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	[bookmark: _Hlk31293192]Table 1. Drivers and dimensions of fragility in four fragile and conflict-affected states in sub-Saharan Africa

	
	Mozambique
	Eritrea
	Central African Republic
	Democratic Republic of Congo

	Fund for Peace Fragile State Index scale
	High warning
88.7
	Alert
99.4
	High Alert
108.9
	Very High Alert
110.2

	Political
	· The resurgence of conflicts between the ruling party Frelimo and the opposition party Renamo 
· Renamo the opposition party had a considerable arsenal and military bases since the end of the civil unrest
	· Authoritarian governance (since independence from Ethiopia in 1993)
· Single political party (opposition parties banned)
· Corruption and mismanagement
	· series of coups d’états, dictatorships and civil wars
· the proliferation of armed groups
· corruption and poor governance
· the concentration of power in a very small elite
	· Protracted ethics and strife and civil war 
· Weak governance structure and successive conflicts under Mobutu, Laurent Kabila, and Joseph Kabila 

	Economic
	· Subdued economic growth trajectory and debt crisis
· Systemic Corruption and mismanagement 
· Endowed with mineral resources and newly discovered natural gas
	· Economic decline
· Indefinite national service
· Decrease in remittances because of the global recession
· Decrease in agricultural production due to recurrent
	· Marginal economic growth then decline
· Increased Debt crisis
· Brain drain
· The exploitation of natural resources, especially diamonds
	· Economic decline
· Conflict over the ownership of vast natural resources
· Systemic corruption and mismanagement
· Increased external debt

	Social
	· The Islamic insurgency in parts of the gas-rich province of Cabo-Delgado
· Water-borne epidemics e.g. cholera and typhoid
	· Food insecurity
· Suppression of civil rights
· Discrimination based on ethnicity and political opinion
	· Extreme poverty
· Limited access to basic social services 
· Lack of social cohesion
	· Extreme poverty, food insecurity, and disease outbreaks (Ebola and cholera)
· Deaths of more than 5 million from violence, fame, and disease
· Sexual and human rights abuse

	Geographical/
Environmental
	· Proximity to the Indian Ocean therefore prone to cyclones e.g. Idai and Kenneth
	· Recurrent droughts
· Internal and external displacement from war and poverty
· Political instability in the Horn of Africa
	· Bordered by countries in conflict DRC, Sudan, and Cameroon. 
· Immigration in CAR by people from Chad and Sudan
	· The inflow of refugees from surrounding states e.g. Burundi, South Sudan, and CAR
· Internal displacement
· Political destabilization of surrounding countries

	Historical
	· Colonised by the Portuguese
· The armed conflict against colonial rule under the Portuguese (1964-1975)
· Post-independence Civil war (1977-1992)
	· Colonised by Italy and in 1962 became a federal unit of Ethiopia
· 1993 Independence from Ethiopia after a 30-year war
· Border conflict with Ethiopia since 1998
	· Colonisation by France
· series of coups d’états, dictatorships and civil wars

	· Colonisation by Belgium
· Armed conflict as the war and genocide in Rwanda spilled into DRC causing political destabilization (1996-2002)

	Source: (GSDRC 2016; Kongolo and Zamberia 2016; Pacific 2018; The Fund for Peace 2019; World Bank 2019)






	Table 2. Zimbabwe political and socioeconomic context: the evolution of the health system 1980-2019

	
	Political/Social
	Economic
	Health System

	<1980 colonial
	· Colonisation by Britain
· Liberation struggle
	
	· Western medicine for whites, faith-based hospitals and clinics, and traditional health practices for (natives) blacks.

	1980-1990 




	· Independence and black majority rule through the new ruling party ZANU pf C 
· Redistribution policies and Increased government spending on social welfare services 

	· There was economic growth combined with high spending with budget deficits debt was increasing. 
· Two consecutive droughts (1982–83 and 1984–85) and beginning of economic decline
	· Rapid improvements in health, nutrition and population indicators as government invested in health, education, family planning and community mobilisation programs

	1990-2000
	· [bookmark: _Hlk37242859]Authoritarian rule under Mugabe and ZANU-PF and ongoing state capture and institutional corruption. 
· Decline in pollical legitimacy of ZANU-PF and social movements led to the formation of MDC in 1999 
	· Economic liberalisation period through ESAP and ZIMPREST to revive economy. 
· Liberation policies increased poverty and limited spending on social services adverse.
· 1991–92 drought (the severest in living memory).
· Black Friday’ crash of the Zimbabwe dollar on 14 November 1997 caused by Asian crisis, unbudgeted payment of gratuities to war veterans and participation in the DRC war
	· Health indicators stagnated or declined due to weakening of the health system secondary to decreased government spending on health.
· High HIV/AIDS burden leading to increased morbidity and mortality.

	2000-2010
	· Overall loss of accountability, increases in political violence, increase in corruption lack of rule of law
· Authoritarian nationalism and brutal regime under Mugabe 
· Black empowerment and indigenisation policies e.g. Fast track of land distribution  program and 51% ownership of businesses by Zimbabweans.
· Human right violations and repression of freedom of expression.
· Sanctions intensified by USA, UK, EU, Canada and Australia
· Collapses of social services
· 2008 disputed elections
· September 2008 Global Political Agreement leading to the formation of the Government of National Unity in February 2009.
	· Political socio-economic crisis that peaked in 2008 
· GDP decreased by 48% while inflation rose peaked 231 million% in 2008
· Causes: lending loans with negative interest, overvalued exchange rate, severe shortages of foreign exchange, a shrinking domestic market, land acquisition  programs, decline in imported inputs and skills and targeted sanctions 
	· Further decline in health service delivery reaching a peak in 2008 
· State was no longer able to deliver basic social services. 
· Systems had disintegrated and became reliant on international donors and NGOs to feed its population.
· Increase in mortality and morbidity
· HIV/AIDS morbidity and mortality increase in MMR, IMR, TB, Malaria; Cholera outbreak;2008 Cholera outbreak break down of health services and WASH services.
· Staff shortages and poor retention, drug shortages, deterioration and dilapidation of equipment and infrastructures

	2010-2019
	GNU period 2010-2013
· Political stability through power sharing between ZANU-PF and the two MDC formations


	· Between 2009 and 2012 economic growth of 5.4%, 9.6%, 10.6% and 4.4% under GNU
· Financial policies: Short Term Emergency Recovery  program (STERP) I and II and Medium-Term Plan (MTP) (2010-2015).
· Multicurrency system with the US dollar as the main currency but at the same time allowing the use of other hard currencies such as the rand, the pound, the pula, the euro. 
	· Slight improvement in health service 


· Increase donor confidence and goodwill from developmental and humanitarian organisations.
· Proliferation of PPPs in health mainly targeting specific disease  programs like HIV/AIDS, TB, Malaria and maternal and child health
· Formation transition funds to fund health care

	
	Mugabe and ZANU-PF take over 2013-2017
· 2013 disputed elections
· Investor and donor confidence declined
· Decline in social services
· Transparency, accountability and corruption challenges. 
· Targeted sanctions
	· Economy decline since ZANU took over 4.5%, 3.5% and 1.5% for 2013, 2014 and 2015 respectively.
· Debt crisis and inflation
· Zimbabwe Agenda for Sustainable Socio-Economic Transformation (ZIMASSET) 2013-2018 to revive economy.
· Increase in debt cash shortages, wiping out of foreign currency and introduction of bond notes and use of plastic money.
	· Decline in health service delivery due to political economic crises.
· Lack of donor and investor confidence
· Same challenges that affected the system in 2000-2010 became more apparent.

	
	Mnangagwa takes over from Mugabe 2017-2020
· November 2017 Military assisted transition ‘coup’ from Mugabe to Mnangagwa 
· July 2018 disputed elections and post-election violence
· January 2019 protests over fuel price hike
· In response, reports of judicial killings, assault by gunshots, sexual assault cases, torture and arbitrary arrest by the national army and police during an internet black out emerged
	· Continued economic decline
· Austerity for property measures- cutting back on spending on social services

	· Decline in health service delivery 
· Indicators worsening
· Increase poverty and food insecurity
· Natural disasters and outbreaks—Cyclone Idai Floods, Cholera, Typhoid
· Staff shortages and poor retention, drug shortages, deterioration and dilapidation of equipment and infrastructures
· Strikes by nurses and doctors

	Source: (Beardsworth et al. 2019; Chigara 2018; Chigudu 2019; Howard-Hassmann 2010; Makina 2010; Maunganidze 2016; Musekiwa 2016; Raftopoulos 2018; Raftopoulos 2019; Raftopoulos and Phimister 2004; Salama et al. 2014; Sibanda and Makwata 2017; Zhou and Zvoushe 2012)




[bookmark: _Toc81154419]Appendix B: Case reports 
1. Absolute Return for Kids (ARK) Case Report
General background of ARK
International children's education charity based in the United Kingdom. Founded in 2002 by a group of businessmen. Aim- to improve the life chances of children, by creating high returns on philanthropic investment. Programmes and goals mainly focus on Education (UK, US, India, Africa) but also ventures in Health (Mozambique, Zambia, Zimbabwe, South Africa), and Child protection (Eastern Europe). ARK UK programmes is the registered charity responsible for ARK schools in the UK and international subsidiaries/affiliations of the charity include ARK South Africa (HIV and AIDS programme), ARK Zimbabwe (Safe Arrivals Maternal health programme), ARK US and ARK India.   Funding- Donations cash or services and Charitable activities Investments. Charity Directors who are part of the management team are responsible for allocating funds to each programme based on their judgements and policies.
General background ARK Zimbabwe
Ark Safe Arrivals Programme
It was a 7-year programme (2012-2017). Started in 2012. Initially was supposed to last for 3 years then it was extended for 2 years then after 5years it was extended for another 2 years. In 2017 (7th year of the program), Ark UK international started transitioning out of Ark Zimbabwe trust. The aim was to make Ark Zimbabwe an independent NGO that could mobilise its own resources and direct its activities. Upon wrapping up the Safe Arrivals programme, Ark Zimbabwe Trust noted that there was still need for programme that focussed on maternal and child health, though with a different lens from the safe arrivals programme. Sometime in 2017, Ark Zimbabwe applied for a grant together with fhi360 from USAID for a successor programme related to family planning services. In 2018, Ark Zimbabwe and fhi360 won the grant from USAID, with fhi360 becoming the main grantee and Ark Zimbabwe was sub-grantee to fhi260. Fhi360 later decided to take over the implementation of the new programme (Imuli/Mhuri project) alone as the main grantee. 
Goals, objectives and services – contribute to the reduction in maternal and neonatal mortality in Zimbabwe through improving the capacity of frontline health care workers to provide emergency maternal and neonatal health services (EmNOC) and improved planning, management and resources allocation of maternal and neonatal health services
	Improving capacity of frontline HCW
	Improving planning and management of MNCH

	1. Training of HCW
· Pre-service training (Chitungwiza, Parirenyatwa and Harare Hospitals)
Training of Clinical officers and nurse anaesthetists
(building infrastructure (classes and dormitories), equipment, upgraded library facilities, provided computer, wi-fi access for assignments and research)
· In-service training (Midlands and Matabeleland North Province)
Ensuring quality assurance of EmNOC through training
HCW providing EmNOC at district level.
2. Ensure availability of essential commodities and supplies for EmNOC
Baby corners in partnership with UNICEF
3. Quality improvement at district and tertiary hospitals
Perinatal audit meeting and Post Training Follow Up (PTFU).
	· Improved data collection and analysis of MNCH data
· High quality m and e of project
· Strengthen MNCH policy at district, provincial and national level 


Partners
	Implementation partners
	MOHCC (Central, Provincial and District)
	Main partner, technical support, implementation, provision of human resources (trainers, lectures) and infrastructure,
Chitungwiza, Harare and Parirenyatwa Hospitals and provincial medical directors.

	
	Nurses Council of Zimbabwe
	Examining and certification of clinical officers and nurse anaesthetists

	
	Liverpool School of tropical medicine
	Created training manual and guidelines that were in line with MOHCC EmNOC guidelines

	Collaborating partners
	WHO, UNICEF, UNFPA
	Provided technical expertise and resources. These partners were not directly involved in the SAP rather they complemented Ark’s efforts to avoid duplication of activities. They took part in review meeting and support provincial audit meetings. audit meetings at district level. 



	Timeline of Ark Safe Arrivals Programme in Zimbabwe 


	2010
	After identifying the high MMR and NMR in Zimbabwe, Ark started exploring the possibility of initiating a new programme in Zimbabwe that aims at reducing MMR and NMR.

	2011
	Ark designed a programme and identified partners 
Challenges identified -ill-equipped hospitals and shortage of doctors and other health workers especially at the district hospitals. 15% of maternal emergencies require surgery therefore increasing the need for nurse anaesthetists.
Solutions – Training of new and existing healthcare workers and supplying simple, affordable and essential equipment and commodities 

	2012 (1st yr)

	· April 2012 Ark Zimbabwe Trust registered in Zimbabwe
· May 2012 operations commenced through a workshop with health system officials from all parts of the country.
· Training facility built at Chitungwiza Central Hospital and the first class of Clinical Officers (Nurses and Mid-Wives who are more likely to stay in rural areas than DrS) were enrolled for EmNOC training and other surgical procedures such as C/S.
· Establishment of new-born care corners in partnership with UNICEF – with affordable equipment and commodities for neonatal resuscitation.

	2013 (2nd yr)

	· 7 March 2013 Official launch of the Safe Arrivals Programme
· Continued training of COs in EmNOC and other basics 
· Continued supplying essential equipment and commodities
· Started training Nurse Anaesthetists 
· Started pilot training and equipping of frontline health works in (5-day course on EmNOC and attachment of district DrS at provincial and central hospitals)

	2014 (3rd yr)

	· Programme extended for 2 years
· First class of COs and Nurse Anaesthetists graduate
· Second intake of COs and Nurse Anaesthetists
· Scale up of training and equipping of frontline health works 
· Continued supplying essential equipment and commodities

	2015 (4th yr)

	· Continued training of COs, Nurse Anaesthetists and frontline health works
· Assisting MOHCC with building an electronic database to facilitate m and e of MNHC services

	2016 (5th yr)

	· Programme extended for 2 years
· No reports in the Annual reports and Annual Audited Accounts reports

	2017 (6th yr)
	· End of Safe Arrival Programme
· Ark UK starts to transition out of Ark Zimbabwe Trust
· Ark Zimbabwe trust partners with Fhi360- together they win a USAID grant for a family planning programme. 

	2018 (7th yr)
	· FHI360 decides to implement programme alone as the main grantee
· Fhi360 absorbs ex-Ark staff to start Imuli/ mhuri project
· 31 January 2019 Ark International closes programme in Zimbabwe



Background of the organisation in Tsholotsho district
	2014 
	November 2014 SAP initiated in two provinces Midlands and Matabeleland North. In Matebeleland North Province, 5 districts were selected Tsholotsho, Bubi, Hwange, Lupane and Nkayi.
Provinces and districts were chosen by the MOHCC and the department of Social Services and the decision was based on maternal and neonatal health indicators and distribution of other partners focusing on the same goal. To meet MDGs.

	2015
	· February 2015 
· Training and equipping of frontline health workers at Tsholotsho district hospital and primary healthcare facilities (Clinics) in EmNOC
-5-day EmNOC training course for doctors, midwives, general nurses, and primary care nurses
-2-week attachment for district doctors at Mpilo and UBH hospitals.
· Training of District Supervisors on concepts and processes of Post-training follow ups 
· Perinatal mortality review meeting
· Post-training follow ups at different facilities within the district
· Provision of equipment and commodities to facilitate EmNOC

	2016
	Continued activities and scaling up of PTFU and perinatal mortality meetings

	2017
	Continued activities and scaling up of PTFU and perinatal mortality meetings
December 2017 Exit Mat North including Tsholotsho






Organizational Structure of Ark  
Board of trustees meets 3 times a year to deliberate on policy and practises


Executive Directors chosen by the board of trustees are responsible for the day to day running of charity



Six sub-committees

Finance and Audit

Child protection
International education
UK Education
Health
Fundraising



Ark Zimbabwe Safe Arrivals programme

Matabeleland North Province programme in Tsholotsho, Hwange, Bubi, Lupane and Nkayi led by the province programme officer 



A team of 7 people 
Programme director, M and E officer, finance officer, finance assistant, driver, 2 programme officers for provincial programmes

Midlands Province programme led by province programme officer






SOP/MOU Ark Zimbabwe trust 
Ark’s organisational hierarchy is comprised of the Board of Trustees, Patrons, Executive Directors and sub committees. The board of trustees is composed of about 12 members who oversee the charity. Executive directors appointed by the board are responsible for the day to day running of the organization. This includes the oversight of all administrative, management and staff costs. The board of trustees meet regularly, approximately 4 times a year to deliberate on policy and practise. The trustees are responsible for appointing the executive directors of the organisation. The executive directors are mandated to oversee the running of charities. In addition, executive directors are delegated with the authority to for operational matters including finances and employment. Ark Zimbabwe Country reported to the director of international programmes Ark International. 

Structure for Ark Zimbabwe Trust was lean comprising of 7 members managing the whole programme. They relied on MOHCC for human resources. This was part their sustainability plan to ensure that the programme carries on in their absence. MOU was made between Ark and MOHCC at central level. There was no MOU between Chitungwiza hospital, Parirenyatwa and provinces since there were regarded as entities of MOHCC. There was no MOU at district and provincial level. Ark referred the researcher to MOHCC in order to access the MOU.










Funding structure and flow

	Ark Master Fund
Funds raised from donations, investments, charity and fundraising activities pooled together in the Ark Master Fund



	Directors and Trustee allocate fund to different programmes including Ark International programmes



	Director of Ark international programmes disburse funds to Ark Zimbabwe Trust based on submitted budgets and request



	Ark Zimbabwe country directors and team receive funding from Director of Ark international programmes based on their budget. 



	Ark Zimbabwe operated using US dollars. They handled the procurement and paid of service providers directly. Avoiding cash exchange between the organisation and government 



Ark International was the main funder for SAP. In 2014, 40% of the funding came from ELMA Philanthropies a philanthropic organisation that invests in organisations that further the objective of improving the lives of children and families and communities that support them. Ark International policy that they do not start a project unless they are guaranteed of funding. The country director and team made yearly budgets and they would be allocated funds by Ark International based on those budgets. Due to the volatile economic situations they ended having to make monthly budgets. Even when they surpassed their threshold, a request for funding was submitted to director of Ark International programmes and funds would be dispersed.  Ark Zimbabwe operated using US dollars, they handled the procurement and payment of service providers

Withdrawal of Funding
A. 31 January 2019 Ark International officially closed its programme in Zimbabwe. 
Reasons
1. The SAP was to end in 2017 therefore Ark International started to transition out of Ark Zimbabwe trust. 
According to the Ark Zimbabwe Trust, the organisation had accomplished its goals and even went beyond the targets they set with MOHCC. E.g. target was 550 nurses vs over 800 nurses trained in provinces 60 nurse anaesthetist vs 131.
2. Ark International shifted towards education programmes.  

B. Fall through of Grant for a new family planning project from USAID




Services offered by ARK in Tsholotsho District
See Background of Ark IN Tsholotsho for the specific programmes.

	Resource provision
	Administrative support

	Financing
· Payment of facilitators, instructors.
· Travelling and subsistence costs for participants facilitators, instructors.
· Payment for meeting venues
· Meeting allowances (e.g. lunch)
Provision of equipment and commodities 
· Specifically, to facilitate EmNOC 
· Facilitate the distribution of equipment and commodities from other partners
	· Coordination of trainings, meeting and PFTUs in collaboration with Provincial and District MOHCC teams.
· Report synthesis and feedback to Ark Central committees and other stakeholders. 
· Drafting provisional budgets for upcoming activities 



Ark Zimbabwe Trust withdrawal from Tsholotsho district (Programme staff’s perceptive)
What motivated the decision to withdraw?
SAP
Variation in responses from the Provincial programme coordinator, the Country director and Ark International.

Provincial programme coordinator: Lack of funding and the exit was abrupt. They thought that they will come back the following year but there were no funds to carry the project beyond 2018. 
Country Director: The programme had achieved its objectives and had come to an end. Funding was not issue. 
Ark International: Change in priorities. Organisation shift of focus towards education programmes. 

Mhuri/imuli family planning programme
Fall through of USAID grant after partner fhi360 decided to implement the programme alone since it was the main grantee and Ark was the sub-grantee. Perhaps, Ark Zimbabwe Trust Intended to use some funds from this grant to support the wrap up SAP.

How was the withdrawal of support implemented?
Preparation
The exit of Ark from TDH was abrupt. There was no preparation made by Ark for the exit process since they expected to resume functions in 2018 once the funding was available. However, they encouraged the district and provincial MOHCC teams to look for alternative sources of funding in the event the funding does not follow through. Proposed source was the Results Based Funding (RBF).

Strategies and mechanisms used in the withdrawal process
Programme provincial coordinator: There was no exit strategy mapped out at beginning of the programme and before the exit.
Country director: Ark prepared for sustainability from the beginning by utilising MOHCC structures and human resources. Implementation of programme was mainly done by MOHCC well Ark offered financial and technical support. However, she did not explicitly outline the sustainability strategy.
Other stakeholders (partners) involved
· [bookmark: _Hlk21954255]No other stakeholders were involved 

Strategies and mechanisms for sustainability
· Crown Agency took over the payment of retention allowances for nurse anaesthetist tutors. 
· They donated equipment in the provinces so that they could continue training.
· Ark encouraged MOHCC members to seek alternative funding e.g RBF
· A successor program continued with ex-Ark personnel under the supervision of partner organization fhi360

Biggest challenges during the process of withdrawal
· Dependence especially financial dependence. They attach the ability of them doing something with the availability of funds and they do not assess what they have that they can use to do the programme activities.
· Broader contextual factors that hinder the MOHCC partners to operates and carry forward programme activities e.g. harsh economic environment (Lack of foreign currency, unstable monetary policy posing difficulties in providing funds necessary for program activities).
· MOHCC member were reluctant to continue the different activities without being paid or receiving allowances resulting in an increase in MMR and NMR

Lessons learnt from the implementation of the process
· Most organisations do not focus on the transition process rather emphasis is placed on the implementation process.
· A clear exit plan which involves all stake holders is important from very beginning before implementation.
· Mobilise alternative funding resources early on before exit of organisation.
· Put in place a sustainability plan that allows the effects of the programme to be carried forward.


B. Semi structured Interview guide with key informants from Tsholotsho district hospital (TDH)
Background of partnership between TDH and INGO
Partnership between TDH and INGO 
Partnership started around 2014. Ark wanted to help TDH achieve the MDGs by improving the maternal and new-born care. The aim was to reduce MMR and NMR. 
Role of MOHCC in the partnership
Central government guidance in directing the functions of these partnership in the district 
An agreement between Ark and MOHCC was done at the central level. No documentation e.g MOU or contact was available at district or provincial level. They brought their terms of references from the central level. The DMO (TDH) received communication from the provincial offices about a possible partnership with Ark in EmNOC activities. However, the provincial team was involved in the day to day running of the programme and a focal person at TDH and province was identified. 
Impact of partnership in improving capacity for health service delivery in your district / at your facility
MMR and NNR reduced due to
1. Improved quality of care offered to pregnant women and neonate 
2. Increase in the number births attended by skilled health 
3. Provision of resources to facilitate EmNOC e.g fuel and blood coupons
4. Quality assessment through perinatal review meetings and post training follow ups. 
PTFU strained relationships amongst co-workers and their supervisors
· Difference in training conditions created animosity between those who were trained under favourable conditions (trained in hotels and received financial incentives) and those who received on job training without incentives.
· Midwives felt uneasy and stressed about being scrutinised and the prevailing power imbalances between supervisors and nurses worsened the situation.
Challenges that you faced in coexist as a partnership
General a smooth flow of activities. However, District official noted Ark coordinators were more concerned about meeting their goals than taking into context the prevailing conditions in the district. Ark coordinators lamented on the inability of the district to meet set goals and report back to them on time

INGO withdrawal from Tsholotsho district
Events that took place when partnership agreement ended
Reasons for terminations
Withdrawal occurred November 2017. District focal person and the matron were not aware of the reasons why Ark was pulling out of the district they were just told the contract between Ark and the government has to an end. This information was communicated in form of a memo from the province. 
Any warning given and how the TDH stakeholders prepared for the termination of partnership agreement
No warning was given. With the support of Ark, the plan for post training follow ups was for facilitators to carry them out monthly, then every 2months, then every quarter and every half year until MOHCC could take over. However, Ark withdrew from the partnership without warning when the follow ups were now being done every quarter.
Ark sensitised TDH stakeholders 6 months early by informing them that they will no longer be financial gains associated with the programme. They encouraged them to find alternative sources of funding.
Involvement in the decision-making process, strategies and mechanisms
Though Ark was dependent on the district for implementation of most of its activities, the district stakeholders were not involved in the main decision body. However, the extent of involvement of provincial team is unclear.  Involvement was “shrouded” by funding from Ark that was helping the people at that time

Implications of Ark withdrawal from Tsholotsho district

What were the implications for the organisation, structures, staffing, downwards partners, sustainability of activities, finances, accountability?
Effects and challenges of the withdrawal by Ark from the partnership 
1. Poor service delivery leading to a rise in Maternal and Neonatal deaths
2. Reduction in the occurrence of PTFUs and Audit meetings due to withdrawal of financial support 
3. When funding was available from Ark, all clinics attended perinatal mortality meetings. After the exit of Ark, only clinics with perinatal deaths were invited to audit meetings
4. Lack of equipment and commodities for EmNOC
5. Decreased staff motivation (both facilitators who were responsible for PTFU and Frontline health workers) because of lack of resources and allowances
6. Lack of coordination of EmNOC activities since Ark provincial officer was central person coordinating activities. Trainers would face resistances from nurses when they tried continuing with the activities. 
7. Exodus of HW trained in EmNOC by Ark from TDH without replacement- No ongoing trainings therefore, most of HW responsible for maternal and neonatal health care have not been trained.
Was it the loss of support, or the way it was terminated that caused these challenges?

Loss of funding and technical support led the challenges stated above however, the abrupt manner in which Ark terminated its partnership with TDH did provide an opportunity for district members to plan, prepare and possible put in place strategies that enable the system to effectively cope with the anticipated challenges following withdrawal.  

Strategies for sustainability employed- alternative funders/funding models were found etc/ Actions were taken in attempt to address challenges following the termination of the agreement?
1. Alternative funding from RBF for perinatal audit meetings
2. On-job training were midwives identified gaps through self-assessments and would invite trainers to assist them in sharpening skills but only worked for a few months since HW were not keen on doing self-assessments
3. Facilitators attempted to coordinate trainings and PTFUs but faced resistance from HW

2. MSF Case Report
General background of MSF
MSF is an international, independent medical humanitarian organisation that was founded in 1971 in France by a group of journalists and doctors. It’s a non-profit, self-governed organisation with over 67000 members in more than 70 countries. They provide medical assistance to people in conflict affected areas, epidemics, (natural or man-made) disasters or who are excluded from healthcare. They are guided by the principle in the MSF charter which include medical ethics, impartiality, independence and neutrality. They provide services regardless of race religion, creed or political convictions.
The 1980s also saw the establishment of the other operational sections from MSF-France (1971): MSF-Belgium (1980), MSF-Switzerland (1981), MSF-Holland (1984), and MSF-Spain (1986). MSF-Luxembourg was the first support section, created in 1986. The early 1990s saw the establishment of the majority of the support sections: MSF-Greece (1990), MSF-USA (1990), MSF-Canada (1991), MSF-Japan (1992), MSF-UK (1993), MSF-Italy (1993), MSF-Australia (1994), as well as Germany, Austria, Denmark, Sweden, Norway, and Hong Kong (MSF-UAE was formed later). 
Structure of MSF international
	Governance structure
	Operational structure

	International General assembly (IGA)
2 representatives from each of the 24 associations who meet yearly
Highest authority in MSF safeguards humanitarian mission and provides strategic orientation to all MSF entities.




International board
President, 5 president of the Operational centres, 6 representatives from the associations elected by the IGA
Acts on behalf and is accountable to the IGA 

	MSF International

5 operational centres
OCB Belgium, OCP Paris, OCA Amsterdam, OCG Geneva, OCBA Barcelona

24 Associations
21 associations govern 21 MSF directly and are affiliated to one of the OCs above 
3 are regional associations

21 sections

There also have 14 branch offices, satellites, various region offices and operational countries



General background of MSF in Zimbabwe
MSF started its operations in Zimbabwe in 2000 in response to the HIV/AIDS pandemic which was then declared a national emergency by the Zimbabwean government in 2002. Since they have carried various projects for instance the HIV, TB and MDR programme, therapeutic feeding programme, SGV programme and Mental health programme. These programmes were supported by 3 operational centres- OCA Amsterdam (Harare, Mashonaland East and Midlands provinces), OCB Brussels (Harare, Buhera, Masvingo and Mashonaland East provinces) and OCBA Barcelona/Athens (Matabeleland North and South provinces). OCBA oversaw the implementation of MSF projects in Tsholotsho and Beitbridge Districts. 
HIV/ AIDS and TB/ MDR TB Programme in Tsholotsho under MSF Barcelona
Goals and objectives 
Improve the quality of life of people living with HIV/AIDS by providing them with access to ARVs and humanitarian assistance.
Implementation
1. Provide comprehensive HIV/AIDS services from prevention of OIs to treatment.
2. Providing humanitarian assistance in cases of epidemics nutritional crises and natural disasters.
Partners
	Implementation partners
	 MOHCC was the main implementing partner

	Collaborating partners
	NAC DAC



	Timeline of MSF Barcelona in Zimbabwe 


	2001
	MSF started monitoring the nutritional status in Tsholotsho

	2002
	MSF started a nutrition programme and established a Therapeutic Feeding Centre for the under 5’s at TDH

	2004
	· Upon realising that majority of the malnutrition cases were secondary to the prevailing HIV/AIDS epidemic the Nutrition programme was handed over to MOHCC so that they could a focus on HIV/AIDS
· MOU signed between MSF and MOHCC to engage in provision of HIV/AIDS services
· Activities like recruitment and testing started but expansion was hindered because of lack of space for service provision.

	2006
	· Set up of first OI/ART clinic at TDH
· Rapid expansion of services following the completion of OI/ART Clinic with enrolment of the first 37 HIV/AIDS patients into care

	2006-2010
	· Decentralising of service to improve access to clients in remote areas
· Progressive opening of OI/ART clinics at peripheral heath facilities e.g. 2008 -Sipepa, Nkunzi, Pumula, 2010-Makaza

	2010-2012
	· Programme continues to gain momentum through
· Initiation of task sharing and shifting which resulted in nurses initiating ART, counselling and testing. Later, primary counsellors were involved in HTC.
· Integration of OI/ART with other clinical services
· Expansion TB/MDR programme (Diagnostic and curative services), PMTCT programme, IPT, Mentor mother and mentor father programmes
· Initiation of SGBV and cervical cancer screening programme 
· Continued with nutritional programme to cater undernourished individuals who were not eligible to get nutritional support from MOHCC and UNICEF.
· Capacity building (infrastructures, lab equipment, logistics, training of HCW, human resources)

	Jan 2013-Oct 2013
	· MSF informs MOHCC and partners of their intention to exit Tsholotsho district
· Stakeholder consultation, formation of Handover Steering Committee formed, and formation exit strategy 

	Oct 2013-Oct 2014
	· Handing over of facilities according to exit plan starts
· Monthly meetings by the HSC and key partners to ensure a smooth transition
· Stepwise exit from facilities and stakeholder consultation to take over some of MSF’s responsibilities in TDH

	30 Oct 2014
	End of medical activities, exit from all facilities and closure ceremony

	Nov 2014
	From November 1st to 17th, reporting, donations and closing premises in Tsholotsho.
MSF exits out of Tsholotsho





Organizational Structure of MSF Tsholotsho
OCPBA

Head of missions Zimbabwe

Project coordinator Tsholotsho

Medical Team Leader, Project Financial and Administrative assistant, Project logistics coordinator, IEC coordinator

SOP MSF
Operations were carried out in 3 components: medical, logistics and IEC. The logistics and IEC components mainly supported the medical team.

Funding structure and flow
MSF Tsholotsho received funding from OCBA. The team would prepare budgets for their activities and submit them to the head of missions Zimbabwe in Harare who in turn would submit the budgets to the respective operational centre. OCBA would disperse funds to the head of mission Zimbabwe that were specifically for the project in Tsholotsho. The head of mission receives and supervises the utilisation of funds and gives feedback to OCBA.
Sources: 95% comes from individuals (donations, membership fees, legacies) and private institutions (companies, trust, foundations, lottery), 
Other sources include public institutional income (UN agencies and countries e.g. Japan and Canada), and interests and investments. Funds from countries directly involved in conflicts where MSF is working are not accepted. EU funding was suspended due to its migration policy

Withdrawal of Funding
Funding stop when the MOU between MOHCC and MSF Tsholotsho expired in November 2014.

Services offered by MSF in Tsholotsho District
Medical – HIV/AIDS programme and TB/MDR TB

	Medical and laboratory
	Logistics

	Prevention
	Testing and counselling
	Linkage to care
	ART initiation, TB/MDR
	ART delivery and follow up
	

	· PMTCT programme (EID and Option B+)
· IPT for TB prophylaxis
· Youth in school and out of school programme
· Condom distribution
· IEC, research
	· Training of counsellors, nurses and peer educators
to facilitate task shifting.
· Mentor mother and mentor father programmes
· Provision of resources e.g lab technicians, reagents and test kits, gene-Xpert dbs, microscopes
	· Incentives for DOTS observer, VHW, peer educators to follow up clients
· Community Adults Peer Educators programme (CAPE)
	· Training of HCW on existing and new guidelines to scale up ART initiation
· Drug supply to avert shortages ARVS, MDR drugs
· Facilitate screening tests- CD4 count mission, hb machine, VL testing

	· Clinical care
· Drug supply- OI, ART, TB, MDR
· Formation of Community ART groups to facilitate access especially for clients who stayed far from health facilities 
· VL testing and CD4 count 

	· Human resources- lab technician project doctors
· Infrastructure: Building half-way homes for MDR TB patients, Counselling houses, 
· Courier services for specimens and patients




MSF Barcelona withdrawal from Tsholotsho district (Programme staff’s perceptive)
What motivated the decision to withdraw?
1. The programme had achieved its of treating HIV/AIDS and reducing morbidity and mortality – by end of AUG 2014 10 400 people were on ART which 85% of all people who need ART in the district. 
2. Pressure from the donor (donor fatigue). Most of the funds came from Spain which at that time was experiencing an economic crisis (Eurozone debt crisis involving the PIGS countries Portugal Ireland Italy Greece Spain).
3. MSF no longer regarded HIV/AIDS as an emergency since some partners like NAC, ORUUP and MOHCC were now assisting with service delivery and coverage had improved. 
Therefore, the funding was drained, there were competing priorities combined with a sense of accomplishment of goals.
How was the withdrawal of support implemented?

Preparation 
· Informed MOHCC and partners about intention to exit in 2 years’ time
· Stakeholder consultations (MOHCC, District administration, local authority and partners involved/interested in nutrition and HIV treatment and programming). 
· Formation of Handover Steering Committee
· Formulation of exit strategy
Strategies and mechanisms used in the withdrawal process
· Gradual exit from the district. Stepwise exit from peripheral facilities using a criterion based on outcome indicators e.g. clinics which were performing better than others and clinics which were the first to get MSF support were exited first. The main district hospital was the last facility to be exited.
· Looking for partners who could takes over some of MSF’s responsibilities
· Programme staff were gradually laid off by MSF
· Monthly HSC meetings to assess progress and address challenges
· Consultations with beneficiaries of the programme to get an understanding of their concerns and fears. And possible address them or relay them to MOHCC and potential partners.
Other stakeholders (partners) involved
· MOHCC (DHT- DMO, Matron, DNO, DEHO, OI focal person, pharmacy), NAC, DAC, Kapnek, local business, Amalima, Childline, Chiefs, District Admin, ITECH, EGBAF, Plan International
Strategies and mechanisms for sustainability
· Training health workers so that they can continue offering services in the absence of MSF
· Encouraged MOHCC to recruit MSF staff in critical areas such as the lab 
· They continued to pay incentives for some key employees to promote retention. 
· Networking with other hospitals in the province e.g. to ensure continuity of lab services specimens were sent to Khami prison and St Luke hospital labs to perform lab assessments at no cost.
· Provision of drugs to avoids stock outs after exit
· Emergency stocks and enough stock buffer equivalent to ART cohort in Tsholotsho for 6 months
· Drugs for OIs and other diseases
· A small budget was left to support those drug resistant TB patients so that they could finish treatment (accommodation food and drugs) 
· Donations to facilitate continuity of programme
· Vehicles, fuel, projectors, lab equipment e.g. cd4 reagents and cartridges, gene-xpert machine
Biggest challenges during the process of withdrawal

Smoothly done because of the availability of a strategy and the support from other partners. Challenges encountered included
· Major concern was the ability of MOHCC to continue offering services at level when MSF was still a partner. They hoped that at least their performance will be above average.
· Getting the other NGOs to takeover some of MSF’s responsibilities and partner with MOHCC because
· Different objectives and goals
· Delays in NGO representatives at district level getting approval and funding from due to organisational hierarchy and procedures (red tape).
Lessons learnt from the implementation of the process
· Clarity and transparency are key to a smooth handover. NGOs should make their intentions known by all partners. 
· Prior experience in executing programme exits helps in the implementation process. MSF had been involved in many programmes exits so they drew lessons from previous experience
· Planning of time
· Involving multiple stakeholders including beneficiaries of the programme
· Involving beneficiaries of the programme in the exit process to avoid or minimise shock. Consultations with beneficiaries of the programme to get an understanding of their concerns and fears. And possible address them or relay them to MOHCC and potential partners.
· Put in place buffer stocks or finances to give MOHCC time get partners or for local representatives to get approval

B. Semi structured Interview guide with key informants from Tsholotsho district hospital (TDH)
Background of partnership between TDH and INGO
Partnership between TDH and INGO 
When did the partnership start?
The partnership started around 2002.
What were the circumstances that led to the emergence of these partnerships?
High HIV/AIDS burden in the district above what MOHCC could handle. This was exacerbated by the return of HIV infected inhabitants of Tsholotsho who had migrated to SA or Botswana. 
Role of MOHCC in the partnership
Major implementing partner
Central government guidance in directing the functions of these partnership in the district 
Prior to the initiation of the partnership between MOHCC and MSF in the OI/ART program, the MOHCC held meetings workshops with the district authorities e.g. DMO, DNO and program staff and they were appraised on how MSF was supposed to function in the district. 
NB- None of the interviewees knew about the existence of an MOU. The MOU was drafted and signed in 2004 and a copy was found at the Rural district council offices. There was no copy at TDH. It seems like the MOU was never reviewed from then on.
Impact of partnership in improving capacity for health service delivery in your district / at your facility
MSF greatly improved HIV/AIDS and TB (including MDR and XDR) health delivery services in all areas of the HIV continuum of care prevention, HTC, Linkage to care, Initiation on treatment, Retention in care and viral suppression 
· Mobilising and directing HIV/AIDS and TB programme in the district
· Clinical management of in and outpatients from counselling, testing and treatment management
· Enhancing diagnostic services and follow up lab services (transport system for specimens, VL testing and Screening of XDR and MDR TB) 
· Initiating Programmes like IPT prophylaxis, CAGS for differentiated ART delivery, Mentor/ Expert patients that counselled and supported new patients
· Provision of resources – essential medicines, lab equipment, food, drugs, fuel, human resources, vehicles
· Logistics and technical support
· On job training and workshops for HCW
· Extended support even to HIV negative patients.
Challenges that you faced in coexist as a partnership.
· It was difficult to monitor and control their activities because of MSF had the resources and technical expertise. They would make their plans and often spearheaded changes in the District HIV programme management with minimum consultation since they had resources and technical expertise.
· Over dependency by MOHCC on MSF.  MOHCC workers became complacent such that the District HIV/AIDS programme was now referred to as an MSF project.  
· The provincial team often gave resources and partners to other districts since they considered Tsholotsho district  as having resources due the its partnership with MSF.

INGO withdrawal from Tsholotsho district
Events that took place when partnership agreement ended
Reasons for terminations
The programme had now come to an end and MSF felt that there had achieved their goals and there was nothing more there could add to the district HIV/AIDS AND TB programme.
Any warning given and how the TDH stakeholders prepared for the termination of partnership agreement
2 years before the final exit MSF informed the district and provincial medical team of their intention to exit the district.
Preparation
· Exit plan was put in place together with MSF and relevant stakeholders. A stepwise exit from clinics and looking for partners to takeover after MSF was the proposed strategy. Monthly meeting carried out to monitor progress. MSF and MOHCC looked potential partners to takeover part of programme activities.  
· Scaling down of activities e.g. decreasing visits to peripheral centres and continue monitoring service provision from TDH.
· Strategizing on how to continue some service like viral load testing.
Involvement in the decision-making process, strategies and mechanisms
The district MOHCC were involved in the decision-making process from the time MSF announced their intention to exit until the end. Of note, though there was a strategy in place the implementation was difficult. Mainly because 
· TDH HIV/AIDS and TB programme heavily relied on MSF in terms of both resources and technical expertise. Therefore, as MSF exited TDH did not have the capacity to continue offering services at the level that existed when MSF still a partner. 
· None of the partners that were invited to the meetings were keen to take over additional responsibilities rather they chose to concentrate on their own objectives and goals.

Implications of MSF withdrawal from Tsholotsho district

What were the implications for the organisation, structures, staffing, downwards partners, sustainability of activities, finances, accountability?
Effects and challenges of the withdrawal by MSF from the partnership
· Demoralisation amongst MOHCC staff. From the time MOHCC staff heard of the exit, they were demoralised and anticipated challenges that they would face without MSF. The district had become over reliant on MSF and did not think they would leave. It is like they felt betrayed. 
· Some services were stopped e.g VL monitoring Mentor mothers and CAGs and some continued but not at level when MSF was still there. This was because of resources that were once provided by MSF
· lack of support staff (counsellors, lab technicians, MSF doctors and nurses)
· lack of resources (drugs fuels vehicles etc)
· Equipment and vehicles donated by MSF needed maintenance which MOHCC could not afford. Therefore,
 there would breakdown hindering service provision
· Beneficiaries had concerns and fears of continuity of service provision after MSF. They were afraid to die. In the community CAGs were viewed as an MSF project once MSF left, the groups stopped having their meetings and eventually closed.
Was it the loss of support, or the way it was terminated that caused these challenges?
It was mainly due to loss of support that is resources and technical expertise
Strategies for sustainability employed- alternative funders/funding models were found etc/ Actions were taken in attempt to address challenges following the termination of the agreement?
· Informing the PMD of the challenges that were being faced and Inviting other partners to take over some of the responsibilities. ITECH and EGBAF later after MSF had exited but there are not covering the whole district.
· Provide services that the district handles in terms of resource availability
· Strengthening of the mentorship program through supportive supervision. Trained mentors within the ministry visited clinics to monitor the progress in the OI/ART program in the district.

3. Plan International Case Report
General background of Plan International
Plan is an independent developmental and humanitarian organisation that advances children’s rights and gender equality. Founded 80 years ago (1937). The organisation works in over 75 countries
Structure of Plan international
Global Hub 
Head offices in the UK
Regional Hub
Four regional hubs: for the Americas (located in Panama), for Asia (located in Bangkok), for Eastern and Southern Africa (located in Nairobi) and one in West and Central Africa (located in Senegal)
Country offices
Led by the Country Director who reports the Regional hub
Programme units
Education, Skills and work, Youth Activism, Sexual Health and Rights, Early Childhood, Ending violence, Emergencies
General background of Plan in Zimbabwe
Plan international started in Zimbabwe in 1986 focusing on the causes of discrimination against children. Since then, the organisation has implemented multi-sectoral programmes reaching approx. 2.5 mill people in 8 provinces. It has a longterm presence in Chipinge, Chiredzi, Kwekwe, Mutasa, Mutare, Chimanimani, Kwekwe, Shurugwi, Harare, Bulawayo, Bulima, Mutoko, Mwenwzi and Tsholotsho Nkayi and Umguza. The programmes focus on health (malaria, HIV/AIDS, SRHRs, water and sanitation and maternal and neonatal health), livelihoods, education, child rights and protection. Plan International makes use of the Child Centered Community Development approach (CCCD) in which children, families and communities are active and leading participants in their own development
Plan International Tsholotsho
Plan started working in Tsholotsho in 1992 in the Tsholotsho South areas of Tshabanda and Mbalibali focusing primarily on promoting child rights and community development as well as humanitarian response. They started operating in 13 wards allocated to them by Tsholotsho Rural District Council based on aid organisation distribution. Now they cover the whole 22 wards in the districts
Reasons for entry into Tsholotsho
1. Children make up over 50% of Zim population and
2. Majority of children live in extreme poverty. Children have the least power in the HH and least influence on the disposal of HH income therefore they the ones hit the hardest by poverty. Most HH cope with economic challenges by cutting on children’s nourishment, education health and other necessities.
3. Challenging economic environment in Zimbabwe- due to persistent droughts, disease outbreaks and economic sanctions
4. Increased prevalence of disease outbreaks, malaria, cholera, ARI in children including malnutrition, HIV/AIDDS results in morbidity and mortality and leads to reduced HH and community productiveness.
5. Lack of investment in health and hygiene by Communities due to the above challenges whilst they focus on bread and butter issues.
Focuses on 9 Priorities: education, economic security, healthy start, Sexual and reproductive Health and Rights, water, sanitation and hygiene, gender equality and child participation and child protection. 
Rural WASH Project Tsholotsho District
The Rural WASH Project (RWP) was implemented in Tsholotsho in the period 2013-2016. It was funded by DFID and SDC through UNICEF with Plan International being the Implementing Partner. The project was implemented through the WASH structures, namely District Water and Sanitation Sub Committee (DWSSC) and Ward Water and Sanitation Sub Committee (WWSSC). The MOHCC was responsible for the implementation of the Sanitation and Hygiene component.
General overview of the WASH Programme in Zimbabwe
General background 
WASH is a collective term for Water, Sanitation and Hygiene gained popularity amongst international development actors and national governments from the 1990’s. The WASH programme has Three longstanding objectives 1. Ending open defection 2. Reducing inequalities in basic water, sanitation and hygiene services 3. Reducing inequalities in safely managed water and sanitation services. Implemented through WASH partnerships which involve multiple stakeholders from national level to grassroot level. Different WASH activities promote access to WASH services, reduces illness and deaths and promotes poverty reduction and socio-economic development. Activities are carried out through WASH in Households, WASH in Schools and WASH in Health facilities. The respective country governments are the coordinators of WASH partnerships. The WHO/UNICEF Joint Monitoring Programme for Water Supply, Sanitation and Hygiene, established in 1990, monitors and gives updates on the progress towards SDG 6, previous it was MDG 7c. 
WASH in Zimbabwe
Under the Ministry of Water Resources Development and Management (MoWRDM), WASH sector is managed by the National Action Committee for WASH formed in 1987 and re-branded in 2011. NAC oversees 3 sub sectors, Rural WASH, Urban WASH and Water resources management. NAC comprises of permanent secretaries from the relevant ministries led by MoWRDM and national coordination units oversees the provincial and district Water and Sanitation subcommittees, Catchment councils and Urban Sub-sector coordination forum. Rural WASH is implemented at three level National, provincial and district by a subcommittee which eventually reports back to the NAC. Subcommittees comprise of MoWRDM, MOHCC, M. local govt and urban development, transport, communication and infrastructure development M. women affair gender and community development.
WASH Sector Working Group- Comprises of Government and WASH donors. WSWG is meant to coordinate WASH donor aid and activities under the ministry’s leadership
Activities- water resources management (considering all spatial water distributions, types, uses, local and transboundary obligations), water supply (rural, peri-urban, urban), all multiple uses of water (agriculture, commerce, industry, energy, mining and environment), sanitation (including on-site and off-site, dry and wet systems and the management of both liquid and solid wastes), hygiene (including knowledge, behaviour and practices) and to sustainability, legal, institutional, managerial, financial, monitoring and evaluation issues pertaining to these.   
WASH programme in Tsholotsho district 
Led by the District Water and Sanitation Subcommittee (DWSSC) which reports to province then national.  Comprises of representatives of the above ministries and donor representatives including MOHCC (DHT TDH). Coordinate activities mentioned above at district level in HH, schools and health care facilities.
Rural WASH Project RWP
· Period of implementation 5 years June 2012- October 2016
· Implemented in 2 phases June 2012- Dec 2014 phase 2 Jan 2015- Jun 2016 extended to Oct 2016
· USD 56 million Funding from DFID (50 mill grant awarded to UNICEF for RWP) and SWISS Development Cooperation (6). UNICEF manged the funds.
· Locations – 33 of 66 rural districts in 5 Provinces (Mat North, Mat South, Midlands, Mash West and Masvingo). Chosen based on the low WASH coverage and cholera prone rural districts.
· Rationale – In 1980 Zim inherited a neglected rural WASH sector, 95% of people without access to safe water are in the rural areas, 48% of rural population practise open defection Lack of WASH services leads to a high incidence of preventable diarrheal disease e.g. 2008 Cholera outbreak.
· Objective improve access to WASH services, strengthen the capacity of community-based structures for operation and management and establish Rural WASH Management Information system 
· The RWP had four main components namely: New and Rehabilitation of WASH infrastructure, Demand Led Sanitation and Hygiene Promotion, WASH Sector Governance and Public Private Partnerships

· Implementation – Managed by UNICEF and implemented thru government structures with support of 10 Civil Society Organisations INGOs or NGO that signed Programme Cooperation agreements with UNICEF. managed and coordinated by NAC at level and PWSSC and DWSSC at provincial and district level respectively together with implementation partners. Key government agency was the Rural District Council. MOHCC is lead ministry for implementing sanitation and hygiene component. Community based structures involved Sanitation Action Groups, Water Point Committees, Community and School Health Clubs, School Development Committees.
[bookmark: _Hlk25411344]RWP in Tsholotsho District
The Rural WASH Project (RWP) was implemented in Tsholotsho in the period 2013-2016. It was funded by DFID and SDC through UNICEF with Plan International being the Implementing Partner. The project was implemented through the WASH structures, namely District Water and Sanitation Sub Committee (DWSSC) and Ward Water and Sanitation Sub Committee (WWSSC). 
In this partnership, The MOHCC was responsible for the implantation of the Sanitation and Hygiene component.
Goals and objectives 
The project’s main goal was to increase access to safe water by 25% and reduce the incidence of diarrhoeal diseases in the district through reducing open defecation.
Partners
	Implementation partners
	RDC, MOHCC, were the main implementing partners. Community members, 

	Collaborating partners
	Local business community



	Timeline of Plan International in Tsholotsho and its involvement in RWP


	June 2012- Dec 2014 
	Phase 1
· Situation analysis and formation of administrative structures e.g. Ward Subcommittees
· Initiation of activities within the 4 focal areas:  New and Rehabilitation of WASH infrastructure, Demand led Sanitation and Hygiene promotion, WASH Sector Governance and PPP formation

	Jan 2015- Jun 2016 extended to Oct 2016
	Phase 2
· Intensification in implementation of projects within the 4 focal areas




Organizational Structure of Plan International Tsholotsho
Country Director and team

Bulawayo regional office

Tsholotsho district team

SOP between Plan International and UNICEF and MOHCC


Funding structure and flow for RWP
DFID and SDC

UNICEF

Plan International
Together with DWSSC Plan made the budgets for resources which they would submit to UNICEF. Then UNICEF would disperse the funds and Plan would procure what was required in the budget.

Withdrawal of Funding
The project had come to an end. The grant was meant for that specific period

Services offered by Plan International in Tsholotsho District

	New and Rehabilitation of WASH infrastructure
	Demand led Sanitation and Hygiene promotion
	WASH Sector Governance
	PPP

	· Provision of new water points i.e new hand pumped boreholes
Repair and rehab of existing boreholes
· Piped water schemes in communities, schools and clinics
· Sanitation and hygiene facilities in schools
	· Sanitation and hygiene promotion to eliminate open defecation through construction of improved latrine facilities and encouraging behaviours like hand washing with soap
· Hygiene promotion at school level 
	· Policy Support
· capacity building of govt structures
· Building an information system
	· Create community-based structures for operation and management of WASH services together with donors and implementing partners. 




Plan International withdrawal from RWP MOHCC and Plan International Partnership (Programme staff’s perceptive)
What motivated the decision to withdraw?
End of the program cycle (UNICEF terminated its funding support 
How was the withdrawal of support implemented?
It was an abrupt withdrawal. Plan Zimbabwe left after cessation of funding by UNICEF. 
Preparation 
· Through the DWSCC, Plan drafted the sustainability plan in the last month of implementation.  
Strategies and mechanisms used in the withdrawal process.
· Abrupt withdrawal  
Other stakeholders (partners) involved.
· Government departments in the district 
· The local business people. 
Strategies and mechanisms for sustainability
· The rural district council to carry forward with the implementation of the Demand-led Sanitation and Hygiene Programme 
· Village Health Workers to continue uploading data through RWIMS.
· The MOHCC was to support the construction of latrines in communities. 
Biggest challenges during the process of withdrawal
· The rural district council had limited financial resources to support the programme – challenges in revenue collection (residents had accrued huge debts in outstanding 
· Connectivity challenges in some parts of rural Tsholotsho 
· No allowances to continues 

Lessons learnt from the implementation of the process


Appendix C: Case study forms and approval letters
Interview information sheet
[bookmark: _Hlk21611039][bookmark: _Hlk10291178]My name is Mr. Rashid Hamisi, a student researcher at the University of Cape Town, South Africa,  supervised by Associate Professor Jill Olivier. You are cordially invited to participate in the study: The impact of the withdrawal of international non-governmental organisations (INGOs) from public health facilities: a case study of Tsholotsho district, Matabeleland north province, Zimbabwe. The aim is to explore and describe the process of withdrawal by INGOs from public health facilities, at lower levels of the health system within fragile states. 
We are analysing the process of withdrawal of INGOs from Tsholotsho district hospital. You are expected to take part in a short interview to discuss and explore the following issues:
· the structural and operational characteristics of your organisation. 
· The sequence of events and context surrounding the withdrawal process
· the organisation’s experiences, concerns, challenges, opportunities, and decision-making process in preparation and during the process of withdrawal.
· strategies employed by your organisation to ensure the sustainability of the interventions. 
· how public health facilities have coped with the withdrawal of international non-governmental organisations.
We do not expect you to provide any personal beliefs or stories, or sensitive information. Also, you do not have to answer any questions you are comfortable answering.
Participation is voluntary; you can pull out at any time for any reason. No action will be taken against you or your organisation if you decide not to participate. Interviews will be conducted directly or through Skype and telephone calls. The interview will be approximately an hour long; and will take place at a pre-arranged time and place that promotes your comfort, privacy, and confidentiality. Interviews will be recorded but you can decline if you feel uncomfortable. Data collected, and research documents are accessible only to the research team. Your name will not be disclosed, instead, participant identification numbers will be used to identify study documents. However, the names of INGOs might need to be disclosed to ensure appropriate analysis and reporting. Nonetheless, if an INGO requests anonymity, their name will not be disclosed. All electronic records will be kept in password-protected files stored in a computer drive and will be backed up using Microsoft One drive cloud storage. 
There is minimum risk associated with your participation in this study. However, we appreciate there might be sensitive information that you might not want to share. As such, you are free not to respond to questions of that nature. There are no direct benefits or reimbursements from the study. However, results from the study will be used to inform PNFP organisations; district, provincial and national health providers to ensure an effective withdrawal process and sustainability of outcomes.
After the researcher’s analysis and synthesis of data, the preliminary findings will be sent to you via email. This will be an opportunity for you to go through the data and ensure that the research has appropriately captured your views. Your feedback will be included in the final presentation of the results. After completion of the study documents, interview transcripts and electronic data will be discarded after 90 days using appropriate channels.
For further clarification about the study, feel free to contact any member of the research team. You can also contact the Human Research Ethics Committee (HREC) at the University of Cape Town if you need more information regarding the ethics approval of this research. 
	Contact details

	Human Research Ethics Committee
(HREC)
University of Cape Town, Faculty of Health Sciences,
E52, Room 24, Old Main Building, Groote Schuur Hospital, Observatory, 7925
South Africa
Tel: +27 (0) 214066492
Fax: +27 (0) 214066411
	Principal investigator and Supervisor
Professor Jill Olivier
University of Cape Town
Health policy and system division, School of public health and family medicine
Anzio Road, Observatory, 7925, South Africa
Tel: +27 (0) 214066489
Jill.Olivier@uct.ac.za	

	Student Researcher

Mr. Rashid Hamisi
University of Cape Town
Health policy and system division, School of public health and family medicine
Anzio Road, Observatory, 7925, South Africa
Tel: +27 (0) 782783316
hmsras001@myuct.ac.za
























Consent form
Consent form to be attached to interview information sheet
[bookmark: _Hlk25498007]THE IMPACT OF WITHDRAWAL OF INTERNATIONAL NON-GOVERNMENTAL ORGANISATIONS (INGOs) FROM PUBLIC HEALTH FACILITIES: A CASE STUDY OF TSHOLOTSHO DISTRICT, MATABELELAND NORTH PROVINCE, ZIMBABWE

	Name: 

	Organisation: 

	Date:

	



I have been invited to participate in a study about the impact of the withdrawal of international non-governmental organisations (INGOs) from public health facilities in Tsholotsho district. I have read the interview information sheet and I understand the purpose of the study, what is expected of me; and the risk and benefits of the study. The researcher has satisfactorily clarified all the concerns and questions. I voluntarily give my consent to participate in this study interview.
Therefore, 
	I agree to be interviewed
	Yes ☐
	No ☐

	I agree to be recorded
	Yes ☐
	No ☐

	I agree to be contacted by the researcher
	Yes ☐
	No ☐



	Signature of participant:
	 

	Date:
	

	Signature of researcher:
	

	Date:
	














Interview guide
[bookmark: _Hlk6844362][bookmark: _Hlk10291301]A. Semi-structured Interview guide with key informants from international non-governmental organisations (INGOs) 
Approach: 
· The interviewer introduces the process to the interviewee stating clearly the purpose of the research. Obtains consent using forms in Appendix B
· Consent form signed by interviewee and interviewer.
Questions will be asked in an open-ended format, and will be framed around the following key concerns: -
[bookmark: _Hlk6842043]Background of the organisation in Tsholotsho district
· [bookmark: _Hlk6842118]Narrate the history of your organisation in Tsholotsho district. 
· When did the organisation start working Tsholotsho district?
· What were the circumstances that led to your intervention?
· When did the organisation exit Tsholotsho district?
· Describe your organisational structure and operations in Tsholotsho district.
· Funding structure and flow (donors)
· Services offered. 
[bookmark: _Hlk6846173] INGOs withdrawal from Tsholotsho district
Can you describe the events that took place when the partnership agreement ended?
· What motivated the decision to withdraw?
· How was the withdrawal of support implemented?
· How did the organisation prepare for withdrawal?
· What were the strategies and mechanisms used?
· What was the organisation’s role in the process? 
· Were there any other stakeholders (partners) involved? 
· What were the strategies and mechanisms for sustainability?
· What were your biggest challenges during the process of withdrawal?
· What lessons did you learn from the implementation of the process?

B. Semi-structured Interview guide with key informants from Tsholotsho district hospital (TDH)
Approach: 
· The interviewer introduces the process to the interviewee stating clearly the purpose of the research makes 
· Obtains consent using forms in Appendix B 
· Consent form signed by interviewee and interviewer
At least three cases of INGOs withdrawal from TDH will be examined. Therefore, there is a likelihood that some key informants from TDH have interacted with more than one INGO. During the interview, the interviewer will ask the questions outlined below, addressing one INGO at a time. Questions will be asked in an open-ended format, and will be framed around the following key concerns: -


Background of the partnership between TDH and INGO
Please describe the partnership between TDH and INGO 
· When did the partnership start?
· What were the circumstances that led to the emergence of these partnerships?
· Has the central government provided guidance in directing the functions of these partnerships in your district? 
· If so, how?
· Have these partnerships helped in improving capacity for health service delivery in your district / at your facility? 
· If so, how? 
· What were/are some of the challenges that you faced in trying to coexist as a partnership?
[bookmark: _Hlk6847307]INGO withdrawal from Tsholotsho district
[bookmark: _Hlk6846714]Can you describe the events that took place when the partnership agreement ended? (please note, I will be asking you the same set of questions for each partnership)
· What were the reasons for this termination? 
· Was there any warning?
· If so, how did the stakeholders prepare for the termination of the partnership agreement?
· How involved were they in the decision-making process, strategies, and mechanisms?
Implications of INGO withdrawal from Tsholotsho district
What were the implications for the organisation, structures, staffing, downward partners, sustainability of activities, finances, and accountability?
· What were the effects of the withdrawal by INGO from the partnership? 
· Were there any challenges you faced/saw because of this termination?
· Was it the loss of support, or the way it was terminated that caused these challenges?
· What actions were taken in an attempt to address challenges following the termination of the agreement?
· What strategies for sustainability were employed? What alternative funders/funding models were found?









Research information brief
[bookmark: _Hlk6838052]THE IMPACT OF WITHDRAWAL OF INTERNATIONAL NON-GOVERNMENTAL ORGANISATIONS (INGOS) 
FROM PUBLIC HEALTH FACILITIES: A CASE STUDY OF TSHOLOTSHO DISTRICT, MATABELELAND NORTH PROVINCE, ZIMBABWE
[bookmark: _Hlk10291942][bookmark: _Hlk14775819]International non-governmental organisations (INGOs) play a critical role in improving the capacity of the health systems to deliver services in sub-Saharan Africa (SSA), especially in fragile and conflict-affected states (FCAS). Nonetheless, the sustainability of these public-private engagements (PPE) initiatives are threatened by various factors including, the decline in developmental and humanitarian assistance; and a shift in policies and priorities. Consequently, many INGOs are exiting PPE initiatives. However, there is a lack of evidence about the process of withdrawal of these partners and how it affects the functioning of the health system, especially at lower levels of the health system.
Aim of the study: This is a descriptive study that aims to describe the process of withdrawal by International non-governmental organisations (INGOs) from PPE initiatives with public health facilities, at lower levels of the health system within an FCAS. The study has two main objectives: 1) to describe the experiences, concerns, challenges, opportunities, and decision-making process in preparation and during the process of withdrawal; and 2) to describe how public health facilities cope with the withdrawal of partner support. 
[bookmark: _Hlk14775771]Research question: How is the withdrawal of support by international non-governmental organisations experienced by Tsholotsho district hospital; and how do different processes of withdrawal affect the functioning of the health system in Tsholotsho district, Zimbabwe?
[bookmark: _Hlk14775918]Approach: This study will be conducted in two phases. Phase 1 will consist of a rapid scoping literature review. This will inform the case study, which includes will include a context-mapping phase, a case comparison and analysis phase, and a write-up phase. 
Ethics: Ethical approval will be sought from UCT’s Human Research Ethics Committee and the Medical Research Council of Zimbabwe (MRCZ).
Case proposition: The implementation approach of the withdrawal of funding or service provision is as important as the loss of support itself. Implementation of the withdrawal process by INGOs from public health facilities can either strengthen or weaken the health system. Therefore, the analysis of the withdrawal process of INGOs from PPE initiatives gives insight into how to effectively manage the process to ensure health systems strengthening.
Timeline: April 2019-May 2019 - Development of research proposal and ethics submission
April 2019-December 2019 - Conduct a literature review
May 2019-January 2020 - Data collection, analysis, and write up
December 2019-February 2020 - Key stakeholder feedback and handing in of dissertation
	[bookmark: _Hlk14771058]Principal investigator and Supervisor
Associate Professor Jill Olivier
University of Cape Town
Health policy and system division
School of public health and family medicine
Anzio road, Observatory, 7925, South Africa
Tel: +27 (0) 214066489
Jill.Olivier@uct.ac.za
	Researcher
Mr Rashid Hamisi
University of Cape Town
Health policy and system division
School of public health and family medicine
Anzio road, Observatory, 7925, South Africa
Tel: +27 (0) 782783316
hmsras001@myuct.ac.za
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HREC REF: 41072019
A/Prof 3 Olivier

Health Policy 8 systems Divison.
Room 1.38, Faimouth Bullding
Public Health & Family Medicine
FHS

Dear A/Prof Olivier
PROJECT TITLE: THE IMPACT OF WITHDRAWAL OF INTERNATIONAL NON-GOVERNMANTAL
ORGANISATIONS (INGO's) FROM PUBLIC HEALTH FACILITIES: A CASE STUDY OF
MATABELELAND NORTH PROVINCE, ZIMBABWE. (MPH CANDIDATE: MR R HAMIST)

Thank you for submitting your study to the Faculty of Health Sciences Human Research Ethics
Commitzee (HREC) for review.

1152 pleasure to Inform you that the HREC has formally approvad the above-mentioned study.
Approval is granted for one year until the 30 July 2020.
Please submit  progress form, using the standardised Amnual Report Form If the study continues

‘beyond the approval period. Please submit a Standard Closure form If the study s completer within o
approval period.

(Forms can be found on our website: yun. health.uct,zc.z2/ s/ research/humanethics/forms)

We acknowledge that the student: Mr R Hamis! will also be involved in this study.
Please quote the HREC REF In all your correspondence.

Please noto that the ongoing ethical conduct of the stucy remains the respansibilty of the principal
Investigator.

Please note that for alstudies approved by the HREC, the principal Investigator must obtain appropriate.
Institutional approval, where necesszry, before the research may occur.

Yours sincerely

THICS C

Federal Wide Assurance Number: FWA0O001637.




