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CHAPTER 1
 INTRODUCTION

Programme Background 

The Better Health for Older People in Africa Programme aims to improve access to health and care services for 387,763 poor older women, men and their households in four countries- Ethiopia, Tanzania, Mozambique and Zimbabwe. The programme is premised on the principle that the right to health is for people of all ages and hence it is unacceptable that many older people in Africa do not enjoy this right. In its design the programme acknowledges the linkage and interplay between ill health and poverty, recognizing that ill health is both a result of poverty, and a cause of poverty. Therefore, by improving access to health and care services the programme is intended to make older people less vulnerable to both illness and poverty. Through local, national and regional advocacy mostly driven by older people themselves, the programme will also improve accountability by the duty bearers including policy and decision makers as well as service providers. 

The expected outcome is that older men and women will have improved access to age-appropriate health and HIV services by the end of the 3-years programme. Towards this outcome, the programme is expected to achieve 5 outputs namely:

1. Training curricula developed and 1,718 health care workers trained on age-appropriate health and HIV services

2. 1,425 Home Based Carers (HBC) are trained and 12,832 older people receive community and home-based care

3. Technical and policy support provided in the four countries for greater access to social protection and health entitlement

4. Older People trained to monitor and advocate locally for access to health, HIV and care services and entitlements

5. HIV and social protection policies and strategies in the four countries and within the region include recommendations made by the programme. 
The programme’s overall approach has two complementary strands: (1) a supply-side strand that seeks to increase access and availability of age-appropriate health and HIV services for older people through interventions at service and policy levels and (2) demand-side interventions that seek to raise older people’s capacity to monitor delivery of services and policy and advocate for their rights and entitlements.  The key programme strategies include: capacity building of service providers both at health facilities and at community level; policy advocacy led by older people themselves through older people association and older citizen monitoring groups to be trained and mobilized by this project; research and learning and building evidence-base for policy and programmatic reforms to enhance older people’s access to their rights to health and social protection.
Programme Locations and Implementing Partners
The programme is implemented in selected districts of the four countries that were identified through rapid needs assessment and stakeholders’ consultations conducted in late 2013. The locations were selected based on the relative poverty and levels of older people discrimination, high concentrations of vulnerable older women and men, low provision of facility and community-based health services, low awareness of entitlements by older people and lack of accountability mechanisms. In addition the programme’s geographical targeting considered location of HelpAge's existing projects and partnerships with relevant stakeholders

 In each of the areas, HelpAge is working with local implementing partners whose mandates were defined and formalized in partnership contracts. The table below summarizes the programme locations and partners by country:

	Country
	Regions
	No. of Districts 
	Partners

	Ethiopia
	Addis Ababa, Oromia and SNNPR
	25 districts
	· Ethiopian Elderly and Pensioners National Association (EEPNA) 

· Tesfa Social and Development Association (TSDA) 

	Tanzania
	Ruvuma, Mwanza, Zanzibar, Kagera
	4 districts in the mainland (Magu, Ruvuma, Songea rural and Municipality) and 2 in Zanzibar island(West and Central districts)
	· Jumuiya Wastaafu Na Wazee Zanzibar (JUWAZA)

· Magu Poverty Focus on Older People Rehabilitation Centre (MAPERECE)

· Tanzania Mission to the Poor and Disabled (PADI)

	Zimbabwe
	Midlands, Mashonaland East, Matebeleland South
	3 districts (namely Zvishavane, Mutoko and Gwanda)
	· Centre for Community Development Solutions Trust (CCDS)

· Island Hospice Service

· Zimbabwe Older People Organization (ZOPO)

	Mozambique
	Tete, Nampula, Maputo, Gaza
	19 districts
	· Associação de Protecção dos Idosos de Tete (APITE)

· Associação Crista Interdenominacional para o Desenvolvimento da Comunidade( ACIDECO )

· Associação Humanitária de Apoio a Velhice (Vukoxa)

· Red Cross of Mozambique (CVM)

· Associação Para Aos Velhos Desamparados (AAVEDOS)


Purpose and Scope of the Baseline Survey

The purpose of the baseline survey was to assess the pre-interventional situation in regards to specific areas of programme focus as represented in the logical framework. The findings of the baseline survey will serve as the base measurement of the key indicators of the programme, against which changes due to programme interventions will be assessed.
The scope of the assessment was limited to the output level of the programmes results framework with the understanding that a follow-up baseline, for the outcome indicators, would be conducted using HelpAge’s Health Outcomes Tool (HOT). Nevertheless, a lot of the findings gathered during this assessment provide useful insights far beyond the planned scope such as examining the contextual premise that informed the design of the programme.     

CHAPTER 2

SURVEY METHODOLOGY

Survey Design 
The baseline survey was a cross-sectional descriptive study primarily using qualitative methods to generate information on the prevailing situation in regards to older people access to health and social protection services.  Primary data from survey respondents was triangulated with information from review of relevant secondary sources. 
Data Collection Methods
The baseline survey employed four main methods for data collection methods as outlined below:

Desk Review of programme documents including program proposal, logical framework, theory of change, monitoring and evaluation plan, project inception meeting report and the draft Health Outcome Tool. In addition, the consultants reviewed relevant country specific documents including national policies and strategies related to ageing and services for older people.

Key Informant Interviews (KII) were conducted with persons that are (or will be) most directly involved in the implementation of the program. These persons were carefully selected to ensure inclusion of those with most relevant information. Key Informants included Country Programme Managers, Partner focal persons, district and national ministry of health representatives, Health Records Information Officers (HRIO) at facility level, health facility in-charge, and local administrators among others.  A total of 29 KIIs were conducted across the four countries. A complete list of key informant is provided in the annexes.
Focus Groups Discussions (FGD) were conducted with programme target beneficiaries, that is, older men and women and their household members.  The FGDs were aimed at identifying among other things: their perception and knowledge on age-appropriate health and HIV services, access to home based care services and general access to healthcare services. In addition to OP, discussions were held with health services providers (both health workers and community and home-based caregivers), Older Citizen Monitoring Groups (OCMGs) and Older People Associations (OPA). A total of 26 FGDs were conducted across the four countries. 
Health facility assessment was conducted for selected health facilities using HelpAge’s Age- friendly and gender sensitive assessment tool. The assessment was aimed at ascertaining the extent which services delivered at the sampled heath facilities were meeting minimum standards in regards to age-friendliness and gender sensitivity and inclusivity. A total of 14 health facilities were assessed across the four countries. 
The table below summarizes the number of key informants, FGDs and health facilities covered by the baseline survey in the four countries.
	Country
	KIIs
	FGDs
	Health facility assessment
	Survey locations

	Ethiopia
	13
	9
	6
	Addis Ketema and Oromia 

	Tanzania
	9
	7
	4
	Songea and Zanzibar

	Mozambique
	4
	6
	3
	Manhica and Tete provinces

	Zimbabwe
	3
	4
	1
	Zvishavane district

	Total
	29
	26
	14
	


Sampling Procedures

A mix of both purposive and simple random sampling methodologies was utilized to arrive at appropriate respondents within the programme areas. Purposive sampling technique was employed to identify key informants while simple random sample was used to constitute participants in the focus group discussion with older people. Purposive sampling ensured that specific conditions that are important in shaping the findings were considered while simple random sampling ensured reduced bias on information obtained from the targeted beneficiaries. Identification of health facilities for assessment was done purposively, mainly those within the survey areas for ease of logistics.

Data Analysis and Presentation

The qualitative data generated from KIIs and FGDs was analyzed using the Rasch analysis. This method was adopted because it promotes clear conceptualization and construction of one-dimensional variables, and identifies useful rating scale categorizations. Moreover, it enables qualitative results to be reduced (summarized) into simple metric forms for platting and further analysis. The resulting Rasch Map brings together clear and unambiguous essential findings based on a well-defined linear metric.
Quality Assurance

Quality assurance was integrated at various levels of the survey to ensure the evidence collected meets the expectations envisaged in the Terms of Reference for this work. At the initiation stage of the survey, the consultants met with the Regional Programme Manager and the Regional MEL Adviser to build consensus on the variables to be measured and the approaches to be used. An initial desk review helped the consultants to have an in-depth understanding of the program. The data collection tools were developed, reviewed by HelpAge team and refined based on comments. During the actual data collection, the consultants worked with national teams who helped in mobilization of respondents and translation where necessary. Spot check on collected data was done prior to departure from survey sites and any errors corrected on site.

Ethical considerations

Two main ethical measures were taken during the exercise. One, all respondents were informed on the purpose of the survey and their consent to participate sought. Those consenting were asked to sign a consent form.  Secondly, the survey team ensured the highest level of confidentiality. Participants’ names though recorded during data collection were not used for the purposes of analysis and reporting. The findings, including quotes, documented in this report do not link to specific respondents.

Study limitations 

The timing of the survey was considered to be the greatest challenge. Considering that the country data collection took place in December through January, this was a challenge as most government staffs were not present at the time of the survey; most of them had taken Christmas break. In Zimbabwe for example, getting appointments at the national level proved to be difficult which led to missed appointments. Despite the challenge, plans were put in place to collect the missing data in January 2015 by the Regional Monitoring, Evidence and Learning Officer (SAO).
CHAPTER 3

 KEY FINDINGS

This chapter contains the key findings of the baseline survey organized under programme outcome and outputs and by country. The findings are mainly qualitative description of the pre-intervention status. Some cross-country analysis and comparison is provided under each sub-section. At the end of this chapter a matrix is provided summarizing some quantitative baseline data for the key programme indicators. It should however be noted that it was not possible to determine the baseline figures for all the indicators due to the limited scope of the baseline. It is envisaged that the missing figures will be determined in a follow-up baseline using the HelpAge’s HOT tool.
Outcome: Improved access to age-appropriate health and HIV services

The expected outcome of the Better Health programme is that 387,763 older people (60% female, 40% male) in the four countries will have improved access to age-appropriate health and HIV services by June 2017.  The baseline survey sought information of the current status in regards to provision of age-friendly health services. The findings are presented below, organized by key health systems pillars:

The health management information system: In all the four countries very little information is gathered and analyzed systematically by governments on older people’s access to services. This makes it difficult to monitor the situation of older people in terms of poverty, vulnerability and access to key services. Disaggregation of data by age and gender is not yet the norm. For instance, routine health data collection and reporting tools in all the four countries do not capture the 60+ age-group.  In all the four countries, the Health Management Information System (HMIS) is largely manual except for regional/zonal/provincial hospitals and high volume health facilities where electronic medical records system is practiced. Disaggregation of data though required by policy in all the four countries is rarely practiced. It is common for health workers to indicate “adult” instead of the actual age of the client. In addition, data analysis rarely happens both on site and off site. A key informant at Chiro Hospital in Oromia region of Ethiopia noted that the reason why older people data is not prioritized is because unlike other groups such as pregnant women and children there are no specific indicators that they are required to mandatorily report on.  In Mozambique, data collection tools including those used by CHWs do not capture data for older people hence making it difficult to assess and plan for services targeting this group

Health workforce: All the four countries have acute shortage and misdistribution of health workers with rural health facilities being more affected mostly. For example, Mozambique has 1.3 million people over 60 but it does not have even a single geriatric doctor; the same case applies for Ethiopia and Zimbabwe. Tanzania was reported to have a geriatric doctor at the national level.
In Ethiopia, Tanzania, Mozambique and Zimbabwe, there are a total of 547, 432, 220 and 131 health workers respectively across the programme targeted sites. In Ethiopia, among these health workforces are Health Extension workers who work with communities at the grassroots level. To address the challenge of shortage of health workforce and thus improve equitable access to services, the government of Ethiopia introduced a Healthcare Extension Program (HEP) with a focus on rural areas where small health posts serving 5,000 people are staffed by Health Extension Workers (HEWs). The HEWs are recruited from their villages, speak the local language, have graduated the tenth grade, and are willing to go back to their village after one year of training. Majority of the health care providers were reported to be female drawn from the Health Extension program which mainly recruit female. There exists training curriculums on various areas such as diabetes and hypertension. None of the health workers however has been trained on basic geriatrics although they were trained on NCDs during their technical studies. In Mozambique and Tanzania, Community Health Workers (CHWs) are recognized informally for their contribution in providing health care at the community level though they are not part of the mainstream health care system; they are largely supported by Non-Governmental Organizations in terms of trainings and getting essential kits for basic care especially to HIV positive patients. While acknowledging there is shortage of staff in health centers and the need for basic care especially in rural areas, there is lack of a framework of engagement between health care workers and CHWs creating a gap in service delivery, utilization and reporting as CHWs report their work effort to the supporting NGOs. 


Medical supplies and equipment:  All the facilities visited reported sporadic stock out of essential medicine and supplies. Lower level health facilities were more likely to have zero stock of medicines for chronic age-related illnesses yet they were the nearest to where older people live. In all the four countries, medicines are procured centrally by the Ministry of Health and distributed to health facilities mainly through a push-system that hardly considers the demographic and epidemiological profiles of the population served. In all the health facilities visited, it was reported that the amount of medicines and supplies received from government rarely lasts for the period intended. There was consensus across the wide range of respondents on the urgent need to improve the efficiency of government supply chains by addressing issues of financing, procurement and distribution of essential medicines. Of major concern is the finding that procurement planning and consumption forecasting for medical supplies rarely considered the needs of older people and an ageing population.  

Most (80%) of the health facilities assessed across the four countries did not have the capacity to diagnose common chronic NCDs such as cancers, cardio-vascular diseases and diabetes and hence older persons would often be referred to high level facilities mostly far away from their villages. The cost and lack of caretakers to accompany them often made it difficult for older people to comply with the referral. For instance, at the time of the assessment, Fuoni HC in Zanzibar did not have medicine for managing Hypertension and Diabetes- two of the most common NCDs reported at the facility. Patients presenting with signs and symptoms of these conditions are referred to Nazi Moja Hospital. 

In Mozambique, shortage of drugs in the health facilities was reported as a major challenge with discussants and informants in Manhica district. Both the health directors at the district level and the older people at the community level reported lack of essential drugs for treating older people. According to the health director, the challenge arises since they are unable to acquire medicine on their own and they have to rely on the district supplies. Older people reported opting to not going to heath facilities as they wil only  receive pain killers (paracetamol) and at times no drugs at all.
“I have epilepsy, when I go to hospital they don’t have medicine and they tell me to go buy and I don’t have money” 

|Female discussant from Nwamatidjan community| 

In Zimbabwe, availability of medicines for common ailments among older people was reported to be a big challenge. Sick older people are given prescriptions to buy at private pharmacies at an extra cost. Due to lack of enough finance, older people are not able to buy the drugs from these pharmacies.  

In Tanzania, health sector financing is a big challenge and apart from lacking essential drugs, most of the health facilities do not have examination kits such as;  HBP and diabetes machines. Bureaucratic process at the district level for procuring drugs was reported to be a contributory factor to lack of drugs at the facilities apart from finance. According to an informant at Chemchem dispensary in Songea, the facility puts a request for medicine to the district level unit, which the district sends a request to the medical store department at the national level. The ordered drugs are then sent directly to the dispensary from the national level. Efforts though have been made in Ruvuma and Songea to try and address this challenge by creating a system for procurement where the district pharmacist has a buffer for the most essential drugs and facilities that run out stock are able to request for supplies every first Thursday of the month. In addition, the district is getting support from Walter Reed to provide drug supplies especially during community health outreaches.
 In Zanzibar, the NCD strategy dictates that older people should be provided with free insulin but this does not happen because one, they lack equipment to measure diabetes and second they do not have the drugs to provide even with a positive diagnosis. Other activities such as outreaches are completely hampered by lack of funds and transport in particular. None of the facilities visited screen for any forms of cancer. 

Physical infrastructure: In all the four countries, the assessment team observed a mixed situation where some facilities were adequately designed and organized to cater for the unique needs of older people while others flaws were observed
.

In Ethiopia, at Addis Ketema Woreda 9 Health Centre, the survey team observed ramps (together with staircases) leading to key service delivery points. In addition wheel chairs and stretchers are available for patients with mobility challenges. The health Centre also has patient escorts and translators who support patients, including older people, to easily find their way to various services stations. Moreover, the facility had a staff trained in sign language to assist in communicating with patients with hearing impairment. At Addis Ketema Woreda 4 Health Centre, a disability friendly toilet with support hand-rails and seat was provided. At Chiro Hospital, in addition to ramps and hand-rails, waiting benches were specifically set aside for older people and those with disabilities. On the flip side, the team observed a number of facilities that required improvement to make them age friendly. For instance at Gelemso General Hospital sand-filled gunny bags were being used as the stair-case to the out-patient department (OPD) waiting bay. The improvised stair-case was noted to be slippery and too steep making it not only unsuitable but also dangerous for older people. The signage in most health facilities was not suitable for illiterate patients, commonly older persons. Except for the few facilities where provision for patient escorts was done, it was visibly difficult for older people to meander through the various services delivery points especially in the busy high volume facilities. 



In Tanzania, facilities assessed lacked enough space to set aside waiting space for older people; although some facilities have attempted to set up waiting areas for older people. In some facilities, older people are only allocated one bench which is not enough for the number of older people visiting the facilities. Signages in the sampled facilities were not clear while some were placed in the wrong rooms. One of the facility rooms was clearly marked VCT while it served as storage for the facility. In another  health facility (Ndilimalitembo dispensary, Songea) whose premises were a story building, it was observed that some critical services such triage services for older people were located in higher floors and yet ramps were not provided…in this particular case, it would only take an administrative decision to relocate the services for older people to the ground floor. 

In Mozambique, dispensaries such as 3 de Fevereiro, Kaunda and Catema had enough space to accommodate the flow of patients, however in high volume facilities such as Manhica and Nwamatidjan who provide more health services, space was a big factor leading to congestion. At time of assessment, a number of old patients were sleeping on the floor of the waiting room because of lack of space. One health worker responded that the expansion was going to be difficult and costly as the building were very old. Accessibility was easier in most of the facilities though critically ill patients experienced difficulties as almost all facilities had few or no wheel chairs. Toilet facilities in all facilities were not appropriate for critical patients as they were “traditional” and did not have any support; very ill patients would need support from people accompanying them to the facilities. Signage in the facilities were good but done on normal paper with potential of easy tear or damage by wind and water. While it was clear that remedying some of the physical deficiencies would require substantial budgetary allocation, for others it was only a matter of internal policy decision. 
Health financing
: In all the four countries health financing is a key challenge with significant proportions of the public health budget being catered for by user fees and donors. As widely confirmed by the older people interviewed, user fees are a major barrier to access to services for older people especially the poor and frail. This is exacerbated by the costly nature of the long-term treatment for chronic ailments. Though donor financing accounts for a significant portion of the public health budget, there is little funds directed to geriatrics and palliative care. In all the four countries, it is only recently that NCDs have started to get the attention of government in regards to policies and plans though this has not been followed with requisite funds. 
In Ethiopia, there are user fees for all health services except for maternal and child health services. Those not able to pay are required to produce a waiver certificate issued from the Woreda after a poverty vetting process done by the Kebele health office. The procedure of getting the certificate is tedious and one is required to have an identification card- an item older people often lack. In addition, there are only limited numbers of certificates to be issued given that the cost has to be absorbed by the inadequate woreda health authorities’ budget. Hence only a small proportion of older people have the waiver certificates. The bigger challenge though is that even with the waiver certificate, the stock out of essential medicines at health facilities mean that older people still have to incur cost when buying from the private sector
.

In Mozambique, older people are not meant to pay for services at health facilities as a matter of policy but this has not been fully implemented and it varies across facilities. While some health providers said they did not charge older people, others confirmed to do so to cater for consultations and medication. Older people the FGDs cited this to be big hindrance for them in terms of access to health services, some said they would rather seek the services of a traditional doctor as they are readily available at a very low cost compared to hospitals and distance while others said they would rather stay at home other than pay for services and at the end of it all go back home without medicine; they would rather self -medicate
In Tanzania, although older people in mainland Tanzania do not pay for health services as health policy dictates, older men and women reported not to be satisfied with the services since despite the services being free at the health facilities, there was lack of essential drugs which they have to buy from private pharmacies. In an effort to provide services to the community especially the aged and vulnerable children, the government through the Ministry of Health introduced a plan to allow the municipal councils to negotiate with private health providers to provide treatment to these groups as part of health relief plan. In Songea two hospitals, Ct. Carmillo and St. Benedict had been identified to offer these free treatment. The government had allocated this cost in the 2015/16 budget. The Older people however did not have much information about the scheme. In addition, the government is implementing Community Health Fund (CHF), a government health subsidy programme where family members of 6 pay TZS 10,000 and the municipal council adds TZS 6,000. Once this is paid, the family is then able to access free health care. Despite community members being aware of the scheme, few had taken it up because they feel the cost is high and one cannot access health care for free in private health facilities where most of the services are available. In Zanzibar, despite having the National Health strategy and NCD policy, older people pay for services, they queue like everyone else and experience shortage of drugs. 

“Though the staff treat us very well, we still pay for service and getting drugs is a very big challenge”

| Female discussant, Mtofaani|
Service delivery: 
 Eye care, cancer screening, HIV care and treatment and mobility support were among key services that were lacking in most health facilities across the four countries. Some facilities a reported to not be able to screen and provide treatment for diseases such as HBP and diabetes because of lack of screening equipment and therefore referred to the next level of health care service delivery such as referral hospitals. In Mozambique, older people reported that they do not follow up on the referrals because of lack of transport, they are too ill or they are expected to pay. They opt to stay at home or seek services from traditional medicine men and women. The same sentiments were shared by older people in Tanzania and Zanzibar.
Older people reported to have poor access to health information because the communication strategies employed have little consideration for older people. Some of the methods used by service providers include having a 30 minutes to 1 hour session just before they start providing services and during community outreaches in the local market. Health providers recommended use of CHWs to pass health information to the communities and older people as they did not have time and resources to do this. Older people had basic information about HIV, its spread and impact given they were taking care of orphans as a result of the disease, they however did not have much information about the treatment and cited stigma as the biggest hindrance to access of information and access for services. For instance, it was noted that uptake of voluntary counseling and testing (VCT) services by older people was suboptimal not only due to socio-cultural barriers but also as a result of their inadequate targeting by the HIV programmes. Older people in Songea said they did not go for counselling and testing services because they have to queue with the younger people and that was not right.  Care for OVC is common especially among older women and comes with huge financial and emotional burden. According to older people in the FGDs, there is no support that they receive to ease the care burden. In Zimbabwe though households with OVC receive USD 50 under the social welfare programme, however most of the communities feel that there is discrimination in recruitment and that the same programme should be extended to all older people

Perception of older people on the current situation of health care services

The FGDs with older people sought to find out their perception of health care services available to them. Generally, older people felt that the quality of care at the health facilities did not meet their needs. There was a general feeling that the manner in which they were handled at the health facilities was demeaning. In the words of one of the FGD participants “When we become old, we are treated like garbage….no concern is given to us as it is given to others especially children and women, It would be better if we had our separate clinic …” 

“They have young doctors at those health centres who do not respect our old age, they do not listen to us … they only ask questions and not listen when you explain…when you ask questions they may think you are wasting time…some are very rude” FGD participant  at Mshangano ward, Tanzania
Almost all the older people interviewed said they were not exempted from queueing for services, “….we have to queue for services like any other person….they just keep us waiting there. Waiting time can be half a day and sometimes you have to return the following day …I think the OPA should give us identify cards that we could use to get priority service, so we don’t have to queue for long” FGD participant at Indaba, Zimbabwe
“Health care services are not good…but we don’t have any alternative. When I had severe chest pain the doctor gave me medicine without even checking my problem…. Other times they have no medicine, they tell us to go and buy; I am frail and cannot earn a living, how can I afford the money? Recently, I visited the health center because my eyes were becoming dusty and I could not see well… they said I needed spectacles, but they did not have (them)…they asked me to go and buy. Since I cannot afford, I just came back home… I will have to live with my problem”. FGD participant at Murova, Tanzania
“I used to go to the health center for services, but since the last time when I was given medication which made me faint, I don’t go there anymore. I go to church for prayers and holy water” FGD participant at Kaunda village, Mozambique
The FGD with older people also revealed a common practice where they only seek health facility services when they face complications. The most preferred first point of call for health care were local traditional healers. The main reasons given included: lack of money to meet cost of formal care, perceived poor quality of services at health facilities including mistreatment and long distances to the health facilities. Older men and women who participated in focus group discussions were unanimous on the critical need for community and home-based care. The common feeling was that the delivery of such services was currently very irregular in frequency and limited in terms of the package of services offered. In the words of one of the respondents “there is no need of coming to my home only to tell me to visit the health facility… I have difficulties that made me not visit the facility in the first place, so what I expect is to be treated at home (not sent to the health facility)”
To reiterate the opinions by older people, CHWs said need for health care at the community level especially in rural areas was high because of the distances. The health providers do not have the resources to reach those critically ill and unable to go for services at the health facilities and therefore CHWs were there best option but they were also limited in terms of transport and lack of basic essential kits. Non-Governmental play a huge role in supporting CHWs such as providing training, basic kits and incentive to facilitate their movement. In Mozambique, ACIDECOs is supported by FHI 360 while in Ruvuma, Walter Reed provide drug supply during community outreaches
Output 1: Training curricula developed and 1,718 health care workers trained on age-appropriate health and HIV services

In all the four countries, the Better Health programme seeks to improve the capacity of health and HIV services providers to meet older people’s needs. The programme approach towards this capacity improvement is through supporting development (or review) of training curricula and manuals to build in more content on ageing perspectives. Using the reformed training curricula, manuals and materials, the programme aims to train 1,718 health workers (Ethiopia 293; Tanzania 360; Mozambique 960 and Zimbabwe 105). 

The baseline survey sought to find out whether training curricula and manuals existed in the four countries and the extent of their utilization in training of health workers.
In Ethiopia, the pre-service training curricula for health workers do not have a stand-alone module/study unit on geriatrics. Instead older people health issues are integrated across several study units including NCDs, ophthalmology and mental health. In addition, Geriatrics is not offered as an area of specialty in any of the medical training institution in the country. Similarly, there is no government-approved manual for in-service refresher training on geriatrics except some elements covered under disease-specific clinical guidelines and training manuals mostly adopted from the WHO. In-service training of health workers on geriatrics and palliative care has only happened at very low scale and only in areas targeted by NGOs such as HelpAge. While in the rural areas the majority of service providers are HEWs, it was observed that their training was lacking on geriatric elements. The training curriculum of HEWs is heavily oriented towards maternal and child health services and hence the HEWs are not trained to address older people issues. In Ethiopia, HelpAge had previously supported the training of health workers on eye-care and HIV/AIDS using government-approved manuals as well as WHO guidelines. It was difficult to determine how many of the health staff trained before were currently working in the programme areas. Given the challenge of high staff turnover it is unlikely that most of the trained are in the same placements. 
In Tanzania, reforming the health workers training curricula has been on the agenda of both government and civil society. There is a clear consensus among stakeholders that more content is needed to ensure the training is more responsive to an aging population.  The revision of the pre-service training curricula of the various cadres of health workers is ongoing, a process being steered by a consultant and involving broad stakeholders’ consultations with a timeframe of completing the exercise by June 2015.  There is a parallel process to develop a manual for refresher training on geriatrics for those health workers already in service. In both processes, HelpAge has been a key player in some instances even providing existing projects as piloting ground for training materials. In Tanzania, interviews with health facility in-charges and MoH informants confirmed that the number of health workers trained on geriatrics in Tanzania remains very low. In the four health facilities that were visited, out of the available 38 health workers only 6 (16%) had been trained on age-appropriate health services and all were in Songea and none in Zanzibar. 
In Mozambique a national curriculum on geriatrics does not exist, this includes the pre and in service training curriculum for health workers. Implementing partners have been using HelpAge International curriculum in the past to train health worker. Within the programme targeted areas, only 9 health workers (Manica 6, de Fevereiro 3) had been trained using the HA curriculum. None is trained in Tete. There is however plans by HelpAge Mozambique to lobby and work with the government to include aspects of geriatrics in the master curriculum of Community Health Workers with the aim of training community activists and monitors on geriatrics. Once revised, helpAge will help in printing of the manuals and support the trainings using the revised manual
In Zimbabwe, there exists a training curriculum for training health staffs developed by the government although it is not particular on older people issues. Only 4-6 hours has been allocated in the curriculum on older people issues and all the nurses have been trained on older people issues based on the provisions within the curriculum which is not detailed enough. As at the time of the survey, there were no plans to have older people issues included in the curriculum since its revision process had not been published by the government citing key challenge to be lack of funds to support the process. Based on these findings, none of the health staffs can be said to have been trained on geriatrics based on a comprehensive curriculum.
Output 2: 1,425 Home Based Carers (HBC) are trained and 12,832 older people receive community and home-based care

In Ethiopia, Community and Home-Based Care (CHBC) approach has been implemented in Ethiopia for several years but mainly within the HIV/AIDS control programme with little integration of other services such as care of older people. In the geographical areas targeted by the Better Health programme, CHBC is relatively patchy. In the rural areas- both in Oromia and SNNPR- CHBC did not exist before the start of this programme. In Addis Ababa CHBC was established by NGO players in the HIV/AIDS subsector and the trained carers only focus on people living with HIV/AIDS (PLWHA). In Machara district of Oromia region, there are some alternative community structures such as Women Development Armies (WDA) and the Men Development Armies (MDA) established by an NGO that conduct activities similar to those of CHBC. 

TSDA, a local partner in the Better Health Programme has requisite capacity to establish and train community and home-based carers. In deed by the time of this survey, they had already identified and trained a total of 48 carers. The selection of the carers was done by the community through iddirs- community burial societies. Among the criteria for selection, one had to be over 45 years old, interested and committed to the welfare of older people, literate, acceptable and respected by their community and willing to volunteer. It was noted that a majority (81%) of the carers identified and trained were female due to what respondents said were cultural dynamics. For instance, a man is not expected to visit another man’s household in his absence. It was also reported that women were more amenable to voluntary work as opposed to men.

The training of CHBC had topics such as communicable and non-communicable, diseases with emphasis to HIV/AIDS, care support and treatment of clients, peer education etc. The training was given by ministry of health trainers and staff of TESFA.

Prior to the start of this programme, delivery of community and home-based care was limited both in geographical and functional scope. Only in few areas, more so urban, were CHBC in existent. Even then, the services of the CHBC were mainly related to HIV/AIDS and tended to exclude older people due to the misconception that older people were less affected or vulnerable to HIV.  Under the Better Health programme this is set to change. After receiving training the home-based carers are expected to provide services to older people ranging from: counseling and psychosocial support, first aid care, relief of musculoskeletal pain, facilitating referrals and linking older people to financial and material support from the government, NGOs and community. In addition, the carers are expected to reach out to HEWs for home-based treatment follow-up especially for the frail and bed-ridden older people. However the mechanism of how this is supposed to work is not yet clear given that linkage between CHBC and HEWs is not formalized and is left to individual initiatives. Some respondents were of the opinion that there was no need for CHBC as a separate cadre; instead the support should be provided to HEWs to align with the government model of health extension services. 

The project target to train 300 CHBC and HEWs and streamline the delivery of community and home-based care. Each CHBC will be allocated approximately 20 older people who they will visit at least once in a month providing a package of services as outlined above. The project has budgeted for 150 kits to be used by the CHBC. Apart from being inadequate to reach the anticipated 3000 older people, it is not clear who and how the kit contents will be replenished over the programme period. It is unrealistic to expect the government to take up that role given that it was already struggling to meet the need for both health facilities and HEWs. A similar challenge in regards to sustainability of the CHBC/PE transport allowance to be provided by this programme. 

A key finding in regards to previous home-visiting of older people was that the frequency is not standardized- while some were visited once a week, others had no visit for months. This was blamed on poor selection of appropriate carers and lack of supervision. In the urban informal settlements, the respondents noted the need to target older people who are homeless especially those that scavenge for assistance on the streets and those who dwell in churches and mosques (where they have sought refuge in the absence of familial care). 

In Tanzania, the community and home-based care model is quite well established and though erratic there is support from government in form of training and basic supply kits. The key finding was that the existing community and home based care package did not include older people. This highlights the relevance and importance of the support planned under the Better Health Programme where community and home-based carers will be trained and supported to include older people as part of their clients. Going by respondents’ experiences of delivering CHBC of HIV/AIDS and TB services, there are some challenges to be expected in rolling out community-based geriatric care. These challenges will include: low motivation of carers due to absence of incentives, lack of kits and challenges in replenishing kit contents, logistical difficulties in providing support supervision and poor reporting by the carers. It will be imperative for this programme to work closely with the government and other stakeholders to come up with innovative ways of sustaining the community and home-based care model.

In Tanzania, community and home-based care services are provided by two cadres of providers, that is Community Health Workers (CHWs) and Peer Educators (PE).  Though in MOHSW documents the two cadres are seen as having distinct functions, in reality they undertake pretty similar activities at community level. The CHWs and PEs are notably inclined to HIV/AIDS and TB services explicably due to the original mandate. The community and home-based care model operates within the structure of the national AIDS control programme with a HBC coordinator in each district reporting to the District AIDS Control Coordinator (DACC). It was found that the level of functionality of the model depended heavily on external support provided by donor-funded NGO programmes. 

The existing community and home-based carers are not trained on older people health issues and this is the gap that the Better Health Programme will be seeking to fill.  The existing CHWs and PEs will receive a 3-days face-to-face training facilitated by district HBC coordinators (trained as TOTs by Ministry of Health) covering topics such as heathy ageing, home-based care of older people, rights and entitlement of older people and monitoring and reporting of services delivered among others. 

A key finding was that Home-based Carers (HBC), though theoretically linked to health facilities, received very little support supervision from those facilities. Lack of feedback on reports submitted monthly was a notable cause of poor motivation. In addition, as expressed by carers in Mshangano ward, their lack of representation in the health facility committees made it difficult to channel issues that they felt the health facility needed to address. “We usually have to seek the intervention of  balozi wa mtaa (street/neighborhood chairman) who has the mandate to engage with the health facility committee…but it would be easier if one of us was included in the committee” remark by a HBC during the FGD at Mshangano.

In districts, where there are NGO partners supporting the CHBC model, the carers are active and are linked to health facilities.  They submit monthly activity reports to their link health facility using the MoHSW-approved HBC reporting tool. For instance, in Songea PADI had trained 23 carers to provide basic care for older people.  Other NGOs supporting home-based care model include AMREF, Red Cross, DINA foundation and a host of CBOs and FBOs.

In Zimbabwe, there exists a home based care policy managed by the National Aids Council.  However the palliative care component which is part of CHBC is under the Department of Non Communicable Disease within the MoH.  The government also has a manual to guide the training of CHBC. Unfortunately there is no reference to older people in the CHBC policy and palliative care guideline. A Key informant interview with a government official at the national level revealed that there is need for the government and non-government partners to plan and work together in order to improve the well-functioning of the CHBC; perhaps an entry point for the Better Health programme. The official also reiterated the need by the government to improve funding in the health sector which will ensure that the services are improved and be more inclusive of all the age groups.
The selection of the CHBC was based on community’s confidence and trust to the candidates, and community leaders were instrumental in selecting the CHBCs.

Within the programme sites, a number of Home Based Carers were reported to have been trained by other partners, although not on older people specific issues. The training was based on the curriculum and training module on Community Home Based Care developed by the National AIDS council. After the training, they were linked to local health centres and provided with uniforms and kits based on availability of funds. Replenishment of the HBC kits was reported to be done by the government but not on a regular basis and at times with NGOs implementing HIV/AIDS programmes within the targeted areas. There is therefore the need by the programme to conduct refresher training on geriatrics to the CHBCs. 
Of those who had been trained, their mandate within the community is to provide practical support such as counseling services and referring the home bound sick people to the nearest health units. Cases of emergencies are reported to the nearest health facilities. During emergency, transport responsibilities are catered for by the family members of the person having the emergency. As at the time of the survey, training of CHBCs had not been conducted therefore not practical to estimate the number of older people reached with geriatrics services by the CHBCs considering that the initial training conducted by other actors did not include geriatrics issues.
On information management, it was reported that records are maintained by the CHBCs, the local health units and local NGOs. Information is disaggregated by sex and age (although not older people above 60 years).
In Mozambique, Community Home Based Care (CHBC) is not mainstreamed within the Ministry of Health structures. CHBC are reported to be supported by non-government organizations. In Manhica for example, there are a total of 30 community health care workers (community activists) and 10 community monitors working with ACIDECO to implement the various projects amongst them home based care for HIV and TB patients funded by FHI. The CHBC are trained and supported by FHI 360 who provide the home based kits.  ACIDECO is a faith based organization and therefore selection of community activists was done by church pastors, the activists were then evaluated by ACIDECO. So far the community activists have undergone the main training on HBC. The group has however not been trained on care for older people and their services mainly targets the general population especially pregnant mothers and HIV positive community members.
In Tete Province, it was reported that the government direction is to have nurses oversee the CHBC component. This will prove to be a challenge to the Better Health programme as it will have to be innovative to come up with strategies on how to participate in the process. For example, APITE reported that they did not have the capacity to hire nurses and therefore will be supporting the CHBC services in the region. Their role will mainly be to empower community activists on older people caring services.  APITE will also work closely with other implementing partners such as Red Cross who already have community activists in place. World vision was also reported to be working in Angona, Macanga, Moatize and Tsangano and possibilities of collaboration and partnership will be discussed.
Output 3: Technical and policy support provided in the four countries for greater access to social protection and health entitlement

The baseline assessment sought to profile the pre-intervention policy and advocacy role that HelpAge was already playing and identify opportunities for sustained engagement through the Better Health programme. However, due to the rapid nature of the baseline assessment, it was not possible to pick out specific policy breakthroughs that could easily be linked to the contribution of previous HelpAge advocacy work. 

In all the four countries, the assessment found that HelpAge was recognized as a key player at the policy level with notable participation in various policy advocacy platforms.  The main focus areas of HelpAge advocacy were identified as enhancing access to HIV/AIDS services for older people, role of older people as care-givers of OVC, expanding access to social pension, securing older people rights and protection from discrimination and abuse. 

In Mainland Tanzania, the facilities follow guidelines from the national health policy where older (60+) people do not pay for services at primary health facilities. However they have to pay for services at secondary and tertiary level facilities. The fact that a lot of the primary level facilities lacked essential diagnostic facilities and medicines meant that many older people have to seek care at higher levels not covered by the policy. In the focus group discussions with older people, it emerged that the difficulties of affording formal health care was forcing them to seek alternative care (tiba mbadala) from traditional healers.  

In the absence of clear policy guidelines on age-friendly health services, the quality of care received by older people varied from facility to facility. For instance, in Tanzania it was noted that some facilities had taken initiatives such as allowing older people to skip the queue at the outpatient clinic and having designated dispensing window for older people. While in other facilities such as Fuoni PHC in Zanzibar, older people have to queue like everyone else. 

In Tanzania the national NCD strategy states that older people should be provided with free health services, have their own clinic days and to be attended separately from other people. This is however not implemented in most of facilities. Also older people suffering from diabetes are not meant to buy insulin but there has been an acute shortage of these medicines especially at the primary health care levels. 

In Tanzania there is a national policy providing for free health care services for vulnerable groups among them older people, however due to weak enforcement and financial constraints some health facilities reportedly levied un-official fees.  In addition, shortage of essential medicines and other supplies at public facilities forced clients to seek care at private and faith-based facilities where the free-care policy does not apply. According to key informants from the Ministry of Health, there have been a number of initiatives aimed at improving care for older people and those who are terminally ill. For instance, there is an initiative to provide free insulin for diabetics, geriatric outreach clinics and cancer screening campaigns. However, admittedly these initiatives had stalled due to inadequate financing.

Community Health Fund (CHF) is a government health subsidy programme where family members of 6 pay TZS 10,000 and the municipal council adds TZS 6,000, the family is then able to access free health care. Despite community members being aware of the scheme, few have taken it up because they feel the cost is high and one cannot access health care for free in private health facilities where most of the services are available.

In Tanzania, HelpAge had joined up with other like-minded civil society actors and presented memoranda on older people rights to the constitution review process. Six of the items presented were reflected in the draft constitution.

In Tanzania, the national HIV/AIDS reporting tools are being revised to include 50+ age-groups. In addition, the next National AIDS Indicator Survey will ensure age-disaggregated data that goes beyond 49 years as has been the case previously. These are major breakthroughs attributable to the efforts of HelpAge and others.  

In Tanzania, HelpAge has carried out a number of studies to inform programming. Two key studies were mentioned, these are (1) “Cost for love” study which revealed the extra burden faced by older people in care for orphans and (2) Mobility Study done in 2011 to assess challenges faced by older people in accessing health services. These studies continue to inform HelpAge’s advocacy in Tanzania.

In Ethiopia, the current health policy, promulgated by the Transitional Government, takes into account broader issues such as population dynamics, food availability, acceptable living conditions, and other essentials of better health (TGE, 1993b).To realize the objectives of the health policy, the government established the Health Sector Development Programme (HSDP), which is a 20-year health development strategy implemented through a series of four consecutive 5-year investment programmes (MOH, 2010). The first phase (HSDP I) was initiated in 1996/97. The core elements of the HSDP include: democratization and decentralization of the health care system; development of the preventive and curative components of health care; ensuring accessibility of health care for all segments of the population and promotion of private sector and NGO participation in the health sector. The HSDP prioritizes maternal and newborn care, and child health, and aims to halt and reverse the spread of major communicable disease such as HIV/AIDS, TB, and malaria. The Health Extension Programme (HEP) serves as the primary vehicle for prevention, health promotion, behavioral change communication, and basic curative care. The HEP is an innovative health service delivery program that aims at universal coverage of primary health care. The programme is based on expanding physical health infrastructure and developing Health Extension Workers (HEWs) who provide basic preventive and curative health services in the rural community(EDH Survey, 2011). The first phase (HSDP I) was initiated in 1996/97. Thus far, the country has implemented the HSDP in three cycles and is currently implementing it’s forth programme, HSDP IV. This HSDP IV is designed to provide massive training of health workers to improve the provision of quality health services and the development of a community health insurance strategy for the country. In addition, HSDP IV will prioritize maternal and newborn care, and child health, and aim to halt and reverse the spread of major communicable disease such as HIV/AIDS, TB and Malaria. In line with the government’s current five-year national plan, the health sector continues to emphasize primary health care and preventive services; with focus on extending services to those who have not yet been reached and on improving the effectiveness of services, especially addressing difficulties in staffing and the flow of drugs (EDH Survey, 2011). In this regards, and in line with the National health policy most of the government effort has been focused on communicable diseases, maternal and child health care and little to none on the older people above 60 years population. As a result of this, there has never been any policy or guidelines for addressing the health needs for the older people in Ethiopia. Despite this situation, some health facilities do try though in a disjoined unstructured manner give priority to older people as a matter of culture. This however, does not exempt them from the costs meaning that the older people are expected to pay for services like all other patients. Though a system is in place that allows the poor who cannot afford to pay for health care services, to access the services for free, the patients are required to produce a certificate issued from their Kebele to prove their qualification for such services. 

In the recent past non communicable diseases trends has been increasing in Ethiopia leading to the government putting more emphasis on it. This led to establishment of a dedicated team to deal with the issue – develop policies.  As such increased health workers in the area have increased. Training for oncologists, as well as radiologist and chemotherapists.  Major NCDs include diabetes, Hypertension, Cancer, etc. Seemingly, majority of those affected are older people above 45 years.

In Ethiopia, there is a social pension scheme in Ethiopia but its coverage is minimal. Among the older people interviewed during the baseline, only 25% reported receiving a monthly pension of 500 birr (USD 25). Apart from the pension payment being irregular the beneficiaries also said it was not adequate to meet all their basic needs including health care. Among those not receiving, there was a general feeling of exclusion with most reporting they were not aware of the enrolment criteria used by the government.

Currently there is no scheme addressing social protection and health for older people only. However at the burial society level mechanism are in place – on a membership fee (10birr per household). In this arrangement, the older people households are exempted from contribution. The funds raised through these contributions are only used to facilitate the funeral and burial of a member at his death. Through this association a few OPs have started IGAs. Income from these IGAs may be used to support OVCs as well as the OPs (elders). There are difficulties of the OPs accessing health care as they are not only required to queue but also have to either pay like anyone else or produce a certificate from the Kebele to access services.   The procedure of getting the certificate from the Kebele is tedious as one has to produce a Kebele ID which many don’t have.

Currently there is no an operational social protection scheme in place. However, recently the government approved one such policy which is being piloted in four districts. This is anticipated to be fully rolled out in 2 to 3 years’ time. However, it is anticipated to have a huge budgetary demand on the government and hence the need for other stakeholders to come on board to support. This could be done through the social protection platform where the World Bank is a key player.

In Mozambique, the health policy framework is included in the 2010-2014 Government plan, the National Economic and Social Plan (2014) and the Action Plan for Reduction of Poverty (PARP).  The National Health Sector Strategic plan (2007-2010) focused amongst other things the provision of primary health care, equity and better quality of services, increased utilization of health services, improved efficiency of service delivery and resource mobilization. 

Some of the guidelines in the plans specific to older people include a) programme on free access to health care b) prioritization of older people on access to treatment at health units. These systems are still new and yet to be fully implemented. One of the main challenges facing the Ministry of Health in provision of quality and accessible services to the general and specific older people is funding. 70% of the health budget and other areas is funded by donors, hence very minimal resources is channeled towards addressing the health needs of older people.

According to the Globalization and Health report of 2012, NCDs account for 28% of deaths in Mozambique with diseases such as High Blood Pressure (Hypertension) and diabetes being the highest in number. Some of the risk factors influencing this is poor diet and alcohol use and this trend is seen in both the urban and rural area. 

NCD strategic plan is in place in Mozambique and it aims at creating a positive environment to minimize or eliminate the exposure to risk factors, morbidity and mortality resulting from Non-Communicable Diseases through; prevention and health education, access to quality care, treatment and follow up, prevention of disability and premature mortality and surveillance, research, monitoring and evaluation and advocacy for NCDs. With the recognition that NCDs is a major challenge especially amongst older population, there are also no sufficient resources to address this challenge; the country also lacks a specific department that deals with NCDs. 

There also lacks substantial data on NCDs for all age groups and a study of prevalence of NCDs is planned for in 2015.  Other health data though collected frequently at the health units; it is not disaggregated appropriately to facilitate planning and making decisions on service provision for all categories including older people.
In terms of social protection, Mozambique provides a number of services such as pension to people that were in formal employment and food subsidy programme for the most vulnerable.  Coverage for these services is however limited. A new Social Protection Law was approved in 2007 with three key pillars; social protection, social insurance and complementary social protection implemented by different stakeholders. 

Other key frameworks being implemented include the National Action Plans for Orphans and Vulnerable Children (2006) and the Livingstone Declaration on rights of the elderly (2006) which were essentially national action plans for promoting the rights of older people is in place. 

The social protection mechanism is implemented by the National Institute for Social Action (INAS). In a briefing paper on coordination and coverage of social protection initiative in Mozambique, the INAS cash transfer (food subsidiary programme) has the widest coverage of government social assistance programme; covers 100,000 people or less than 20% of the principle target group of destitute elderly people. INAS identifies, recruits and trains selected members of the community to carry out household listing using the government set criteria which considers; I.D, source of income, house, and ability to produce food all year long.  The government automatically disqualifies any old person without an I.D. The government gives 250 meticais to a household with a single older person and 350 meticais for married older persons. According to the FGD discussants, money is given either on a monthly basis or once in two months.

In Tete province, through active lobbying by HelpAge, and many discussions with INAS, a community listing criteria was developed to overlook availability of IDs. The criteria instead review the living context of the older people for eligibility into the programme. So far, the criterion is used in Caora – Bassa, cangara, Manyica, Sofala, and Zambezi province.

In Manhica, the programme is implemented at the community level by social assistants whose work is to educate the community on the social assistance mechanisms in place, follow up on older people abandoned in the hospital and ensure they are integrated back to their communities, listing of beneficiaries of the social assistance program and advocacy for older people rights especially when older people are accused of witchcraft.

In Zimbabwe, the Zimbabwe Health Strategy (2009-2013), focus was on the provision of equity and quality in health. This strategic plan was a continuation of the 1997-2007 strategy whose goal was providing quality health care to all Zimbabweans. Implementation of this strategy was affected by deteriorating economy where funding shortage was experienced in all sectors especially the health sector. Some of the areas affected include; unavailability of drugs, deterioration of the health infrastructure, immigration of health personnel to other countries such as South Africa. 

One of the key strategies in the plan 2009-2013 was to improve the well-being and quality of life for older people though there are no specifics on how this was going to be achieved. The plan also talks about improving the prevention and management of priority non communicable diseases through increase in access to services for people with NCDs; it however does not have a mention specific to older people.
Social assistance targeting vulnerable people has been an important aspect in Zimbabwe. The social welfare act of 1988, stipulates persons or groups eligible for social assistance and this includes people with disabilities, chronically ill persons and older people above the age of 60. Specific programmes implemented include a) Cash transfer programme b) support to the elderly through the Assisted Medical Treatment Orders (AMTO) and c) Basic Education Assistance Module (BEAM).
Funded using the national budget, The Assisted Medical Treatment Order is implemented through the Ministry of Labor and it seeks to provide free medical treatment to older people and other vulnerable people in public clinics and hospitals. Though a comprehensive plan on its implementation exists at the national level, cascading these plans to the regional, district and community level has been a great challenge especially with the funding aspect. With funding challenges, many vulnerable people including older people are unable to access health services.  This responsibility has been taken up by NGOs but with the approval and monitoring of the government. 

The government also implements the cash transfer programme for children and BEAM which is a waiver programme for OVCs at primary and secondary school. Apart from AMTO, there are no other programmes targeting older people in Zimbabwe. It is recommended that these programmes should be reviewed to include older people and this also includes representation in district council meeting as it will ensure that older people issues are addressed. Data for older people is also not disaggregated hence planning and making decisions on it is nearly impossible.

Output 4: Older People trained to monitor and advocate locally for access to health, HIV and care services and entitlements

A lesson learnt from HelpAge’s work with older people is that when they are better aware of their entitlements they are able to demand and claim their rights. At the core of HelpAge’s strategies is the empowerment of older people to be able to monitor and advocate for their access to information, services and entitlements. In this endeavor HelpAge has a model of working with Older People Associations (OPAs) and Older Citizen Monitors (OCM). The baseline assessment sought to determine the existence and performance of these structures in the four countries.  

In Ethiopia, the assessment found that the existence of OPAs and OCMs was patchy. They tended to only exist in areas where HelpAge and local partners had implemented previous programmes such as the Protection of Basic Services (PBS) program. It was noted that even where they existed, the OPA and OCM structures were mostly non-operational- a state that was blamed on lack of funding support, poor capacity, weak internal leadership and lethargy (related to notion that their voices made no difference). As reported by an OCM respondent, “…volunteering is very expensive, we spend our time and money to do this work; at least someone should help us to cater for the transport and telephone costs”

Ethiopian Elderly and Pensioners National Association (EEPNA), a partner in this project, is the umbrella body for all OPAs in the country and has been in existence for the last 20 years. Currently the OPAs affiliated to EEPNA number around 200, of which 150 are in Addis Ababa.  Within the project areas, there are currently 7 OPAs (2 in Addis Ababa, 2 in Oromia and 3 in SNNPR). The sizes of these OPAs vary with some having as few as 25 members and others as many as 3000 older people. Some OPAs have previously been trained by HelpAge and the Ministry of Labor and Social Services Affair.  These trainings focused on Leadership, management, and administration. Most of the OPAs are weak, lack proper governance structures and hence capacity to lobby for rights and entitlements. In Ethiopia, there are community burial and funeral associations (called Iddir s) which are quite influential and very useful in mobilizing communities for action.  Iddir members pay a membership fee of 10birr (USD 0.5) but older people households are exempted.

During the FGDs, OCMG members were asked about their role in monitoring and advocating locally for services and entitlements. Though in general they were aware of their roles, they noted lack of awareness of the rights of older people and unfamiliarity with the process of demanding those rights as major challenges. For instance, asked whether they were aware of complaint mechanisms in place in their local health facilities some older people reported not being aware. In the FGDs with older people, there was notable skepticism on whether their complaints actually made a difference in the way services were planned and delivered. 

In Tanzania, the assessment found that in some of the programme-targeted districts there are pre-existing OPAs and OCMs who hold regular monitoring forums with the support of the local partner. For instance, in Songea district PADI has been working with 79 OPAs who they have sensitized on rights and entitlements and trained them on advocacy skills. On the contrary, in Zanzibar the assessment found no pre-existing OPAs and OCMs. 

In Zimbabwe, community structure such as OPAs exist, they were formed earlier during implementation of one of the projects implemented by ZOPPO but not in all the districts targeted by the BH programme. There exist 21 groups and have been crucial in advocating for the rights of older people. ZOPO is taking over the role of advocating for older people at the national level and has started by ensuring representation in national and events to raise issues of older people. There was evidence that they are gradually being recognized as they are now invited to a number of national meetings. In order to bring key stakeholders together, ZOPO is also undertaking mapping of different organizations to work together in the communities and wants to connect with them. They are also doing a mapping of all organization working on social protection. These initiatives will further be boosted by the BH programme especially on areas around Older Citizen Monitors (OCMs); an area they reported to have less knowledge in.
On the formation of the OPAs, a focused group discussion with one of the groups in Murova revealed that each OPA has a minimum of 5 members who in most cases are mainly women. The members were voted through a voting process and for one to be eligible, the member should be one who is approachable, have good communication skills, available when needed and should have the passion to work for older people. 
A focus group discussion with the OPAs in Murova and Indaba revealed that the OPAs are not registered although they were trained by HelpAge Zimbabwe on management and organization skills. Other areas that they were trained on include; agriculture skills, home base care services, water among other areas. Despite the training which was conducted a longtime ago, the groups reported the need of a refresher training especially on home based care services with a critical eye on older people needs; since they have forgotten most of the things that they were trained on.
In Mozambique, there exist OPAs and OCM at the community level within the programme targeted sites formed by past programmes implemented by HelpAge Mozambique. The role of the OPA is to advocate for the rights of older people issues at the community level, however the OPAs cited to have not carried out this activities effectively as they lacked training and relevant information to transfer to community members. It was evident that member of the OPAs were not so sure about the rights of older people in regards to health care and social services and the local authorities were not willing to give information. Older people in Manhica and Nwamatidjan complained that they do not understand the criteria for eligibility in access to social assistance and they did not have knowledge of who to ask or office to go to.
The OPAs are linked to the existing community structures such as the village committees among other structures. The OCM within the community are responsible for monitoring services received by older people. The survey established that the existing OCMs have been trained on reporting. Despite the training by HelpAge, the monitors reported the need to be trained on HIV/AIDS. 
The OPAs members have representation of both older men and women with the men having the highest representation in most of the groups. As with the OCM, the survey established that the composition of the group members are mainly young men and women who have been entrusted by the community, mainly older persons. The criteria for selecting the monitors were mainly based on trust and respectable youths within the community. 
Output 5: HIV and social protection policies and strategies in the four countries and within the region include recommendations made by the programme.

The baseline assessment identified several opportunities for continued engagement in policy advocacy. These include:
a) In Tanzania, the government is in the process of developing the National Health Sector Strategic Plan 4 (NHSSP 4), a critical policy document that sets the agenda of the health sector investments by both government and donors. It is critical that HelpAge capture this moment to ensure the health needs of older people are given prominence and clear policy directions set out. At the minimum, older people must be included in the strategic plans for NCD and HIV/AIDS control.

b) In Tanzania, the government is currently reviewing the National Social Protection Framework to better articulate the needs of vulnerable groups. A task force has been formed under the overall coordination of the Prime Minister’s office and a secretariat at Social Security Regulatory Authority (SSRA). It is envisaged that the task force would collect the views of stakeholders before finalizing the new framework. HelpAge should ensure not only its technical inputs are included but also support older people to present petitions to the task force.

c) In Tanzania, the Ministry of Health and Social Welfare (MoHSW) is contemplating a National Strategic Plan for the Provision of Quality Health Services for Older People. If it materializes, such a strategic plan would go a long way in ensuring older people are included in the priorities of the government including in allocation of resources. From the interviews conducted during the assessment, there was no indication on when the process of developing the strategic plan would start or how inputs from stakeholders would be sought. The Ministry might require support to hire a consultant to steer the process. HelpAge could consider providing that support. 

d) In Tanzania, the assessment team was informed of a health subsidy program called Community Health Fund provided at the level of local councils. In the scheme, families contribute TZS 10,000 and the local authority tops up with TZS 6,000 to cover health services for a year. Uptake of this scheme was noted as being very low due to lack of clear sensitization of the scheme and the reality that most households could not afford the TZS 10,000. There is an opportunity for HelpAge to document the impact and emerging lessons from these local subsidy schemes and use the findings to lobby for better targeted social protection schemes including expanding the coverage of the World Bank-funded TASAF and in the long run a universal pension scheme for all older persons.

e) In Mozambique, at the time of the baseline assessment, development of the National Strategic HIV and AIDS Response Plan IV that will guide HIV/AIDS control over the period 2015- 2019 was underway and was expected to be concluded in the first quarter of 2015. This is an opportunity for HelpAge to influence and ensure adequate inclusion and prioritization of older people. The Project Manager reported participating in a number of consultation meetings but noted the need for more technical engagement such as submission of technical briefs to the drafting team.

f) In Mainland Tanzania, registers of vulnerable older people exist and are regularly updated for the Ministry of Social welfare with participation of older people associations. The Better Health Project will be supporting development of a similar register in Zanzibar through the Ministry of Empowerment, Social Welfare, Youth, Women and Children. The medium to longer term vision as expressed by the key informants is to use the register to enhance the targeting and delivery of social protection systems in the island.

g) In Ethiopia, a research study funded by Big Lottery Fund in 2012 profiled the health needs of older people and the challenges of service provision. The study was conducted in five of the nine regional states and showed the rising burden of NCDs especially among older people and the generally low access to diagnostic, treatment and care services. The study found that 23% of older persons suffering from NCDs did not comply with treatment regimen mainly due to inability to afford cost of treatment. The findings from this study were used to develop policy briefs targeting the Federal Ministry of Health (FMOH), Ministry of Labor and Social Affair (MOLSA), parliamentarians and other relevant government units

h) In Zimbabwe, the Older People Act of 2013 was created to guarantee access to health for older people, however it is not funded. This will be a great opportunity for the programme to engage the government on areas of collaborations.
i) The baseline sought to establish the existence of the Age Demand Action (ADA) movement in the four countries and assess the participation of older people in ADA campaigns. The assessment found that ADA movement existed in all the four countries albeit at different levels of strength. ADA campaigns have taken place every year mostly coinciding with globally commemorated days such as the UN International Day of Older Persons, World Aids Day among others. Events have included media engagements, public processions and petitions. In Ethiopia, there is a national Age Demand Action Coordinating Committee formed with HelpAge support in 2007 and composed of 11 older people members. The mandate of this committee is to undertake national level policy influencing through engagement with government, civil society, and media.  One member of the Committee is an older people ambassador who often gets invited into government policy forums. There are plans to establish devolved ADA coordinating committees at local levels.

CHAPTER 4

 RECOMMENDATIONS

A. Ethiopia
1. Health workers 

· Train selected health workers on geriatrics while creating awareness to all other healthcare workforce on the needs and challenges of the older people.

· Established an appropriate mechanism or support system for retention of health workers 

· Besides building capacities of health care workers in several health facilities, the project should focus on equipping health facilities with not only equipment (eye) but also drugs supply. 

2. Health facilities

· More facilities need to be supported with equipment’s and manpower to provide targeted services for the OPs. 

· More resource should be channeled to creating infrastructure within the health facilities that are appropriate and user friendly to the OPs. This include having ramps at all service points, paved pathways linking all departments, 

3. Community Home Based Care

· Train CHBC where they do not exist and create a framework for refresher training for them.

· To ensure continuum of care for OPs especially those that are neglected and bedridden at home who are under the care of the CHBC, the CHBC need to be supported to form a group or IGA

· Support the CHBC to target not only those in some homes but also the homeless (those living in the streets). 

· Create linkages between the CHBC and the CHEWs to strengthen and support their work.  

4. Social Protection

· Cash transfer be incorporated as the need in enormous (e.g. due to lack of shelter one of OPs is living in one house with 16 other members of the family. 

· Provision of seed money for IGAs

5. Advocacy and Campaign 

· The OPA should not only be established in all the Woreda but also strengthened to recruit more and build capacity of their members to create awareness and advocate on OPs rights and entitlements.  

· More stakeholders should be lobbied and brought on board to deal with and address the issue of OPs while putting mechanisms in place to ensure mainstreaming of not only the genders issues but also the OP issues as well. 

· Need to involve and incorporate other players in advocating for the rights of older people. This is aimed at amplifying the voice of older people both at the community level to the national level.
6. Technical Support

· Finance and support more research on the area of the health needs/challenges of the OP, their needs and establish their 

· Support health facilities to utilize the HMIS system data to analyze the OP specific data for better service provision. 

B. Tanzania

1. Health workers / Training of health workers
· Advocate for review of pre-service and in-service curriculum for training health care workers

· Advocate for the government to increase and train more geriatrics in the country
· There is need to change current method of training from direct training to TOT to reach more health workers 

· The National HBC curriculum training is carried out in 21 days; this is too intensive and HelpAge Tanzania is proposing a review to a shorter period possibly to 5 day training. The efforts by HelpAge Tanzania need into consideration the content of the training and whether it can be covered in 5 days without the trainees not losing out on any of the modules.
2. Health facilities

· Need for the programme to advocate for an increase in the budget allocated to the Ministry of Health by the government in order to increase the budget allocated for older people. 

· As most of the facilities lack basic infrastructure and do not allow for expansion, health facilities need to be creative and innovative in meeting needs for older people i.e. allocation of space for older people

· Lobby government to provide enough supplies of medicine to treat older people diseases notably for HBP, Diabetes, eye problems.

· Health facilities should adhere to national guideline and policies and offer free health services to older people, they should also be prioritized and have separate areas set for them.
· Facilities should integrate older people services (examination and treatment)  in  community outreach for immunization

· Facilities should set aside days when older people are screened for NCDs and appropriate care provided

· Need to advocate for the MoH reporting summary tools to include older people (60+). While the registers collect this data at the facility level, the summary tools does not disaggregate this information to by age (Specifically 60+)

3. Community Home Based Care

· Community Home Based Care system needs to be strengthened; clear linkages and coordination with the health facilities should be established in terms of providing services at the community level, their role in the facilities, referrals of patients to the health center, and reporting of age specific services provided at the community level.

· Standard tools for reporting community level activities should be developed and used across board in all the implementing sites

· Review of MoH and HBC registers to include data for older people. Current registers only captures data up to 50 years

· HBCs to be provided with kits and other necessary materials such as data collection tools and transport (bicycles or motorbikes)

4. Social Protection

· Lobby and advocate for government to enact legislation that will enforce implementation of the social protection policies

· Lobby for provision of universal social pension for all older people and not just those that were in formal employment

· Increase financing for the schemes implemented at the community level

· Develop a coordinated structure for implementation of the social protection scheme from the national to community level

5. Advocacy and Campaign 

· Build the capacity of district councils to mainstream issues/activities of older people in their plans

· Advocate for legislation to strengthen implementation of existing policies guiding services for older people

· There is need to lobby for increase in health care financing which will see allocation of budgets and planning for older people services at the national and local level

· Need to constitute and strengthen existing older people structures at the community level to advocate for the rights of older people. OPAs and OCMs need to be trained on data analysis, reporting and advocacy approaches.

· Promote linkages between older people structures (OPAs and OCMs) and local administration. In areas where this already exists, they need to be strengthened.

C. Mozambique

1. Programme design 

· Working within the existing government systems and structure will be important in the effective implementation of the project. This will ensure buy in from the government both at the national and community level. It will also ensure sustainability and continuity of the projects. 

· There is need to generate accurate and quality data from the community, facility level to be able to provide evidence to be used in advocacy for better health for older people.  So far data generated from the facility and community level is not age specific 

· Expansion into new sites of implementation is good but it would be great to carry out a thorough review of current areas of implementation, the successes, and challenges and use this to inform expansion into these new areas.

2. Health workers 

· As an advocacy strategy at the national level, there is need to lobby government, MoH to incorporate geriatrics as part of their Pre-service and In-Service training

· Health care providers in all facilities should be trained on geriatrics. The current pre-service training only focuses on provision of medication and dosages.

· Adoption of a TOT approach in training health workers on geriatrics to create adequate pool of staff able to meet the health of older people when it comes to prevention and management of NCDs and other diseases

3. Health facilities

· National health information system (NHIS) data does not really capture data for older people therefore advocacy to address issues of reporting from the community, facility to national level. Part of focus also will be to collect data that will be used to set advocacy agenda but data collection and reporting mechanisms has to be streamlined and strengthened to enable this.

· Establish a clear structure of working with community health workers, activists and monitors 

· Set up rest areas for the older people who walk long distance and are sick to at least get a bit of rest

· To address issues of lack or shortage of drugs health facilities should work with the districts to procure relevant drugs for treatment of older people diseases and in the right quantities.

· Provision of equipment to measure diseases such as;  blood pressure, sugar , diabetes and optical to be used during community outreaches

· Access to specialized care in referral hospitals is hampered by lack of transport within the facilities; most facilities do not have ambulances and sometimes cost of public transport is too high. 

4. Community Home Based Care

· There should be a clear structure on how the health facilities will work in coordination with community activists and monitors. Roles of all parties should be clearly defined, mechanisms for referrals established as well as reporting tools and mechanisms for providing feedback also established.

· More involvement of older peoples as community monitors and supervisors hence the need to build their capacity. Current monitors are young. 

· The supervisors will assess and report on implementation of activities at the community 

5. Social Protection

· Create awareness and sensitization to communities, local administration and leaders on the social pension mechanisms in these new areas

· Lobby for use of community targeting mechanism in listing community member into the social pension scheme in all districts

· Provide other kind of support like food rations and financial support to all  older people in the community especially those taking care of orphans

6. Advocacy and Campaign 

· Advocacy to include issues and concerns of older people in key policies (HIV, NCD) will be crucial to improve the health and care for older people at the national and community level.

· The Better Health programme advocacy strategy should not only be implemented at the national level but should also cascade to the community level. 

· Build capacity of Implementing Partners in advocacy. This will equip them to provide support to community structures such as OPAs to identify areas of advocacy and develop and implement strategies to put their agenda forward

· Build the capacity of the OPAs in advocacy

· Ensure active participation of local leaders in all activities especially quarterly meetings so they are able to advocate for issues raised during the meeting and influence change

· Build the capacity of Implementing Partners, OPAs and OCMs on reporting and documentations so they can collect relevant and sufficient information as evidence for their advocacy

CHAPTER 5

ANNEXES

A. Demographics

	Programme Sites
	Total population
	# of OPs
	# of OPA
	# of OCM
	# of Health Facilities
	#HWs

	 
	Ma
	Fe
	Total
	Ma
	Fe
	Total
	
	
	
	

	Tanzania

	Songea
	-
	-
	-
	10,776
	11,171
	21,947
	79
	0
	74
	264

	Zanzibar
	-
	-
	-
	28,573
	29,738
	58,311
	43
	0
	36
	168

	
	
	
	
	
	
	
	
	
	
	

	Ethiopia

	Addis Katema
	24,328
	34,879
	59,207
	2,156
	2,244
	4,400
	3
	2
	7
	202

	Oromia region – West Hararge Zone
	147,539
	116,836
	264,375
	14,466
	15,036
	29,502
	1
	2
	43
	121

	East Hararge Zone
	317,612
	308,130
	625,742
	15,331
	15,956
	31,287
	1
	-
	-
	118

	Kembata Tembaro Zone
	229,727
	233,562
	463,289
	11,350
	11,814
	23,164
	-
	-
	-
	106

	
	
	
	
	
	
	
	
	
	
	

	Mozambique

	Maputo
	174,177
	200,460
	374,637
	30,372
	31,611
	61,983
	2
	-
	15
	118

	Tete
	754,887
	785,830
	1,540,717
	22,390
	25,924
	48,314
	xx
	-
	65
	102

	
	
	
	
	
	
	
	
	
	
	

	Zimbabwe

	Zvishavane (Midlands)
	34,694
	37,819
	72,513
	2,281
	2,787
	5,068
	-
	-
	34
	34

	Gwanda (Matebelland South)
	55,853
	59,925
	115,760
	2,932
	4,049
	6,981
	-
	-
	25
	41

	Mutuko (Mashona land)
	70,978
	75,149
	146,127
	3,552
	4,169
	7,721
	-
	-
	29
	56

	
	
	
	
	
	
	
	
	
	
	

	HC – Health centres; HP – Health post; OCM – Older Citizen Monitors;     OPA – Older People Association; OPs – Old Peoples


B. Terms of Reference

Baseline Survey for the Better Health for Older People in Africa Programme

1.0 Summary information

	 Programme funder
	DFID 

	 Implementing Organization
	HelpAge International

	 Project Name
	Better Health for Older People in Africa

	 Assignment Type and Scope
	Short-term consultancy, Baseline Survey 

	 Countries
	Ethiopia, Tanzania, Mozambique and Zimbabwe

	 Duration
	30 Days

	 Responsible
	Regional MEL Adviser 

	Other responsible persons
	Regional Health and HIV Programme Manager, Head of Programmes (EWCA
 and SAF
), Country Programme Managers

	Assignment Start Date
	1st December 2014


2.0 About HelpAge International

HelpAge International (HelpAge) is a network of not-for-profit organization with a mission to work with and for disadvantaged older people worldwide to achieve a lasting improvement in the quality of their lives. In Africa, HelpAge implements its programmes through its network of 33 partner organizations and affiliates with support from two regional offices; one in Nairobi (EWCA) and the other one in Pretoria (SAF).

HelpAge International helps older people claim their rights, challenge discrimination and overcome poverty, so that they can lead dignified, secure, active and healthy lives. To achieve this, HelpAge work is driven by five global action areas that fed into HelpAge 2015 strategy. These global actions include; (1) enable older men and women to have secure incomes; (2) enable older men and women and those they support to receive quality health, HIV and care services; (3) enable older men and women to actively participate in and be better supported during emergency and recovery situations; (4) build global and local movements that enable older men and women to challenge age discrimination and claim their rights and (5)support a growing global network of organization to work effectively with and for older men and women. The “Better Health for Older People in Africa programme” is aimed at achieving global action 2.

3.0 About the “Better Health for Older People in Africa” Programme

In July 2014, HelpAge received funding from DFID to implement a three year programme running from July 2014 – June 2017. The programme is implemented in Ethiopia, Tanzania, Mozambique and Zimbabwe.

The programme goal is to improve access to health and care services for poor older women and men and their households in 4 African countries, making them less vulnerable to illness and worsening poverty. By the end of the programme, it is envisaged that older people will have access to age-appropriate health, HIV and care services, and to social entitlements that will better enable them to meet their health needs. The programme will also improve accountability of service providers and policy makers locally and nationally.

The programme has the following outcome and outputs:

Outcome: 387,763 older people (60% female, 40% male) in the 4 countries in Africa have age-appropriate health and HIV services

Output1: Training curricula/manuals developed and 1,718 Health Staff trained on age-appropriate health and HIV services

Output2: 1,425 Care workers are trained and older people receive community and home-based care

Output3: Technical and policy support for greater access to social protection and health entitlements

Output 4: Older People trained to monitor and advocate locally for access to health, HIV and care services and entitlements

Output 5: HIV and SP policies/strategies in the four countries and within the region include recommendations made by the programme

The strategies adopted by the project to achieve the above results include:

· Health service capacity: Training health staff in age-friendly services and developing training curricula and materials, in line with national policies. 

· Community and Home Care: Promote age-appropriate home-based and community-based care approaches to reach older people. 

· Older citizen’s monitoring (OCM) and advocating for change: Training and supporting older people to monitor the delivery of health care and access to entitlements such as free or reduced-cost health care and medicines.

· Policy Support for social protection and health entitlements: Better Health will provide technical support to governments on social protection and entitlements for older people. 

· Building evidence and advocacy: Collect and use evidence from countries to advocate for older people’s rights in health and social protection

4.0 Purpose of the Consultancy

The purpose of the baseline is to assess the pre-interventional situation in regards to specific areas of programme focus as represented in the results framework.     The findings of the baseline survey will serve as the base measurement of the key indicators of the programme, against which changes due to programme interventions will be assessed. The survey will provide baseline values for the programme indicators. The key indicators to be measured include, but not limited to:
· Number of health staffs in the programme sites

· Number of health staff trained on age-appropriate health and HIV services

· Number of existing community carers

· Number of existing community carers who have received training and support

· Number of older people in the country and project sites disaggregated by gender

· Number of older people in need of community based care services

· Number of older people accessing community based care services

· Policies and guidelines in place in support for greater access to social protection and health entitlements (at both national and regional levels)

· Number of Older People Associations (including their members) and Older Citizen Monitors (OCMs) at  programme sites

· Number of Older People Associations (OPAs) and Older Citizen Monitors (OCMs) trained to monitor and advocate locally for access to health , HIV and Care services and entitlements

· Number of active OPAs groups taking action locally on service delivery issues

· Number of health facilities in the programme sites

· Number of health facilities in programme areas that have improved age-appropriate and gender sensitive health and HIV services (as measured using the programme age-appropriate and gender sensitive health assessment tool).

· Existence of aging advocacy platforms at local, national and regional levels and their current engagement in promoting older people access to quality health.

5.0 Expected deliverables

1. An inception report after discussion with HelpAge team, outlining the agreed methodology, work plan and tools. Indicator data tabulation sheets; populating the findings of the survey. 

2. Report: The consultant/firm will be expected to present five reports -one representing findings from each country and a consolidated one proving cross-country comparisons.

· Draft: Will be shared with the HelpAge and partners for feedback and comments 

·  Final: Each of the report should not exceed 30 pages, excluding annexes.

The report should be in the format below;

a) Cover page 

b) List of Acronyms and Abbreviations

c) Table of Content

d) Executive summary

e) Dashboard  - on indicator findings

f) Introduction

g) Methodology

h) Findings of the baseline survey

i) Conclusion and recommendations

j) Annexes

3. It is expected that the consultant/firm will design a set of monitoring data collection tools for the programme

6.0 Qualification profile

HelpAge seeks to have consultants/firm to undertake this baseline study. The lead consultant must have strong expertise in Public Health with knowledge and experience around health issues facing older people in Africa. At minimum the proposed team should have the following qualifications:

· Post graduate degree in Public Health or social sciences 

· Demonstrated experience in conducting quantitative and qualitative research studies in health and HIV related in Africa

· Knowledge and experience working in the four countries

· Good knowledge and experience in survey design and implementation of surveys 

· Good documentation skills

7.0 Application process

Interested candidates to submit expression of interest to xxxxx including the following:

· A technical detailing understanding of the TORs, proposed methodology, timeframe and applicants capability (CVs of the proposed lead and assistant consultants as well as evidence of similar assignment conducted).
· A financial proposal itemizing the consultant related costs. The travel and logistical costs will be covered by HelpAge International.
The deadline for application is 21st November 2014, 5.00PM

NB: The consultant/Firm must confirm availability to start the task on 1st December 2014.

C. Study Tools

FOCUS GROUP DISCUSSION GUIDE

[COMMUNITY & HOME BASED CARERS- CHBCs]

Introduction and consent

“My name is……………………I’m a consultant working with HelpAge international to undertake a baseline survey for a project seeking to improve the health of older people in 4 African countries including …………….. The project will be implemented in collaboration with various stakeholders including ministry of health and ……..  (name of local partner) and ……… (any other key collaborator based on context).   The baseline survey will enable HelpAge to improve the programme implementation, monitoring and evaluation. The interview will take no longer than…….. minutes.

Would you be willing to participate in this survey?”

Yes……1   (Thank the group and proceed with the FGD)

No……2    (Thank the group and stop the FGD, and move to an alternative group).

	Interviewer  Name:

	Health Facility where CHBCs are linked: 

	FGD location ( Village, district, country):

	FGD Date:

	START TIME [____:____]

END TIME [____:____]


	No.
	Section 1: CHBC role

	101 
	Gender distribution of the CHBC group.

Record no. of Older Men………………………… Older Women………………… Total…………………

	102 
	Do all of you belong to this village? 

Roughly how many older people are there in this village?



	103 
	When were you selected as a CHBC?  

Check whether this was at different times for the group and note the range.



	104 
	How was your selection as a CHBC done? What was the eligibility criteria? By who was the selection done? Probe for involvement of older people in the selection.



	105 
	What are the main roles of CHBC in this community?

Probe for role in care of older people. 



	106 
	What support do CHBCs receive in undertaking these roles? From who does this support come from?



	107 
	How many CHBCs are currently active in this community? How many women, men? Has there been any dropout/ attrition in the number since the selection?- probe for reasons.

	108 
	Have you, as CHBCs, received training on community and home-based care? What topic were covered? 

Probe for who trained them and when. Probe on whether the training covered older people health needs.

	109 
	Would you say the training was adequate to enable you care for sick older people at home? What more skills would you need?

	110 
	After the training what supplies and material support did you receive? Who replenishes your stock? Have you had a problem with shortage of the supplies you need?

	111 
	Where do you refer older people who may require treatment and care that is beyond what you can provide? How do you refer the patients (probe for means of transport, communication with health facility, referral records they keep)

	112 
	On average how many older people do you visit in a month?

Ask individually, and calculate mean for the group.

	
	Section 2: Access to health care services

	201 
	What are the common ailments that older people suffer from in this village?

Probe until no more come up/ ask the group to rank them based on the prevalence.

	202 
	How far is the nearest health facility? What is your view in regards to the distance to health facility? 

What means of transport do OP normally use to this health facility? What is the usual cost of transport to the health facility? What do you think about this cost- is it low, high or okay?



	203 
	At the health facility, what would you say about the following:

a. Availability of health service providers

b. The skills/ expertise of the service providers

c. The attitude of the health providers to clients and more so older people (probe for incidents of abuse/ mistreatment of older patients)

d. Availability of medicines for common ailments among older people

e. The length of time one has to wait/queue for service. Do they have preferential arrangement to ensure older people are served first?

f. The physical building- is it suitable for older people even those on wheel chair, walking assistive devices (probe for stairs vs lumps, toilets, waiting areas, signage, guides, lighting, non-slippery floors etc)



	204 
	Generally, what would you say about the quality of services provided in the health facility where Older People receive care from?



	205 
	Do Older People have to pay for services at the health facility? What would you say about the cost- is it affordable, just ok or unaffordable?

What happens if OP cannot afford the cost of services at the facility (probe for existence of waiver system, probe how well it functions)?

	206 
	What would you say about older people’s access to information on their health rights and entitlements?

Who is responsible for improving older people’s knowledge of their health rights and entitlement? What need to be done to improve? 

Do you think CHBCs have a role in informing older people about their health rights and entitlements? If yes, How do you play this role – if at all?



	207 
	Let us talk about HIV/AIDS. 

Are older people in this community at risk of infections? explain

Are older people affected by the AIDS pandemic, how?

As CHBC what role do you play in addressing HIV/AIDs among older people?

	208 
	What would you say about older people access to the following HIV related services:

a. Information on HIV/AIDS prevention

b. HIV counseling and testing

c. HIV care and treatment

What is your specific role in provision of these services? 

What challenges do you face in playing those roles?

	209 
	Are there older people in this community/village caring for orphans and vulnerable children? How common is this?

What would you say are the challenges they face?

Do they receive any support from government, NGOs etc? What support?

What is your specific role in provision of these services? 

What challenges do you face in playing those roles?

	210 
	What would you say is your main concerns in regards to OP access to healthcare services? Is there a mechanism to raise these concerns with (a) health service providers (b) health authorities at the district level (c) elected representatives?

Do CHBCs have a role in lobbying and advocating for OP health services? What are you currently doing in this regard?

	211 
	Tell me about your linkage with the health facility.

Probe for: how often do you meet with health facility staff to discuss community and home based care of OP? What support have you received from the health facility in your role as a CHBC?

	212 
	What would you say have been your successes in improving health care for older people?

	213 
	What challenges do you face in your role as CHBC?



	214 
	What recommendations would you give to HelpAge/ partner/ ministry of health in regards to supporting you in your role as a CHBCs?



	
	Section 3: Access to social protection entitlements

	301 
	Let us now talk about social protection. Roughly what proportion of older people in this community receive social pension? 



	302 
	How much is the social pension?



	303 
	How regular is the pension? 



	304 
	Do older people in this community have any concerns in regards to the social pension scheme?

Probe for concerns over amount, frequency, coverage/access to, corruption etc

	305 
	How would you compare the health status of older people who access social pension with those who don’t receive it?



	306 
	What do you think need to be done to improve access to social protection schemes for older people?

Probe who need to take the actions mentioned; probe for what the CHBCs are doing to lobby for those actions; probe for what support they need from HelpAge and partner.

	
	Conclusion

	401 
	Now it is your turn to ask me (and my colleagues) any questions?

Note the questions and respond where possible/ let HelpAge & partner colleagues respond


FOCUS GROUP DISCUSSION GUIDE

[OLDER CITIZEN MONITORING GROUPS- OCMGs]

Introduction and consent

“My name is……………………I’m a consultant working with HelpAge international to undertake a baseline survey for a project seeking to improve the health of older people in 4 African countries including …………….. The project will be implemented in collaboration with various stakeholders including ministry of health and ……..  (name of local partner) and ……… (any other key collaborator based on context).   The baseline survey will enable HelpAge to improve the programme implementation, monitoring and evaluation. The interview will take no longer than…….. minutes.

Would you be willing to participate in this survey?”

Yes……1   (Thank the group and proceed with the FGD)

No……2    (Thank the group and stop the FGD, and move to an alternative group).

	Interviewer  Name:

	Name of OCMG: 

	FGD location ( Village, district, country):

	FGD Date:

	START TIME [____:____]

END TIME [____:____]


	No.
	Section 1: Setting the context

	113 
	Gender distribution of the group.

Record no. of Older Men………………………… Older Women………………… Total…………………

	114 
	Do all of you belong to this village? 

Roughly how many older people are there in this village?

	115 
	When were you selected as an OCM?  

Check whether this was at different times for the group.

	116 
	How was the selection of the OCMs done? What is the eligibility criteria? By who is the selection done? 

	117 
	What are the main roles of OCMs in this community?

	118 
	What support do OCMs receive in undertaking these roles? From who does this support come from?

	119 
	How many OCMs are currently active in this community? How many women, men? Has there been any dropout/ attrition in the number since the selection?- probe for reasons.

	120 
	Have you, as OCMs, received training on how to monitor and advocate locally for access to health, HIV and care services and entitlements?

Probe for who trained and when.

	121 
	Are there Community and Home Based Caregivers (CHBC) in your village? 

Are they trained on CHBC?

	122 
	Where do older people in this community seek health care when they fall ill? 

Probe use of formal health services and use of traditional medicine. 

	
	Section 2: Access to health care services

	215 
	What are the common ailments that older people suffer from in this village?

Probe until no more come up/ ask the group to rank them based on the prevalence.

	216 
	How far is the nearest health facility? What is your view in regards to the distance to health facility? 

What means of transport do you normally use to this health facility? What is the usual cost of transport to the health facility? What do you think about this cost- is it low, high or okay?

	217 
	At the health facility, what would you say about the following:

g. Availability of health service providers

h. The skills/ expertise of the service providers

i. The attitude of the health providers to clients and more so older people (probe for incidents of abuse/ mistreatment of older patients)

j. Availability of medicines for common ailments among older people

k. The length of time one has to wait/queue for service. Do they have preferential arrangement to ensure older people are served first?

l. The physical building- is it suitable for older people even those on wheel chair, walking assistive devices (probe for stairs vs lumps, toilets, waiting areas, signage, guides, lighting, non-slippery floors etc)

	218 
	Generally, what would you say about the quality of services provided in the health facility where Older People receive care from?

	219 
	Do Older People have to pay for services at the health facility? What would you say about the cost- is it affordable, just ok or unaffordable?

What happens if OP cannot afford the cost of services at the facility (probe for existence of waiver system, probe how well it functions)?

	220 
	You told me earlier that there are community and home based caregivers in your village, tell me more about them.

a. What services do they provide to older people?

b. What do you think about their skills/ expertise in providing those services?

c. Are these CHBC available when OP need them?

d. In your views, what need to be done to make these CHBC better at providing services to OP?

	221 
	What would you say about older people’s access to information on their health rights and entitlements?

Who is responsible for improving older people’s knowledge of their health rights and entitlement? What need to be done to improve?

	222 
	Let us talk about HIV/AIDS. 

Are older people in this community at risk of infections? explain

Are older people affected by the AIDS pandemic, how?

	223 
	What would you say about older people access to the following HIV related services:

d. Information on HIV/AIDS prevention

e. HIV counseling and testing

f. HIV care and treatment

	224 
	Are there older people in this community/village caring for orphans and vulnerable children? How common is this?

What would you say are the challenges they face?

Do they receive any support from government, NGOs etc? What support?

	225 
	What would you say is your main concerns in regards to OP access to healthcare services? Is there a mechanism for OCMGs to raise these concerns with (a) health service providers (b) health authorities at the district level (c) your elected representatives?

 Please tell me more about how you have previously lobbied and advocated for improvement in older people access to health, HIV and care services and entitlements?

	226 
	Tell me about your linkage with the health facility.

Probe for: how often do you meet with health facility staff to discuss OP issues? What support have you received from the health facility in your quest for better health services for older people?

	227 
	What would you say have been the successes of the OCM mechanism in improving the quantity and quality of health care for older people?

	228 
	What challenges do you as OCMGs face in lobbying for OP health care entitlements?

	229 
	What recommendations would you give to HelpAge/ partner/ ministry of health in regards to supporting you in your lobbying and advocacy for improved health care for OP?

	
	Section 3: Access to social protection entitlements

	307 
	Let us now talk about social protection. Roughly what proportion of older people in this community receive social pension? 

	308 
	How much is the social pension?

	309 
	How regular is the pension? 

	310 
	Do older people in this community have any concerns in regards to the social pension scheme?

Probe for concerns over amount, frequency, coverage/access to, corruption etc

	311 
	How would you compare the health status of older people who access social pension with those who don’t receive it?

	312 
	What do you think need to be done to improve access to social protection schemes for older people?

Probe who need to take the actions mentioned; probe for what the OCMGs are doing to lobby for those actions; probe for what support they need from HelpAge and partner.

	
	Conclusion

	402 
	Now it is your turn to ask me (and my colleagues) any questions?

Note the questions and respond where possible/ let HelpAge & partner colleagues respond


FOCUS GROUP DISCUSSION GUIDE

[OLDER MEN & WOMEN]

Introduction and consent

“My name is……………………I’m a consultant working with HelpAge international to undertake a baseline survey for a project seeking to improve the health of older people in 4 African countries including …………….. The project will be implemented in collaboration with various stakeholders including ministry of health and ……..  (name of local partner) and ……… (any other key collaborator based on context).   The baseline survey will enable HelpAge to improve the programme implementation, monitoring and evaluation. The interview will take no longer than…….. minutes.

Would you be willing to participate in this survey?”

Yes……1   (Thank the group and proceed with the FGD)

No……2    (Thank the group and stop the FGD, and move to an alternative group).
	Interviewer  Name:

	FGD location ( Village, district, country):

	FGD Date:

	START TIME [____:____]

END TIME [____:____]


	No.
	Section 1: Setting the context

	123 
	Gender distribution of the group.

Record no. of Older Men………………………… Older Women………………… Total…………………

	124 
	Do all of you belong to this village?

	125 
	Roughly how many older people are there in this village?

	126 
	Tell me, do all of you belong to an OPA? What OPAs are represented in this group today?

Take number of those who belong to OPA

	127 
	Are there OCMs in this village? How many are they?

	128 
	Are there Community and Home Based Caregivers (CHBC) in your village? How many of you have been visited by a CHBC recently?

	129 
	Where do you seek health care when you fall ill? Probe use of formal health services and use of traditional medicine. 

	
	Section 2: Access to health care services

	230 
	What are the common ailments that older people suffer from in this village?

Probe until no more come up/ ask the group to rank them based on the prevalence.

	231 
	How far is the nearest health facility? What is your view in regards to the distance to health facility? 

What means of transport do you normally use to this health facility? What is the usual cost of transport to the health facility? What do you think about this cost- is it low, high or okay?

	232 
	At the health facility, what would you say about the following:

m. Availability of health service providers

n. The skills/ expertise of the service providers

o. The attitude of the health providers to clients and more so older people (probe for incidents of abuse/ mistreatment of older patients)

p. Availability of medicines for common ailments among older people

q. The length of time one has to wait/queue for service. Do they have preferential arrangement to ensure older people are served first?

r. The physical building- is it suitable for older people even those on wheel chair, walking assistive devices (probe for stairs vs lumps, toilets, waiting areas, signage, guides, lighting, non-slippery floors etc)

	233 
	Generally, what would you say about the quality of services provided in the health facility where you receive care from?

	234 
	Do you have to pay for services at the health facility? What would you say about the cost- is it affordable, just ok or unaffordable?

What happens if you cannot afford the cost of services at the facility (probe for existence of waiver system, probe how well it functions)?

	235 
	You told me earlier that there are community and home based caregivers in your village, tell me more about them.

e. What services do they provide to older people?

f. What do you think about their skills/ expertise in providing those services?

g. Are these CHBC available when you need them?

h. In your views, what need to be done to make these CHBC better at providing services to you?

	236 
	What would you say about older people’s access to information on their health rights and entitlements?

Who is responsible for improving older people’s knowledge of their health rights and entitlement? What need to be done to improve?

	237 
	Let us talk about HIV/AIDS. 

Are older people in this community at risk of infections? explain

Are older people affected by the AIDS pandemic, how?

	238 
	What would you say about older people access to the following HIV related services:

g. Information on HIV/AIDS prevention

h. HIV counseling and testing

i. HIV care and treatment

	239 
	Are there older people in this community/village caring for orphans and vulnerable children? How common is this?

What would you say are the challenges they face?

Do they receive any support from government, NGOs etc? What support?

	240 
	What would you say is your main concerns in regards to your access to healthcare services? Is there a mechanism for you to raise these concerns with (a) health service providers (b) health authorities at the district level (c) your elected representatives?

 If  not mentioned, probe for older citizen monitoring group mechanism 

	241 
	What would you say have been the successes of this feedback/ complaints mechanism in improving the quantity and quality of health care for older people?

	242 
	What challenges do you face in lobbying for your health care entitlements?

	243 
	What recommendations would you give to HelpAge/ partner/ ministry of health in regards to improving access to health care for older people?

	
	Section 3: Access to social protection entitlements

	313 
	Let us now talk about social protection. How many among you receive social pension?

	314 
	How much is the social pension?

	315 
	How regular is the pension? 

	316 
	Do you have any concerns in regards to the social pension scheme?

Probe for concerns over amount, frequency, coverage/access to, corruption etc

	317 
	How would you compare the health status of older people who access social pension with those who don’t receive it?

	318 
	What do you think need to be done to improve access to social protection schemes for older people?

Probe who need to take the actions mentioned; probe for what older people can do to lobby for those actions; probe for what they see as the role of HelpAge and partner.

	
	Conclusion

	403 
	Now it is your turn to ask me (and my colleagues) any questions?

Note the questions and respond where possible/ let HelpAge & partner colleagues respond


FOCUS GROUP DISCUSSION GUIDE

[OLDER PEOPLE ASSOCIATIONS- OPAs]

Introduction and consent

“My name is……………………I’m a consultant working with HelpAge international to undertake a baseline survey for a project seeking to improve the health of older people in 4 African countries including …………….. The project will be implemented in collaboration with various stakeholders including ministry of health and ……..  (name of local partner) and ……… (any other key collaborator based on context).   The baseline survey will enable HelpAge to improve the programme implementation, monitoring and evaluation. The interview will take no longer than…….. minutes.

Would you be willing to participate in this survey?”

Yes……1   (Thank the group and proceed with the FGD)

No……2    (Thank the group and stop the FGD, and move to an alternative group).
	Interviewer  Name:

	Name of OPA: 

	FGD location ( Village, district, country):

	FGD Date:

	START TIME [____:____]

END TIME [____:____]


	No.
	Section 1: Setting the context

	130 
	Gender distribution of the group.

Record no. of Older Men………………………… Older Women………………… Total…………………

	131 
	Do all of you belong to this village? 

Roughly how many older people are there in this village?

	132 
	When was your OPA formed? How and with whose support was the OPA formed?

	133 
	What is the eligibility for one to become a member? How many members are currently active? How many women, men? Has there been any dropout/ attrition in membership over the last 1 year?- probe for reasons.

	134 
	Is the OPA registered? What is the mission/purpose of the OPA? 

	135 
	Have your OPA members received training on how to monitor and advocate locally for access to health, HIV and care services and entitlements?

Probe for who trained and when.

	136 
	Are there OCMs in your village? How many are they? Are they trained on how to monitor and advocate locally for access to health, HIV and care services and entitlements?

 Probe for who trained and when.

	137 
	Are there Community and Home Based Caregivers (CHBC) in your village? 

Are they trained on CHBC?

	138 
	Where do older people in this community seek health care when they fall ill? 

Probe use of formal health services and use of traditional medicine. 

	
	Section 2: Access to health care services

	244 
	What are the common ailments that older people suffer from in this village?

Probe until no more come up/ ask the group to rank them based on the prevalence.

	245 
	How far is the nearest health facility? What is your view in regards to the distance to health facility? 

What means of transport do you normally use to this health facility? What is the usual cost of transport to the health facility? What do you think about this cost- is it low, high or okay?

	246 
	At the health facility, what would you say about the following:

s. Availability of health service providers

t. The skills/ expertise of the service providers

u. The attitude of the health providers to clients and more so older people (probe for incidents of abuse/ mistreatment of older patients)

v. Availability of medicines for common ailments among older people

w. The length of time one has to wait/queue for service. Do they have preferential arrangement to ensure older people are served first?

x. The physical building- is it suitable for older people even those on wheel chair, walking assistive devices (probe for stairs vs lumps, toilets, waiting areas, signage, guides, lighting, non-slippery floors etc)

	247 
	Generally, what would you say about the quality of services provided in the health facility where Older People receive care from?

	248 
	Do Older People have to pay for services at the health facility? What would you say about the cost- is it affordable, just ok or unaffordable?

What happens if OP cannot afford the cost of services at the facility (probe for existence of waiver system, probe how well it functions)?

	249 
	You told me earlier that there are community and home based caregivers in your village, tell me more about them.

i. What services do they provide to older people?

j. What do you think about their skills/ expertise in providing those services?

k. Are these CHBC available when OP need them?

l. In your views, what need to be done to make these CHBC better at providing services to OP?

	250 
	What would you say about older people’s access to information on their health rights and entitlements?

Who is responsible for improving older people’s knowledge of their health rights and entitlement? What need to be done to improve?

	251 
	Let us talk about HIV/AIDS. 

Are older people in this community at risk of infections? explain

Are older people affected by the AIDS pandemic, how?

	252 
	What would you say about older people access to the following HIV related services:

j. Information on HIV/AIDS prevention

k. HIV counseling and testing

l. HIV care and treatment

	253 
	Are there older people in this community/village caring for orphans and vulnerable children? How common is this?

What would you say are the challenges they face?

Do they receive any support from government, NGOs etc? What support?

	254 
	What would you say is your main concerns in regards to OP access to healthcare services? Is there a mechanism for OPAs to raise these concerns with (a) health service providers (b) health authorities at the district level (c) your elected representatives?

 If  not mentioned, probe for older citizen monitoring group mechanism 

	255 
	What would you say have been the successes of this feedback/ complaints mechanism in improving the quantity and quality of health care for older people?

	256 
	What challenges do your OPA face in lobbying for your health care entitlements?

	257 
	What recommendations would you give to HelpAge/ partner/ ministry of health in regards to improving access to health care for older people?

	
	Section 3: Access to social protection entitlements

	319 
	Let us now talk about social protection. How many among your OPA members receive social pension?

	320 
	How much is the social pension?

	321 
	How regular is the pension? 

	322 
	Do your OPA have any concerns in regards to the social pension scheme?

Probe for concerns over amount, frequency, coverage/access to, corruption etc

	323 
	How would you compare the health status of your OPA members who access social pension with those who don’t receive it?

	324 
	What do you think need to be done to improve access to social protection schemes for older people?

Probe who need to take the actions mentioned; probe for what the OPA is doing to lobby for those actions; probe for what support they need from HelpAge and partner.

	
	Conclusion

	404 
	Now it is your turn to ask me (and my colleagues) any questions?

Note the questions and respond where possible/ let HelpAge & partner colleagues respond


KEY INFORMANT INTERVIEW GUIDE

Government Health Staff at National Level

Introduction and consent

“My name is……………………I’m a consultant working with HelpAge international to undertake a baseline survey for a project seeking to improve the health of older people in 4 African countries including …………….. The project will be implemented in collaboration with various stakeholders including your ministry/department/organization.   The baseline survey will enable HelpAge to improve the programme implementation, monitoring and evaluation. The interview will take no longer than…….. Minutes

Would you be willing to participate in this survey?”

Yes……1   (Proceed to interview the respondent)

No……2    (Please thank the person and stop the interview).
	Interviewee  Name:

	Name of the Ministry:

	Interview Date:

	START TIME [____:____]

END TIME [____:____]


KII guide

	No.
	Key Questions and probes

	
	Section 1: Health Policy

	139 
	Are there national policies and strategies aiming to improving access to health and HIV services for older people?

Probe for: Name policies and strategies related to HIV/AIDS, NCDs and general health for older people? What are the specific provisions relevant to older people – for each based on the category (HIV/AIDS, NCDs and general health)? To what extent would you say that the policies/strategies have been actualized – probe for each based on the response? What challenges have constrained full realization of the provision of those policies/strategies?

	140 
	Comment about the level of health sector financing in this country?

Probe for: Do you think the level of financing is adequate and equitably distributed to meet the health needs of older people? – probe based on the response. 

	141 
	Sometimes official statistics do not capture the situation of older people. What would you say is the situation in regards to age-disaggregated data for health and HIV services in this country? 

What more need to be done to ensure statistics are not blind to the need of older people? What is the government doing in that regard?

	142 
	Across the world, we are seeing an increase in Non-communicable diseases (NCDs). What is the situation in this country? What is the government doing to address it? To what extent would you say the measures being taken are appropriate to meet the needs of older people, who often are at a higher risk of NCDs?

	
	Section 2: Training of Health Workers

	201 
	Is there a training curriculum/manual for training health staffs on health in old age (geriatrics) for pre-service and in –service in this country?

Probe for:

- If Yes – Who developed it and how? Is the curriculum in use to train health workers?

-  If No – Is there an on-going process to develop a curriculum? If No, what are the challenges? If Yes, who are involved, probe whether HelpAge is involved?

	202 
	Has the training been integrated into pre-service training of key health cadres?



	203 
	In your estimation, what proportion of health workers have undergone the training?



	
	Section 3: Social Protection

	301 
	Is there in place a Social Protection scheme addressing poverty among older people in this country?

Probe for: If yes, to what extend would you say the scheme has helped to improve the health and welfare of older people – probe further based on the response?

	302 
	In your view what need to be done to improve older people access to Social Protection scheme?



	
	Section 4: Community Home Based Care

	401 
	Do Community and Home Based Carer exist in this country

Probe for:  If Yes, what is CHBC primary role? Does that role include care giving to older persons? If not, do you think care giving for older people could be integrated as part of their roles?

	402 
	What do you think need to be done to scale up and improve the quality of community and home-based care for older persons?

	
	Section 5: Stakeholder coordination

	501 
	In your view how should the government, CSOs and other stakeholders work better to enhance greater impact of health and social protection services for older people in this country?


KEY INFORMANT INTERVIEW GUIDE

Health Facility Staff - Incharge

Introduction and consent

“My name is……………………I’m a consultant working with HelpAge international to undertake a baseline survey for a project seeking to improve the health of older people in 4 African countries including …………….. The project will be implemented in collaboration with various stakeholders including your ministry/department/organization.   The baseline survey will enable HelpAge to improve the programme implementation, monitoring and evaluation. The interview will take no longer than…….. Minutes

Would you be willing to participate in this survey?”

Yes……1   (Proceed to interview the respondent)

No……2    (Please thank the person and stop the interview).

	Interviewee  Name:

	Name of the Health Facility:

	Level of the Health Facility:

	Interview Date:

	START TIME [____:____]

END TIME [____:____]


KII guide

	No.
	Key Questions and probes

	
	Section 1: Service delivery

	143 
	How many health workers are in this facility – Male/Female?

Probe for: Do you consider this sufficient to be able to provide services to the catchment population? How many have been trained on healthcare in old age – male/female? How many have been trained on age-friendly services for older people – male/female? 

	144 
	How many sick clients do you see per day?

	145 
	Do clients have a choice to see a male or female service provider based on their choice?

	146 
	In this health facility how do you deal with the unique challenges of serving older people clients?

Probe for:  How do you receive older people in this facility? How do you cope with the hearing/sight/memory difficulties in older people?

	147 
	Are there special days/time/clinics dedicated for older people?  - Probe based on answer

	148 
	Older people may find it difficult to access this health facility due to distance/mobility challenges, how do you ensure such older people access services?

Probe for: Whether there are outreach clinics and Community Home Based Care?

	149 
	What are the common diseases and conditions affecting older people within your catchment population?



	150 
	Does the facility offer preventive, curative and promotive health services for leading older people diseases? 
Probe for: for hypertension, diabetes, Chronic Obstructive Pulmonary Diseases (COPD), memory loss, urinary incontinence, depression and falls/immobility, hearing and sight impairment? Does this facility provide screening services for cervical and prostate cancer? Currently, do you have medicines for management of these conditions – probe for each above? In the last three months, has there been any stock-out of any of these essential medicines – probes for specifics?

	151 
	Does patient flow in this facility allow prioritization of older people?

Probe for: Do older people queue? What is the estimated waiting time before they are attended to?

	152 
	Are there assisting devices such as wheelchairs and stretcher for older people with mobility challenges?



	153 
	Do older people have to pay for services? 

Probe for: If Yes, Is there a waiver for those who cannot afford?

	154 
	How do you undertake referral of complicated cases in this health facility?



	155 
	Are there community Health Based Carers linked to this facility? How many referrals have you received from the CHBCs since the beginning of the year?

Probe for: How well does the linkage function – including challenges if any?

	
	Health facility management 

	204 
	Is there a health facility committee?

Probe for: Probe for gender representation and older people representation? What is the role of the community in ensuring access of older people to services – probe more based on the response?

	205 
	Is there a client feedback mechanism for handling clients complains?

Probe for: Is this mechanism accessible to older people – probe based on the response?

	206 
	As we conclude, what would be your key recommendations for improving older people access to quality health and HIV care?


KEY INFORMANT INTERVIEW GUIDE

HelpAge Partner Representatives (Project site reps)

Introduction and consent

“My name is……………………I’m a consultant working with HelpAge international to undertake a baseline survey for a project seeking to improve the health of older people in 4 African countries including …………….. The project will be implemented in collaboration with various stakeholders including your ministry/department/organization.   The baseline survey will enable HelpAge to improve the programme implementation, monitoring and evaluation. The interview will take no longer than…….. Minutes

Would you be willing to participate in this survey?”

Yes……1   (Proceed to interview the respondent)

No……2    (Please thank the person and stop the interview).

	Interviewee  Name:

	Name of  the Partner:

	Name of Project Site:

	Interview Date:

	START TIME [____:____]

END TIME [____:____]


KII guide

	No.
	Key Questions and probes

	
	Section 1: General Information about the project

	156 
	Tell me your understanding of this project?

Probe for:  

· Are there similar projects implemented by HelpAge in this site? – If yes, how has duplication of effort been avoided - referring mostly on the targeting of beneficiaries, health facilities etc?

	157 
	What is the total population of older men and women in this site? 

Probe for: What is the  source of your statistics

	158 
	What is the total number of health facilities in this site? 

Probe for: What is the source of your statistics? 

	159 
	What is the total number of health care workers in this site? 

Probe for: What is the source of your statistics? 

	160 
	Mention other stakeholders, envisioning how you will collaborate in executing the mandate of this project?

Probe for:  Mention the function of each stakeholder – CSOs, CBOs etc 

	
	Section 2: Training of Health Workers

	207 
	How many health staffs (male/female) in this site had been trained using the training curriculum prior to June, 2014?

Probe for:  If any, who trained them? What was your role in the training? What challenges constrain the training of more health workers?

	208 
	What training approach was used to train the health workers? 

Probe for: Were they trained centrally at the district/national level? TOTs were trained to cascade the training to the other health workers?

	209 
	In your view, what can be done better by the project to improve the training of health workers based on your experience?



	
	Section 3: Community and Home Based Care

	303 
	Did Community and Home Based Carer exist in this site prior to June 2014?



	304 
	If Yes, what has been CHBC primary role prior to June 2014?



	305 
	How were CHBC selected?

Probe for: Are they volunteers or they are paid?



	306 
	Were the CHBC trained?

Probe for:  If Yes, How many (male/female) had been trained by June 2014 this site? Who trained them? Is there a training manual/curriculum? What was your role in the training? After the training, what support were they provided for to be able to execute their work (kits, means of transports, reporting tools, remuneration, uniforms etc) – Probe on who replenished the essential stock? 

	307 
	How were the Community and Home Based Care services organized prior to June 2014? 

Probe for: What was the role of government in delivery of Home Based Care? What was your role in HBC? Did the HBC involve care of older people – probe based on answer?

	308 
	How was the referral link between the CHBC and the health facility?

Probe for:  How did the CHBC communicate with the facility in case of an emergency? How did the CHBC go about transport in case of an emergency? Did the CHBC maintain any records of referrals conducted?

	309 
	How (and by whom) was the support supervision done for CHBC?

Probe for: Frequency of supervision?

	310 
	How many Older People (men/women) had been reached by CHBC in this project site by June 2014 ?



	311 
	Who maintains record of CHBC services including the number of people reached?

Probe for:  Is the information in the report disaggregated by age and gender? 

	312 
	In your view, what can be done better to improve Community Home Based Care services for older people?



	
	Section 4: Social Protection

	403 
	Is there in place a Social Protection scheme addressing poverty among older people in this site?

Probe for: If yes, to what extend would you say the scheme has helped to improve the health and welfare of older people – probe further based on the response?

	404 
	In your view what need to be done to improve older people access to Social Protection scheme?



	
	Section 5: Technical  Support

	502 
	In the last one year, have you conducted any research on Social Protection and Health for Older people? 

Probe for: On the findings and recommendations? 

	503 
	In your past engagement with HelpAge, would you say your organization capacity has grown as a result of engaging with HelpAge:

Probe for:  If Yes, which areas would you say have improved as a result of engaging with HelpAge in the past? Which areas need more improvement? 

· If No, give reasons citing recommendations on how the engagement can be improved in order to deliver on this project. 

	504 
	What are your recommendations on the engagement with HelpAge in order to ensure this project is delivered effectively based on great collaboration.



	
	Section 6: Advocacy and Campaigning

	601 
	How are older people involved in lobbying for their health and social protection entitlement?

Probe for:  How do they do the lobbying – probe also on how do they link with other community structures (both government and CSOs) in the lobbying?

	602 
	Did Older People Associations (OPAs) exist in this site by June 2014?

Probe for: If yes, how many OPAs (No. of groups/ No. of group members – male/female) had been established within this site prior to June 2014? What was your role in the establishment of these OPAs? How many of these OPAs (No. of groups/ No. of group members – male/female) had been trained by June 2014 in this site? How many of these OPAs groups are active in lobbying for improved access to health and Social Protection services – probe his/her understanding of active in this site?  

	603 
	What are some of the challenges faced by OPAs – probe based on the answer given?



	604 
	Did Older Citizen Monitors (OCMs) exist in the project areas by June 2014?

Probe for: If Yes, how many OCMs (groups/ group members – male/female) had been established within  this site? What was the role of HelpAge/Partners in the establishment of these OCMs? How many of these OCMs (groups/ group members – male/female) had been trained by June 2014 within this site? How does the OCM lobbying mechanism work?

	605 
	Tell me about the Age Demand Action (ADA) events that older people have participated in a year prior to June 2014?

Probe for:  How many older people ( male/female), in this site, participated in those ADA events? Would you say those ADA events have had any impact to improving access to services – probe based on the response?


KEY INFORMANT INTERVIEW GUIDE

HelpAge Programme Manager (Better Health Project)

Introduction and consent

“My name is……………………I’m a consultant working with HelpAge international to undertake a baseline survey for a project seeking to improve the health of older people in 4 African countries including …………….. The project will be implemented in collaboration with various stakeholders including your ministry/department/organization.   The baseline survey will enable HelpAge to improve the programme implementation, monitoring and evaluation. The interview will take no longer than…….. Minutes

Would you be willing to participate in this survey?”

Yes……1   (Proceed to interview the respondent)

No……2    (Please thank the person and stop the interview).

	Interviewer  Name:

	Interview location:

	Interview Date:

	START TIME [____:____]

END TIME [____:____]


KII guide

	No.
	Key Questions and probes

	
	Section 1: General Information about the project

	161 
	Tell me about this project?

Probe for:  

· Which are the actual project implementation sites? 

· How was the targeting of these sites conducted?

· Are there similar projects implemented by HelpAge within the project sites? – If yes, how has duplication of effort been avoided - referring mostly on the targeting of beneficiaries, health facilities etc?  

	162 
	In each of the project sites mentioned above, what is the total population of older men and women in each site? 

Probe for: What is the  source of your statistics

	163 
	In each of the project sites mentioned above, what is the total number of health facilities in each site? 

Probe for: What is the source of your statistics? 

	164 
	In each of the project sites mentioned above, what is the total number of health care workers in each site? 

Probe for: What is the source of your statistics? 

	165 
	Mention the project partner in each site?

Probe for:  Was there a partner assessment before engaging them? 

	166 
	What is you general view about the design of the project?

Probe for: Which areas might need improvement to enable the project demonstrate impact in the long-run?

	
	Section 2: Training of Health Workers

	210 
	Has there been a training curriculum/manual for training health staffs on health in old age (geriatrics) for pre-service and in –service prior to June 2014?

Probe for: 

· If Yes – Who developed it and how? Was the curriculum in use for training health workers?

· If No – Was there an on-going process to develop a curriculum? If No, what were the reasons and challenges? If there was an on-going process, who were involved? Was HelpAge/partner involved in the process – if yes, what was HelpAge’s role?

	211 
	How many health staffs (male/female) in each project sites had been trained using the curriculum prior to June, 2014?

Probe for:  If any, who trained them? What was the role of HelpAge/partner in the training? What challenges constrain the training of more health workers?

	212 
	What training approach was used to train the health workers? 

Probe for: Were they trained centrally at the district/national level? TOTs were trained to cascade the training to the other health workers?

	213 
	In your view, what can be done better by the project to improve the training of health workers based on your experience?



	
	Section 3: Community and Home Based Care

	313 
	Did Community and Home Based Carer exist in this country prior to June 2014?



	314 
	If Yes, what has been CHBC primary role prior to June 2014?



	315 
	How were CHBC selected?

Probe for: Are they volunteers or they are paid?



	316 
	Were the CHBC trained?

Probe for:  If Yes, How many (male/female) had been trained by June 2014 in each project site? Who trained them? Is there a training manual/curriculum? What was the role of HelpAge/Partner in the training? After the training, what support were they provided for to be able to execute their work (kits, means of transports, reporting tools, remuneration, uniforms etc) – Probe on who replenished the essential stock? 

	317 
	How were the Community and Home Based Care services organized prior to June 2014? 

Probe for: What was the role of government in delivery of Home Based Care? What was the role of HelpAge/Partners/other NGOs in HBC – probe how the coordination happened between players? Did the HBC involve care of older people – probe based on answer?

	318 
	How was the referral link between the CHBC and the health facility?

Probe for:  How did the CHBC communicate with the facility in case of an emergency? How did the CHBC go about transport in case of an emergency? Did the CHBC maintain any records of referrals conducted?

	319 
	How (and by whom) was the support supervision done for CHBC?

Probe for: Frequency of supervision?

	320 
	How many Older People (men/women) had been reached by CHBC in the project sites by June 2014 in each project site?



	321 
	Who maintains record of CHBC services including the number of people reached?

Probe for:  Is the information in the report disaggregated by age and gender? 

	322 
	In your view, what can be done better to improve Community Home Based Care services for older people in this country?



	
	Section 4: Social Protection

	405 
	Is there in place a Social Protection scheme addressing poverty among older people in this country?

Probe for: If yes, to what extend would you say the scheme has helped to improve the health and welfare of older people – probe further based on the response?

	406 
	In your view what need to be done to improve older people access to Social Protection scheme?



	
	Section 5: Technical  Support

	505 
	In the last one year, has there been any research conducted by HelpAge or its partner on Social Protection and Health for Older people in this country


	506 
	In the one year, has there been any policy briefs  on Social Protection and Health for older people produced  by HelpAge or its partner in this country

Probe for:  Provide the details of the policy papers? How was the policy briefs disseminated? Has this dissemination and advocacy work influenced national policies and strategies – probe for specific examples?

	507 
	In your view, which areas do you think this programme should focus most in writing policy briefs for advocacy based on your past experience?



	
	Section 6: Advocacy and Campaigning

	606 
	How are older people involved in lobbying for their health and social protection entitlement?

Probe for:  How do they do the lobbying – probe also on how do they link with other community structures (both government and CSOs) in the lobbying?

	607 
	Did Older People Associations (OPAs) exist in the project areas by June 2014?

Probe for: If yes, how many OPAs (No. of groups/ No. of group members – male/female) had been established within each project site prior to June 2014? What was the role of HelpAge/Partners in the establishment of these OPAs? How many of these OPAs (No. of groups/ No. of group members – male/female) had been trained by June 2014 in each project site? How many of these OPAs groups are active in lobbying for improved access to health and Social Protection services – probe his/her understanding of active in each project site?  

	608 
	What are some of the challenges faced by OPAs – probe based on the answer given?



	609 
	Did Older Citizen Monitors (OCMs) exist in the project areas by June 2014?

Probe for: If Yes, how many OCMs (groups/ group members – male/female) had been established within each project site? What was the role of HelpAge/Partners in the establishment of these OCMs? How many of these OCMs (groups/ group members – male/female) had been trained by June 2014 in each project site? How does the OCM lobbying mechanism work?

	610 
	Tell me about the Age Demand Action (ADA) events that older people have participated in a year prior to June 2014?

Probe for:  How many older people (National -male/female, local -male/female) participated in those ADA events? Would you say those ADA events have had any impact to improving access to services – probe based on the response?
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� EWCA – East, West and Central Africa 


� SAO – South Africa Office





�Health units have classes. I think should also have been reflected in the information system. NGOs like USAID have also contributed a lot. What phases are the countries at in terms of health information systems. Tanzania seems to be piloting something new


�I think this should be linked policy. What programs are there for expansion of health workers including community health workers in each of the countries? How mature are these programmes? Are they funded?


�There should have been mention on the country drug procurement system in each country and its connection to the health information system


�Tanzania should be divided into Mainland and Zanzibar clearly. Policy differences should also be made distinct. The case study of Magu on district procurement  is also interesting 


�The classes of the health units are also important ere


�It would be interesting to know if this has been due to govt policy, HelpAge work etc


�Names of policies or programmes in each country which support health financing.


�Zimbabwe is missing. There is something although it is not functional


�It was important to mention how the health delivery system is structured to offer these services- i.e the departments HIV, NCDs, TB, Eyecare, Geatrics etc


�I think this is not well structured. I suggest it should have been separated into distinct themes of  risk, awareness, and treatment and disaggregated by gender. There were very interesting responses in Zimbabwe and Mozambique


�The response should have been given in themes with disaggregation per country, age and gender


�I think this should refer the LOCAL and NATIONAL. Responses per country should. I think the nature of the support should also be made clearer





