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1.0
Introduction
Tanzania is among the poorest countries in the world. Its economy is heavily dependant on agriculture. Agriculture accounts 50% of the country’s GDP, provides 85% of merchandise export and is directly or indirectly a source of employment and livelihood to nearly 90% of the Tanzanians (Mbele A. et al, 2002).
The National Development Vision (NDV) 2025 (URT 1999) was approved by the Government of Tanzania in 1999. The NDV 2025 envisions Tanzania as a country having the following attributes by the year 2025:
· High quality livelihood;

· A strong competitive economy;

· Good governance;

· A well educated and learning society

· Peace, stability and unity.

The NDV stresses that, economically, the nation will aim at attaining a 8-10 percent annual growth rate, eradicate poverty and achieve sustainable development. The whole process of attaining NDV objectives will be led by the private sector while the government will be ensuring an enabling environment conducive to private sector environment and indeed to all other stakeholders.
1.1
Health Sector
Health and socioeconomic development are interrelated. Good health standards are associated with socioeconomic development; poverty invariably goes with ignorance and disease (Monekosso 1994). There is a positive correlation between per capita income, living standards and health status. Healthy people have been seen throughout history as an essential element of social and economic progress, since the driving force of development has been “human energy”. Health is defined by WHO (1948) as a “state of complete physical, mental and social well-being, not only the absence of disease of infirmity.
Primary Health Care (PHC) “is essential health care based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community through their full participation and at a cost that the community and country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination. It forms an integral part both of the country’s health system, of which is the central function and main focus, and of the overall social and economic development of the community. It is the first level of contact of individuals, the family and community with the national health system bringing health care as close as possible to where people live and work, and constitutes the first element of continuing health care process. Primary health care addresses the main health problems in the community, providing promotive, preventive, curative and rehabilitative services accordingly.
The total population of Mainland Tanzania is estimated to be 39,384,223 (as of July 2007), (CIA World Fact Book, March 2008) Cited by URT (2008). Most of the population (75%) resides in the rural area. The annual growth rate is 2.9% with life expectance at birth being 54 years for males and 56 years for females (census 2002).

The total fertility rate in Tanzania has been consistently high over the past ten years and currently stands at 5.7 children per woman. There are regional variations with urban-rural disparities, where rural women have high fertility rates than their urban counterparts (TDHS 2004/05). The maternal mortality ratio (MMR) has remained high for the last 10 years without showing any decline and is currently estimated to be 578 per 100,000 live births (TDHS 2004/05; TDHS 1996: MMR 529/100,000). While significant progress has been made to reduce child mortality in Tanzania, the neonatal mortality remains high at 32 per 1,000 live births, and accounts for 47% of the infant mortality rate which is estimated at 68 per 1,000 live births.
The critical challenges in reducing maternal, newborn and child morbidity and mortality comprise two categories (URT 2008):

(a) Health system factor – inadequate implementation of pro-poor policies, weak health infrastructure, limited quality health services, inadequate human resources, shortage of skilled health providers, weak referral systems, low utilization of modern family planning services, lack of equipment and supplies, weak health management at all levels and, inadequate coordination between public and private facilities.
(b) Non – health system factors – inadequate community involvement and participation in planning, implementation, monitoring and evaluation of health services, some social cultural beliefs and practices, gender inequality, weak educational sector and poor health seeking behavior.
Maternal and child health services were established in Tanzania in 1974. In 1975 the expanded Programme of Immunization (EPI) was initiated to strengthen immunization services for vaccine preventable childhood diseases. Tanzania adopted the Safe Motherhood Initiatives (SMI) in 1989, following the official launch of the Global Safe Motherhood Initiative in 1987 in Nairobi, Kenya. Subsequently, the 1994 International Conference for Population and Development (ICPD) emphasized access to comprehensive reproductive health services and rights. In response to ICPD Plan of Action, Tanzania established the Reproduction and Child Health Section (RCHS) within the Ministry of Health and developed a National Reproductive and Child Health Strategy.
In 1996 Tanzania adopted the Integrated Management of Childhood Illness (IMCI) approach for reduction of the childhood morbidity and mortality. Various nutrition interventions have also been adopted including the Baby Friendly Hospital Initiative (BFHI) in 1992, the Code of Marketing Breast Milk Substitutes in 1994 and Vitamin A Supplementation in 1997. Tanzania developed its National Strategy on Infant and Young Feeding and Nutrition in 2005.
In Tanzania specific attempts have been made to address maternal, newborn and child health (MNCH) challenges through the National Health Policy (revised 2007), the Health Sector Reforms and the Health Sector Strategic Plan (2003-2007). Further more, the Reproductive and Child Health Strategy (2005-2010) and the National Road Map Strategic Plan to accelerate the Reduction of Maternal and Newborn Mortality (2006-2010) were also formulated to respond to these challenges.
Improving MNCH is also a major priority area in the National Strategy for Growth and Poverty Reduction (NSGPR/MKUKUTA) which has three major interlinked clusters (Cluster 1: Growth and Reduction of Income Poverty; Cluster 2: Improved quality of life and social well being: Cluster 3: Good governance and accountability). One of the goals clearly outlined in the second cluster of the strategy is to improve survival, health and well being of all children and women and of especially vulnerable groups. Under this goal, there are four operational targets related to maternal and child health for monitoring progress towards achieving MDGs 4 and 5.
The Health Sector Support Programme III (2008-2012) has to address MNCH issues in terms of alignment with government policies, resource mobilization and donor harmonization. The newly initiated Primary Health Service Development Programme, (PHSDP/MMAM) 2007 – 2017 will address the delivery health services to ensure fair, equitable and quality services to the community and is envisioned to be the springboard for achieving good health for Tanzanians.
The Tanzanian MNCH Partnership was officially launched in April 2007 to refocus the strategies for reducing the persistently high maternal, newborn and child mortality rates, through adopting the One Plan and setting clear targets for improved MNCH.
1.2 Education Sector
The two broad outcomes for MKUKUTAs’s Cluster II (URT 2007) :

i. Improved quality of life and social well-being , with particular focus on the poorest and most vulnerable groups;

ii. Reduced inequalities (e.g. education, survival, health) across geographic, income, age, gender and other groups.
Improvements in the social service sectors, notably education, health, water and sanitation as well as social protection initiatives, are recognized as vital to attaining these two outcomes. Moreover, strategies to expand essential services to all Tanzanians thereby ensuring a well educated and health population is central to achieving the desired outcomes for MKUKUTA’s other clusters: broad-based and equitable growth (Cluster I) and sound Governance (Cluster III). Indeed, the goals for all three clusters of MKUKUTA’s are mutually reinforcing.
The most important goal of the Education Sector, cited by URT (2007) is “Equitable access to quality Primary and Secondary Education for Boys and Girls, Universal Literacy among Men and Women, and Expansion of higher, Technical and Vocational Education.
According to URT (2007), there has been a slow but a steady upward trend in the net enrolment rate (NER) at pre-primary level ( for children aged 5 and 6 years0 from 24.6% in 2004 to 2004 33.1% in 2007. The government’s decision to promote pre-primary education will help accelerate enrolments. 
1.2.1 Pre-Primary Education
There are positive indication of increased cross-sectoral and cross-ministerial collaboration, particularly between the ministry of Education and Vocational Training (MOEVT) and the Ministry of Community Development, Gender and Children to work towards a holistic approach in providing early childhood care and development. Evidence from Kagera that improved pre-school nutrition has long-term benefits for school attainment strongly indicates the need for comprehensive strategy.
Regional variations in pre- primary education, however, are a cause for concern. The latest regional data shows significant geographic variations in NERs ranging from just over 5% to over 40%. Moreover, in Dar es Saam, 41.9% of pre-primary education is provided by non-government schools, whereas in other parts of the country the provision is overwhelmingly by the Government. Most regions have close to gender parity in enrolment. Iringa is the major exception where the NER for girls is 37.9% compared to only 29% for boys.
1.2.2
 Primary Education
At primary level, the net primary school enrolment rate continues to show a steady improvement from 96.1% in 2006 to 97.3% in 2007. The MKUKUTA target of 99% appears to be reachable, although numbers of new enrolments in Standard One are dropping.
Achieving the last few percentage points is may be a bigger challenge than achieving the initial surge at the start of the national Primary Education Development Programme (PEDP) since it may imply enrolling the hardest to reach children at appropriate age. Enrolling children living in remote areas, those fro whom the opportunity cost of attending is very high, and those with disability will take concerted action by school authorities, teachers and families. Current MOEVT figures estimate that only 0.3% of children enrolled in primary school are disabled, a lower percentage than the expected population of school-age children with disabilities.
1.2.3
Percentage of Cohort Completing Standard VII
Achieving the universal enrolment of children is one challenge; ensuring their regular attendance is another. Greater attention needs to be focused upon early recognition of truancy and prompt support for these students before they dropout altogether. In 2006, 77% of pupils dropping out (44,742 children) were reported to have done so as a result of truancy. Lack of school needs (8%) was the next most common reason.
1.2.4
Percentage of Students Passing the Form 4 Examination

The quality of secondary education remains a concern with the percentage of students passing Form 4 examination (division 1-3) showing only slight improvement from 33.6% in 2006 to 35.7% in 2007. No upward trend overall has been recorded since 2002. Rather results have hvered around percentages in the mid-30%; only halfway towards the target of 70% of students attaining division 1-3 passes.
1.2.5
High Education
Enrolment in Higher Education Institution has been in progress since 2002/03.
In 2006/07, the total number of enrollments reached 75,346 students. Expansion in enrollment has been rapid and the target of 90,000 students as estimated by 2008 may have been reached, in part due to increased budgetary allocations since 2005/06. Over the quarter of Form 6 leavers now progress to tertiary studies, and as with any rapid growth in services, a major challenge will be to maintain the quality of tuition.
1.3
Agricultural Sector
“Improving food availability and access at the household level in urban and rural areas” is one of the MKUKUTA’s goal to ensure food security. The availability of food, both in required quantity and quality is a fundamental aspect of human well-being, and a lack of nutritious food to achieve and sustain good health is a clear manifestation of extreme poverty. Encouragingly, data on aggregate national food production indicates that Tanzania is not a famine prone country and has the potential to produce its food requirements.
The food self sufficiency ratio (SSR) measures the ability of food production to meet demand. It compares the volume of domestic food production against the food requirements of the country’s population. Since the 199/2000 season, the SSR has fluctuated between a low of 88% (2003/04) and 112% (2006/07). However, it should be noted that the SSR reflects national aggregates and significant variations in food security between different regions and districts have been experienced. Seasonal fluctuations in food availability also occur depending on rainfall. Climate related problems for rural families in areas subject to periodic drought or flood are likely to continue, and specific interventions are needed to assist families dependent on rain-fed agriculture in areas with high drought risk.
In poor seasons, the country as a whole is vulnerable to serious food shortages due to low production and inadequate storage capacity. To safeguard food supplies, effective food security arrangements may need to be instituted with countries within the region. Close examination over the past decade reveals that the regions of Arusha, Dodoma, Kilimanjaro, Mara, Morogoro, Mwanza, Singida, Shinysnga, Tabora and Tanga fail to meet aggregate regional food requirements from domestic production in two out of every five years (representing a 40% probability of annual food shortages in these regions (URT 2007). Historically, most food aid received by Tanzania is targeted to these areas.
“Reducing income poverty of both men and women in rural and urban areas” is also a MKUKUTA goal in the endeavor to accelerate development in Tanzania. Poverty in Tanzania is anchored in the widespread reliance of households on subsistence agriculture. Approximately 75% of the population depends on under developed smallholder primary agricultural production characterized by small scale cultivation, use of hand tools and reliance upon traditional rain-fed cropping methods and animal husbandry. The majority of indicators for MKUKUTA’s goals for reducing income poverty, therefore, relate to assessing progress in improving the status of smallholder agriculture.

According to the National Irrigation Master Plan (2004) developed by the Ministry of Agriculture, Food and Cooperatives (MAFC, 2004), a total of 29.4 million hectares (or 31% of Tanzania’s land area) is suitable for irrigation development. Of this area, 2.3 million hectares (8%) are of high development potential, 4.8 million hectares (16%) fall under medium potentials, and 23.3 million hectares (76%) are of low irrigation potentials. Despite this assessment, only 227,490 hectares were under irrigation in 2004. The area increased slightly to 264,388 hectares in 2005 and to 275,388 hectares in 2006, but it is providing extremely challenging to tap into the irrigation potential given that most production is undertaken by individual smallholders. Expansion in the scale of Tanzania’s agriculture is required to encourage greater investment in irrigation.
One major constraint on agricultural production in Tanzania is the poor financial status of small scale farmers. The majority of smallholders cannot finance their production activities on cash basis particularly at the start of the season. According to the Agricultural Sample Census 2002/03, only 3% of the total number of agricultural households accessed credit. The main providers of credit to agriculture are farming cooperatives: 35% of the households who accessed credit sourced their finance through cooperatives. Other sources included family, friends and relatives (32%), traders/trade stores (9%), saving and credit societies (8%), religious organizations/NGOs/projects (8%), private individual (4%) and commercial banks (2%). Hence, only 1.6% of the total number of agricultural households accessed formal credit. Large proportions of the funds borrowed were used for purchasing fertilizers (29%), followed by agro-chemicals (21%), seeds (16%) and hiring labor (16%).
Many studies in rural Africa find a positive association between non-farm diversification and household welfare. In Tanzania, farming remains the most important livelihood activity among rural households but most households have at least one member involved in off-farm income generation. According to the Agricultural Sample Census 2002/03, 41.6% households has one member engaged in off-farm income-generating activities, 21.2% had two members, and 9.1% had more than two members. However, 28% of households were involved in no off-farm income-generating activities.
1.4
Water Sector
Data on access to clean and safe drinking water is collected in two principal ways. First, coverage is estimated by district water engineers and by urban water and sewerage authorities and these estimates are reported to the Ministry of Water (MOW. Secondary, access is assessed as part of periodic surveys such as Household Budget Surveys (2000/2001, 2007), the national census (2002), and Demographic and Health Surveys (2004/05).
The MKUKUTA indicator for water supply specifically refers to “30 minutes collecting time”. This is a new dimension to measurement of adequate water coverage. The figures reveal a substantial urban bias: rural households spend, 27.1 minutes to collect water for domestic uses, more than four times longer than the average collection time of 5.9 minutes in urban areas. Second there are significant inter-regional inequalities. For example, in Singida, Kagera, Manyara and Mwanza regions, over half of all households have to travel over 2km to their nearest piped or protected water source in both wet and dry seasons, compared with Kilimanjaro, Pwani, Dar es Salaam, Mbeya, Iringa and Ruvuma regions, where over half of all households have a journey of less than 500m to their nearest improved source (URT 2007).
Household sanitation rates in Tanzania have hovered between 83-97% for both urban and rural areas. However, individual surveys have employed widely varying interpretations of what constitutes ‘basic sanitation’ facilities which makes accurate trend assessment difficult. The current applied definition of ‘basic sanitation’ includes all tradition pit latrines regardless of their condition. However, wide variances in standards of pit latrine exist among households. In short the category ‘tradition pit latrine’ within surveys is too broad to capture the actual state of sanitation facilities and provide a realistic measure of progress.
As an alternative, the WHO/UNICEF Joint Monitoring Programme (JMP) (WHO & UNICEF, 2006) uses an improved/unimproved distinction that divides the pit latrine category into two: ‘pit latrine with slab’ and ‘pit latrine without slab’ According to these criteria, the JMP estimates that rural access to improved sanitation facilities is 43%, urban access is 53%, and the overall national figure is 47%. Largely guided by this data the , the Water Sector Development Programme (WSDP) has adopted a baseline figure of 50% for household sanitation coverage. It should be noted that these estimates, though informed by survey data, may still be at significant variance from actual household conditions.
Beyond the household, the availability of public toilets according to HBS 2007 Community Characteristics (NBS,2007b) is extremely low in Dar es Salaam (17.5%), other urban areas (19.7%), and rural communities (15%). MKUKUTA currently uses a proxy indicator to assess school sanitation: the ratio of actual number of toilets available to the required number of toilets as per Ministry of Education and Vocational Training guidelines. The school sanitation facilities have gradually increasing with only of the increment of 35.7% in 2001 to 38.9% in 2006. The HBS 2007 Community Characteristics reports that where school toilets exist, 83.3% were built by the local community themselves.
1.5
Social Protection
Welfare assistance for the most vulnerable people in Tanzania remains patchy, dependent primarily on goodwill of individuals and development aid from overseas. However, work commenced in 2007 on the development of national framework for social protection. The framework aims to enhance the coordination of programmes addressing the needs of the most vulnerable groups in the society, and prioritize the use of available resources. In addition, more concerted efforts by local government authorities  and health and education services are needed to provide due exemptions of treatment fees for patients over 60 years of age to ensure the enrolment and participation of disabled and orphaned children in schools.
CHAPTER TWO
2.0 STRATEGIC FRAMEWORK

The development of the PWADO Strategic Plan for people’s welfare and development is a response to MDGs which are to be achieved by 2015. This plan is expected to contribute to the achievement of MKUKUTA goals and targets, as well as objectives and targets of other existing national programmes, interventions and strategies, which focus on improving health of Tanzanians.
The Strategic Plan aims at addressing poverty issues, health issues, educational issues and cross-cutting issues that hinder the attainment of MDGs and MKUKUTA goals by the year 2015. 
2.1
Vision

Having a well informed society, civilized, educated, gender sensitive, healthy and the society which values all women and men in development agendas, and especially the health and welfare of the most vulnerable groups.
2.2
Mission

To build a healthy and lovely society towards women and children, that eliminates cultural beliefs and discrimination towards elderly women, albinos, and people living with HIV/AIDS; building a self reliance and developmental society for the benefits of all Tanzanians in general.
2.3
Goal

To contribute to the reduction of poverty, improvements of a healthy and well-educated society and indeed, contribute significantly to the MDGs and MKUKUTA goals. 
2.4 Objectives
The following are the objectives for PWADO Strategic Plan, which should be completed by the end of the year 2015.
2.4.1 To create awareness on the importance of income generating activities, improved farming systems and access to credit schemes.
2.4.2 To generate a deep understanding of the complex nature of the HIV/AIDS epidemic within individuals and communities and to create the social cohesion necessary to create an environment for political, legal and ethical change.
2.4.3 To build a pool of resource persons with transformation leadership abilities and facilitation skills in community conversations to scale up the community response to HIV and related development issues.
2.4.4 To establish Primary Health Care/Community Based Health Care and Education Center Services to counteract common prevailing diseases and ignorance respectively.
2.4.5 To provide Health Education on communicable diseases, hereditary diseases, geneses diseases and dietary diseases.
2.5
Expected Outputs/Outcomes by the year 2015

1. Sensitized number of youths and women groups to be involve in income generating activities;
2. Sensitized number of farmers to use improved and mechanized farming system;

3. Increased numbers of people who utilize credit schemes availed to them and utilize them on their own development e.g. building improved housing, business etc.;

4. Increased number of community initiatives for prevention, home based-care, change in harmful traditional practices, reduction of stigma and discrimination, support for orphans and voluntary counseling and testing;
5. Women, men, girls, boys, local authorities, people living with HIV and others are increasingly involved in decision-making processes affecting their lives;
6. Increased access to preventive and treatment measures of the community for communicable diseases.
7. Reduced incidence of elderly killings, albino killings, infant and maternal morbidity and mortalities in the community.
2.6
Strategies
2.6.1 Advocacy and resource mobilization for PWADO goals and agenda in order to promote, implement and scale up evidence-based and cost-effective interventions, and allocate sufficient resources to achieve national and international goals and targets;
2.6.2 Community mobilization and participation using Community Conversations (UNDP 2006), Community Based Health Care to improve health conditions of people and accelerate development;
2.6.3 Fostering partnership to implement promising interventions among Government, Development Partners, Civil Society Organizations, private sectors and other stakeholders engaged in joint programming and co-funding of activities and technical reviews; 
2.6.4 Information, Education and Communication/ Behavior Change Communication (IEC/BCC). Promotion of appropriate reproductive health behaviors is critical in accelerating health and development.

2.7 Guiding Principles
The following principles will guide the planning and implementation of the PWADO 

Strategic Plan in order to ensure efficiency, effectiveness, ownership and sustainability

 the initiative in Tanzania:
· Community involvement in identification, planning, implementation and evaluation of health related and development programmes;
· Sensitive to local, family and community experiences – working by invitation and commitment, not imposition;

· Facilitation rather than intervention of ‘experts’;

· Gender sensitive and a focus on participation and inclusion of women and girls.

· Mutual learning (facilitator with community, community with facilitators, community with community, among community members, organization to organization);
· Grounding in universal human rights principles;

· Participatory approaches with space for listening, inclusion, agreement and expression of concerns;

· Team formation at organizational and community levels for implementation;

· Respect for differences, mutual trust;

· Belief that communities have the capacity to identify needed changes, ‘own’ these changes and transfer change to other communities;
· Facilitation of community Conversations as a spaces for interaction, change and transfer;

· Working in partnership with NGOs and community-based organizations.
CHAPTER THREE
3.0
MPLEMENTATION FRAMEWORK
3.1
Introduction
The PWADO Strategic Plan has been designed to accelerate social and economic development with the aim of contributing to the attainment of Millennium Development Goals (MDGs) by 2015 and eradication of Poverty in Tanzania by 2025 (URT 1999). It should be implemented in collaboration with the government and other stakeholders such CSOs and the community at large.
Good governance is a critical element for successful implementation of the strategic plan, right from central level to the grassroots level. Good governance is participatory, consensus-oriented, accountable, transparent, equitable, and follows the rule of law. It assures that corruption is minimized and voices of the most vulnerable in society are heard in decision making.
The PWADO Strategic Plan will be implemented in collaboration with relevant stakeholders, which include related Ministries and agencies, development partners, the civil society, community based organizations, professional associations, faith-based organizations, voluntary agencies and the private sector among others. 

3.2
Specific Roles and Responsibilities of Different Level
3.2.1
People’s Welfare and Development Organization (PWADO) at National Level

 The PWADO will mobilize resources and advocate for the achievement of MDGs and MKUKUTA goals. It will also be responsible for the overall technical leadership, guidance and advice on the implementation and monitoring of strategic plan. The following will be the specific roles and responsibilities of various Directorates of the PWADO:
i) Directorate of Planning and Finance will ensure adequate planning, budgeting and allocation of funds to different departments and sections of PWADO. It will also facilitate the monitoring of all indicators from routine data collection systems including community-based data through community Based Management Information System (CBMIS).
ii) Directorate of Social Services (Health, Education, and Welfare) will plan, supervise and coordinate all activities with respect to all sections under in charge for the realization of PWADO Strategic Plan objectives.
iii) Directorate of Agriculture, Water and Environmental Sustainability will plan, supervise and coordinate all activities with respect to all sections under its charge for the realization of PWADO Strategic Plan Objectives.
3.2.2
District Level

· Disseminate PWADO Strategic Plan to all stakeholders in the District;

· Coordinate and supervise all PWADO activities planned and implemented by all stakeholders in the district;
· Provide technical support for quality PWADO services;

· Capacity development for facility and community PWADO interventions;

· Planning, implementation, monitoring and evaluation of PWADO interventions and report to the immediate higher level;
· Ensure adequate resource allocations for implementation and monitoring of the PWADO interventions.

3.2.3
Community level

· Work with the community to identify the needed changes;

· Conduct Community Conversations to identify and explore community concerns;
· Facilitate development and monitoring of community PWADO Plans;

· Mobilize the community to participate in community interventions;

· Establish and /or strengthen Community Based Information Systems;

· Mobilize community resources for the implementation of Community Action Plans.
3.2.4
Information, Education and Communication (IEC)/ Behavior Change Communication (BCC)

· Use of IEC/BCC approaches will be intensified towards adoption of positive behaviors for quality PWADO interventions;
· The IEC/BCC activities will target community-based initiatives particularly in addressing various community concerns.
3.2.5
Fostering Partnership and Accountability
Effective implementation of the PWADO Strategic Plan will entail fostering and establishing strategic partnerships to improve coordination and collaboration between communities, partners and among programmes as well as galvanizing resources for long term sustainable actions for PWADO.
· Coordinate regular planning, implementation, monitoring and evaluation of PWADO programmes and activities to assess progress towards attainment of MDGs.
The goal of this PWADO Strategic Plan is to accelerate the achievement of Millennium Development Goals and MKUKUTA goals in Tanzania Mainland.
CHAPTER 4: STRATEGIC PLAN AND ACTIVITIES: 2011 – 2015
	Strategic Objective/Output
	Activities
	Timeframe (Years)
	Process Indicator
	Responsible Person
	Resource Needed in US dollars

	
	
	11
	12


	13


	14


	15   
	
	
	

	4.1 Advocacy and Resource Mobilization

	4.1.1 Identify areas (regions and districts) to start with PWADO programs.
	4.1.1.1 Allocate offices in PWADO working areas (districts or regions).
4.1.1.2 Orient PWADO members on issues of planning, implementation and sustainability of development projects.
	x
x
	
	
	x
x
	
	Areas for PWADO offices identified.
	- PWADO Secretariat;

- PWADO Board of Directors;

- Development Partners.
	

	4.1.2 Budget for PWADO programs/activities secured
	4.1.2.1 Cost the package for PWADO departments by establishing:

- Unit cost per intervention per area.
- Operational costs.

- Recurrent costs.

	x
	x
	
	
	
	The package for PWADO departments and sections costed and in place.
	-PWADO Board of Directors;
-Development partners;

-Research institutions.
	

	
	4.1.2.2 Develop an advocacy package targeting the following MOHSW, PMO- RALG, MOFEA and other relevant line ministries, partners, parliamentarians to mobilize human and financial resources from government, political and community leaders.
	x
	x
	x
	x
	x
	Advocacy package developed and disseminated.
	-PWADO Board of Directors;

-Development partners;

-Research institutions;
-Development partners;

-CSOs;

-Professional Health Associations

-Academic and research institutions;

- Media
	

	
	4.1.2.3 Identify focal persons among members of parliament and other influential leaders to advocate for PWADO activities.
	x
	
	x
	
	
	A number of influential leaders advocating for PWADO programs identified.
	- PWADO Secretariat;
- PWADO Board of Directors;

- Development Partners;

- CSOs.


	

	
	4.1.2.4 Conduct advocacy meetings to policy/ decision-makers on the PWADO Strategic Plan to support implementation of the strategy at the central, regional, district and ward levels.
	x
	x
	x
	x
	x
	Number of advocacy meetings conducted
	PWADO Board of Directors;

-Development partners;

 -Development partners;

-CSOs;

-Professional Health Associations.
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	4.2.0 Service Delivery

	4.2.1Establish Education centers in most needy areas
	4.2.1.1 Identify areas to start Kindergarten schools.
	
	x
	
	
	
	No. of identified areas in the community
	PWADO Board of Directors;


	

	
	4.2. 1.2 Sensitize the community on the importance of Kindergarten
	
	x
	
	
	
	No. of communities sensitized
	Community Development officers
	

	
	4.2.1.3 Provide materials necessary for kindergarten
	
	x
	
	
	
	No. of materials provided
	PWADO Board of Directors; Coordinators


	

	
	4.2.1.4 Recruit teachers for Kindergarten
	
	x
	
	
	
	No. of teachers recruited
	PWADO Board of Directors; Coordinators


	

	
	4.2.1.5 Monitoring and evaluation
	
	x
	x
	x
	x
	No. of  monitored areas
	PWADO Board of Directors; Coordinators


	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	4.2.2 Establish Health Intervention  Programs 
	4.2.2.1 Identify areas to start health interventions
	
	x
	
	
	
	No. of areas identified
	PWADO Board of Directors; Coordinators


	

	
	4.2.2.2 Provide health education on communicable diseases (malaria, pneumonia, TB, diarrhea etc)
	
	
	x
	
	
	No. of people received education.
	Coordinators
	

	
	4.2.2.3 Provide health education on HIV/AIDS, STIs, TB etc.
	
	x
	x
	
	
	No. of people received education
	PWADO Board of Directors; Coordinators


	

	
	Provide education on non-communicable diseases (Blood pressure, Diabetes mellitus, substance abuse etc).
	
	
	x
	
	
	No. of people received education
	PWADO Board of Directors; Coordinators


	

	
	
	
	
	
	
	
	
	
	

	4.2.3Establish mechanisms for income generation activities. 
	4.2.3.1 Identify areas to start income generation activities
	
	x
	x
	
	
	
	PWADO Board of Directors; Coordinators


	

	
	4.2.3.2 Improved farming system
	
	x
	
	
	
	No of people received knowledge
	PWADO Board of Directors; Coordinators


	

	
	4.2.3.3 Education on access to credit schemes
	
	x
	x
	
	
	No of people educated on credit schemes
	PWADO Board of Directors; Coordinators


	

	
	4.2.3.4 Sensitize the community on the importance of  modern housing
	
	
	x
	x
	
	No of people sensitized;

No of people with modern housing.
	PWADO Board of Directors; Coordinators


	

	
	
	
	
	
	
	
	
	
	

	4.2.4 Water, Sanitation and Environment improved
	4.2.4.1 Identify areas to start water, sanitation and environment control
	
	
	x
	
	
	No. of areas identified
	PWADO Board of Directors; Coordinators


	

	
	4.2.4.2 Provide education on the importance of safe water utilization


	
	
	x
	
	
	No of people received education
	PWADO Board of Directors; Coordinators


	

	
	4.2.4.3 Provide education on sanitation
	
	x
	x
	
	
	No of people received education
	PWADO Board of Directors; Coordinators


	

	
	4.2.4.4 Provide education on environment control
	
	x
	x
	
	
	No of people received education
	PWADO Board of Directors; Coordinators


	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	4.2.5 Establish mechanisms for social protection against most vulnerable groups
	4.2.5.1 Identify areas to initiate social protection strategies 
	
	x
	x
	x
	
	No. of areas identified
	PWADO Board of Directors; Coordinators


	

	
	4.2.5.2 Educate the community on the importance of supporting orphans, most vulnerable children and youth
	
	x
	x
	x
	
	No of people received education;

No of orphans/MVC supported.
	PWADO Board of Directors; Coordinators


	

	
	4.2.5.3 Educate the community on the importance of supporting widows, PLHAs, and at risk mothers
	
	x
	x
	x
	
	No of people received education;

No of widows/PLHAs/at risk mothers supported.
	PWADO Board of Directors; Coordinators


	

	
	4.2.5.4 Educate the community on the importance of protecting old ageing and albinos.
	
	x
	x
	x
	
	No of people received education;

No of old ageing/albino killings reported
	PWADO Board of Directors; Coordinators


	

	
	
	
	
	
	
	
	
	
	

	4.3.0 Monitoring and evaluation
	Monitoring and evaluation of program interventions
	x
	x
	x
	x
	x
	No of evaluative reports prepared
	PWADO Board of Directors; Coordinators
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