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This common proposal form is for use by applicants seeking to request Health Systems Strengthening (HSS) Support from GAVI and/or the Global Fund. 


This form is structured in three parts: 

· Part A - Summary of Support Requested and Applicant Information
· Part B - Applicant Eligibility (Scanned copy of Signature attached)
· Part C - Proposal Details

All applicants are required to read and follow the accompanying guidelines in order to correctly fill out this form. 

	Part A - Summary of Support Requested and Applicant Information

	

	Applicant:
	The National Department of Health (NDOH) of Papua New Guinea

	Country:
	Papua New Guinea

	WHO region:
	Western Pacific Region

	Proposal title:
	“Intensified integrated EPI/MNCH outreach in Eight (8) selected low performing provinces of Papua New Guinea”

	Proposed start date:
	1st July 2013      

	Duration of support requested:
	5 Years (60 Months). From July 2013 to June 2018

	Funding request:
	Amount requested from GAVI:
	3,072,923
	Amount requested from Global Fund:
	

	Currency:
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	Contact details

	Name
	Mr Gerard Sui and Mr. Ken Wai

	Title
	National EPI Manger and Executive Manager Strategic Policy Division

	Mailing address
	NDOH, AOPI Centre Waigani Drive, P.O. Box 5896, Boroko, NCD -  Papua New Guinea

	Telephone
	+675- 301 3703

	Fax
	+675-323 9710

	E-mail addresses
	gerard.sui2011@gmail.com and ken_wai@health.gov.pg 


List of abbreviations
AIP 



Annual Implementation Plan

APR 



Annual Performance Review

CHAC 


Child Health Advisory Committee

cMYP 



comprehensive Multi-Year Plan

DHO 



District Health Office

DNPM 



Department of National Planning and Monitoring

DPF 



Department of Planning and Finance

DPLLGA 


Department of Provincial and Local Level Government Agencies

DPs 



Development Partners
DPT-3 



Diphtheria-Pertussis-Tetanus – third dose

EPI/MNCH 
Expanded Programme on Immunization/Maternal Neonatal and Child Health
GoPNG 


Government of Papua New Guinea

HSPC 


Health Sector Partnership Committee

HSS 



Health Systems Strengthening
ICC 


Interagency Coordination Committee

IMR 



Infant Mortality rate

INGOs



International Non-government organizations

JICA 


Japan International Cooperative Agency 

KRA 



Key Results Area
LTDS 



Long Term Development Strategy
MDGs



Millennium Development Goals

MOH 



Ministry of Health

MTDP 



Medium Term Development Plan

NDOH 



National Department of Health

NHIS 



National Health Information System

NSO 



National Statistics Office

NSP 



National Strategic Plan

ODA 



Official Development Assistance

PHO 



Provincial Health Office

PNG DSP 


Development Strategic Plan

RED/REC


Reaching Every District to Reach Every Child

SIA 


Supplementary Immunization Activity
UNICEF 


and 

VHCs 



Village Health Committees

VHVs



Village Health Volunteers

WHO 



World Health Organization

WPRO 


WHO Regional Office
	Executive Summary

→ Please provide an executive summary of the proposal.


Executive Summary

Introduction

The National Department of Health (NDOH) of the Government of Papua New Guinea seeks support from the GAVI Alliance for Health Systems Strengthening (HSS) for the amount of US$ 3,072,923 over a period of five years (60 months). This proposal, the “Intensified Integrated Expanded Programme on Immunization/Maternal Neonatal and Child Health (EPI/MNCH) outreach in Eight (8) selected low performing provinces of Papua New Guinea” is in line and built on the national policies and strategies presented in the “National Health Plan 2011-2020” and takes into account the most recent reference data and the country health profile reported in this national plan.  Additionally, this HSS proposal is aligned to the ”Comprehensive Multi-Year Plan for National Immunization Programme 2011-2015” and in the MNCH’s  outcomes and objectives of the Key Results Area (KRA-5) of the National Strategic Plan 2011-2020.  Funding is requested to implement and strengthen the “Reaching Every District to Reach Every Child Strategy” wherein strengthening EPI/MNCH is the nucleus of the intervention.  The aim of this proposal is to provide the EPI/MNCH integrated package of services in 134 health centers of 14 districts of 8 selected provinces.
Rationale

This HSS proposal is based on a systematic review of the nation’s needs and aspiration, and on the priorities articulated – as well as the identified gaps & weakness – in the National Health Plan 2011-2020
 (NHP).  It takes into account the National Strategic Plan 2010-2050 (NSP), the Long Term Development Strategy 2010-2030 (LTDS), and the Medium Term Expenditure Framework 2010-2015 as well as the Comprehensive Multi-Year Plan National Immunization Programme 2011-2015 and the MNCH objectives and outcomes. It also considers the role and contribution of all national and international Development Partners (DPs) in the health sector in the country. This proposal is also consistent with the WHO Western Pacific regional strategy for HSS/PHC initiative which aims to ensure equitable, effective, efficient, transparent health system delivery. This initiative has Primary Health Care (PHC) as a guiding principle to strengthen health systems leading to universal access to quality services for improved health outcomes as its vision and goal. Additionally, Outreach is a basic strategy to reach population with no ready access to health services which has significant impact on health for the disadvantaged women and children. In PNG the geo-topography and sparse road system only allow 20-30% of the population to utilize the health services in the health facilities (Hospitals, Health Centers and Health Posts) accessible by road. Therefore the outreach strategy is essential if accessibility to health services is to be expanded. Providing foot patrols and mobile clinics to villages will ensure that an additional 70-80% of population is attended. 
Besides providing the comprehensive package of EPI/MNCH activities, this strategy will reinforce and strengthen the crucial preventive aspects of PHC in delivering health messages to the communities.

Selected Geographical Area
Based on selection criteria {latest epidemiological data, coverage data (DTP-3 coverage and unvaccinated children), performance factors, difficult environment, weak managerial and administrative process, human resources} and assessed needs, this GAVI HSS proposal will support the following 14 districts in eight (8) selected provinces covering 134 Health Centres (out 800 in the country therefore roughly 20%):
	Provinces
	Districts
	Heath Centres

	Morobe

	3 Districts 

Lae:     10 Health Centres

Bulolo:  7 Health Centres

Menvamya: 5 Health Centres
	22

	Madang2
	1 District 

Middle Ramu: 8 Health Centres
	8

	East Sepik2
	3 Districts

Angoram:  10 Health Centres

Wewak:     9 Health Centres 

Ambunti/Drekikir:  9 Health Centres
	28

	Gulf
	1 District

Kerema: 15 Health Centres
	15

	East New Britain2
	1 District
Gazelle: 10 Health Centres 
	10

	West New Britain
	1 District

Kandrian/Gloucester: 15 Health centres
	15

	Western2
	2 Districts

Middle Fly: 13  Health Centres

South Fly:  10 Health Centres
	23

	Autonomous Region of Bougainville2
	2 Districts:

Central Bougainville: 6 Health Centre
South Bougainville: 7 Health Centre
	13

	TOTAL
	
	134


These districts were also selected based on poverty incidence, health status as Infant Mortality rate (IMR), service coverage (DPT-3). This EPI/MNCH proposal also complements the existing efforts by other partners as AusAID in these provinces. The provinces outlined in bold have AusAID EPI Provincial Officers; thus this effort of improving the routine immunization in these provinces using GAVI HSS fund will complement the efforts of other partners thereby leading to an impact outcome. 
Goal
Contribute to acceleration in reaching Millennium Development Goals 4, 5 and 6 targets in Papua New Guinea by 2018 by supporting implementation of the Comprehensive Multi-Year Plan of the National Immunization Programme 2011-2015 and to fulfil the recommendations of the Ministerial Taskforce on the Maternal Health in selected low performing provinces and districts.

Overall objectives
The main objective of this proposal is to take EPI/MNCH health services delivery closer to the community in the rural areas. The outreach/patrol team will provide a set of five (5) integrated packages of services at village level where they visit – linked to the EPI and MNCH national strategies. The specific objectives are: 

I. To provide Immunization to women and children; 
II. To provide antenatal check-up to pregnant mothers and post natal care; 
III. To provide family planning services and referral for Tubal Ligation or Vasectomy;
IV. To monitor the Weight and  Growth of children and treatment of illness, if any
V. To provide health education to the community including water supply, sanitation & hygiene.
The package of activities and services which will be provided to the communities through the integrated outreach intervention will have curative, promotive and preventive aspect. Four major clusters of services are envisaged: (i) Antenatal and Postnatal care; (ii) Immunisation to women and children; (iii) Growth monitoring and treatment of illnesses; (iv) Community Health & Hygiene Education
Target groups:
The proposed target groups are women and children: (i) Children 0-5 years old with special focus to children less than 1 year of age for all routine vaccines and (ii) Women 15 to 45 years old with specific focus to pregnant women. The children will be targeted for routine vaccines as BCG, OPV, Hepatitis B, DTP-HepB-Hib vaccine, Measles; while the pregnant women will be targeted for tetanus toxoid vaccine. 
Management Approaches:
The proposal foresees four levels of managerial approaches and responsibilities. NDOH will be the overall supervisor of the operation at central level. The selected provinces and districts will be in charge of the proposal at peripheral level, while the Health Centre will be the proposal implementation unit using the Outreach Team composed by Community Health Workers and the designated Nursing Officer.

Monitoring and Evaluation: 
The proposal will not create a parallel M&E system and therefore will utilise the routine National Health Information System (NHIS) currently in place. The only exception will be – if approved – the utilisation of the specially designed M&E Outreach Form to be submitted as part of the fund acquittal (please refer to annex). The data flow will be bottom up from health centres to district and to provinces while the supervisory activities will be performed in the opposite direction. WHO will provide technical support to the entire operation. Synergy will be created and strengthened with the present AusAID-EPI provincial officers (already present in seven of the eight selected provinces) who will facilitate M&E, fund flow and supervision when required.

Financing Approaches: 
The proposed and recommended (based on recent experiences) cash flow will be as follow: (i) NDOH should receive the fund directly from GAVI; (ii) NDOH should have sub ledger account for this specific proposal/fund; (iii) NDOH will disburse the cash to the provinces in their designated Health Sector Improvement Programme (HSIP) Trust Account - on a biannual bases, on receipt of acquittal of the previous tranche of fund; (iv) Provinces will send the funds to the districts and the  health centres based on a prepared outreach plan which will identify human resources, transport, days, needed fuel etc.   The HSS/GAVI proposal will be utilised for the following purpose: (i) 50% of the necessary per diem (Per Diem GAVI 35 PGK or 17 US$). of the human resources; (ii)  50 % transport cost (car, boat, fuel) for the outreach activities. The remaining 50% of the required amount for the per-diem and the transport cost as need be will be supported by the NDOH routine funds 
Timing:

The proposed integrated outreach activities should be ideally implemented on a quarterly basis (4 times a year). The duration of the integrated outreach activities will vary from village to village, however the proposal will support a lump sum of 4 days. The Patrol/Outreach Team will be composed of a Community Health Worker and a Nursing officer.

Implementers:

The main implementers of this proposal will be the Health Centres (Government and Faith Based Organisations represented by the Christian Health Services) under the supervision of Provincial and Districts Health Departments with support from stakeholders such as AusAid, Christian Health Services, WHO, UNICEF and INGOs (Save the Children, World Vision, CARE. etc.).
	Part C - Proposal Details

	

	1. Process of developing the proposal

	1.1 Summary of the proposal development process

→ Please indicate the roles of the HSCC and CCM in the proposal development process. Also describe the supporting roles of other stakeholder groups, including civil society, the private sector, key populations and currently unreached, marginalised or otherwise disadvantaged populations. Describe the leadership, management, co-ordination, and oversight of the proposal development process. 

	In May 2012 in collaboration with GAVI secretariat, WHO Regional Office (WPRO), UNICEF, AusAID and the WHO country office a joint mission was held in PNG. The mission scope and objectives were:
(1) Raise awareness of the MOH key officials and partners about GAVI's  co-financing policy; joint health systems funding platform, funding based on jointly assessed national plans and different modalities of health system strengthening to support EPI.
(2) Discuss issues towards strengthening routine EPI and preparedness plan for introduction of new vaccines like pneumococcal vaccine in the country.
(3) Discuss better involvement of civil society organization and coordination among the development partners in strengthening of EPI and support to health systems strengthening (HSS) in Papua New Guinea.
(4) Discuss HSS support to PNG by the Global Fund (R10 HSS grants and WPRO-GF operational work plan) and discuss synergies between GAVI support, to maximize health gains for MDGs 4, 5, and 6.
(5) Identify areas of possible support in areas of EPI and HSS in Papua New Guinea.
The findings and recommendations of the mission were:

(1) The EPI programme in PNG faces many challenges as coverage for routine immunizations continues to be low. However, the dedication of stakeholders, with funding available and with the current initiatives in place will facilitate the improvement of the immunization coverage in the next five years. Annual targets for improving coverage are realistic and it is expected that the full implementation of the Reaching Every Child strategy will contribute directly to increased coverage. 
(2) Lack of operational funds at the facility level and weak management capacity at the district, community and facility levels are one of the key health system bottlenecks in PNG to realizing effective service delivery and increasing coverage including EPI. The NDoH and the partners are now joining efforts under the rural health services transformation project and it was suggested that GAVI and GFATM could potentially contribute to this initiative. 
(3) In-service training for provincial clinic staff must be conducted regularly especially with the introduction of new vaccines in the near future. Vaccine administration techniques as well as vaccine safety and security procedures should be reinforced during trainings.
(4) WHO and other partners should continue dialogue to support the government of PNG for a potential HSS funding request under the new joint health systems funding platform which will be launched in August 2011 with a submission deadline on 15 December 2011. 
As a second step, selected staffs of NDoH were invited in July 2012 in Bangkok at the: “Bi-Regional Workshop on the implementation and Monitoring of GAVI supported Health System Strengthening (HSS)”. This lead to the following decisions:
1. Papua New Guinea will apply for the GAVI HSS application in Dec 2012 with the planning unit of National Department of Health as the operational lead for the application process and National EPI unit as the technical lead in the process. 

2. Family Health Services, Maternal Health Unit, WHO, UNICEF will provide the necessary inputs for the steps ahead.

3. The proposed GAVI HSS grant will be focussed in the identified low-performing provinces by National EPI unit where the “Reaching Every District” to Reach Every Child” initiative is being currently implemented. The presence of AusAID officers as provincial EPI support officers will be complimentary for an impact demonstration by coupling the existing mechanism in these provinces with the GAVI HSS grants.

4. The Autonomous Region of Bougainville which is piloting the Direct Facility Funding in PNG will be involved in the process so that the lessons learnt from the initiative can be built into the planned funding from GAVI.

5. Based on the discussion with the planning unit of NDoH, the family services unit of NDoH will request WHO for possible technical assistance in preparing the GAVI application for the December  2012 window of application.

6. WHO (EPI and HSD) team will support preparing the briefing note on the HSS discussion to be shared with planning unit of NDoH and Secretary/ Deputy Secretary for Health.

With the HSS proposal general framework in place, WHO-PNG through financial support from WPRO provided the necessary technical support with engagement of a consultant for the proposal preparation in collaboration with main stakeholders and NDOH staff. 
The preparation of this proposal, the “Intensified integrated EPI/MNCH outreach in eight (8) selected low performing provinces of Papua New Guinea” received the contribution of the NDoH Department of Planning and Budgeting which coordinated and provided oversight to the overall proposal development process. The drafting of the application was led by a core team composed by: (i) staff of Department of Planning and Finance NDoH; (ii) A/g Executive Manager Public Health NDoH; (iii) the manager of PNG EPI program; (v) the manager of Maternal Health NDoH; (vi) PNG WHO Team Leader Health System development; (vii) WHO EPI-technical officer; (viii) WHO MNCH Team Leader. Technical assistance was also provided by WHO regional office in Manila. This proposal was also built upon various consultations and feedback from health stakeholders, health services providers and civil societies. The proposal is aligned with the approved “National Health Plan 2011-2020”, the comprehensive Multi-Year Plan (cMYP) for the period of 2011-2015 for the National Immunization Program and national framework for implementation of the EPI/MNCH strategy. All key stakeholders were consulted both in informal meetings and subsequently formally through the Inter Agency Coordination Committee (ICC) which in PNG is the correspondent of the HSCC and the Child Health Advisory Committee (which is composed of Paediatricians, Public Health Medical School staffs, nutritionist, and partners in public and private sector)
In addition, the proposal development team had a number of informal meetings with key partners to receive specific feedback and to ensure that all the activities are aligned. 


	1.2 Summary of the decision-making process

→ Please summarise how key decisions were reached for the proposal development.

	The decision making process for the proposal development was done simultaneously with the proposal development process which have been described in section 1.1 however it can be summarized as follows:

· The decision for this HSS-GAVI proposal is based on strong evidence based information as highlighted in available documents which outlines the main weaknesses and bottlenecks affecting the PNG health sector and specifically the EPI and MNCH programmes.
· The NDOH decision to: “Go back to basics” endorsed in the last Child Health Advisory Committee meeting and ICC meeting of November 2012

· The GAVI secretariat, WHO Regional Office (WPRO), UNICEF, AusAID and the WHO country office joint mission to PNG met in May 2012 and paved the framework of this HSS proposal based on extensive consultation with high rank NDoH staff and partners.
· The key decisions for the proposal developments were discussed between NDoH, WHO & UNICEF and then shared with main stakeholders during the CHAC and ICC meeting during the month of November’12. They were based upon the evidences of Papua New Guinea’s slow pace in achieving the MDGs related to EPI/MNCH. This choice was also made in order to provide continuity to the integrated package of EPI/MNCH services at provincial, district and community level using EPI/MNCH strategy. Additionally, this decision was taken in order to enhance and strengthen ongoing synergy on similar successful activities of other implementing partners.

· Wider health stakeholder’s consensus (AusAID, JICA, UNICEF, ADB, WHO and private sector) on the decision of the HSS proposal was formulated 
· On 12 November 2012 the members of the Child Health Advisory Committee held a meeting and among others matters the possible HSS-GAVI application to GAVI was discussed and agreed. This committee is the forum for EPI & child health decision making body in the country and meet once a quarter. Members from the School of Medicine of the University PNG; representative of the Paediatric Society of PNG, Chief paediatrician of Port Moresby General Hospital and for the country, WHO, NDoH and UNICEF representative as well as NGOs representatives from Susu Mamas and Medical Standard Procurement were present. Members of the Interagency Coordination Committee (ICC) and Child Health Advisory Committee Members (CHAC) were consulted in the course of this application. Additionally, the ICC and CHAC members also participated in the development of this proposal and agreed to support the implementation of the strategy and planning framework for the integrated package of EPI/MNCH services 2011-2015.
· The draft document was reviewed internally by NDoH before being shared with the other key stakeholders and partners. The application was endorsed by the ICC & CHAC members, and t by the NDoH senior managers. The international development partners as JICA, UNICEF, AusAID and WHO are represented in ICC.
· The final draft was prepared and shared for comments and suggestions. All mandatory additional information and documents were also prepared. All requested signature have been provided.


	2. National Health System Context 

	2.1 a) National Health Sector

→ Please provide a concise overview of the national health sector, covering both the public and private sectors at the national, sub-national and community levels.

2.1  b) National Health Strategy or Plan

→ Please highlight the goals and objectives of the National Health Strategy or Plan. 
2.1 c) Health Systems Strengthening Policies and Strategies 
→ Please describe policies or strategies that focus on strengthening specific components of the health system that are relevant to this proposal (e.g. human resources for health, procurement and supply management systems, health infrastructure development, health management information systems, health financing, donor coordination, community systems strengthening, etc.)

	2.1 National Health Sector

Papua New Guinea's health sector is presently guided by its sixth National Health Plan which outlines the policy directions and priorities for the period 2011-2020. It builds on lessons from previous health plans and draws, in particular, on the recommendations from the mid-term review. The current plan aims to 'improve the health of all Papua New Guineans, through the development of a health system that is responsive, effective, affordable, and accessible to the majority of our people. It also recognises that resources are limited and thus focuses on selected priority areas and on increasing efficiencies within the sector. To achieve the vision, mission, and goal of the NHP, the sector will focus on eight major policy objectives or Key Result Areas as defined in the plan: (1) improve service delivery; (2) Strengthen Partnership and Coordination; (3)Strengthen Health Systems; (4) Improve Child Survival; (5) Improve Maternal Health; (6) Reduce the Burden of Communicable Diseases; (7) Promote Healthy Lifestyles and (8) Improve our Preparedness for Disease Outbreaks and Emerging Population Health Issues.
To realise the PNG Vision 2050 and the PNG Development Strategic Plan 2010–2030 (PNG-DSP), the strategy for the health sector for the next twenty years is to transform the current health service delivery system. This will include the progressive introduction of community health posts, district hospitals, regional specialist hospitals, new national referral hospitals, and the National Public Health Institute, as well as meeting the requirements of two new provinces. The model intends to reverse deteriorating health and the widening accessibility gap. It acknowledges that service delivery improvement is required at all levels, and there is a need for greater integration between hospital and rural health services (both public and church-managed).
The government is the largest provider of health care, although the Church Health Service operates approximately half of the rural health centres and sub-centres. The churches are also responsible for training many of PNG's health workers, including nurses and community health workers. The country has approximately 7.1 million people (2011 census), 52% of who are female, and the population has grown rapidly since independence in 1975 at an average annual rate of 2.5%. Half of the population is now under 19 years of age, and over 85% live in relatively isolated areas with limited or sometimes no access to basic services. The average life expectancy is 54 years and adult literacy is estimated to be 52%. 
The major health problems have remained largely unchanged in the past fifteen years, although there are recent indications of an epidemiological transition beginning to take effect among some populations There is solid evidence
 that identifies the major health problems, and increasing evidence on the factors that contribute to these concerns. Specifically related to this HSS proposal are the Infectious disease and maternal and child health problems account for the greatest burden of disease in the community, and typically the greatest burden on the health services.  PNG ranks second highest in the world in maternal mortality (733/100 000 Live births as per DHS 2006), after Afghanistan and outside Sub-Saharan Africa. The main causes of deaths related to pregnancy are prolonged labour and excessive bleeding. Thus a safe and accessible delivery environment could save many lives. The risks for maternal deaths have increased due to the still high fertility levels (many children) and shortened birth intervals over the past decade. Currently, a woman in PNG will have a 25 times higher chance of dying in her lifetime as a result of childbirth, compared to those women not giving any birth. The neonatal death rate (within one month of birth), frequently a result of poor maternal health and the delivery environment, has shown little change over the past two decades. Health of children similarly remains of concern. One child in every 13 born in PNG will die before the age of five years, a rate far greater than in any other country of the Pacific region. However, the child health program has shown that good program implementation and improving environmental conditions can make a difference — in the ten years from 1996 to 2006, both infant and child mortality rates declined by 20%. Preventable and treatable diseases, including malaria, pneumonia, diarrhoea, tuberculosis, HIV, and neonatal sepsis remain the most frequent causes of childhood deaths. Adequate space between births provides for greater survival rates of children. An infant born less than two years after his/her sibling is 85% more likely to die in the first year of life than if the interval had been three years or more. Infant mortality is also influenced by family size; children who are fourth born or of higher parity are over 50% more likely to die in infancy than first to third born infants.
Addressing MDG 4, 5 and 6 effectively are therefore key priorities for Papua New Guinea. Health services provided by the Government and non-state providers, mainly the Churches and to lesser degree economic operators and primarily financed by public funds. To date, a high level of fragmentation in the institutional and fiscal relationships between national, provincial and lower levels of government has contributed to the poor health outcomes. 
Health system
In summary, the 19 provinces and 20 hospitals and a largely publicly funded church health system, which accounts for about half of the health care services operate in a very diffuse and largely uncoordinated manner. The health system employed about 13,000 staff in 2009 and its infrastructures comprises 19 provincial hospitals, 94 urban clinics, 2192 health centres and 447 health sub-centres. There about 2,000 health posts – but many more were previously operational
. 
Ministry of Health's mission, vision and objectives
The overall mission of the National Department of Health is to promote the physical, social, mental and spiritual well-being of people in their communities, and to promote and encourage the maintenance of community health at an acceptable level by planning and delivering preventive and curative medical and other health services. The vision of the Department is a nation of healthy individuals, families and communities where self-reliance prepares all for healthy living in a healthy island environment, with the ultimate goal of improving the health of all Papua New Guineans through the development of a health system that is responsive, effective, affordable, acceptable and accessible to the majority of people. The goal of the new National Health Plan of Papua New Guinea is to ‘Strengthened Primary Health Care to All and Service Delivery to the rural majority and urban poor'. The Government is focusing its efforts on improving child health and reducing malaria, tuberculosis and HIV/AIDS through specific programme. 
Organization of health system and delivery services
Health services in Papua New Guinea are provided primarily by the Government and church medical services (both of which are financed primarily from public sector funds); enterprise-based services (e.g. the mines); a small, modern private sector predominantly in urban area; and traditional healers (undocumented number). Within the public sector, management responsibility for hospitals and rural health services within provinces is divided. The provincial and local governments are responsible for all health centers and sub-centers, rural hospitals and aid posts known collectively as 'rural health services’. 
Finance and Expenditure in Health
Total health expenditure as a share of GDP rose steadily from 3.2% to 4.4% between 1997 and 2001. In 2007, however, it decreased back down to 3.2% and total health expenditure per capita fell to US$ 31.3 (from US$ 32 US dollars in 1997). Over 80% of recurrent provincial health budgets were allocated to salaries in 2006
. Increased income from the mining sector in the same year provided for an additional US$ 60 million for the health sector, which allowed the undertaking of long-awaited renovation work in hospitals and the addressing of human resource issues, such as staff housing. Papua New Guinea receives significant levels of official development assistance (ODA), estimated to have amounted to US$ 203 million, or 7.2% of GNP, in 2001. Over recent years, ODA for health has fluctuated, but has been around 24% (2004) of total health spending. A major new source of funds for health was opened up in 2005 with the signing for a US$ 30 million grant from the Global Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund). In 2004, the Global Fund committed US$ 20 million for malaria over five years. A further proposal of US$ 21 million for TB was accepted in 2006 and, in 2008, a malaria proposal of over US$ 152.2 million was accepted. The health system still relies heavily on external donor support. Foreign development assistance provided approximately 60% of the total development budget for PNG in 2008. Development partner spending on health in 2008 was estimated to be Kina 284 million (US$ 113 million), about Kina 47 (US$ 19) per capita. Australia remains the largest bilateral donor. New Zealand, Japan and the European Union are also significant bilateral donors. Activities related to prevention, care and treatment of HIV have attracted substantial external funding in recent years amounting to US$ 52.2 million in 2008. The GFATM has approved grants for HIV, TB and Malaria programs for over 200 U$ million and GAVI has supported introduction of new vaccines. ADB has been supporting a Rural Enclave HIV Prevention Project, as well as studies related to costing of health facilities and public-private partnerships. The World Bank has not been directly involved in the health sector during the last few years, but may become active again in the sector, particularly in providing technical support in areas such as human resource planning and costing. 
2.2  National Health Plan 2011-2020

The National Health Plan takes its higher level and long-term directions from: (i) the overall development plans of PNG Government, and (ii) the international commitments to which the Government has agreed. The National Health Plan 2011–2020 has been developed within the framework provided by key Government of PNG policy documents. The Vision 2050 of the Government of PNG describes where we see ourselves as a nation in the next forty years — ‘We will be a Smart, Wise, Fair, Healthy and Happy Society by 2050’. This mission recognizes the importance of basic services: ‘We will be ranked among the top 50 countries in the UN Human Development Index by 2050, creating opportunities for personal and national advancement through economic growth, smart innovative ideas, quality service and ensuring a fair and equitable distribution of benefits in a safe and secure environment for all citizens’.
Health Sector Planning within Whole-of- Governement  Planning

[image: image3.emf][image: image4.emf]
The PNG Development Strategic Plan (PNG DSP) 2010–2030, developed by the Department of National Planning and Monitoring (DNPM), is linked to and guided by the National Vision 2050. The PNG DSP links the principles and focus areas of the Vision 2050 and provides policy direction and sector interventions with clear objectives, quantitative targets, and baseline indicators. Both documents emphasize that long-term planning need to be embraced to ensure fundamental improvements in service delivery. 
Intersection of NHP Objectives with PNG DSP key health targets
[image: image5.emf]
As a ten-year document, this National Health Plan covers a shorter time horizon than each of these guiding documents. However, the NHP has been designed to ensure that the health sector is on a course that will ensure the realization of the long-term Vision depicted by our leaders, as well as the achievement of the related policy objectives set out in the PNG DSP. This means that at the completion of the period covered by this ten-year Plan and the one following it, the key health targets set in the PNG DSP will have been achieved. By the time a further two ten-year National Health Plans are implemented, the health sector will have contributed invaluably to helping make Papua New Guinea a ‘Smart, Wise, Fair, Healthy and Happy Society by 2050’.
Focus Areas of the National Strategic Plan 2011-2020
[image: image6.emf]
Figures above show how this Plan reflects the objectives articulated in these two key government documents. They also show how this Plan has translated government priorities into achievable health sector actions for the next ten years.

Goal and Objectives: To achieve the vision, mission, and goal of the National Health Plan 2011–2020, the sector is focusing on  the following eight  Key Result Areas  (KRA) : (1) Improve Service Delivery; (2) Strengthen Partnership and Coordination with Stakeholders; (3) Strengthen Health Systems; (4) Improve Child Survival; (5) Improve Maternal Health; (6) Reduce the Burden of Communicable Diseases; (7) Promote Healthy Lifestyles; (8) Improve our Preparedness for Disease Outbreaks Emerging Population Health Issues.
These are outlined with objectives and strategies. The objectives are related to all levels of health care. Some of the specific strategies require action at the national level, while some are the responsibility of provincial, district, or facility level and should be transferred into activities in the respective plans. Relevant indicators and targets for each Key Result Area are available in the Performance Monitoring Framework.

2.3  Health Systems Strengthening Policies and Strategies

The Government of the Papua New Guinea, in collaboration with Development Partners, have formulated a number of overall national policy documents, under which the health sector has developed a legal framework to address key health issues in the country. There have been some major achievements following the implementation of these strategies and plans. 
However – in a nut shell -  the priorities and strategic directions identified for EPI and MNCH include: (i) Strengthening leadership and governance for EPI/MNCH; (ii) Develop financing mechanism for increasing access to EPI/MNCH services; (iii) Improve health information for better planning, monitoring and evaluation of EPI/MNCH and related services; (iv) Strengthening the delivery of EPI/MNCH services; (v) Develop sufficient and skilled health workforce for the provision of EPI/MNCH integrated services; (vi) Improve the management of medical products and technology for EPI/MNCH services; (vii) Create a supportive environment for the involvement of individuals and communities in EPI/MNCH; (viii) Develop community participation mechanisms for better EPI/MNCH. 


	2.2 Key Health Systems Constraints 

→ Please describe key health systems constraints at national, sub-national and community levels preventing your country from reaching the three health MDGs (4, 5 and 6) and from improving immunisation, and from improving outcomes in reducing the burden of (two or more of) HIV/AIDS, tuberculosis and malaria. Include constraints particular to key populations and other unreached, marginalised, or otherwise disadvantaged populations (including gender related barriers).

	Several health system analyses have been recently conducted by NDoH and partners in order to identify and describe health system constraints at national, sub-national and community levels preventing PNG from reaching the three MDGs 4, 5 and 6 and to identify ways to improve immunisation and MNCH. It is not surprising that each of the weakness identified at the macro level specifically for the EPI and MNCH are present also at micro level. The following is a list of key issues identified by the most recent reviews that constitute the core of the health system shortcoming/weaknesses in PNG. These issues are well known. However, although recognized as problems, there has not been sufficient, concerted action to address these problems which significantly constrain the performance of the health sector.
Roles, Rights and Responsibilities
· There is a lack of clarity about roles, rights and responsibilities of managers and service providers at all levels: A starting point for improving performance is that every worker in the system from senior management to those delivering services is clear about what they are expected to do, what resources and support they should expect to be available and what they are responsible for achieving and reporting on. This is not the case in PNG, with many health staff uncertain of their roles, rights and responsibilities. 
· The role of the district management team is critical but is currently weak: The vision for the future of the health sector includes a strong role for the district level of the health system. At the moment, however, this level is poorly formed in most districts. Usually, there is a District Health Manager (or Officer), a District Nursing Officer and a District Environmental Health Officer. They do not necessarily work as a team with clear division of labour and well defined shared objectives
Planning, Resource Allocation and Use

· Planning systems are complex and time-consuming: An impressive cascading planning system has been put in place in connection with the development of the new National Health Plan. However, it can be argued that the system is overly complex. In particular, the format for the proposed five-year provincial implementation plans is far too detailed for a strategic medium-term time frame. 
· Annual Activity Plans are often wish lists and do not take into account limited resource envelopes: While planning is essential, there may be an over-emphasis on planning and less attention to translating plans into action. A practical bottom-up process of planning and budgeting is needed.
· Provincial health staff have limited control, and in some cases limited influence, over resource allocation: The critical relationship between the provincial health team and the provincial administration is generally weak. Under the current system, the health sector advises on resource allocation at provincial level but does not have control. In the worst cases, the advice or submissions of the health sector are ignored, and money may be spent quite differently, based exclusively on the wishes of the provincial administration and provincial government. 
· Funds are still not reliably available where and when they are needed: The flow of funds to health facilities is often insufficient and unreliable, and may dry up altogether for long periods. The health function grants are a huge step forward and, where the system is working, have greatly increased the availability of funds at districts and health facilities. But effective implementation of these grants still has a long way to go before all health facilities have the funds they need when they need them. 
· Plan and budget implementation is not sufficiently monitored, and information about actual resource use is inadequate: The lack of an effective provincial and national sector quarterly review process with clear linkages to overall provincial and overall GOPNG quarterly reviews reduces effective implementation and accountability of sector AAPs. Currently the systems to track expenditure with sufficient reliability are not in place
· Capital expenditure focuses on adding new facilities, often without considering recurrent costs:  One direct consequence of the limited influence of the health sector on resource allocation is that resources are allocated to construction of new health facilities without taking into account recurrent cost implications. There appears to be a greater emphasis on building new facilities in additional locations or to fully replacing those that have deteriorated than on ensuring that existing facilities have the basic needs, such as non-leaking roofs, water supply and sanitation, and that preventive maintenance is funded and carried out.
· Moving from a strong planning culture to an implementation culture is essential: Such a move will require a new orientation and different tools. At present, much emphasis is placed on monitoring. However, monitoring which focuses only on expenditure and targets for health system coverage is not enough
Maintenance of Infrastructure and Equipment
· Chronic neglect of maintenance has created a crisis: The deterioration of buildings and other physical assets due to lack of maintenance, repair and replacement has become a serious impediment to service delivery. Almost all government health facilities have obvious maintenance needs. The roll-out of the PHAs and the reorganization of the provincial health offices is an excellent opportunity to ensure that there are staffs dedicated to planning and overseeing a continuous program of maintenance. 
Putting “Back to Basics” into Practice
· Staffs in many health facilities are trying to deliver health services without access to the basic tools needed for their work:  In addition, many facilities are understaffed for the functions that they are expected to carry out and this is likely to get worse as the task force is aging and retirees are not being replaced. Many facilities lack very basic equipment such as mattresses, bed linen, bowls, dressing instruments, lighting etc. It is unreasonable to expect staff to provide quality service without the basic building blocks of service delivery being in place. The chronically unresolved problem of timely drug and vaccine supply remains a major impediment to service delivery and a huge source of frustration for staff in the health facilities. 

Staff Motivation and Performance 
· Leadership is not having sufficient impact on staff performance: With some notable exceptions, the style of leadership practiced in the health sector is more about issuing directives from the office than getting out and about, and leading by example.
· Putting the “service” back into public service: For many reasons and over a long period the values and culture of public service have been eroded. Currently, there is a large part of the government staff who are demoralized by the state of the system in which they work and have lost the sense of service to the people. This is not a problem confined to the health sector. There is a pervasive lack of willingness to accept responsibility and accountability. 
· Poor employment, working and living conditions have eroded the motivation of many staff: Many health staff feel that the basic conditions for them to live and work in their place of service have not been met or have been allowed to deteriorate, despite their frequent raising of the issues. 
· There are limited opportunities for continuing education and in-service training and almost none for peer collaboration and exchange: Some short training courses for staff do take place but they are mostly supply driven, usually coming from the national programs, rather than responding to an assessment of needs. Training appears to be ad hoc and poorly coordinated. Occasional training courses do not constitute a program of continuing education.
· Supervision needs to be more frequent and more supportive:  Most health staffs claim that they receive very infrequent supervisory visits, in some cases none for a number of years. Supervisors readily admit that they do much less supervision than they should, and that their work plans are only partially implemented. The reasons given include lack of funds and transport.
· Monitoring must be complemented with mentoring: To be effective supervision needs to be regular. As important as the frequency, however, is the nature of the supervision. Where supervision is currently taking place, there is an emphasis on inspection and monitoring using checklists but little attention to mentoring. The monitoring system focuses on quantitative output and outcome indicators but there is insufficient attention to the quality of management.
· An active problem-solving approach would build confidence and improve services: In visits to almost any government health facility in PNG, one can see problems that are having an impact on the availability, quality or safety of the service being provided and which however could be easily fixed. Often these fixable problems have been neglected for so long they have just become accepted as part of the working environment. A common attitude seems to be that it is someone else’s responsibility to fix them.
· Rewards could be used more creatively; disciplinary measures must be enforced: Currently, there is a strong tendency to ignore poor performance. It appears to be rare that supervisors engage in serious face-to-face performance discussions. Written letters of warning are usually ignored by the recipient as it is known that disciplinary action in the public service is slow and rarely results in dismissal. Rules and regulations exist but are not applied and not enforced. 
Strengthening Community Engagement
· Lack of community engagement in planning and support for health services in many, but not all, parts of PNG has been recognized as a constraint to service delivery. It is reported that it is not infrequent for community members to demand payment for any supportive activity even when their community is the beneficiary of the services being offered
Micro Level – EPI and MNCH Programme
Six (6) major clusters of Health System bottleneck (based on WHO building blocks) have also been identified, for equitable access to immunization and MNCH care in PNG. They are: (1) Leadership and Governance; (2) Health workforce; (3) Financing; (4) Infrastructure; (5) Information and (6) Drugs and medical supplies. Below each cluster is described as per bullet points: 
Leaderships and Governance:
· Poor Leadership, governance and management at all levels of the health system.
· National Health Administration Act (NHAA) clearly defines the roles of each level of government and the kind of governance structure that needs to be put in place to effectively deliver health services in the country.
· Poor management at health facility, district and provincial levels contribute to poor coordination, resource allocation, and effective service delivery.
Health Workforce:
· Ratio of health workforce to population is way below the WHO standard.
· Aging health workforce
· High attrition rate in the health sector due to major economic boom taking place in the country.
· Public Service terms and conditions of employment is poor compared to private sector and has not changed over the years.
· Health Training institutions are not producing enough graduates to meet the needs of the health sector.
Financing:
· Poor financial management is one of the key barriers to equitable access to immunization and MNCH care.
· There is adequate funding for delivery of basic services like immunization etc. but the government system and process often makes it difficult especially at lower level to access these funding.
· Direct facility funding or financing is now being trialed in one of the provinces in the country.

Infrastructures:
· Primary health care infrastructure and equipment are in poor condition due to years of neglect by local authorities and management.
· Cold chain equipment (refrigerators, vaccines, cold boxes). Power supplies.
· Road, transport, bridges are some of the infrastructures that are outside of health sector responsibility but impact heavily on  integrated immunization and MNCH outreach services. 
Information:
· NHIS provides retrospective data but not useful for detecting disease outbreak and mounting response.  
Drugs and medical supplies:
· In-efficiency and poor accountability in regard to medical supply (including vaccines) procurement and distribution services.
There is total consensus among Health stakeholders that an HSS approach is the way forward in order to potentially – even if partially - address these barriers. This was very well spell out during the last health sector review meeting held in November where the slogan “back to the basic” was taken on board by NDoH and partners. 
Specifically, the following points were recommended: (i) HSS implemented through RED/REC strategy focusing on few priority districts; (ii) Leadership and Governance: Work with local level leaders to strengthen good governance practices; (iii)  Health Workforce: Deliver in-service training for front line health workers and undertake specific management skills for the district health staff; (iv) Financing: Implement Direct Health Facility Financing following the trial currently underway (DHFF); (v) Infrastructure: Rehabilitation of primary health care infrastructure and equipment in collaboration with DPs; (vi) Drug and Medical Supply: including vaccines: Establish a mechanism to monitor drug consumption and vaccine utilization by health facility; (vii) Strengthening of integrated EPI/MNCH outreach services: Use of micro-planning as basis for planning and implementation of outreach services.


	2.3 Current HSS Efforts 
→ Please describe current HSS efforts in the country, supported by local and/or external resources, aimed at addressing the key health systems constraints. 

	Despite the above-mentioned constraints affecting the PNG health sector, concrete measures have been developed and are beginning to be implemented at national, provincial and district levels which create new opportunities for health system strengthening. These measures include: (i) roll out of the Provincial Health Authority Act; (ii) Direct Funding of Health Facilities and (iii) the Provincial Local Level Services Monitoring Authority (PLLSMA). The health functional grant has increased by 100% funding to rural health services over the last four years focusing on the three (3) main Minimum Priority Activities: (i) Open Health Facilities; (ii) Outreach Patrols and (iii) Drug Supply availability.  These reforms, particularly the Outreach Patrols, provide a tangible opportunity for health services delivery improvement and strengthening.
However, at the time of writing this proposal, the two designed HSS interventions that is implemented in the country are GFATM - HSS/HIV Proposal Round 10 and ADB/AusAID Rural Health Services Strengthening Project.  
This HSS effort in GFATM - HSS/HIV Proposal Round 10 focus on three main interventions: (i) To enhance the management and technical capacity of the District Health Managers (DHM) to effectively manage and coordinate the health service delivery at provincial and district level; (ii) To strengthen/improve health service delivery through the rehabilitation and refurbishment of three selected Area Medical Store; and (iii) To improve the NDoH’s capacity to support better management and maintenance of bio-medical equipment through increasing HR technical capacity. The overall objectives of this HSS support are: (i) To strengthen the managerial/technical skills and capacity of the eighty-nine (89) District Health Managers in PNG, with specific/priority to MCH/HIV/AIDS, TB and Malaria related issues. The prioritized provinces are: Western highlands (7 districts); Eastern Highlands (6 districts) and Milne Bay (5 districts); (ii) To improve storage conditions and management (minimum standard) of the medical supplies through appropriate renovation and ICT of the three selected Area Medical Store; (iii) To develop  the national HR capacity to support quality management and maintenance of bio-medical equipment. 
(i) The first intervention is directly linked to the National Health Plan 2011-2020 Key Result Areas (KRA):  KRA-1- Service Delivery; Objectives: 1.1 and 1.3; KRA-3 – Health System Strengthening; Objectives: 3.2, 3.5 and 3.6.  It's also directly linked to the WHO’s comprehensive building blocks approach on health systems strengthening; the focus areas of this intervention are: (i) Service Delivery, (ii) Health Workforce, and (iii) Stewardship, Leadership & Governance. This proposed action is also indirectly linked to the National Health Plan 2011-2020 Key Result Areas (KRA): KRA- 4: Child Survival; KRA-5: Maternal Health and KRA-6: HIV/AIDS, TB, STI and Malaria which also correspond to the MDG goals. Multiplier effects of the action will be guaranteed by the synergy between the three KRA's. Ensuring that appropriate management support and leadership is available at district and provincial level will facilitate the successful implementation of the vertical programs (HIV/AIDS, TB, MCH and Malaria) which have a direct link with the achievement of the MDGs goal 4,5 and 6.
(ii) The second intervention is linked to the following National Health Plan 2011-2020 Key Result Areas (KRA): KRA-1- Service Delivery; Objectives: 1.1; KRA-3 – Health System Strengthening; Objectives: 3.3;. It's also directly linked to the WHO’s comprehensive building blocks approach on health systems strengthening; the focus areas of this intervention are: (i) Service Delivery, (ii) Medical products and technology. This proposed action is  also indirectly linked to the National Health Plan 2011-2020 Key Result Areas (KRA): KRA- 4: Child Survival; KRA-5 : Maternal Health; and KRA- 6 HIV/AIDS, TB, STI and Malaria and correspond to MDG 4, 5, & 6.The impact on HIV/AIDS, TB and Malaria as well as MCH programmes outcome will be significantly improved with better supply management and supervision at the provincial/rural hospital, health centres and aid post or community health posts with increased quantity and quality of services reaching larger portions of the rural population with prevention, care and treatment. 

(iii) The third intervention focuses on the development of a curriculum for Biomedical Technicians and the roll-out of this training on a national level. This proposed action is directly linked to the National Health Plan 2011-2020 Key Result Areas (KRA): KRA-1- Service Delivery; Objective 1.2; KRA-3 – Health System Strengthening; Objectives: 3.2. It's also directly linked to the WHO’s comprehensive building blocks approach on health systems strengthening; the focus areas of this intervention are: (i) Service Delivery, (ii) Health Workforce, and (iii) Stewardship, Leadership & Governance. This proposed action is also indirectly linked to the National Health Plan 2011-2020 Key Result Areas (KRA): KRA- 4: Child Survival; KRA-5: Maternal Health and KRA-6: HIV/AIDS, TB, STI and Malaria which also  correspondent to the MDG goals

The other significant program that will impact on HSS is the ADB/AusAID Rural Health Services Strengthening Project.  Additionally, the following actions and funds aimed at addressing the key health systems constraints. (i)  Malaria: Australian support includes around 500,000 U$ in 2013 through HSIP trust account for the National Malaria Control Plan. AusAID will also continue to provide un-earmarked funding for provinces from 2013 onwards through HSIP though it is difficult to estimate how much this will go toward malaria activities. (ii) HIV/AIDS; the new Health and HIV Research Capacity Development program, replacing our support only to IMR, which will contribute to malaria research activities in 2013 and 2014. (iii) TB: Australian support includes co-financing the WHO PNG Country Office from 2012-2015 (staffing and program costs); research activities as per above; and a $11 package of support from 2012-2015 to strengthening TB in Western Province, which includes funding World Vision to implement a community management program (DOTS and ASCM), TB medical and health staffing costs, TB drugs, TB ward infrastructure and equipment, sea ambulance, and long-term advisory support.

 
AusAID also funds a long-term advisor in public health through HSIP which contributes to TB and Malaria implementation over the 2012-2014 periods. For HIV, support to CSOs to implement HIV prevention, test and treatment programs in high prevalence provinces and most-at-risk populations is estimated at $14.6m in 2012 and $16.2 in 2013 and 2014. Contributions to the Clinton Health Access Initiative are $5m annually over 2012-14 and Tingim Laip (HIV Prevention) are $5m annually over 2012-2014. Australia also supports 4x long-term HIV advisory positions through HHISP during 2012-2014 estimated annually at $1.1m. All figures in AUD.


	3. Health Systems Strengthening Objectives

	3.1 HSS objectives addressed in this proposal

→ Please describe the HSS objectives to be addressed by this proposal and explain how they relate to, and flow from, the information provided in section 2 (National Health System Context). Please demonstrate how the objectives proposed to GAVI will improve health outcomes related to immunisation, and how the objectives proposed to the Global Fund will improve health outcomes for (two or more of) HIV/AIDS, tuberculosis and malaria. 

	This proposal aims to assist the unreached population, through outreach (patrols and mobile) activities at health centres level in selected low performing provinces of the country. It also aims to strengthen and reinforce the regular monitoring of those activities too often, for various reasons neglected. Basically, it puts in practise the NHP’s essential heart/nucleus “Back to the Basic": Strengthen Primary Health Care for all and improved Service delivery for the rural majority and urban disadvantage”
Outreach by means of health patrols is a basic strategy to reach those with no ready access to health services. It is a strategy with the potential to have a significant impact on the health of disadvantaged mothers and children. The geo-topography and sparse road systems of PNG allow for, only 20-30% of the population to utilize the services of a health centre either they are located nearby to the health centre or are accessible by road. On the other hand, foot patrols and mobile clinics to villages will ensure most of the people (more than 80%) are seen and attended. This will also ensure simple but important community health messages are communicated to the community during the outreach. Outreach health patrols also ensure that health workers understand what is really happening in the community and plan for measures to provide suitable services to the community. 
The project's Goal is to contribute to reach Millennium Development Goals 4, 5 and 6 targets in Papua New Guinea by 2015 by supporting implementation of the activities of NHP 2011-2020 and the Comprehensive Multi-Year Plan of the National Immunization Programme 2011-2015 and to fulfil the recommendations of the Ministerial Taskforce on the MNCH in selected low performing provinces and districts. The figure below clearly describes the existing links between the MDGs goals and the NHP Key Results Area (KRA) which are the key intervention of this HSS/GAVI proposal.
Intersection of MDGS Goals, the NHP Key Results Area and HSS/GAVI proposal
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The Main Objective is to take EPI/MNCH health services delivery closer to the community in the rural areas.  
The Specific Objectives are: (i) To provide Immunization to women and children; (ii) To provide antenatal check-up to pregnant mothers and post natal care; (iii) To provide family planning services and referral for Tubal Ligation or Vasectomy; (iv) To monitor the Weight and Growth of children and treatment of illness, if any; (v) To provide health education to the community including water supply, sanitation & hygiene. 
The chart below demonstrates how the objectives proposed by the HSS/GAVI will directly improve the outcome related to immunisation and MNCH, but also indirectly to Malaria, other communicable diseases and other key aspect of the NHP. The six HSS/GAVI proposal’s objectives are linked in a straight line or indirectly to the NHP’S KRAs. The HSS/GAVI proposal’s objectives are obviously directly tied to KRA-1: Improve Service Delivery. KRA as: KRA-4: Improve Child Survival; KRA-5: improve Maternal Health and KRA-6: Reduce burden of Communicable diseases. However major indirect links and correlation can be found with others NHP’s KRA as: KRA-2: Strengthen Partnership and Coordination with Stakeholders, KRA-3: Strengthen Health System and governance and KRA-7: Promote Healthy Lifestyle.  Each NHP’s KRA is related to a set of NHP’s objectives which basically – but with a different wording - the same of the HSS/GAVI proposal as demonstrated in the chart.
HSS/GAVI Proposal Objectives

NHP’s KRA

NHP’s KRA  Objectives correlation with HSS/GAVI proposal Objectives

To provide Immunization to women and children.

To provide antenatal check-up to pregnant mothers and post natal care.

To provide family planning services and referral for Tubal Ligation or Vasectomy.
 To monitor the Weight and Growth of children and treatment of illness, if any.

To provide health education to the community including water supply, sanitation & hygiene.
KRA-1: Improve Service Delivery

KRA-2: Strengthen Partnership and Coordination with Stakeholders

KRA-3: Strengthen Health System and governance
KRA-4: Improve Child Survival

KRA-5: improve Maternal Health

KRA-6: Reduce burden of Communicable diseases 

KRA-7: Promote Healthy Lifestyle 

1.1Increase access to quality Health Services for the rural majority

2.2 Expanded partnership with resource developers, private health care providers, churches, and NGOs in rural (remote) area.

2.3 The health sector works collaboratively with all stakeholders to expand the reach  of quality health services

2.4 The health sector coordinates and monitor the implementations of the National Health Policy

3.1 improve financial resource management  for health service delivery

3.5 Improved leadership, governance and management  at all level of the health system

3.6  Strengthen health sector management  and system capacity across PNG

4.1 Increase coverage of Child Immunization

4.2 reduce case fatality rates for pneumonia in children trough acceleration of roll-out of Integrated management of Childhood Illnesses (IMCI 

4.3 Decrease Neonatal death

4.4 Reduce malnutrition (moderate and high) in children under five years

5.1 Increase family planning coverage

5.2 Increase the capacity of the health sector to provide safe and supervised deliveries

5.3 Improve access to emergency obstetric care (EOC)

5.4 Improve  sexual and reproductive for adolescent 

6.1 Reduce-related malaria morbidity and mortality in PNG

6.4  Strengthen communicable diseases surveillance and monitoring

7.1 Increase health sector response to prevention of injuries, trauma and violence with an impact on families and communities  

7.2 Reduce the numbers of out breaks of food and water born diseases 

7.3 Increase individual’s and communities’  involvement in their own health

7.4 Reduce mortality and morbidity from non communicable disease 




	3.2 a) Narrative description of programmatic activities
→ Please provide a narrative description of the goals, objectives, Service Delivery Areas (SDAs) and key activities of this proposal.

1.1 b) Logframe
→ Please present a logframe for this proposal as Attachment 2.
3.2 c) Evidence base and/or lessons learned 
→ Please summarise the evidence base and/or lessons learned related to the proposed activities. Please provide details of previous experience of implementing similar activities where available.

	Narrative description of programmatic activities 
The goal of this proposal is to take health services closer to the community in the rural areas. The outreach/patrol team will provide a set of five (5) comprehensive packages of services - in the village(s) where they visit – linked to the objectives which are part of the EPI and MNCH national strategies. The objectives are: (i) To provide Immunization to women and children; (ii) To provide antenatal check-up to pregnant mothers and post natal care; (iii) To provide contraception to all women for birth spacing and referral for Tubal Ligation or Vasectomy; (iv) To monitor the Weight and Growth of children and treatment of illness, if any; and (v) To provide health education to the community including water supply, sanitation & hygiene.
These HSS/GAVI specific objectives are also related (directly or indirectly) to the WHO building blocks as well as the National Health Plan 2011- 2020 key results areas as shown in the chart below. 
The objectives are directly related to SDA-1 “Service Delivery” of WHO building block and this can be linked indirectly to the following SDAs: 

(i) SDA-2 Financing: as this proposal will reinforce and strengthen the financial system through its disbursement and management procedure and using Direct Health Facility Fund (DHFF) support mechanism where applicable; 

(ii) SDA-3 Work Force: as this proposal will strengthen supervision from the provinces and from the Districts to support the health centre staff to implement the activities; 

(iii) SDA-5 Information: as this proposal; will strengthen provision of health information to the communities and initiate behavioural changes;

(iv) SDA-6 Stewardship: Leaderships and Governance, in providing the necessary financial support the three SDA components will be strengthened and made viable at grassroots level. 

The planned outreach/mobile patrols must be part of the regular immunization and MCH micro-plan. A minimum of four outreach sessions should be conducted every year. It is preferable to conduct the outreach during the dry season; however, timing of patrols may vary from district to district depending on weather conditions and other local factors. The Provincial and District Health Services will allocate funds to the identified health centres for conducting the outreach/mobile patrols as per the budgeted amount in their Annual Implementation Plan (AIP). Outreach session is a National Government priority under the Minimum Priority Activity under Health Function grants. The outreach patrols usually happens by foot, however, transport for areas accessible by road should be organized by the health centres using the existing resources.
In order to attain the objectives, a set of main activities/actions  have been designed for each objectives taking into account the nature, locations, availability of human and financial resources. The activities for each of the objectives are:
Objective 1. To provide Immunization to women and children

Activity 1.1.1. The following vaccinations will be provided to Women and Children (simplified schedule)

Antigen

Schedule

BCG 

At Birth or 1st Contact

PENTAVALENT (DTP-HepB-Hib)

SABIN (OPV)

1st Dose at 4 weeks or 1st contact

2nd dose 4 weeks after 1st dose or at second contact

3rd dose 4 weeks after 2nd dose or at third contact

MEASLES (MCV)

1st dose at 6 months, 2nd dose at 9 months of age and above

HEPATITIS B (HepB)

At birth within 24 hrs or within 7 days of birth

TETANUS TOXOID (TT)

1st  and 2nd dose 1st Pregnancy

All children less than 5 (five) years who have not received any doses in routine immunization or have missed any of the routine immunization doses will be provided all vaccines as per the schedule above.
Objective 2. To provide antenatal, postnatal check-up to pregnant mothers 
Activity 2.1.1.  Assessment of maternal & fetal well-being

Activity 2.1.2. Tetanus Immunization; Iron and Folic acid supplementation; Albendazole supplementation (except women in first trimester of pregnancy)

Activity 2.1.3. Identification of high-risk pregnancy (anaemia, hypertension, bleeding, mal-presentation, multiple pregnancy, previous pregnancy complications eg. early neonatal deaths, still births, repeated miscarriages, previous caesarean section, any medical illness as TB, HIV, Syphilis etc.)

Activity 2.1.4.  Treatment of mild to moderate complications

Activity 2.1.5.  Malaria prophylaxis (Fansidar).
Activity 2.1.6. Provide information on collection of insecticide-treated bed nets from the nearest health centre
Activity 2.1.7. Referral of antenatal women to the health centres/hospitals if they have problems or are high risk
Activity 2.1.8:  Encourage all pregnant women to deliver in a health facility or provide information on cord care and safe delivery practices

Activity 2.1.9   Provision of contraceptive methods

Activity 2.1.10 Emphasize the importance of exclusive breastfeeding

Malaria prophylaxis in pregnancy

Drug

Dosage

Schedule

Remarks

Fansidar

3 tabs in single dose

At 1st ANC Visit

· The first dose should be given after quickening or after 18-20 weeks of pregnancy

3 tabs in single dose

2nd Trimester or one month after the 1st dose

3 tabs in single dose

3rd Trimester or one month after the 2nd dose

Note: HIV infected pregnant women in malaria endemic areas receiving cotrimoxazole prophylaxis should not receive Fansidar.

Objective 3. To provide contraception to all women for birth spacing and referral for Tubal Ligation or Vasectomy
Activity 3.1.1. Provision of contraceptive methods: Encourage women to space pregnancy by at least three years using Depo-provera and implants; Encourage men to use condoms
Activity 3.1.2.  Referral for Tubal Ligation and vasectomy
Activity 3.1.3.  Emphasize the importance of exclusive breastfeeding for 6 months

Objective 4. To monitor the Weight and Growth of children and treatment of illness, if any

Activity 4.1.1. Detection of complications (cord infection, fever, inability to suck)

Activity 4.1.2 Weigh all children below five years and plot the weight on the Child’s Baby Book

Activity 4.1.3. Inform parents on the child’s weight (decreasing or not improving) and advice accordingly

Activity 4.1.4. Management of nutritional illness as per standard treatment guidelines for children

Activity 4.1.5. Assess the sick child, provide treatment as per standard treatment guidelines for children or refer

Activity 4.1.6. Provide nutritional education to parents, inform about common illnesses and their prevention 
Activity 5. To provide health education to the community including water supply, sanitation & hygiene

One of the most important tasks of the health outreach/patrol will be providing health education to the community on important health topics. In remembering that this is a long and gradual process, the communities can be convinced by providing information about the health conditions and how they affect lives. With the initial health education talks, people will start thinking about their health. In subsequent sessions, the community will acquire knowledge about health habits. After regular rounds of community training and learning about health, they will, hopefully, begin changing their behaviour and practice.
Activity 5.1.1. Emphasize the importance of family planning including husband, family and community support (advice on danger signs and emergency preparedness)
Activity 5.1.2   Emphasize the importance of family planning
Activity 5.1.2. Encourage all pregnant women to go to a facility (health centre/hospital) for delivery or for clean delivery and cord care (for those who cannot access health facility)
Activity 5.1.4. Water supply, sanitation and hygiene topics

Activity 5.1.5. Major disease burden topics

LogFrame (See attachment 2)

Evidence base for this proposal
The proposal have been prepared and designed based on identified the health sector weaknesses and constraints previously reported as well as the major disease epidemiology trends related to EPI and MNCH. Additional evidences have been provided here to corroborate this proposal using the recent reports: (i) 2012 Sector Annual Performance Review and the (ii) Report of Integrated Measles Supplementary Immunization Activity, 2012. (Please refer to annex).
The Sector Annual Performance Review (APR) 2012 report provides an overview of the health sector performance by provinces for 2011 and a comparison for the last 5 years. The APR measures twenty nine indicators which are included in the Performance Monitoring Framework of the National Health Plan 2011-2020. Out of the twenty nine (29) indicators utilised to measure health outcomes, sixteen (16) indicators are directly related to this HSS/GAVI proposal (please refer to annex). These indicators provide in-depth information on EPI and MNCH performance trends in each of the province in the country. 
In general, the overall performance of the health sector has slightly improved over the past five years, most notably in 2011. There is notable improvement in inputs including funding and drug supply, however, radio communication and water sanitation have declined in 2011 and over the last 5 years in general. There have been variable improvements in outreach clinics, supervised deliveries and Ante Natal Care (ANC) coverage. Outcome indicators such as malnutrition and low birth weights have improved while the rate of malaria incidence continues to decline further. There is a challenge in that provincial financial records are not readily available to us for analysis.   In general, supervisory support has improved with greater commitment towards outreach services from the past years; however, this has not shown significant improvement in immunisation coverage. The proportions of births that are supervised have been stable despite increasing ANC coverage. Child and maternal health services gives a mixed picture, with improved child nutrition, and fewer low birth weight babies last year; malaria continues to steadily decline; however, diarrhoeal disease remains a problem.
However, great disparities persist between provinces. In order to assess overall performance, a revised index has been developed. The index considers the level of disadvantage that each province encounters.  These disadvantages include: (a) mortality (Under 5 Mortality Rate and Life expectancy at birth), (b) social measures (income, gender, education, poverty) and (c) size (number of districts serviced).  The detail of this “constraint index” is provided as an annex of this report. It suggests that these provinces do comparatively well when one considers the relative hardships of the provinces. 
The Report of Integrated Measles Supplementary Immunization Activity, 2012. (August 2012) provided excellent lessons learned from supplementary immunization activity (SIA) from the past and present. These lessons ranged from planning & administrative support, monitoring and supervision, multi sectoral cooperation, community and interagency dialogue and support. These lessons learnt have been taken on board by this HSS/GAVI proposal.  The relevant lessons related to the HSS/GAVI proposal are outlined below while for more in depth information about SIA please refer to annex.
· Supervisory mechanism not fully implemented at all levels

· Integration of SIA activity with routine gave opportunity for reaching the population that was never reached during routine EPI program; and it did not necessarily affect any other routine health program.

· Adequately resourced provinces reached better coverage

· Good Micro plan (proper plan setting out how to reach every/ hard to reach areas, method of reaching this area, how to reach out etc.) with good management team had achieved high and better coverage.

· Good social advocacy and awareness activity increased coverage of achievement.

· Strengthened involvement with Church health Services and better social mobilization by churches

· Cost benefit: A simple cost outcome analysis was done for the provinces to determine the cost of immunizing a child and mother during this SIA. The exercise concluded that while the cost varied from province to province, national average was K4.53 (US $ 2.26) per beneficiary; children received routine vaccines as required and children in the targeted age groups received supplementary immunisation with Oral Polio Vaccine and Measles Vaccine, plus Vitamin A and albendazole whilst women received Tetanus. So the cost per beneficiary per intervention was actually K0.86 (US $ 0.43)

	3.3 Main Beneficiaries 
→ Please describe how the proposed activities under each objective contribute to equity (e.g., gender, geographic, economic), reach the unreached, underserved and marginalised populations with health services, and benefit the poorest and other disadvantaged populations, including any measures to reduce stigma and discrimination that these populations may face. 


	The planned intervention districts were selected based on EPI/MNCH health status, immunization coverage, ethnic diversity, and existence of adequate infrastructure with complementary external support from other development partners such as AusAID. Additionally, the districts were also selected based on poverty incidence, health status (IMR), service coverage (DPT3). 

The proposed target groups are women and children therefore the direct beneficiaries will include: (i) Children 0-5 years old with special focus to children less than 1 year of age for all routine vaccines and (ii) Women 15 to 45 years old with specific focus to pregnant women. The children will be targeted for routine vaccines as BCG, OPV, Hepatitis B, DTP-HepB-Hib vaccine, Measles; while the pregnant women will be targeted for tetanus toxoid vaccine. However, the following will also be indirect beneficiaries: (i) General population; (ii) Served community; and (iii) Health centres staff and (iv) provincial and district health staff.
This GAVI HSS initiative will promote the health and well being of mothers and children in 8 provinces, 14 districts and 134 health centers through the improvement of comprehensive health services in the area of mothers and children. The health system particularly at the provinces, districts and health centres will receive a great benefit from implementing the activities proposed through the 6 objectives of the proposal. As stated in this proposal, 6 main objectives are : (1) To provide Immunization to women and children; (2) To provide antenatal check-up to pregnant mothers and post natal care; (3)To provide contraception to all women for birth spacing and referral for Tubal Ligation or Vasectomy; (4) To monitor the Weight and  Growth of children and treatment of illness, if any; (5) To provide health education to the community including water supply, sanitation & hygiene.(6) To conduct disease control activities and treatment of minor illnesses as required; 
Through the implementation of these activities mothers and children including pregnant women in the remote communities with both high and low economic status and ethnic minorities will receive the direct benefits from this project. Regular EPI/MNCH services will be organized through the outreach services delivery. Pregnant women will have provision for at least 4 antenatal cares, make suitable arrangement for institutional deliveries, referral systems, use family planning, nutrition package, post partum visits, and children will receive all vaccinations before 12 months of age including Hepatitis Birth dose. Thus, their health status will support the country’s drive to improve the poverty status. Using this approach an increase in community mobilization and participation for EPI/MNCH activities at the village level is also expected. 
This initiative will develop a momentum that will lead to creating a stronger partnership between authorities at different levels, community leaders, community members and health care providers. With the implementation of the activities, communities will be involved, responsible, participative, supportive and will thus to contribute enhancing the health status of mothers and children in the communities. Additionally, the health care providers – especially Community Health Worker and Nurse - will have an opportunity to develop their managerial skills such as problem identification, cause analysis, problem prioritization, planning, implementations, monitoring and evaluations.


	4. Performance Monitoring and Evaluation 

	4.1 National Monitoring and Evaluation (M&E) Plan and Performance Framework
→ Please present your National M&E Plan as Attachment 3, and the Performance Framework for this proposal (using prescribed template) as Attachment 4.

	4.2 a) M&E arrangements
→ Please describe how the Performance Framework in this proposal uses existing national indicators, data collection tools and reporting systems.

4.2 b) Strengthening M&E systems

→ Please describe the M&E systems strengthening activities to be funded through this proposal.

	National Monitoring and Evaluation (M&E) Plan and Performance Framework 
The proposal will not plan to have a parallel M&E system and therefore will utilise the existing established M&E system in place for the EPI and MNCH activities part of the M&E Plan 2011-2020. The draft “Monitoring and Evaluation Strategic Plan of the National Health Plan (2011-2020)” will be the core instrument to strengthen the accountability both at health service delivery and health administration in providing high quality information to assess the delivery of health services using this approach.

This key document provides a guide to measure progress towards agreed targets under the NHP Key Result Areas (KRAs) strategic objectives. The plan also provides an opportunity to strengthen M&E capacity in a holistic manner. The development of the M&E Plan was coordinated by a Monitoring and Evaluation Core Working Group comprising of NDoH Staff supported by development partners (AusAID, WHO, other UN groups) with the involvement of key central agencies including Department of Provincial and Local Level Government Agencies (DPLLGA), National Department of Planning and Monitoring, Finance and National Statistics Office (NSO). The M&E Plan was subjected to a consultative process and using the analysis of the Strengths, Weaknesses, Opportunities and Threats (SWOT) of the National Health Information System (NHIS).

The Performance Assessment Framework (PAF) identifies a set of 29 core indicators to track progress in the implementation of the NHP 2011-2020. Indicators have been developed in line with the KRAs strategic objectives, are aligned to the Medium Term Development Plan (MTDP) and the Millennium Development Goals (MDGs), with data sources and responsible levels of government. This HSS/GAVI proposal will be linked and embedded in this M&E Plan 2011-2020 and identifies the following two clusters of outcomes linked to it: (i) Strengthening the National Monitoring and Evaluation Plan and Performance Framework at peripheral level (Province, District and Health Centres);(ii) Strengthen the M&E capacity at the national level 
1. Strengthening the National Monitoring and Evaluation Plan and Performance Framework at peripheral level (Province, District and Health Centres)

This HSS/GAVI proposal is designed to mainly reinforce the service delivery system at peripheral level in providing health services to the under and unserved communities. However a big component of this support will be allocated to M&E activities which due to lack of appropriate resources have been often neglected. The data on outreach patrols will be used to strength the monitoring of the progress in NHP.  As described in the figure below the data flow - bottom up oriented - will be: Community → Health Centres → District → Province → NDoH.




[image: image9.emf]
A total of 29 core indicators
 have been agreed for monitoring the performance of the health sector. Levels two and three will be reported at sector level on an annual basis. In addition, level-one indicators, which are more evaluative in nature, will be reported at midterm/ end-term. At facility level, because there is limited resource support, these will be monitored on a quarterly basis at district level. 
Specifically related to this HSS proposal, the indicators are as follows: (1) Case fatality rate in HC and Hospital for pneumonia in children under 5 years of age; (ii) Proportion % of underweight children under the age of 5 years; (iii) Underweight (<2500gm) birth as a proportion (%) of total births; (iv) Incidence (0/00) of Malaria; (vi) incidence (0/00) of diarrhoeal diseases in children under 5 years; (viii) ratio of rural outreach clinics held to children under the age of 5 years; (iv) proportion of children at 1 year of age who are immunized against measles; (x) proportion of 1 year old children vaccinated with 3 doses DTP HepB-Hip-Pentavalent vaccine; (xi) proportion of birth attended by skilled personnel at health facilities; (xii) proportion of total provincial hospital birth that are referred from rural health centres; (xiii) proportion of pregnant woman who attended at least 1 ANC visit; (xiv) family planning, couple years protection per thousands women of reproductive age; 
The figure below provides an overview of the data flow and the timeline of the reports.
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2. Strengthen the M&E capacity specific to this proposal through the M&E Plan framework. 
The NHIS has its established set of data collection instruments which will be used at the various levels of the health delivery system involved in this proposal. The health workers will be responsible for service delivery and the collection of National Health Information System data. At the hospital level, discharge data is routinely collected and codified (ICD-10) by health information officers and they will be used as and when required in the evaluation process.
The existing NHIS does not capture sex-disaggregated data for immunization coverage. Thus, this system would not be able to report on any sex-disaggregated data for the immunization coverage in the planned proposal. The NHIS will be reviewed and this will be captured in the tally sheets used by the health workers. As this proposal does not plan to establish a parallel system of M&E, thus no specific gender related data will be captured until the National Health Information system revises the existing system. However, as this proposal would reinforce the outreach patrol in these difficult-to-reach areas, the reach of these services to these areas will be proxy indicator towards geographical equity.

	5. Gap Analysis, Detailed Work Plan And Budget

	5.1 Detailed work plan and budget

→ Please present a detailed work plan and budget as Attachment 5.

	5.2 Financial gap analysis

→ Please present a financial gap analysis (and counterpart financing table for Global Fund applicants).

	5.3 Supporting information to explain and justify the proposed budget

→ Please include additional information on the following: 

· Efforts to ensure Value For Money

· Major expenditure items
· Human Resources costs and other significant institutional costs 

	5.1  Detailed Workplan and Budget
The total budget of the GAVI HSS proposal is US$ 3,072,923 over a period of five years from July 2013 to June 2018. The total amount requested covers the main activity of the proposal, which is the integrated EPI/MNCH outreach to 8 low performing provinces in Papua New Guinea. The costs of the outreach service delivery package is not included in the budget as it is already provided by the Government as part of the National Health Plan 2011-2020 The table below summarizes the outreach budget requested in this proposal:
Activity

Y1

Y2

Y3

Y4

Y5

TOTAL

Integrated EPI/MNCH outreach to 8 low performing provinces - Operational and Human Resource Costs for Outreach Patrol Team

347,328

375,114

405,123

437,533

472,536

2,037,634

Integrated EPI/MNCH outreach to 8 low performing provinces - Operational and Human Resource Costs for Supervision and M&E

129,319

139,665

150,838

162,905

175,937

758,664

Cold Chain Equipment & Maintenance

86,400

23,328

100,777

27,210

29,387

267,102

Advocacy and Communications

2,700

3,149

3,673

9,522

TOTAL

565,747

538,107

659,888
627,648

681,533

3,072,923
5.2  Financial Gap Analysis
Through the National Health Plan 2011-2020, a cost analysis has been conducted, which provides an aggregate estimate of the health sector spending requirements for the next ten years as covered by the NHP. The sources of the costing have been the Rural Health Costing Model (developed in partnership with Monash University and the Asian Development Bank), the Medium Term Expenditure Framework for the health sector and the National Economic and Fiscal Commission (NEFC) cost of services study. 

The approach of the costing is to: 1) capture the current cost of the PNG health system based on the Medium Term Expenditure Framework; 2) estimate the likely cost of the interventions as proposed in the plan; and 3) forecast the potential availability of funds from the Government and Development Partners for the health sector over the mentioned period. Based on this cost analysis, a financial gap analysis for the purpose of this GAVI HSS proposal has been developed as shown in attachment 5.2. For the 5-year period (July 2013- June 2018), based on the National Health Plan 2011-2020, the total expenditure requirement is US$3,542,500,000. From the total amount, 44% will be covered by the Government of Papua New Guinea (GoPNG), 21% will be funded by the Development Partners, and the remaining 35% (US$1,230,000,000) is the identified funding gap.
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From the total expenditure requirement, 34% is allocated to the rural health services to which this HSS GAVI proposal is related. The costs of the rural health services are linked with actual service outputs and the required resources calculated to deliver targeted levels of service provision to the population, with an annual growth rate of 2.7% built into the cost projections. Furthermore, projected costs for the rural health services include additional cost requirements for the rural health services improvement with the following interventions: 1) adequate medical supplies in the facilities; 2) adequate operational funding reaching facilities for operations and outreach; 3) better use and distribution of health staff; 4) rural health services building upgrades and rehabilitation and equipment replaced to minimum standards; 5) Improvements to Central Public Health Laboratory (CPHL) and rural laboratory network; and 6) community health posts trial in provinces
Rural Health Services – Operating Costs

The table below shows the cost requirement specifically related to the rural health services. It represents the costing of the National Health Plan 2011-2020 by capacity inputs and level.
	Capacity Inputs at Rural Health Services Level
	2010


	2011-2015


	2016-2020
	2011-2020

	
	Base year
	Total
	Per Year
	Total
	Per Year
	Total
	Per Year

	Personnel
	75,000,000
	432,500,000
	86,500,000
	525,000,000
	105,000,000
	958,000,000
	96,000,000

	Medical Supplies
	41,000,000
	265,000,000
	53,000,000
	344,500,000
	69,000,000
	609,000,000
	61,000,000

	Operating Costs
	40,000,000
	279,500,000
	56,000,000
	349,500,000
	70,000,000
	629,000,000
	63,000,000

	Capital
	11,000,000
	195,000,000
	39,000,000
	32,000,000
	6,500,000
	227,000,000
	22,500,000

	Total Expenditure Requirement
	167,000,000
	1,172,000,000
	234,500,000
	1,251,000,000
	250,500,000
	2,423,000,000
	242,500,000


For more in-depth information, please refer to the Comprehensive Multi-Year Plan of the National Immunization Program 2011-2015 Table 23: "Summary projected cost for implementation of CMYP 2011-2015".

5.3 Supporting information to explain and justify the proposed budget

Efforts to ensure Value for Money:
Since 2000 the Expanded Programme of Immunization was revitalized after years of impasse. This common effort was mainly supported by AusAID and Japan International Cooperative Agency (JICA) as well as other development partners. Beside the routine EPI activities the programme was boosted with Supplementary Immunization Activity (SIA) which was implemented in 2002-2004, 2008, 2010 and 2012. In order to ensure value for money and to strengthen the routine immunization programme, health facilities have been encouraged to develop a well cost plan based the EPI plans. 
Major Expenditure items

The total budget of this HSS- GAVI proposal is US$ 3.072,923 over a period of five years, i.e. 2013-2018.   The chart below shows the budget breakdown for expenditures items as well as the % of the total budget: 
	Activity
	Cost in U$
	% of total budget

	Integrated EPI/MNCH Outreach for eighth (8) low performing Provinces
	2,037,635
	66

	Human Resources for the Outreach patrol Team (Per Diem/ Domestic Travel Allowances
	475.448
	15

	Transportation cost (fuel only for outreach Team)
	1.562.187
	51

	Human Resources for Supervision
	758,664
	25

	Province to District (Per Diem/ Domestic Travel Allowances) 
	35.481
	1

	District to Health Centres ((Per Diem/ Domestic Travel Allowances)
	178,293
	6

	Transportation Cost (Fuel only, for province to districts)
	35,481
	1

	Transportation Cost (Fuel only, for district to health centres) 
	509,409
	17

	Cold Chain Equipment Maintenance
	250,834
	8

	Running Cost (only year 2,4 and 5)
	79,924
	2

	Spare Parts (only year 1 and 3)
	187,177
	6

	Advocacy and Communication
	9,523
	0.3

	Printing (only year 1,3 and 5)
	9,523
	0.3


Note this HSS/GAVI proposal intends to provide financial support for 50% of the total cost of the outlined activities. The rest 50% cost will be covered by NDoH through the provincial and district finance flow. The saving made by the provinces in this activity for the identified health centres will be used to support the outreach activities in other health centres in the provinces. The outreach activity has been identified as one of the priority activity for funding by the GoPNG to each of the districts in addition to the health functional grants allocated by the national government. Thus the outreach activity funding is being part of the government funding support, however, the activity funding by GAVI HSS funding to these identified health centres will support strengthening of the conduct of the activities to improve the overall immunization coverage of the provinces and thereby for the country as these districts are considered low-performing as part of the RED/REC strategy of the national EPI unit. This budget has been prepared taking into account the new NDoH official per diem rate for the three different categories of human resources involved in the operation namely: (i) provincial; (ii) district and (iii) the Patrol/Outreach Team which will be composed by a Community Health Work (CHW) and a nurse. The Government will continue to meet the costs of traditional vaccines i.e. BCG, OPV, Measles, TT etc. GAVI will assist in sharing the procurement costs of Pneumococcal vaccine (when made available to the country) and Pentavalent vaccine (until 2015).
Thus, this funding support from GAVI will be supplement the current efforts of the government to consolidate the planned improvement of the immunization coverage while the highlighted issue that outreach is identified as one of the priority activity by the national government with agreed funding to the provinces and districts, outlines the sustainability of this activity over a long period of time based on the lessons learnt from this planned GAVI/HSS and GoPNG collaboration.
Human resources costs and other significant institutional costs
Previously the human resources who were involved in the implementation of the national EPI team were met by AusAID through the CBSC Project. Currently, under the new NDoH structure, the government is meeting the salary costs of all the national EPI team members. At the provincial and district level the human resource costs for the EPI and the MNCH program in the country are met by the provincial governments. These front line services - like MCH nurses and CHWs, who are directly, involved in implementing immunization activities are employees of provincial governments. Other EPI staff i.e. Provincial Cold Chain & Logistics Officers salaries are also paid by the Provincial Governments. 
	6. Implementation Arrangements, Capacities, and Programme Oversight

	6.1 a) Lead Implementers (LI)
-> For each LI, please list the objectives they will be for responsible to implement. Please describe what lead to their selection, including their technical, managerial and financial capacities to manage and oversee implementation of objectives, including previous experience managing Global Fund and/or GAVI grants. Describe any challenges that could affect performance (refer to any current assessments of capacity if available) as well as mitigation strategies to address this. 

( Please copy and paste the tables below if there are more than two Lead Implementers (LI). Where a LI will act for more than one objective, list all objectives.


	Lead Implementer:
	National Department of Health

	Objective(s):
1. To provide Immunization to women and children. 
2. To provide antenatal check-up to pregnant mothers and post natal care. 
3. To provide contraception to all women for birth spacing and referral for Tubal Ligation or Vasectomy;
4. To monitor the Weight and Growth of children and treatment of illness, if any.

5. To provide health education to the community including water supply, sanitation & hygiene.

	At Central level

1) National Department of Health (Department of Family Services, EPI, Maternal Health)
3) Department of Planning and Finance (DPF),  
At Provincial and District level

5) Provincial Health Office (PHO) and District Health Office (DHO),

6)  Family health coordinators at Provincial and District Level including Officer In Charge of District Health centres;

At Health Centres level

7) Officer in-charge of the Health Center

8) Patrol/Outreach Teams (Community Health Workers and Nurse in charge)

9) Village Health Committees (VHCs) and VHVs, where available.



	( Description of the Lead Implementer’s technical, managerial and financial capabilities.

	The technical, managerial and financial Lead Implementer of this proposal will be the NDOH and its selected departments. The project responsibility and implementation lie with the Health Centres with support, collaboration and supervision of the district and provincial health officers. The development partners will play a supportive role when needed and available. The table below provide an overview of those capabilities 
Name

Technical

Managerial

Financial

Mr Michael Malabag
Minister of Ministry of Health
No
Chair of the MOH Steering Committee Ministerial Oversight and advocacy 
Grant management,

authorize and approve budget
Dr. Pasco Kase
Secretary for Health

No
Management Oversight and personal support for the activities of the HSS-GAVI proposal
Grant management,

transfer budget to local levels
Coordination Committee Members (HSPC, ICC, CHAC)
Approved the content of the HSS-GAVI proposal, provided technical guidance on proposal design and preparation
Coordinating all activities  on their own areas of responsibility within the NDOH
Supervision of grant utilization and evaluation
Dr. Gerard Sui

NDHO - EPI Manager

Secretariat supporting development of the proposal Participated in TWG EPI/MNCH plan and MNCH Package development, provide technical data, information and guidance

Manage EPI programme, coordination with other stakeholder to implement the EPI/MNCH policies

Grant management, Coordinate and control of funding sources

Dr. William Lagani

NDOH – Family Services Manager

Lead in MNCH action plan, 
Support in the development of the proposal Participated in TWG EPI/MNCH plan and MNCH Package development
Manage, oversight the MNCH implementation
Grant management, Coordinate with other funding sources
Mr. Ken Wai
NDOH  Health Planning & Finance

Oversight the health financing, consolidating, reporting.
Oversight GAVI HSS initiative including planning, monitoring, budgeting;

Grant management,

authorized and approved budget, transfer budget to EPI/MNCH center and to local authorities (PHO)
Dr. Siddhartha Sankar Datta

WHO – EPI Officer

Provide guidance in design, planning of EPI/MNCH package of the HSS/GAVI proposal 

Technical support to EPI activities 
No
Dr. Laura Guarenti

WHO - MNCH

Provide guidance in design, planning of EPI/MNCH package of the HSS/GAVI proposal

Technical support to MNCH activities 
No
Dr. Geoff Clark

AusAID – Programme Director Health and HIV
No
Coordinating and oversight of activities  
No
Dr. Grace Kariwiga

UNICEF –  Maternal & Child Health Advisor

No
Coordinating and oversight of activities
No
Mr. Joseph Sika 
CEO, Christian Health Services (CHS) 

No
Coordinating all activities  on their own areas of responsibility
Ensure release of funds to the health centres managed by CHS
Provincial Health Advisors
No
Supervision of the HSS-GAVI proposal
Grant management, Coordinate with other funding sources, control
Representative from Development partners

WHO; JICA;UNICEF; UNICEF nominated Representatives on Health Sector Wide Coordination Mechanism

Provide technical guidance, coordinate the GAVI HSS initiative 




The Provincial Health Office (PHO) and District Health Office (DHO) are responsible for overall implementation and coordination of the GAVI HSS initiative within their province and sub-district level.  The technical officers in PHO and DHO are responsible to supervise and facilitate of the activity implementation in their authority areas. Village Health Committees (VHCs) and VHWs, CBDs are responsible to coordinate, participate with PHO, DHO teams to deliver MNCH services at the community level. They will play important role in mobilizing community to use the service delivered by the health professionals.
	6.1 b)   Coordination between and among implementers

	( Please describe how coordination will be achieved (a) between multiple Lead Implementers, if there is more than one nominated for the proposal; and (b) between each nominated Lead Implementer for the proposal and its respective Sub-Implementers. 


	Additionally, the Interagency Coordination Committee (ICC) and the Child Health Advisory Committee (CHAC) are bodies composed by DPs, NGOs, Chief of technical units from the National General Hospital, NDoH related department, UN Agencies, University and private sector  and meet  every three  months (four times a year)  to discuss, inform, endorse and agree on EPI and MNCH related issues.



	6.2 Financial management arrangements
· Please describe:
a) The proposed financial management mechanism for this proposal;

b) The proposed processes and systems for ensuring effective financial management of this proposal, including the organisation and capacity of the finance department and the proposed arrangements for planning and budgeting, treasury (fund management and disbursement), accounting and financial reporting, internal control and internal audit, procurement, asset management and external audit.

c) Technical Assistance (TA) proposed to strengthen the financial management capacities in order to fulfil the above functions.


	(A) The existing government channels of Papua New Guinea will be used to disburse funds. The NDoH sub-ledger bank account will be used to channel the money into the provinces, districts and health centres of Papua New Guinea. Facilitation of the financial management and audit is already part of the general management and facilitation of the National Health Plan. Therefore, this HSS-GAVI proposal does not include management fee and audit fee. 

(B) Planning, strategic coordination and budgeting: Grant management will be provided by the NDoH. The proposal foresees four levels of managerial approaches and responsibilities. NDoH will be the overall supervisor of the operation at central level. The selected provinces and districts NDoH/Provincial Health Authorities will be in charge at peripheral level; meanwhile the Health Centre will be the proposal implementation unit along with the outreach team composed of Community Health Workers and the designed Nursing Officer.

In terms of budgeting, the Department of Personnel Management, Circular Instruction no: 3 of 2010 dated 26th February 2010, the revised domestic travel allowance (DTA) rates were applied for payments to the Outreach Patrol Team and the Team who will conduct the supervision and M&E. 

In terms of financing and disbursement, the proposed cash flow mechanism will be as follows: (i) on approval of the plan and budget, NDoH should receive the fund directly from GAVI; (ii) based on past experience, NDoH should have a sub-ledger account for this specific proposal/fund; (iii) NDoH, through the EPI/MNCH programme office will manage the disbursement of funds to the provinces through the Health Sector Improvement Programme (HSIP) Trust Account - on a biannual bases, on receipt of acquittal from the last tranche of released fund; (iv) from the provinces, the financial support will reach the districts and then the health centres based on a prepared outreach plan which will identify human resources, transport, days, needed fuel etc.   The HSS/GAVI proposal will be utilised for the following purposes: (i) 50% of the necessary per diem of the human resources; (ii)  50 % transport cost (car, boat or fuel) for the outreach activities and the remaining 50% (PGK 35 or 17 US$) will be covered by the NDoH routine funds (iii) It will also support the M&E process from the province to districts to health centres.

The evidence of the activity taking place will be based on the signature of the Provincial Program Managers verifying the presence of the Community Health Worker and the designated Nursing Officer conducting the outreach and submission of the acquittal of the fund. The use of funds would be reported to NDoH EPI/MNCH programme office consolidated by the supervision and monitoring report prior to subsequent fund disbursements. Annual performance reports, including financial statements, will be drafted by the EPI/MNCH programme and will be checked for data quality and verification by the NDoH Planning and Finance Department. This will then be part of the annual sector performance review to be submitted to the National Sector Partnership Committee, ensuring that performance reports (at sectors, program and provincial levels) are provided in a timely and complete manner. 
Internal & external audit: The monitoring and supervision of activity implementation and the financial resources employed will be performed jointly by the EPI/MNCH programme and the Provincial Program Managers. Specific arrangements will be made for programme monitoring by WHO, which is already providing technical support to the EPI/MNCH programme in the health sector. External audits of the programme will be part of the general audit for the entire National Health Plan. Upon availability of the audit reports, it shall be shared to GAVI no later than six (6) months. Thus, no cost is associated with the external audit to be included in this proposal as it will be covered by the Government. 
Additional Conditions and Assurances: A detailed budget will be provided to GAVI in advance of funds disbursement, in an agreed format showing the economic breakdown of expenditure in each activity.  Financial reports should also be prepared using economic codes.  The Government Chart of Accounts should be adopted. A copy of the detailed financial process for the management of the HSS funds prepared by NDoH technical staff will be provided with the signed Aide Memoire. National accounting procedures will be used and accounting records and physical records maintained at all levels of the health sector including at district level. Where banking facilities are available at district level and below, they will be used to safeguard funds received. Where banking facilities are not available, government financial procedures relating to cash management, including limits on amount of cash allowed to be held and length of time cash can be held prior to disbursement, will be followed
(C)  Not Applicable for GAVI

	6.3 Governance and oversight arrangements
· Please describe:

a) The committee(s) responsible for the governance of the HSS support in the country (this should include the roles of the HSCC and the CCM, including how the roles of these bodies are aligned with Global Fund or GAVI requirements);

b) The mechanisms for coordinating the proposed HSS support with other health system strengthening activities and programs;

c) Plans (where appropriate) to strengthen governance and oversight;

d) Technical Assistance (TA) requirements to enhance the above governance processes.



	(A) Overall role and function: The purpose of the Health Sector Partnership Committee (HSPC) is to promote the achievement of the Goal and the Objectives of Ten-Year Health National Plan through effective utilization of the Sector Coordination Mechanism. 
Roles of HSPC, ICC and CHAC
· Joint formulation and management of the policy agreed between the Department of health and DPs;
· Regularly conduct sound, transparent, and effective discussions and dialogues among NDOH and DPs; such as, Regular sector-wide information exchange, consultation, planning and monitoring through MoH Partners Committee SWG related to EPI and MNCH. Integrated, collective, effective and sustainable interventions, efforts made by the partnership towards the Goals and Objectives expected.
· Rolling out of SWG mechanism to provincial level
Members of the SWG and TWG were consulted in the course of this application and endorsed the application. Members of the SWG and TWG also participated in the development and agree to support implementation of the activities outlined in this HSS-GAVI proposal.

(B) Harmonized with other Country Coordination Mechanism (ICC, CHAC, GFATM, GAVI and SWG)
(C)  Continue to strengthen the SWG/TWG by:
· Revising TOR, the annual work plan as required
· Developing the guidelines, tools for better planning, for monitoring and supervision, for financial management, etc.

· Improve sector wide common work plan and monitoring framework;

· Enhance health resources mapping and costing;

· Delegation of responsibility and authority to PHO, DHO.

· Close collaboration with other Ministries and agencies on Cross-cutting issues

Towards a Programme-based approach: all the above activities will gradually facilitate to this approach.
D)  Not Applicable for GAVI proposal


	7. Risks and Unintended Consequences

	7.1 Major risks
· Please describe any major “internal” risks (within the control of those managing the implementation of the HSS support) and “external” risks (beyond the control of those managing the implementation of the HSS support) that might negatively affect the implementation and performance of the proposed activities. 


	Risks
	Mitigating strategies

	Internal Risk

This HSS/GAVI proposal faces the following significant risks that may hamper and slow down its implementation. 

NDoH has an advisory role and due to the established organic law encompassing decentralization of power, it fails to play the leadership role over the Provincial and District structure. Failure to fully support the proposal of outreach activities at all levels under NDoH leadership will reduce the proposal impact and significantly limit its sustainability. This may eventually lead to low acceptance and adherence to the HSS/GAVI EPI/MNCH integrated outreach strategy from NDOH, Provincial, district and health centres personnel.

If the required drugs, vaccines and necessary logistics are not made available at health facilities the HSS/GAVI impact will continue to be limited by an inability to effectively treat patients or deliver the preventive services
The outreach team shows disinterest to carry out their roles.

Availability of qualified health staff and high turnover of health personnel 

Weak/inefficient  IEC campaign at health centres and community level

Low level of advocacy and support from provincial and district health authorities.

	Strategies to mitigate and manage these risks are at the heart of the HSS/GAVI proposal and are embedded in the main health sector strategies. The main mitigating strategies on which the proposal is based are:

(1) The National Health Plan for 2011–2020 has been developed and approved. The plan aims to strengthen the existing health system, particularly at the primary health care level, to ensure access to good quality health services to the poor and vulnerable populations in remote areas.

(2) Great emphasis has been recently given to the concept of the NHP 2011-2020 “Back to Basic” which put “Strengthened Primary Health Care for all and improved service delivery for the rural majority and urban disadvantage” at its core.
(2) Reach Every District and Reach Every Child Strategy. This strategy has been implemented country wide by NDOH and implementing partners since 2011. So far, no major risks have been reported. Availability of sufficient qualified staff – especially in remote areas - still remain a concern.
(3) The Ministry of Health of Papua New Guinea developed the comprehensive Multi Year Plan (cMYP) for the period of 2012-2015 for the National Immunization Program to as a guide to ensure high quality immunization service and un-interrupted financial support. The mission of the National Immunization Program is to provide optimal immunization services against vaccine preventable diseases in order to improve child survival and mother and child health throughout the country. It is aligned and complements the 2011-2020 National Health Plan and the EPI and MNCH strategies.
(4) Key Results Areas (KRA 4 and 5) of the NHP are related to MNCH

	External Risk

Delay of funds approval and disbursement 

	The agreed funding disbursement process by creating a sub-ledger account and using the existing HSIP mechanism will be helpful in addressing the delay in release of the fund.

	7.2 Unintended consequences

· Please describe any possible unintended consequences that might occur as a result of implementing the proposal and the strategies to mitigate these unintended consequences.


	


Funding for this proposal has been being requested to implement the EPI/MNCH integrated outreach strategy.The aim is to improve service delivery in rural areas and to establish the EPI/MNCH package of services in eight selected province and districts with increased utilization and to create a supportive environment for integrated outreach services. The approach and content of this proposal is in line and fully integrated with the country major health sector policies and strategies, therefore no unintended consequences are foreseen, that might occur while implementing this proposal/ activities. In addition as an integral part of the nationwide implementation of EPI/MNCH Strategy, this GAVI/HSS initiative will strictly adhere to the following four principles: (1) Follow ONE EPI/MNCH Strategy. All interventions and activities to be supported by the GAVI HSS Initiative are in line with the planned Integrated EPI/MNCH plan developed following through participatory analysis of health systems barriers and identified bottlenecks.(2) Support ONE implementation plan and budget in each district/province. The GAVI HSS Initiative will assist provinces, districts and health centres to develop an EPI/MNCH Strategy Implementation Plan through micro-planning process with accompanying budgeting exercise. The plan should coordinate and incorporate all sources of funding and support for delivering the integrated EPI/MNCH Package. (3) Adopt ONE monitoring and evaluation framework. The defined national M&E framework and the indicators for monitoring the Integrated EPI/MNCH Package will be used to monitor intervention delivery and outcomes of this proposal, supplemented with disaggregated district data for the selected GAVI HSS districts for monitoring the impact of the implementation. The GAVI HSS proposal will support joint monitoring and annual progress assessment by national and local health authorities with participation of all related international partners. (4) Adopt ONE coordination mechanism. Existing health sector coordination mechanism on EPI/MNCH at the national, provincial and district levels will oversee and coordinate the EPI/MNCH Strategy implementation with financial support from various sources including the GAVI HSS Initiative to maximize a synergy.  
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Health Systems Funding Platform (HSFP)





Health Systems Strengthening (HSS) Support











COMMON PROPOSAL FORM





HSS Funding requests to the Global Fund using the Common Proposal Form and Guidelines can only be made when the application materials are launched on 15 August 2011








� The consultation and preparation for the National Health Plan included a significant gap analysis of health system. Several studies were performed in the run up to the development of the final draft, including costing studies, district funding flow studies, epidemiological analysis of ten years trends, several HR forums, inventory analysis, stakeholders’ consultation etc. 





�  Highlighted in bold  the provinces which are already benefitting  of Aus AID support and do have a EPI provincial officer


� Sources: PNG DHS, World Bank, WHO, UNICEF; most recent data quoted.


� Sources: Papua New Guinea Health Human Resources Review -  World Bank August 2011


� WHO reports 2006,2007,2008 and 2009


� Baseline data for the NHP have been cited from the following sources: (i) Demographic and Health Survey (2006); (ii)  PNG Medium Term Development Plan (2011-2015); (iii)  National Economic and Fiscal Commission Reports (2010); (iv) National Health Information System (2009); (iv) Health Sector Review (2001-2009); (v) Health sector Review (2010), (vi) HIV Program Report (2009), (vii) Annual Malaria Household and Health Facility Survey (2008); (ix) WHO global TB Report (2009) and the (x) Annual Aid Post Survey (2009).





� Full in Annex 4 of the M&E Strategic Plan
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