the enforcement of laws against gender-based violence.  The project also provides legal aid to survivors.     

For those activities that are ending during the life of the IEE, future support would continue based on epidemiological need, prioritization of targeted support in collaboration with GRZ and other development partners, and competitive procurement processes.  The Project Appraisal Document references all activities (current and future) to be undertaken by the USAID/Zambia Mission for the integrated health portfolio.  Planned activities encompass direct support through local organizations, as well as through government and local entities based on mitigation of risk in working directly with such partners.   

2.0 
COUNTRY ENVIRONMENTAL INFORMATION (BASELINE INFORMATION)

2.1
Background on Health Conditions
Following independence in 1964, the Government of the Republic of Zambia (GRZ) embarked upon an ambitious program to provide free health care for all through a rapidly expanding network of rural health centers and district hospitals.  Unfortunately, this approach proved unsustainable.  Rapid population growth, accompanied by rampant urbanization, compromised the government's ability to provide health care for all.  The situation deteriorated further with the effective collapse of Zambia's economy in the 1980s.  The GRZ could neither maintain nor replace health infrastructure; health centers and hospitals experienced chronic shortages of essential drugs; and a significant number of qualified medical staff left for positions overseas or in neighboring countries.  The decline of the health care system coincided with the onset of the HIV/AIDS pandemic, which further aggravated an already desperate situation.    
Today, the Republic of Zambia has a population of just over 13 million and is growing at a rate of 2.8% per year.
  Population density is sparse in rural areas.  About 60% of Zambia’s land mass has been set aside as wildlife preservation areas and game parks.  The country has fallen in rank to 164 out of 182 countries in the United Nations Human Development Index, and is one of only three countries in the world to rank lower in 2010 than it did in 1970.  Family planning services reach only a third of sexually active couples.  Fertility has actually increased since 2002, from 5.9 to 6.2; rural fertility at 7.5 is among the world’s highest (Zambia Demographic and Health Survey 2007, ZDHS).  Modern contraceptive use is 32.7%, with pills and injectables being the most commonly used methods.  Method mix has been static for the past eight years.  There has been limited acceptance of longer term methods and consequently, overall unmet need is high at 26.5%.  

The 2007 ZDHS shows Zambia’s infant and under-five child mortality rates have both declined significantly since 2002, yet both are still high at 70 and 119 per 1,000 live births respectively.  Newborn mortality is a major component of under-five mortality; currently it is at 34 per 1,000 live births, and increased from 23% in the 1990s to 29% in 2007.  The maternal mortality ratio is 591 per 100,000 and probably reflects a real decline in mortality.  More than 90% of Zambian women receive some antenatal care, yet only 47% of women deliver in health facilities and 46% have assistance of a skilled health provider.  The 2007 ZDHS estimated that only 68% of children were fully immunized.  High levels of stunting have not decreased since 1992; more than 45% of Zambian children under five are stunted and over 20% of these children are severely stunted.  Exclusive breastfeeding of infants under six months increased from 40% in 2001 to 61% in 2007.  

Zambia’s HIV epidemic has stabilized at high prevalence: 14.3% among adults and 16.6% among pregnant women.
  Adult HIV prevalence remains higher among women (16.1%) than men (12.3%) and higher in urban areas (19.7%) than rural areas (10.3%).  Although HIV incidence may have begun to stabilize, the absolute number of HIV positive individuals may increase as number of people on anti-retrovirals (ARVs) increases, there are fewer HIV related deaths, and the population continues growing.  Classified as a malaria high-burden country, Zambia reported 3.2 million new cases of malaria with 4,500 deaths due to malaria in 2009.  Malaria accounts for 36% of hospitalizations and outpatient attendance nationwide.
  A WHO impact assessment found that since 2001, deaths due to malaria have declined by 66%.  Zambia has one of the world’s highest incidence rates of tuberculosis (408/100,000 in 2008) and the seventh highest HIV/TB co-infection rate; up to 70% of all new TB patients are HIV positive.  TB cure rates are high, at 86%.

The Zambian health care system consists of a network of approximately 1,880 public and private health facilities, consisting of health posts, rural health centers, urban health centers, and level one, two and three hospitals.
  The Ministry of Health (MOH) supports the majority of tertiary and provincial facilities, while the Ministry of Community Development Mother and Child Health supports district level and below with primary health care and service delivery.  Other sectors, particularly the faith-based sector, also contribute to health services delivery.  The faith-based sector provides roughly 30% of clinical care through its facility network, particularly in rural areas.  Additional sources of health service delivery include the Ministry of Defense, mine hospitals and clinics, the private sector, non-governmental clinics and traditional healers.  Of the 1,880 facilities, 271 are classified as private, 121 as mission.  Notably, the GRZ pays for many of the medical personnel stationed at mission hospitals.  Eighty percent of private facilities are in just two provinces (Lusaka and Copperbelt), with the vast majority of those in the urban areas of those provinces.

For many years, limited human resources have complicated Zambia’s efforts to provide most health services.  Despite donor support for training and retention schemes, the GRZ is only able to employ approximately 40% of the clinicians required to staff health facilities.
  The reality today is that rural health centers are often staffed by a single individual who has not had clinical training (e.g., the grounds keeper or an environmental health technician).  Supervision is spotty at best.  The MOH and MCDMCH is actively trying to recruit more personnel, yet it faces numerous constraints such as a high national wage bill, limited financial approval for new positions, and shortage of access to staff with the required training and experience.  

2.2
Zambia Environmental and Pertinent Health Sector Policies and Procedures
The management of the environment and natural resources in Zambia is governed by the National Policy on Environment (NPE) of 2005 and the Environmental Management Act (EMA) No. 12 of 2011. The NPE and EMA were preceded by the National Conservation Strategy in 1985 and the now repealed Environmental Protection and Pollution Control Act (EPPCA) Cap 204 of 1990 of the Laws of Zambia.  In 1992, the Environmental Council of Zambia (ECZ), a Statutory Body established under the EPPCA was formerly established and operationalized. Further advances in environmental and natural resources management were enhanced by the formulation of the National Environmental Action Plan in 1994.  In 1997, Environmental Impact Assessment Regulations No. 28 of 1997 was signed as a Statutory Instrument meant to provide for proactive approach in environmental management and as a planning tool for the country. 

Following the enactment of the EMA on April 15, 2011, the ECZ was renamed to Zambia Environmental Management Agency (ZEMA).  ZEMA has in place four Inspectorates (Air & Noise, Waste Management, Water Pollution and Pesticides/Toxic Substances).  The Natural Resource Conservation Unit deals with land use planning and coordination of sectoral ministries.  The Environmental Planning and Management Unit is responsible for Environmental Impact Assessment, Education/Communication and Environmental Information Systems.

With respect to health-related activities, ZEMA is mandated to provide guidelines and enforce the provision in the EMA on the sound management of waste, hazardous waste (such as health care waste) and sound management of chemicals throughout their life cycle. Among the issues noted by the EIA specialist were poor operation of incinerators (where they exist) and frequent failure to separate medical waste from domestic waste.  
With respect to chemicals, the EMA requires that a person who intends to manufacture, import, export, store, distribute, transport, blend, process, re-possess or change the composition of a pesticide or toxic substance or who intends to reprocess and existing pesticide or toxic substance for a significantly new use is required to apply to the Agency for a license.  Concerning pesticides, regulations are in place concerning registration, import, transport, etc.
Zambia has developed national infection prevention guidelines (Zambia Infection Prevention Guidelines, Central Board of Health, First Edition, January 2003).  USAID/Zambia partners have assisted the Ministry of Health with the development and publication of this guidance and are working closely with the government to train health staff around the country in their application. Medical and nursing schools are also incorporating these guidelines into their pre-service training curricula.   The Guidelines apply to all levels of the health care system.  They provide instructions for processing of medical instruments, handling of and disposal of sharps, waste management, use of gloves and other personal protective equipment, housekeeping procedures, etc.  They also address infection prevention in a home care setting and for traditional practices.  USAID/Zambia will continue to work with the Ministry of Health and Ministry of Community Development, Mother and Child Health to improve and operationalize infection prevention guidelines, training and practices.
USAID/Zambia has assisted the GRZ in the development of hospital accreditation standards. These standards include procedures for the control of hazardous materials and wastes and the disposal of medical waste.  Over a period of several years, hospitals and health centers around Zambia received information and capacity building in areas covered by the standards.  These standards are consistent with those in the Lab Safety Manual sections cited in the 2010 IEE.  The national Hospital Policy, recently developed with assistance from USAID/Zambia partners, also includes reference to infection prevention standards and lists standard equipment and supplies, including those needed for waste management, that should be available in all hospitals. The national Environmental Health Policy, currently in draft form, also addresses waste management issues. 
3.0 EVALUATION OF PROJECT/PROGRAM ACTIVITIES WITH RESPECT TO ENVIRONMENTAL IMPACT POTENTIAL 

The evaluation of the Health Team’s program activities’ potential for causing adverse environmental impacts is as follows: 
IR 3.2.3 Community Health Practices Improved:  This is based on behavior change that is conducive to better heath by enabling communities, families and individuals to take action to prevent disease, and to maintain health. Some activities focus on reduction of high-risk behaviors and strengthening of community action for health, using mass communication, interpersonal communication, folk media, opinion leaders and community development approaches. These activities will not have a direct effect on the environment. Other activities under this IR will increase access to health protection products. This will include social marketing of condoms, oral contraceptives and point-of -use water purification, as well as social marketing and commercial sector promotion of insecticide-treated mosquito nets. These activities may have a direct effect on the environment. Condom use presents the risk of infection from improper disposal and can also have an impact on the environment from improper disposal (e.g. burning at low temps releases chemicals into the atmosphere and improper disposal can lead to waste buildup). Oral contraceptives and water purification materials present risks to consumers if their efficacy and purity is not adequately assured.  There is also new research showing that contraceptives have been shown in water sources, although the direct impact on health is unknown and still being studied. Insecticide-treated materials present toxicity risks to those handling and using insecticides. Improper disposal can also lead to building up of waste in the environment.
IR 3.2.2  Health Systems and Accountability Strengthened: These activities include providing technical assistance to government on policy, health management information systems, health care financing, planning and other systems for health services improvement, human resources planning and management, pre- and in-service training of health staff, institutional strengthening, applied health research, and capacity development support. It may also include provision of family planning or other commodities to the public sector.  These activities will not have a direct effect on the environment. 

IR 3.2.1. Health Service Delivery Improved: Geographic access to healthcare varies greatly between urban and rural areas: 99% of urban households reside within five kilometers of a health facility, compared to 50% of rural households. Assistance activities will work with the Ministry of Health and Ministry of Community Development, Mother and Child Health to improve the quality of care provided by institutions, as well as their ability reach Zambians. Activities under this intermediate result will focus on increasing access to health services, improving services quality, and improving utilization of clinical services. These activities focus on important areas such as HIV/AIDS, child health, nutrition, vitamin A supplementation, malaria, safe motherhood, and reproductive health. Activities will include technical assistance, training and research and other support, including provision of drugs and other medical supplies, and will be provided to strengthen clinical and community services in all of these areas. Of these activities, delivery of clinical and community health services has potential for direct effect on the environment.
Any activities involving clinical or community health service delivery (infection prevention, disposal of medical waste such as tested blood, used syringes needles, etc.), will involve strengthening community or clinical capacities to manage waste. 
USAID/Zambia ensures meeting environmental compliance criteria prior to conducting indoor residual spraying for management of malaria.  These environmental compliance activities include:

•
Inspection of the environmental conformity of IRS sites (soak pits, storage rooms, etc.) before the campaign and ensure that two other inspections are carried out (one pre- and the other mid-campaign are planned);

•
Ensuring that an environmental mitigation and monitoring plan is adhered to during IRS campaign;

•
Ensuring the personal safety of the spray personnel through proper use of personal protective equipment (PPE) and compliance with standard operating procedures; and

•
Ensuring that the environmental and community impact during and after the IRS campaign are minimized through effective IEC and proper stock management of insecticide.

Inspections and the resultant recommendations for improvements and remediation of sub-standard conditions and facilities must be completed prior to the initiation of spray activities.  Disposal of leftover or expired insecticides and the insecticide containers will be conducted in compliance with Zambia Environmental Management Agency (ZEMA) regulations and specifications, using standard procedures. Each district health center owns and operates an incinerator, and these are made available to the Ministry of Health for the destruction of pesticide-contaminated wastes. ZEMA representatives oversee the destruction of the pesticides to assure proper operation of the incinerators during the process.  The Mission also finalized a Supplemental Environmental Assessment (SEA) to proceed with IRS operations in all districts of Zambia, using pyrethroids, carbamates, and organophosphates as needed for a period of five years (2010-2015). The SEA will be updated every five years for the duration of the PMI IRS program in Zambia. Promotion of insecticide-treated mosquito nets and other integrated vector management programs, require further details on if, how and which pesticides may be used, and more details on any potential pest management component. On a routine basis, USAID participates in an Insecticide Resistance Technical Working Group which has been meeting since 2010.  This group includes local entomologists as well as experts from CDC and the Liverpool

School of Tropical Medicine and Hygiene. At the meeting, the group decides on which

insecticides to use in the IRS season based on evidence of insecticide resistance.  USAID also conducts environmental compliance inspections, in collaboration with partners.  
The host country sectoral environmental guidelines will be used in the implementation of recommended adverse impact mitigation and monitoring measures for minimizing or preventing the occurrence of adverse impacts. An Environmentally-sound Design and Management training course was provided in May 2012 to the USAID/Zambia mission staff and implementing partners on environmental compliance. The Health Team and Multisectoral HIV/AIDS Team and partners are required to undertake periodical field visits to assess the performance of mitigation and monitoring measures and to identify appropriate areas of improvement.   

4.0 RECOMMENDED MITIGATION ACTIONS (INCLUDING MONITORING AND EVALUATION) 

4.1
Recommended Threshold Decisions and Conditions

The recommended environmental Threshold Decisions and conditions are as given in Table 1. The relevant information on specific sectoral guidelines and references can be found on the GEMS Website (www.usaidgems.org).
Pre-threshold decision findings

Categorical Exclusions from further environmental examination are recommended for the following classes of activities under IRs 3.2. except to the extent that the activities directly affect the environment (such as construction of facilities).  Specifically, this is for activities covered by the following citations in Reg. 216, by subparagraph of 22 CFR 216.2(c)(2):   

(i) 
 Activities involving education, training, technical assistance or training programs;   

(ii)  Activities involving controlled experimentation exclusively for the purpose of research and field evaluation and carefully monitored; 

(iii) 
 Activities involving analyses, studies, academic or research workshops and meetings; 

(v)  
 Activities involving document and information transfers; 

(viii) Programs involving nutrition, health care, or family planning services except to the extent designed to include activities directly affecting the environment (such as construction of facilities, water supply systems, waste water treatment, etc.); and

(xiv) Studies, projects or programs intended to develop the capability of recipient countries and organizations to engage in development planning

Activities involving:

· Community and clinic-based demand creation for VCT, VMMC, and PMTCT services

· Mentoring, Counseling, and Supervision 

· Sexually transmitted infection counseling to vulnerable populations in high risk settings.

· National policy and regulatory guideline development 

· Advocacy and counseling for HIV/AIDS treatment and care services

· Psychosocial support, prevention and  legal services to victims of Gender Based Violence

· Vitamin A supplementation, growth monitoring, and nutritional education 

· Technical support/advice to National Malaria Control program, National TB Control Program, or other management directorates within the Ministry of Health, Ministry of Community Development, Mother and Child Health, or other Multisectoral Ministries dealing with health issues
· Community mobilization supporting the Expanded Program on Immunization, the Integrated Management of Childhood Illnesses, or Integrated Community Case Management model to prevent childhood deaths

· Expansion of Safe Motherhood Action Group (community mobilization) activities

· Increased  counseling around contraceptive method choice/method mix

· Integration of Family Planning counseling with Safe Motherhood and HIV/AIDS service delivery programs

These activities are not expected to have a direct effect on the environment

However, there are qualifications pertinent to these activities; e.g.,  if any topic associated with these activities is one that inherently affects the environment, such as training in HIV/AIDS testing that involves use and disposal of medical waste, or training related to malaria prevention then such training will include information on how to minimize and/or mitigate these impacts. Examples include, instruction on safe disposal of sharps and biological samples generated from HIV/AIDS testing or training in proper household behaviors to minimize exposure during indoor residual spraying campaigns and proper use of insecticide-treated materials like bed nets.
TABLE 1: SUMMARY OF USAID/ZAMBIA INTEGRATED HEALTH IEE AND THRESHOLD DECISIONS  

	Threshold Determination 
	Relevant activities, comments, mitigation and monitoring measures as appropriate 

	Sub-IR 3.2.1 Health Service Delivery Improved    

	A Negative Determination with Conditions is recommended pursuant to 22 CFR 216.3(a)(2)(iii)
.
	For clinical and community health service delivery, due to the potential for health and environmental impacts from the generation, management and disposal of medical waste.
Condition: The Health Team will work with its implementing partners to assure, to the extent possible, that the medical facilities and operations involved have adequate procedures and capacities in place to properly handle, label, treat, store transport and properly dispose of blood, sharps, and other medical waste as articulated in Chapter 8 of the Environmental Guidelines for Small Scale Activities in Africa’s ‘Minimum Elements of a Complete Waste Management Program.’ 
The ability of the Team to assure such capacity is understood to be limited by its level of control over the management of the facilities and operations that USAID/Zambia is supporting. In addition, the lack of adequate resources, by both USAID and GRZ impedes the option to implement and sustain a full medical waste disposal program.
This condition is discussed in greater detail in Annex 1.


	
	


	Threshold Determination 
	Relevant activities, comments, mitigation and monitoring measures as appropriate 

	Sub-IR 3.2.2 Health Systems and Accountability Strengthened            



	A Categorical Exclusion is recommended  for activities involving: 

 education, technical assistance or training programs except to the extend such programs include activities directly affecting the environment (such as construction of facilities, etc.), 22 CFR 216.2 (c)(2)(i); analyses, studies, academic or research workshops and meetings, 22 CFR 216.2 (c)(2)(iii); document and information transfers, 22 CFR 216.2 (c)(2)(v); and, programs involving nutrition,  health care or population and family planning services except to the extent designed to include activities directly affecting the environment (such as construction of facilities, water supply systems, waste water treatment, etc.), 22 CFR 216.2 (c)(2)(viii).  


	Activities involving :

· Support for technical supervision, systems approaches, pre-service and in-service training across technical areas
· Support for district health services 
· Support to drug/contraceptive commodity information systems
· Technical Assistance to GRZ in planning, policy, health care financing and other systems at national, provincial and district levels
· Support for applied health research of high programmatic relevance 
· Capacity development support to MOH/NMCC/NAC/MCDMCH and other GRZ technical agencies
· Strengthened health sector human resources assessment, planning and management 

These activities are not expected to have a direct effect on the environment




	Threshold Determination 
	Relevant activities, comments, mitigation and monitoring measures as appropriate 

	Sub-IR 3.2.3 Community Health Practices Improved         



	A Categorical Exclusion is recommended  for activities involving: 

 education, technical assistance or training programs except to the extend such programs include activities directly affecting the environment (such as construction of facilities, etc.), 22 CFR 216.2 (c)(2)(i); analyses, studies, academic or research workshops and meetings, 22 CFR 216.2 (c)(2)(iii); document and information transfers, 22 CFR 216.2 (c)(2)(v); and, programs involving nutrition,  health care or population and family planning services except to the extent designed to include activities directly affecting the environment (such as construction of facilities, water supply systems, waste water treatment, etc.), 22 CFR 216.2 (c)(2)(viii).  
	Activities that focus on reducing high-risk behavior and, strengthening community action for health, using mass communication, interpersonal communication, folk media, opinion leaders and community development approaches, including social marketing of condoms and family planning commodities.
These activities are not expected to have a direct effect on the environment

	 A Negative Determination with Conditions is recommended pursuant to 22 CFR 216.3(a)(2)(iii).


	· Activities involving after-use management of condoms, family planning commodities, point-of-use water purification solution; promotion of insecticide-treated mosquito nets through commercial sector, social marketing and other channels. Conditions are as follows:

· In order to ensure sound activity implementation, Chapters 8 and 16 of the Environmental Guidelines for Small Scale Activities in Africa’s “Minimum Elements of a Complete Waste Management Program and Water Supply and Sanitation respectively” should provide guidance on waste management and water provision.
· For malaria control, the condition is that the existing 2011 Supplemental Environmental Assessment of Malaria Mosquito Control will engage with the National Malaria Control Program, and be revised as appropriate to cover all affected programs in the Health Team.  



	
	


4.2      Mitigation and Monitoring Measures 

The only mitigation measures required for the Health Team are those pertaining to activities involving social marketing of condoms, family planning commodities and point-of-use water purification solution; promotion of insecticide-treated mosquito nets through commercial sector, social marketing and other channels and clinical and community service delivery under Sub-IR 3.2.3 Community Health Practices Improved.  As stated in Table 1, for clinical and community service delivery activities, the Health Team must ensure that the medical facilities and operations involved have adequate procedures and capacities in place to properly handle, label, treat, store, transport and properly dispose of blood, sharps and other medical waste and equipment. The activities covering ITN and promotion of condoms, the PERSUAP conditions must be adhered to. Host country (Zambian) rules (Infection Prevention Guidelines) must be used to determine environmental impact and their mitigation measures when carrying out condom promotion activities.

Attached as Annex 1 to this IEE is a document titled the “Minimum elements of a complete waste management program” which outlines the key criteria for an effective waste management program, including guidance in the proper handling, labeling, treatment, storage and transport of blood. Using Annex 1 as the minimum standard, the Mission shall ensure that all medical facilities supported under DO 3.2 that engage in clinical service delivery  have adequate procedures in place along with the requisite capacity to properly manage and dispose of blood and blood products, sharps and other medical waste generated by the activities.  For the water supply and sanitation activities, Chapter 16 of the USAID Bureau for Africa’s Environmental Guidelines for Small Scale Activities in Africa should provide guidance.
For further reference, the guidelines are included at the chapters entitled   “Healthcare waste and Water Supply and Sanitation” in the USAID Bureau for Africa’s Environmental Guidelines for Small Scale Activities in Africa (EGSSAA), which is found at this URL: http://encapafrica.org/SmallScaleGuidelines.htm.  The EGSSAA “Healthcare waste” chapter, cited above, also includes other useful guidance for developing a waste management program. Other important references to consult in establishing a waste management program are “WHO’s Safe Management of Wastes from Healthcare Activities” http://www.who.int/water_sanitation_health/medicalwaste/wastemanag/en/ and the State Department cable “1993 State 264038:  Model Guidance on Health Projects Involving HIV Screening and Handling of Blood” (attached as Annex 2).

Monitoring of the activities of all USAID programs is important in order to ensure that mitigation measures are adequately implemented, that any unforeseen adverse impacts are recognized and appropriately addressed, and that the activities under DO 3.2 remain within the limits set forth in this IEE.  The Health Team is also required by ADS 204.5.4 to actively monitor ongoing activities for compliance with approved IEE recommendations. For those reasons, the following monitoring activities are also required for DO 3.2: 
· USAID/Zambia will incorporate into field visits and consultations with implementing partners, periodic assessment of the environmental impacts of on-going activities, and associated mitigation and monitoring measures (the assistance of the BEO or SREO/REA in preparing guidelines or assisting with the monitoring and evaluation can be solicited).

· USAID/Zambia shall require that implementation instruments (contracts, grants and cooperative agreements) under DO 3.2 include as part of their progress and/or annual reporting requirement, a requirement that implementing partners include provide an update on the implementation of the mitigation measures and conditions set forth in this IEE.  Reports should also include the results of any environmental monitoring and any major modifications/revisions to activities and or their mitigation and monitoring procedures. 

· The Mission shall annually report, in a format specified by the BEO and/or in the Annual Report, to the extent appropriate, on the status of the adoption and implementation of the mitigation and monitoring measures set forth in this IEE, including an assessment of  the Mission’s implementing partners' progress in adopting and implementing the IEE mitigation and monitoring conditions and measures set forth in this IEE, which assessment shall be based, in significant part, on the results of  periodic field visits to activity sites by the Mission’s Health Team.    

Annex 1

[The following is excerpted from the “Healthcare Waste” chapter of the USAID Bureau for Africa's “Environmental Guidelines for Small Scale Activities in Sub-Saharan Africa.” See: http://www.usaidgems.org/sectorGuidelines.htm] 

Minimum elements of a complete waste management program

Small-scale facilities require a sound healthcare waste management system to minimize damage to health and the environment caused by their wastes. A comprehensive minimal program includes the following practices:

1. [image: image2.wmf] 

A written waste management plan. The plan describes all the practices for handling, storing, treating, and disposing of hazardous and non-hazardous waste, as well as types of worker training required. Usually drawn up after doing a comprehensive assessment of waste handling at the facility.
2. Clearly assigned staff responsibilities. Make responsibilities clear so that workers feel accountable for how well tasks are completed and so that no step in the process is overlooked.
3. Written internal rules for generation, handling, storage, treatment, and disposal. Formalize desired practices, as written rules may be better maintained.
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Staff trained in safe handling, storage, treatment, and disposal. Training is necessary to ensure that staff is aware of all hazards they might meet and that they are practicing good hygiene, safe sharps handling, proper use of protective clothing, proper packaging and labeling of waste, and safe storage of waste. Training helps ensure correct response to spills, injury, and exposure. Untrained workers handle wastes in ways that endanger themselves and the local community.

5. Protective clothing available. Workers need specific types of clothing, such as surgical masks and gloves, aprons, and boots, to protect themselves when moving and treating various types of collected infectious waste. 

6. Good hygiene practices. Many infectious agents must enter the mouth or be swallowed to cause disease. Even if protective clothing is worn, some organisms will get on workers’ hands and faces. Thus, workers need to wash their hands and faces regularly with soap and warm water. They get sick more often when they do not observe good hygiene practices.
7. Vaccinated workers. Workers should be vaccinated against potentially deadly viral hepatitis B and tetanus infections.
8. Temporary storage containers in designated locations. Hazardous healthcare wastes should be stored only for short periods—less than 24 hrs in the warm season in warm climates. Also, they should be put in a labeled, covered container in a fixed location—for example, a specific corner of the room. They should not be stored near patients or food.
9. Minimization, reuse, and recycling procedures. The less waste generated, the less there is to manage. Unnecessary disposal of valuable chemicals and pharmaceuticals can be avoided through good inventory practices: for example, by using the oldest batch first; by never opening a new container before the last one is finished; by preventing products from being thrown out during routine cleaning; and by checking on delivery to make sure materials are not about to expire. Where possible and safe, using reusable syringes and needles generates approximately 0.5–2% of the waste of using disposables, and costs 5 to 15 times less. Minimize use of products containing PVC plastics. Competitively priced substitutes for PVC plastic are available that perform equally well.
10. A waste segregation system. Segregating (sorting and separating) waste both reduces the volume of waste and enables different kinds of materials to be handled appropriately. Approximately two-thirds of waste from small-scale facilities is general waste. Separating hazardous from general waste reduces the amount that must be treated by 75–90%. The dangers of sharp waste can be minimized when sharps are collected in separate puncture-proof containers. Other elements that can be segregated for separate handling, treatment, and/or disposal include hazardous liquids, chemicals and pharmaceuticals, PVC plastic, and materials containing heavy metals. 

11. Treatment methods for hazardous and highly hazardous waste. Treatment options available to small-scale facilities for hazardous and highly hazardous waste are limited (see table 3.2 for details). The most important function of treatment is disinfection. It is the high concentration of infectious agents that makes infectious waste dangerous. Risks associated with current methods for managing healthcare waste exist because little is being done to reduce these concentrations prior to disposal. For rural facilities, burning in the open air in a drum or brick incinerator, or a single-chamber incinerator, preferably combined with good waste segregation practices, is the recommended option. 
12. Because the air pollution produced by burning poses a much greater hazard in urban areas, autoclaving of infectious waste combined with encapsulation of sharps may be the best option for urban facilities. If a larger nearby hospital with more advanced treatment and disposal systems is located nearby, small facilities could investigate piggy-backing on those systems, although precautions will need to be taken to reduce risks associated with transporting the waste.
13. A final disposal site. Facilities must have a place to dispose of waste that cannot be treated, and the residues from treated waste. It is recommended that small-scale facilities bury waste on site, ideally in a pit lined with clay or a similarly impermeable material to prevent contamination of ground water. Most urban facilities lack adequate space for on-site burial, and disposal in a public landfill may be the only option. However, many precautions must be taken under this option, to protect handlers and waste-pickers from infection. Sharps should be encapsulated to prevent accidental sticks and recovery for intentional reuse.
14. A schedule for periodic review of adherence to the plan and effectiveness of the plan. Maintaining good waste management practices is a process of continuous improvement. A program schedule must be established for regular follow-up to ensure planned practices are in place, are being carried out correctly, and are actually minimizing risk, damage and disease.

References and Useful Resources

· Safe management of wastes from health-care activities, edited by A. Prüss, E. Giroult and P. Rushbrook. Geneva, WHO, 1999, 228 pages. Available at: http://www.who.int/water_sanitation_health/Environmental_sanit/MHCWHanbook.htm. English (French and Spanish in preparation). Can be ordered from WHO, MDI, CH-1211 Geneva 27 (e-mail: publications@who.ch). Price: SwF 72, SwF 50.40 for developing countries.
This comprehensive handbook recommends safe, efficient and sustainable methods for the handling, treatment and disposal of wastes from healthcare activities. It addresses a variety of technical options, as well as organizational and policy issues essential in managing healthcare wastes. The handbook is targeted at public health professionals, regulators, and hospital managers and administrators.

· Teacher’s Guide – Management of wastes from health-care activities, A. Prüss & W.K. Townend, World Health Organization, Geneva, 1998, 227 pages. Available at: http://www.who.int/environmental_information/Information_resources/worddocs/HCteachguid/health_care_wastes_teacher.htm . English (French and Spanish in preparation). Can be ordered from WHO, MDI, CH-1211 Geneva 27 (e-mail: publications@who.ch) Price: SwF 35.-, SwF 24.50 for developing countries.

The Teacher’s Guide accompanies the WHO handbook on management of wastes from healthcare activities described above. It provides teaching materials (ready-to-copy texts for overhead transparencies, lecture notes, handouts, exercises and course evaluation forms) and recommendations for a three-day training course. It is designed mainly for managers of healthcare establishments, public health professionals and policy-makers. 

· Guidelines for safe disposal of unwanted pharmaceuticals in and after emergencies. World Health Organization, Geneva, 1999, 31 pages. Available at:
http://whqlibdoc.who.int/hq/1999/WHO_EDM_PAR_99.2.pdf. Can be ordered from WHO, MDI, CH-1211 Geneva 27 (e-mail: publications@who.ch). Price: CHF 8.-, CHF 5.60 for developing countries.

Practical guidance on the disposal of drugs in difficult situations in or after emergencies, in relation to armed conflicts, natural disasters or others. In such situations, large quantities of unwanted drugs may accumulate due to difficulties, mismanagement of stocks and inappropriate donations. The guidance provided consists of relatively simple and low-cost measures and is addressed to local authorities, healthcare personnel or other professionals confronted with these kinds of problems. 
· Vital to Health? Briefing Document for Senior Decision-Makers, 1998. World Health Organization/US Agency for International Development (USAID). Contact: WHO Headquarters, attention Mario Conde, CH 1211, Geneva 27, Switzerland. Tel 41-22-791-4374 or US Agency for International Development, Children’s Vaccine Programme, Office of Health and Nutrition, 3.07-037 Ronald Reagan Building, Washington DC 20523. Tel 1-202-712-4808, Fax 1-202-216-3702.

This document provides information on unsafe injections. It illustrates misuse of medical sharps, and circumstances that lead to misuse. The document provides detailed information about safety standards for disinfecting sharps and their disposal. It also addresses the choice of different kinds of injection equipment and the issue of waste management.

· Healthcare Waste Management Guidance Note. Johannessen, Lars M. et al., Waste Management HNP Anchor Team. The World Bank, 2000, 68 pages. Available at:
http://wbln0018.worldbank.org/hdnet/hddocs.nsf/c0d65c5ea6fcb4688525670c004d14c2/0d87e869807f2f69852568d20054e66b.

A working document that attempts to synthesize currently available knowledge and information in healthcare waste management. It is meant to complement WHO’s guidelines and provide particular information necessary for World Bank projects. Gives attention to management and policy issues and technical background on particular issues in greater detail than the WHO guidelines.

· Managing medical wastes in developing countries: report of a Consultation on Medical Wastes Management in Developing Countries, Geneva, September 1992. World Health Organization, Geneva, 1994. Available at: http://whqlibdoc.who.int/hq/1994/WHO_PEP_RUD_94.1.pdf. WHO/PEP/RUD/94.1. Unpublished document.

· This report is concerned with waste management practices in hospitals and other facilities which are associated with health care. It promotes procedures and facilities to reduce the risk of disease transmission and the occurrence of accidents associated with such wastes. The main focus is on countries in tropical areas and those which are seriously constrained by the lack of financial resources and trained manpower.

Safe Management of Healthcare Waste at Health Posts and other Small-Scale Facilities (Draft). 2000. USAID AFR/SD and REDSO/ESA. Available at: http://www.encapafrica.org/resource_docs/USAID_Healthcare_Wastemanagement_Guide.pdf, and 
A series of sectoral environmental guidelines is available at http://www.usaidgems.org/bestPractice.htm, and specifically, on Healthcare Waste, at http://www.usaidgems.org/Sectors/healthcareWaste.htm
· A quick but thorough introduction to healthcare waste hazards and practices to minimize those hazards. Designed to be used in conjunction with. Safe management of wastes from health-care activities, Prüss et al., 1999, World Health Organization. Emphasizes an incremental approach to healthcare waste management at small-scale facilities. Designed to address the practices most predominant in Africa.

· Healthcare or Health Risks? Risks from Healthcare Waste to the Poor, Jenny Appleton and Mansoor Ali, WELL, Loughborough University 2000

Study considers relative risk of various potential adverse environmental impacts of healthcare waste and considers these in relation to people most likely to be exposed to risk focusing particularly on the poor. The report provides examples of good practice and suggests an overall strategy for healthcare waste management that stresses an incremental approach with attention to areas of highest risk.
Minimum Program Elements


Written plan


Clear responsibilities


Written, internal rules


Staff training


Protective clothing


Good hygiene practices


Vaccinated workers


Designated storage locations


Waste minimization


Waste segregation


Waste Treatment


Final disposal site


Periodic reviews











�


Identifying and training responsible staff is a first step in the effective management of healthcare wastes.











� Previous IEEs amended and extended several times, now superseded (2007) and the two SOs have been integrated:


Special Objective  (SO 9): Reduced HIV/AIDS Impact Through Multi-Sectoral Response � HYPERLINK "javascript:%20f_open_document(636);" �34Zambia2_SO9_HIVAIDS.iee� (� HYPERLINK "http://gemini.info.usaid.gov/egat/envcomp/repository/pdf/636.pdf" \t "_blank" �PDF�)


SO7: Improved Health Status of Zambians -- file #� HYPERLINK "javascript:%20f_open_document(490);" �GH-2007-014� (� HYPERLINK "http://gemini.info.usaid.gov/egat/envcomp/repository/pdf/490.pdf" \t "_blank" �PDF�)


SO7: Improved Health Status of Zambians - � HYPERLINK "javascript:%20f_open_document(724);" �Zambia_FY07_SO7_Health_Amend_0607.iee� (� HYPERLINK "http://gemini.info.usaid.gov/egat/envcomp/repository/doc/724.doc" \t "_blank" �DOC�) (� HYPERLINK "http://gemini.info.usaid.gov/egat/envcomp/repository/pdf/724.pdf" \t "_blank" �PDF��





� 2012 IEE extensions,  superseded by this IEE:


SO 7: Investing In Health-HIV/AIDS, � HYPERLINK "javascript:%20f_open_document(39060);" �Zambia_HIV_IEE_Extension_020613� (� HYPERLINK "http://gemini.info.usaid.gov/egat/envcomp/repository/doc/39060.docx" \t "_blank" �DOCX�) (� HYPERLINK "http://gemini.info.usaid.gov/egat/envcomp/repository/pdf/39060.pdf" \t "_blank" �PDF�)�SO 9: Investing in People-Health: � HYPERLINK "javascript:%20f_open_document(39059);" �Zambia_Health_Extension_020613� (� HYPERLINK "http://gemini.info.usaid.gov/egat/envcomp/repository/doc/39059.docx" \t "_blank" �DOCX�) (� HYPERLINK "http://gemini.info.usaid.gov/egat/envcomp/repository/pdf/39059.pdf" \t "_blank" �PDF�)���





� Zambia Central Statistical Office, 2010 Census of Population and Housing Preliminary Report. 


� 2007 Zambia Demographic and Health Survey.  


� Ministry of Health, National Malaria Control Action Plan for 2010.


� National TB PROGRAM Review 2010.


� Ministry of Health, List of Health Facilities in Zambia, 2010.


� Ministry of Health, National Health Strategic Plan 2011-15.
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