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ACRONYMS AND ABBREVIATIONS
	AIS
	: Agent itinérant de santé [Traveling Health Worker]

	 DQA
	: Data Quality Audit

	ASBC
	: Community-based health agent

	VHW
	: Village Health Worker 

	AV
	: Accoucheuses villageoises [Village Midwives] 

	BCG
	: Bacillus Calmette-Guérin

	CCIA
	: Interagency Coordinating Committee 

	CHR
	: Centre hospitalier régional [Regional Hospital]

	CISSE
	: Centre d’information sanitaire et de surveillance épidémiologique [Health Information and Epidemiological Surveillance Centre] 

	CM                         
	: Centre médical [Neighborhood Medical Centre]

	CMA
	: Centre médical avec antenne chirurgicale [Neighborhood Medical Centre with Surgical Facilities]

	CNHP
	: Conseil national de l’hygiène publique [National Public Health Advisory Board]

	CNTS                
	: National Health Accounts

	COGES
	: Health Management Committee 

	PNC
	: Prenatal consultation

	NHDP/MC 
	: Monitoring Committee of the NHDP

	CSPS
	: Centre de santé et de promotion sociale [Health and Social Promotion Centre]

	DASPAJ
	: Direction de la santé des adolescents, des jeunes et des personnes âgées [Directorate of Adolescent, Young Adult, and Elderly Health] 

	DEP
	: Direction des études et de la planification [Directorate for Planning and Research]

	DGISS
	: Direction générale de l’information et des statistiques sanitaires [General Directorate for Health Data and Statistics] 

	DGPS
	: Direction générale de la protection sanitaire [General Directorate for Health Promotion]

	DHPES
	: Direction de l’hygiène publique et de l’éducation pour la santé [Directorate for Public Health and Health Education]

	DIEM
	: Direction des infrastructures, des équipements et de la maintenance [Directorate of Infrastructure, Equipment, and Maintenance]

	DIRES
	: Direction de la Promotion pour la Santé [Directorate of Health Promotion]

	DLM
	: Direction de la lutte contre la maladie [Directorate of Disease Control] 

	DPS
	: Service Delivery Area

	DPV
	: Directorate of Prevention through Immunisation 

	RHD
	: Regional Directorate of Health

	DS
	: Health District

	DSME
	: Direction de la Santé de la Mère et de l’Enfant [Directorate of Maternal and Child Health]

	DTP1
	: First dose of Diphtheria, Tetanus, and Pertussis vaccine

	DMT
	: District Health Management Team

	NSPH
	: National School of Public Health 

	HC
	: Healthcare Facility 

	GAVI
	: Global Alliance for Vaccines and Immunization

	Hep B
	: Viral Hepatitis B

	Hib 
	: Haemophilus Influenzae B

	IB
	: Infirmier breveté [Certified Nurse]

	PSDSS
	: Infirmier chef de poste [Head of Mission Nurse]

	IDE
	: Infirmier diplômé d'Etat [State Registered Nurse with Degree]

	QWI
	: Quick Win Intervention

	ARI
	: Acute Respiratory Infection 

	STI
	: Sexually-Transmitted Infection

	ITSS
	: Inspection technique des services de santé [Health Services Technical Inspectorate]

	AEFI
	: Adverse Event Following Immunisation

	OBCE
	: Organisation à base communautaire d’exécution [Community-Based Organisation] 

	MDG
	: Millennium Development Goal 

	WHO
	: World Health Organization

	CSO
	: Civil Society Organization

	PADS
	: Programme d’appui au développement sanitaire [Health Development Support Programme]

	PE
	: Peer Educator 

	HMM
	: Home-based Management of Malaria

	EPI
	: Expanded Vaccination Program

	AFP
	: Acute Flaccid Paralysis 

	NHDP
	: National Health Development Plan

	NHP
	: National Health Policy

	cMYP
	: Complete multi-year plan

	PTF
	: Technical and Financial Partner

	GPHS
	: General Population and Housing Census

	RHS
	: Human Resources for Health 

	HSS
	: Renforcement du système de santé (Health system strengthening)

	SBC
	: Service à base communautaire [Community-Based Service] 

	CBS
	: Community-Based Surveillance 

	CBS
	: Community-Based Surveillance

	CBS/VPD:
	: Community-Based Surveillance of Vaccine-Preventable Diseases 

	SF/ME
	: Sage femme et maïeuticien d'Etat [State-Certified Birth Attendant]

	PLHIV
	: Acquired Immune Deficiency Syndrome

	IDSR
	: Integrated Disease Surveillance and Response

	SNAM
	: Système national d’assurance maladie [National Health Insurance System] 

	NHIS
	: National health information system 

	EmONC
	: Emergency Obstetrics and Neonatal Care

	SP/CNB
	: Secrétariat permanent du conseil national de bioéthique [Permanent Secretariat of the National Council on Bioethics] 

	SP/CNS
	: Secrétariat permanent du conseil national de la santé [Permanent Secretariat of the National Council on Health] 

	SP/PNDS
	: Secrétariat permanent du Plan national de développement [Permanent Secretariat of the National Health Development Plan]

	TLOH
	: Télégramme lettre officielle hebdomadaire [Official Weekly Report] 

	NNT
	: NN Tetanus

	UNICEF
	: United Nations Children’s Fund

	YFV
	: YF vaccine

	MCV
	: Anti-measles vaccine

	TTV2 and higher
	: Tetanus Toxoid Vaccine (2nd and higher dose)

	HIV
	: Human Immunodeficiency Virus
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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
· 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:
	Ministry of Health

	Country:
	BURKINA FASO

	WHO region:
	AFRO

	Proposal title:
	BURKINA FASO’S RESUBMISSION FOR GAVI SUPPORT FOR IMMUNISATION-RELATED HEALTH SYSTEM STRENGTHENING

	Proposed start date:
	2013

	Duration of support requested:
	3 years

	Funding request:
	Amount requested from GAVI
	5 424 000
	Amount requested from Global Fund
	

	Currency
	[image: image2.wmf]USD


	[image: image3.wmf]EUR




	Contact details

	Name
	T. Romaric SOME

	Post
	Director of Research and Planning

	Mailing address
	03 BP 7009 Ouagadougou 03

	Telephone no.:
	Landline: (00226)50 30 45 32 // (00226)50 32 46 62 Mobile: (00226)70 26 82 81

	Fax
	(00226)50 30 45 32

	E-mail addresses
	tegwouli@yahoo.fr


	Contact details

	Name
	Zacharie BALIMA

	Post
	Coordinator of Health Development Programme Support

	Mailing address
	03 BP 7009 Ouagadougou 03

	Telephone no.:
	Landline: (00226) 50 30 88 46 Mobile: (00226) 70 20 09 59

	Fax
	(00226) 50 31 17 08

	E-mail addresses
	balimaz@fasonet.bf; pads@fasonet.bf


	Executive Summary
→ Please provide an executive summary of the proposal.

	Burkina Faso’s resubmission to GAVI for immunization-related health system strengthening support is part of the implementation of the 2011-2020 National Health Development Plan (NHPD) and the attainment of the health-related Millennium Development Goals (MDGs).  Its goal is to contribute to an improvement in the population's general state of health, particularly that of children.
The primary objective of the request is to contribute toward improving the health system capabilities needed to achieve the objectives of the EPI by the close of 2015.
Specifically, four (04) objectives were defined. These objectives cover twelve (12) service delivery areas (SDAs). They are:
Objective 1: To strengthen the capacities of 19 health districts and 3 central structures in regards to coordination, supervision, monitoring and evaluation through the end of 2015
DPS 1.1: Strengthening the logistics capacities of the central and operational bodies
DPS 1.2: Coordination of interventions in the field of health, including immunisation:
DPS 1.3: Management, monitoring and evaluation of activities of GAVI/HSS.
Objective 2: To increase the effective coverage rate (valid doses) for children 12 to 23 months from 54% in 2009 to 85% by the end of 2015 in all health districts. 
DPS 2.1: Strengthening of the supply and quality of immunization services;
DPS 2.2: Improving the skills of health workers;
DPS 2.3: Reinforced demand for vaccination services;
DPS 2.4: Improving the management of biomedical waste;
DPS 2.5: Surveillance of vaccine-preventable diseases. 
Objective 3: To increase vaccine storage capacities to 100% and to at least 80% for other effective vaccine management criteria at the national and regional levels and in 19 health districts through the end of 20155

DPS 3.1: Increasing vaccine storage capacity;
DPS 3.2: Preventive maintenance and repair of health equipment and infrastructure.
Objective 4: To reduce the discordance index for National Health Information System (SNIS) data to below 10% through the end of 2015 
DPS 4.1: Quality control of data;
DPS 4.2: Capacity building.
These SDAs are broken down into 55 activities, for which the primary implementation body is the Ministry of Health via its operational bodies, along with the participation of Civil Society Organizations (CSOs) and the private healthcare subsector. Priority will be given to the nineteen (19) health districts with low vaccine coverage rates for the implementation of activities.
Implementation methods, financial management, coordination and strategic monitoring of the proposal will be integrated into existing mechanisms (tools, instances, methodology, and frameworks for monitoring health plans and programmes) at all levels of the health system. The coordination mechanism will be the same as the one from the 2011-2020 NHDP.
Significant internal and external risks that could have a negative impact on the implementation of the proposal have been identified, and harm reduction strategies have been proposed.
The period covered by the support requested from GAVI for strengthening the health system is three (03) years starting in 2013.  The total amount of support requested is five million four hundred twenty-four thousand United States dollars (5,424,000 USD).


	Part B - Applicant Eligibility


If this application includes a request to the Global Fund, please fill out the eligibility and other requirements section available here.
If this application includes a request to GAVI, please click here to verify the applicant’s eligibility for GAVI support.
	GAVI support eligibility – Government approval and other prerequisites for applications submitted to GAVI

	Please note that this application will be neither reviewed or approved by GAVI if not signed by both the Minister of Health and the Minister of Finance or their authorized representative.
For the Minister of Health, the Minister of Promotion of Women, serving in an acting capacity
For the Minister of the Economy and Finance, the Minister designated by the Minister of the Economy and Finance responsible for the budget, serving in an acting capacity
Name:   Dr. Nestorine SANGARE/COMPAORE             
Name: François Marie Didier ZOUNDI
Signature:  

Signature:  

Date: 

Date: 

For additional information on eligibility for GAVI support, please consult the following link document.


	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 March 2012, Burkina Faso submitted a first application for support for Health System Strengthening (GAVI HSS) in relation to immunisation to the GAVI Secretariat. At the request of the Secretariat, the application was reframed in April 2012 for a three-year period, instead of the five-year period initially considered.  This application was not looked upon favorably by the Independent Review Committee (IRC). It made relevant recommendations, most notably the preparation of a new application with a deadline of August 31, 2012.
In order to submit the new application on-time, the submission committee comprising representative of national offices of the Ministry of Health, civil society organisations and the private sector participating in the field of health was reorganized with the support of the technical and financial partners (TFP).  Technical assistance officially requested to support the committee in place was not obtained. In order to mobilise this technical assistance, reference terms and conditions built on the recommendations of the IRC were proposed. 
In order to prepare this resubmission, one (1) workshop was held in Koudougou from July 23 through August 1, 2012.  This workshop included participation by the World Health Organisation (WHO).
This workshop also allowed the reframed proposal from April 2012 t be revisited, taking into consideration the recommendations of the IRC. In order to ensure a participatory process that is as inclusive as possible, the document draft was submitted for evaluation by the technical and financial partners through the WHO. Relevant comments were made only by WHO and the United Nations Children’s Fund (UNICEF). In order to better understand certain comments, a working meeting was held on August 21, 2012, at the WHO Office, involving the narrow submission team and the persons responsible for programs from this organization. The comments made by technical and financial partners were reported to the members of the PADS steering committee at the application review meeting held the next day, August 22, 2012.  They also made comments. In order to consider these comments, on August 23-27, 2012, the restricted submission team for the new proposal was supplemented by members of the steering committee, supported by technical and financial partners primarily from the WHO, including an inter-country team for West Africa, UNICEF and the United Nations Population Fund (UNFPA).  For the WHO, technical support was required at three levels.
The proposal resulting from the participatory process was examined a second time by the steering committee, on August 28, 2012.  It was adopted during that meeting. 
The resubmission, as finalized, was approved by the Ministers of Health and Finance before it was submitted to the GAVI Secretariat. 
As with the initial and reframed applications, the proposal’s development process was led by the Ministry of Health’s Directorate of Research and Planning (DEP), and the Technical Directorate for Coordination and Planning of Health Activity Monitoring and Evaluation (DTCP).


	1.2
Summary of the decision-making process

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

	During the process of preparing and adopting the new application for Burkina Faso, all decisions were made by consensus, taking into consideration national priorities in regards to immunization, results of the effective vaccine management evaluation, equity and gender. 
Key decisions dealt with the specification of objectives so as to make them SMART, the fields in which services are provided, a logical framework and activities.


	2. State of National Health System 

	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.

	I. - Epidemiological profile 
The health situation in Burkina Faso is characterized by high specific and overall morbidity and mortality rates. Accordingly, the morbidity rate dropped from 15.4% in 1994 to 8.4% in 2007. The mortality rate, which was 17.5% in 1985, decreased to 14.8% in 1996. The infant-youth morbidity rate was 129‰ in 2010.
Mothers and children constitute the most vulnerable groups. The maternal mortality rate decreased between 1998 and 2010, falling from 484 to 341 deaths per 100 000 live births. Infant mortality fell from 81 deaths per 1000 live births in 2003 to 65 deaths per 1000 live births in 2010. These rates are still far from those targeted in the Millennium Development Goals (MDGs). Malaria, anemia, HIV, AIDS, and blood diseases are responsible for 20% of maternal deaths. Obstetric complications such as hemorrhage, infection, and dystocia are directly responsible for about 80% of these deaths. Factors influencing this situation are the low access to social and health services, the poor quality of these services, and sociocultural impediments.
In children under five years of age, severe malaria represents the highest cause of death, resulting in 71.1% of deaths. Deaths attributable to anemia represent 9.3%, those due to acute respiratory infections (ARIs) of the lower respiratory tract represent 4.3%, meningitis 4.2%, and malnutrition 3.8%. Despite significant preventative efforts through immunization, Burkina Faso is still affected by vaccine-preventable diseases. 
II- Description of the national health system
Burkina Faso's health system is organized into three subsectors.
1. The public health subsector 
The public health subsector is hierarchically organized as a “health pyramid” of three (3) levels:
On an administrative level, the system comprises: (i) the national level, organized around the cabinet of the Minister and the General Secretariat:  (ii) the intermediate level includes the Regional Health Directorates (DRS) of which there are 13; (iii) the peripheral level represented by the health districts (70).
With respect to the availability of healthcare, public healthcare facilities are likewise organized into three levels (primary, secondary, and tertiary), provided by the 70 districts, the 9 CHRs and the 4 CHUs/CHNs.
The first level comprising the health district has two echelons: The first echelon is represented by Heath and Social Promotion Centres (CSPSs) and Medical Centres (CMs) and the second echelon includes district hospitals commonly referred to as Medical Centres with Surgical Facilities (CMA). 
The second level of care is comprised of CHRs (09) and the third level of care is comprised of CHUs/CHNs.
2. Private health subsector
In the two largest city (Ouagadougou and Bobo-Dioulasso), Burkina Faso has private healthcare facilities at a ratio higher than 88%. In 2010, the Ministry of Health surveyed 358 authorized private health-care facilities. The availability of immunization-related health care in the private facilities remains low, hence the need to strengthen their involvement in the immunization programme. 
3. Traditional subsector 
For a large portion of the population, traditional medicine is most often the first recourse. Since 2004, a traditional medicine and pharmacopeia policy guides their promotion, under the sole objective of integrating traditional medical practices and traditional medicines into the national health-care system. As such, they help to improve coverage of the population’s health needs; in their capacity as opinion leaders, [traditional medicine practitioners] can serve as facilitators for raising awareness among the population and for tracing those lost to follow-up. 
In addition to these three subsectors, it should be noted that the community-based services and civil society both make significant contributions to the creation of various health programmes, including immunization, even though they are not part of this health pyramid. 
- Community-based services 
Over the past few years, the Ministry of Health has implemented incentivisation for health activities among civil society actors at the community level. Fourteen (14) capacity-strengthening NGOs and 151 community-based implementation organizations (OBCEs) are working in collaboration with community health workers in the field. Activities target Quick Win Interventions (immunization, assisted births, HIV and AIDS, tuberculosis, malaria, etc.) and are carried out by community-based health agents (ASBC) who are primarily charged with promoting health and social mobilization.
- Civil society
Burkinabè civil society brings together several stakeholders, including non-profit associations and non-governmental organizations. Civil society's advocacy role in national and international negotiations has become increasingly important. It also plays a role in social mobilisation, disease control and prevention, and in disseminating information on the treatment of certain diseases through health centres, including certain centres that they run themselves. 
III – Health expenditures 
According to the National Health Accounts (CNS or Comptes nationaux de la santé), national health expenditures have consistently increased. As such, these expenditures come to 220 billion FCFA in 2007, 254 billion FCFA in 2008, 297 billion FCFA and 319 billion FCFA respectively in 2007, 2008, 2009 and 2010. Health expenditures per inhabitant increased from 15 436 in 2007 to 20 272 FCFA in 2010 (32.5 and 42.7 USD, respectively).
 These ratios are lower than the usual mean of 54 USD per inhabitant per year recognized by the WHO’s macroeconomic and health commission. National health expenditures as a percentage of gross domestic product represented 5.5% in 2003, 7.53% in 2009 and 6.9% in 2010.  The budget of the Ministry of Health represented 9.1% of the total State budget in 2011.
The portion of the national health expenditures funded by households remains very high despite a drop noted during the period from 2003 to 2010. It declined from 38.29% in 2007 to 32.96 % in 2009. Funding from the partners is provided though unallocated budget support at the level of the State budget, the minimum package from the health development support programme (PADS or Programme d’appui au développement sanitaire), and through targeted project or programme funds. In relation to social protection for health, disease risk-sharing mechanism were developed through health cooperatives and private insurance. The process for implanting a National Health Insurance System (SNAM or Système national d’assurance maladie) is being developed.
There are no taxes dedicated to health, as an mechanism driving financing.
IV- Health human resources
Civil servants employed by the Ministry of Health totaled 17 012 agents in 2011
. These numbers do not include contract workers recruited by certain health-related public organizations that are managed independently or by territorial municipalities. The principal health personnel/inhabitant ratio in 2011 was: 1 physician per 22 017 inhabitants, 1 nurse per 2 679 inhabitants, and 1 midwife/birth attendant per 3 891 inhabitants. There are significant regional disparities in the distribution of these health personnel as well as disparities between urban and rural regions.
 V- Health care thresholds 

The delivery of health care is organized in accordance with the three levels mentioned above under Item II.  Immunisation activities are conducted using outreach and fixed strategies in the CSPSs, and using a fixed strategy only in the CMAs, CHRs, and CHUs for the BCG and OPV vaccines. National immunization campaigns are also conducted for OPV, measles, tetanus and yellow fever and meningitis. Immunisation encounters problems related to insufficient implementation of advanced strategies and innovative strategies for reaching poorly covered populations. 
The availability and use of care is characterized by:
· insufficient geographic accessibility: 55.2% of the population in 2011 lived less than 5 km away; an improvement in the use of basic curative care services, increasing from: 0.43 contacts per resident per year in 2007 to 0.70 contacts per resident per year in 2011;
· limited use of hospitals: average hospital bed occupancy rate of 55% in 2007 and 52% in 2011;
· satisfactory preventive care coverage: CPN2 increased from 65% to 75% and the rate of assisted births increased from 56% to 78% between 2007 and 2011 respectively; BCG, DTCP3 and measles coverage in excess of 95% in 2011; 
· a contraceptive prevalence rate that is insufficient, although improving: 19% in 2007 and 34% in 2011.
2.1 b) National Health Strategy or Plan

→ Please highlight the goals and objectives of the National Health Strategy or Plan.
In August 2011, Burkina Faso adopted its new National Health Policy (PNC or Politique nationale de santé) and the new 2011-2020 National Health Development Plan (NHDP or Plan national de développement sanitaire). 
The goal of the PNS is to contribute to the population’s well-being. Its overall objective is to contribute to improving the population's state of health.
To reach this objective, eight (8) strategic guidelines (OS) based on six (6) pillars of the WHO health-care system have been defined; these guidelines are particularly oriented toward achieving MDGs 4, 5 and 6:
OS1: Developing leadership and governance in the health sector;
OS2: Improving the delivery of health services;
OS3: Developing Health Human Resources;
OS4: Health promotion and disease control;
OS5: Development of infrastructure and management of equipment, and health products;
OS6: Improvement of management of the health information system;
OS7: Promoting health research;
OS8: Increasing health funding and improving the population’s financial access to health services
At the institutional level, the policy of the Expanded Programme on Immunisation (EPI) is defined within the overall framework of the NHP.  The EPI 2011-2015 strategic plan (revised complete Multi-year Plan) is a specific subset of this NHDP. 
As part of the implementation of this NHDP, civil society plays a complementary role, which allows it to capitalize on the diverse contributions of the NGOs and the non-profit and sociocultural world in the area of health.
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.)
1. Developing leadership and governance in the health sector
The axes for intervention of the NHDP are related to strengthening coordination between and within sectors and the partners, strengthening regulations, standardization and the effective and efficient management of health programs and resources, as well as accountability.
2. Improving the delivery of health services
With respect to the availability of health services, the major challenges relate to how to improve the quality of services and care, in both hospitals and private health facilities, and to strengthening community-based health care. Other challenges relate to consolidating the gains made in HIV and AIDS control, to strengthening the delivery of care for various population subgroups, notably secondary and university students, and laborers, with particular attention paid to the most vulnerable. With regard to the delivery of immunisation services, the major challenges are likewise improving the quality of services at the community level.
3. Developing Health Human Resources 
Two axes of interventions are specified in the NHDP: The rationalization of human resources management in health (planning, contribution, management and motivation) and the quantitative and qualitative improvement of the production of human resources for health (RHS).
This in particular involves strengthening the rational management of personnel while dealing with the parameters of distribution and motivation, improving initial and ongoing training and career monitoring. In this regard, strategies intended to index agent profiles based on their skills in function of the needs of the health care system, as well as the continued improvement of productivity by performance-based remuneration through results-based financing are anticipated.
In addition, the national development plan for Human Resources in Health which is being finalized will be adopted and implemented.
4. Health promotion and disease control
The strategic axes of the NHDP revolve around strengthening the availability and quality of health services, in particular in favor of mothers and children and the fight against malnutrition, strengthening community participation and an improvement in the health system's response to emergencies and catastrophes. The strengthening of communication-based change in behavior (CCC), the fight against communicable diseases (in particular those that are preventable by immunization) and non-communicable diseases also are priority areas for intervention by the NHDP. 
Burkina Faso is committed to promoting community health based on the concept of health promotion as defined by the Ottawa Charter. Within this strategy, community-based health agents (ASBC) play a primary role in contributing to significant mobilization of communities to implement health programs, such as immunisation (seeking out persons lost to follow-up, awareness).
To sustain health promotion and disease control activities, the implementation of an awareness-raising and social mobilization strategy among opinion leaders, the people, and the community is needed to bring about behavior change and adherence to immunisation schedules among the population. 
5. Development of infrastructure, equipment, and health products
The major strategies are strengthening of infrastructures, equipment and maintenance of the same to improve geographic accessibility of populations to health services.
 In regards to health products, the issue will be improving the availability of quality health products by implementing the revised national pharmaceutical policy, strengthening the national medication supply/distribution system, strengthening the National Blood Transfusion Centre and its constituent units and the improvement of the effective vaccine management system.  

6. Improving management of the health information system 
The areas for intervention revolve around the improvement of production and the use of health information at all levels.  Improvements to the efficiency of the health information system are planned with the goal of rendering it capable of supporting planning and management of population-based health problems, handling data – particularly MDG-related data – and effectively integrating information and communication technologies to increase the performance of the national health system.
7. Promoting health research  
This will involve strengthening institutional and operational capacities of the Ministry of Health. 
The major challenge to overcome remains how to strengthen the decision-making process based on evidence and available experiments as part of the definition of immunization policy. 
8. Increasing health funding and improving financial access to health services 
The general fundraising approach used turns on a multisectoral and multidisciplinary vision and the participation of all the stakeholders at various levels of the health system, such as the health development partners, communities, private sector, civil society (non-governmental organisations, non-profit associations, human rights movements, unions, etc.) and the government.


	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). 

	The key constraints are described in accordance with the eight (8) 2011-2020 NHDP strategic guidelines.
1. Developing leadership and governance in the health sector 
An analysis of the situation conducted as part of the creation of the 2011-2020 NHDP highlighted the following insufficiencies: i) inadequacy of the legal framework essential to a properly-functioning sector; ii) poor distribution and non-use of regulations; iii) limited capacity of the control and inspection facilities to monitor compliance with the regulations; iv) lack of regulations for the private health subsector; v) the dysfunctional nature of professional organizations; vi) insufficient, and even non-existent, punishments for regulatory infringements.
The insufficiencies/difficulties noted above have at times harmful consequences for public health activities, particularly immunisation, which is one of the high-impact public health interventions. Likewise, achieving significant results is partially hindered by the high level of illiteracy and the social and the cultural impediments, which can result in limited access to information and to the benefits of EPI.
Sometimes it is difficult to coordinate the procedures required by donors with the requirements of the activities to be implemented.
2. Improving the delivery of health services
Despite satisfactory administrative coverage rates for the various EPI vaccines reported by health facilities at the national level, the country continues to experience cases of vaccine-preventable diseases. This could be linked to (i) the insufficient quantity and inadequate use of health services; ii) the low level of development of community-based IMCI; iii) lack of understanding of target populations; (iv) the seasonal and cross-border migratory patterns of populations.
3. Developing Health Human Resources 
Even though the current health workforce, 45% of which is comprised of women, has grown over the past few years, it remains below the required numbers. Add to this the workforce’s unequal distribution and the high level of mobility among health personnel, which has an affect on health activities, particularly immunisation. 
The training of health personnel is increasingly affected by under-equipped training institutions and by the saturation of available internships in the field, which has had an impact on the quality of health services.
Furthermore, the lack of quality, well-trained personnel, and the low level of motivation among personnel, hinder the overall performance of an immunisation programme.
4. Health promotion and disease control
The insufficiencies observed in health promotion and disease control are summarized under the following points: (i) inadequate skills among community-based health workers, linked to the absence of training and re-training, lack of supervision, and inappropriate curricula; (ii) material difficulties leading to a lack of transportation and absence of appropriate IEC materials; (iii) inadequate motivation. 
While organizing community-based health services, it is helpful to note the lack of coordination, insufficient intersectoral collaboration, and inadequate monitoring and evaluation of community-based health workers’ activities. Furthermore, the lack of infrastructure and equipment for the Community Health Directorate should be noted. All these insufficiencies contribute to less efficient interventions at the community level.
5. Development of infrastructure, equipment, and health products 
The country’s overall coverage of health infrastructure remains inadequate, made worse by the inequitable distribution of infrastructure both among and within health regions. In 2010, the average theoretical radius of action was 7.34 km for a target of 7.2 km established in the 2001-2010 NHDP.  In addition, the RMAT at the Central region level was 3.0 km, compared to 12.5 km for the Sahel region in 2010.  In 2011, the RMAT at the Central regional level was 1.7 km, compared to 11.8 m for the Sahel region. Furthermore, the mean theoretical radius for an intervention is 3.0 in the Central region compared to 12.5 in the Sahel region.
Regarding equipment, the document containing equipment standards for CSPSs and CMAs is still not respected with respect to quality or quantity. Renovations are not conducted wisely or in accordance with amortizations. In the area of maintenance, there is still an insufficient quantity of qualified human resources, supplies, and funding. Furthermore, an equipment and maintenance policy for the health sector is currently in development.
Regarding health products, medicines, medical supplies, and vaccines, the weaknesses noted primarily relate to the insufficient coordination of delivery and distribution channels for pharmaceutical products in the health sector and the absence of an appropriate strategy for local pharmaceutical manufacturing.  Vaccine management is confronted by the obsolete nature of existing cold rooms, the absence of EPI warehouses in the new health districts, the insufficient use of management tools, the lack of standards for monitoring inventory and distribution, as well as the low quality of the waste management system. Furthermore, the national quality control system does not integrate vaccine quality control.
6. Improving management of the health information system 
In regards to health information, the coordination of production and dissemination activities is insufficient; the use of health information data is low; population data is not managed well and community data are not frequently taken into consideration. Collaboration on the one hand between the NIS and structures that produce demographic data, and on the other hand, between the national health research system is limited. In the area of documentation, the abundant archives that exist in the various departments are unorganized, making it difficult to use them, and are experiencing an increasingly high level of growth.
7. Promoting health research 
8. In general, health research is conducted with hesitation. Despite the efforts made in the area of immunisation, research is still faced with insufficient funding for research projects, low use of research results, insufficient coordination of studies and research, inadequate promotion of research activities, and limited availability of the human resource required for research.
8. Increasing health funding and improving financial access to health services
The sustainability of EPI funding has been suddenly tested because of its high level of dependence on outside funding.
The difficulties are primarily due to (1) inadequate mobilisation of funds for actual needs, (ii) the targeting of certain health funding, (iii) the lack of financial support for the population to access to curative health care, in favor of children under 5 and pregnant women, and (iv) the absence of universal health coverage.


	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. 

	With the support of its partners, the Ministry of Health has invested in a process of reform for the national health system, which has improved the performance of the health system, notably in the area of immunisation. These efforts, broken down by strategic orientation, are presented below: 
1. Developing leadership and governance in the health sector 
Establishing and maintaining regular consultation, collaboration, and coordination frameworks with other ministerial sectors, the technical and financial partners, civil society, private sector health care, and communities (the NHDS Monitoring Committee, Board of the Ministerial Sector (CASEM), Inter-agency Coordinating Committee, the Technical Support Committee (CTA), joint committee for public/private consultation, regional health technical committee (CTRS), District Health Council (CSD), etc.) all contribute to significant decision-making. The implementation of an Upper Council on Health (CSS) will strengthen the framework. Several reforms have been made (e.g., hospital reform, pharmaceutical reform, transfer of health-related skills and state resources to municipalities, etc.) and regulations adopted governing the functioning and operation of public, private (regulations regarding the nomenclature and classification of private health-care facilities), and community facilities. Several other reforms are being finalized, such as a reform pertaining to the CSPS’s reorganization of the health system by transforming the seats of rural municipalities into medical centers staffed by doctors.
The regulation of health sector professional practices improved in 2010 due to tighter controls at all levels of the health system and to collaboration among health-related professional bodies.
Financial governance has been improved through the decentralization of resources and attainment of global financial controls and audits; however, it needs to be further strengthened in the areas of training, monitoring, raising awareness among actors, and quality control audits.
2. Improving the delivery of health services
Specific interventions have been developed for vulnerable groups (mothers, children, youth, the elderly, etc.). In the area of community health, the adoption of integrated community-based interventions strategy is a significant step toward improved community involvement in the management of their health care. Continuing education of health workers at all levels of the health system regarding the EPI, strengthening of the equipment in health facilities, and specific, integrated supervision of health workers have all helped to improve the quality of immunization services in recent years. Implementing outreach strategies and tracing those lost to follow-up have resulted in good immunization coverage, significant reductions in the dropout rates between BCG and measles and between Pentavalent 1 and Pentavalent 3, and the ability to reach those populations that practice seasonal migration.
These efforts have improved the usage rates among health-care facilities. The number of new contacts per inhabitant and per year rose from 0.50 in 2008 to 0.65 in 2011. This rate still falls below the international standard, which is at least 1 contact per inhabitant per year.
3. Developing Health Human Resources 
In the area of human resources, efforts have been made in recent years to: (i) increase workforce numbers in the regions (1730 officers were recruited from 2008 to 2010), (ii) give priority to low-performing areas in allocating graduates from the vocational schools, (iii) recruit certain health personnel to regional positions; (iv) increase production capacities among public educational institutions and opening new public and private training institutions, (v) diversify the supply of training by opening new training programs, (vi) establish several in-depth degree programs of study at national universities (vii) train specialists for the jobs of doctors and nurses, (viii) establish computerized HHR management software, (iv) [sic] develop/update regulations and legislation, procedures, and HHR management tools, (x) implement a new evaluation system for public officials, (xi) create new benefits for poverty zones, and expand housing and hardship allowances to state workers, including those in the Ministry of Health, (xii) existence of a regulatory framework for organizing allocation committees at all levels (provincial, regional and national).
Furthermore, after the situation analysis is validated, the census of staff from the Ministry of Health and the ongoing development of the health human resource development plan should both be noted.
GAVI’s contribution has enabled the training of 543 community-based health workers, which has helped to improve community participation and therefore strengthened immunization, the integrated management of childhood illnesses, and the care of pregnant women, all of which have helped improve health indicators. Also, the bonuses awarded to the best health facilities among the health districts have played a role in improving immunization coverage. 
4. Health promotion and disease control 
In this area, work has been done to strengthen immunization of women and children against vaccine-preventable diseases and thereby save lives, including the organization of six polio immunization campaigns in 2011, the organization of immunisation campaigns against maternal and neonatal tetanus in high-risk areas, and the organization of mass campaigns against neglected tropical diseases.
Actual implementation of integrated/specific oversight of basic health facilities to help strengthen the quality of the cold chain, vaccine management, routine immunization, and outreach strategies. 
Implementation of incentivisation activities with capacity-building NGOs and health-related OBCEs has resulted in awareness-raising sessions on various topics, such as home-base care (HBM), tracing those lost to follow-up for immunisation, immunisation schedule followed by CHWs in the community, raising awareness through educational talks, screenings of films, theater performances, etc. 
Work has also been done to establish (in 2011) and coordinate a community-based health directorate, and it has already undertaken the development of a national community-health policy.
5. Development of infrastructure, equipment, and health products
In this area, the mean theoretical radius for an intervention fell from 7.51 km in 2008 to 7.34 km in 2010 and to 7.2 Km in 2011. In 2009 and 2010, the Burkinabè State, with support from Japan International Cooperation Agency (JICA), acquired one cold room at the national level and one for each of the other 13 regions. In addition to these efforts, GAVI’s contribution has allowed the construction of 3 large-capacity incinerators, the acquisition of a 15-ton truck to resupply the regional warehouses with vaccines, 3 ambulances, 5 vehicles for supervision, 1 vehicle for maintenance, 100 motorcycles for the CSPSs, and 400 bicycles for the community actors. Other achievements underway include the construction of 3 maintenance workshops and the establishment of 1 Department of Equipment and Maintenance Infrastructure (SIEM), and 5 CSPSs. 
For health products, the drug distribution system has been improved by the decentralization of the CAMEG, opening it to the private sector, the annual determination [of prices], and strict surveillance of drug prices. Quality assurance of health products has been improved by the establishment of a national surveillance system for adverse reactions to health products. Furthermore, the promotion of rational drug use is performed using normative tools. Improvement of the vaccine management system has resulted in an absence of vaccine and supply stock-outs.  
6. Improving management of the health information system
Among the reforms already implemented or underway, there is the creation of the Directorate General for Information and Health Statistics, whose mission includes coordinating the NHIS, reviewing data collection instruments, developing an integrated computer system for routine data management, and strengthening regional data production. 
Statistical production has been strengthened and diversified to meet the greatest needs of users (regular production of the national and regional statistical yearbooks, the dashboard health indicators, the Epidemiology and Health Information Report (BEIS or Bulletin d’épidémiologie et d’information sanitaire), the CNSs, the reports on the contribution of the private sector to the improvement of health indicators, and progress reports).
Timeliness has been improved (from 97% in 2007 to 99.7% in 2011) through the implementation of a communication device at some structures of the Ministry of Health using the mobile phone system. Furthermore, the web site of the Ministry of Health (www.sante.gov.bf) has been regularly updated.
At the EPI level, conducting the annual data validation survey (LQAS) at the EPI health district level has resulted in recommendations for improved immunization coverage and improved understanding of the target populations, in harmonizing the collected data, and in sharing the same understanding of the data quality concept.
7. Promoting health research
In 2011, a Directorate for Health Research was established to coordinate research activities, determine priorities for health research, monitor their implementation, use the results of research through disseminating them and facilitating their use in decision making. 
To support the development of research institutions, guidelines and planning documents were adopted, as was legislation establishing and operating the regulatory bodies for ethical issues along with the 2011-2020 national plan for health research development. The allocation of financial resources to research institutions from the state budget and creation of a budget line item titled funding to support health research (FARES) have resulted in an improved funding capacity for health research.  
The workforce numbers at the 3 health research centers of the Ministry of Health have experienced a notable increase. In March 2012, out of total personnel of 371, the number of researchers totaled 93.
Concerning the mechanisms for the management of research and the dissemination of research results, the research centers are composed of almost nothing more than scientific advisory boards that primarily play an advisory role.   
There are forums for dialogue for the dissemination and use of research findings, such as the scientific meetings of Bobo-Dioulasso and Nouna Health Sciences, the national forum on scientific research, the technological innovations, and the Health Research Advisory Centre.
There is little research devoted to immunisation activities. However, to improve immunisation services, several research activities have been set up, including the in-depth external review of the EPI in 2009, composed of immunization coverage surveys, programme funding, program management, logistics, injection safety, and communication. 
8. Increasing health funding and improving the population’s financial access to health services 
Resource mobilization has contributed to the creation of the policy of subsidies and free health-care, childbirth, and obstetric care and neonatal care (EmONC), covering curative, preventative, and promotive care for women, children and the needy.
The efforts made by Burkina Faso and its development partners have ensured that there will be no charge for antiretroviral therapy (ARV), immunizations, and assistance establishing mechanisms for sharing risk disease, such as mutual health insurance, or cost sharing.
Also, note the implementation of a results-based financing strategy (RBF) as an innovative approach to funding health, the contractual approach, promotion of the sectoral approach, alignment of the planning cycle to that of the state budget’s development, transfer of powers, and management of state resources by local officials.
Add to this the establishment of a process to start a National Disease Insurance System (SNAM, or Système national d’assurance maladie) to improve the population’s access to health care and to participate in reducing vulnerability among specific populations. In addition, we must note the preparation of the health COMPACT which is a document committing the Government and its development partners to mobilise and finance resources for the Ministry of Health.  
In addition, in order to sustain the gains achieved following the withdrawal of GAVI or a decrease in its funding, it is necessary for the government to develop initiatives to this end. The Tunis Declaration of July 2012 during the conference of Ministers of Health and Finance, regarding the optimisation of resources, sustainability and accountability in the health sector is a component of this dynamic.
However, it is clear that in the face of these major achievements made to boost the indicators of the EPI and its sustainability as part of attaining the MDGs, the support of development partners in the health field is required.


	3. Health Systems Strengthening Objectives

	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.

	1- To strengthen the capacities of 19 health districts and 3 central structures in regards to coordination, supervision, monitoring and evaluation through the end of 2015
The weakness of management skills on the part of the administration for coordination of health activities and assurance of regular supervision of health workers in the field negatively affects the quality provision of preventive health care and treatment and promotion, in particular immunization programs for the population. The areas of intervention defined in strategic guideline 1 of the 2011-2020 NHDP revolve around strengthening internal coordination of intervention by the Ministry of Health, collaboration between sectors and within the partnership in the health sector, as well as the regulation, standardization and prevention of corruption in the health sector. In order to accomplish this, action will be taken to strengthen the operational activity of health districts by giving them support, consulting and logistics, the planning process, inter-sector collaboration, coordination of intervention in the health sector and the sufficient consideration of gender in the preparation of policy development, planning, projects and health programs. 
Financial support from GAVI will allow an improvement in performance of the national health system in the management of health services, operational implementation of coordination of health interventions, strengthening the monitoring and evaluation of health programs in general and financial activities in particular by GAVI/HSS. Specific emphasis will be placed on strengthening capacities of the nineteen (19) health district with low vaccine coverage.
In addition, support for performing controls and financial audits will allow the efficient management of financial resources and accountability to be strengthened.
2- To increase the effective coverage rate (valid doses) for children 12 to 23 months from 54% in 2009 to 85% by the end of 2015 in all health districts. 
This objective relates to the following strategic axes and focuses of the NHDP:
· Strategic Orientation 2: Improving the delivery of health services
· strategic area: strengthening the supply of quality health services;
· strategic area: strengthening grassroots health services.
· Strategic Orientation 3: Developing Health Human Resources
· strategic area: production of quality human resources for health care. 
· Strategic Orientation 4: Health promotion and disease control
· strategic area: strengthening of communication to promote behavior change (CCC);
· strategic area: strengthening the fight against communicable diseases.
The delivery of immunisation-related care is done through outreach or fixed strategies. It encounters problems related to insufficient implementation of advanced strategies and innovative strategies for reaching poorly covered populations. 
The use of immunisation services is satisfactory given coverage rates for children that have had vaccine contact (in excess of 80%). However the continuity of care showing acceptance by the population for service is low. The overall (BCG-MCV) and specific (DTC-HepB-Hib1-DTC-HepB-Hib3) abandonment rates are on average 5.3 and 2.3%, respectively. Certain health regions have overall abandonment rate that are above the national average.
In terms of the quality of immunisation services, we must note that in spite of vaccine coverage rate that are satisfactory for all antigens, there are outbreaks of diseases that are preventable through immunisation.  This situation is explained by the validity of doses administered to children. According to data from the in-depth review of the EPI (2009), the effective coverage rate (valid doses) for fully vaccinated children is 54%. Regions that have valid coverage rates that are below the national average are Sahel (39%), the North (49%), the West Central Region (47%), Boucle du Mouhoun (48%) and the East (51%). This situation shows the failure to respect age and dosing intervals and is explained by insufficient skills in the area of the EPI. Health care personnel are insufficiently trained in the area of the EPI at training institutions and in continuing education. Supervision is of insufficient quality, since it is often diluted in integrated supervisions and it does not emphasize the improvement of skills on the part of EPI participants. This state of affairs has primarily been caused by the delivery of care of an insufficient quality. 
The provision of service in regard to communication within the context of immunisation exists, however it requires strengthening through the training of participants and equipping them with communications resources and materials. Insufficient knowledge on the part of the population and certain of their behaviors that are not favorable to routine immunisation invite the intensification of proximal communication actions. The involvement of government, political, traditional, religious authorities and other participants with competence in the field of communication could improve compliance by the population with routine immunisation activities. 
GAVI's funding will allow health facilities to be equipped with logistics resources to improve care by organizing advanced strategies and implementation of innovative strategies (intensive or catch-up immunisation) to cover the large number of children and reduce regional disparities. The improvement of the quality of care will be accomplished by strengthening skills through integrated supervisions of agents in the implementation of the minimum package of activities (PMA), but also through specific supervisions of agents in EPI management. Ongoing monitoring of the implementation of interventions will be carried out through monitoring of activities at the level of health care institutions, monitoring the temperature of vaccines at all levels and the investigation of MAPI. The improvement in quality will be supplemented by strengthening of management of biomedical waste. The responsiveness of health services will be improved by strengthening of surveillance of monitored diseases, by investigating any case of these diseases and by strengthening capacities of the laboratories involved in epidemiological surveillance.
In addition, support for the revision of training curricula for agents at the level of training institutions will result in agents who are prepared to enter service upon completion of their training cycle.
The use of health services by the target populations is achieved by their compliance with the immunization programme. In this regard, social mobilization and promotion of awareness are essential strategies. This proposal will allow the implementation of a communication plan to benefit the EPI. It will allow the development of strategies beyond the communication that takes place only during the major immunization campaign. Its implementation must be decentralized as much as possible to involve local radio, community relays and the methods used by the communities themselves. Similarly, the involvement of the community will be strengthened through cooperation frameworks for the use of health services, efforts to find persons lost to follow-up and community-based epidemiological surveillance conducted by Community-based Health Agents (ASBCs). In order to do this, any insufficiencies related to the poor capacity of ASBCs will be brought up through supervision, equipping them with work kits and their refresher training.
The attainment of this objective will contribute to strengthening the EPI in accordance with the plan to introduce new vaccines adopted by the ICC, on August 23, 2012.
It must be noted that DPS 1.1, 3.1 and 3.2 of Objectives 1 and 3 also contribute to the attainment of this objective.
3- To increase vaccine storage capacities to 100% and to at least 80% for other effective vaccine management criteria at the national and regional levels and in 19 health districts through the end of 2015
This objective relates to Strategic Orientation 5 of the 2011-2020 NHDP as cited: “development of the health products, infrastructures and equipment, more specifically the improvement of the availability and quality of EPI vaccines and supplies. 
For effective management of vaccines, nine (09) criteria are required to have a minimum level of 80%. According to the results of the effective vaccine management (EVM) evaluation conducted in August 2012 and adopted by the ICC on August 23, 2012, only Criterion E6 related to the management of inventories attains the minimum threshold of 80% recommended at all levels of the supply chain. The DPS corresponding to this objective supports the implementation of the EVM strengthening plan. 
In addition, good BCG immunisation will decrease the incidence of tuberculosis. 
The attainment of this objective will contribute to strengthening the efficiency of the health system, the integration of services, effective management of health products and the quality of immunisation services. 
3- To reduce the discordance index for National Health Information System (SNIS) data to below 10% through the end of 2015 
This objective is linked to Strategic Orientation 6 of the NHDP, “improvement of the management of the health information system" in its areas of intervention “generation of quality health information” and “improvement in the use of health information at all levels.” 
In spite of the comprehensiveness and promptness of data of the SNIS, quality control activities carried out on data in all regions, health districts and hospitals have shown insufficiencies, such as discordances of data, depending on the sources. To remedy this, efforts are made each year to make quality data from the SNIS available. These efforts result in the implementation of a good collection, processing, analysis, dissemination and archival tool for routine data and immunization data, as well as the equipping of health structures with computer equipment and media for data collection.
These efforts could be strengthened by conducting training and regular supervision of data procedures for health facilities and meetings to audit and validate data. GAVI support will allow the capacities of our system for SNIS data management to be strengthened.

	3.2 a ) 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. 
3.2 b) Log frame
→ 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.


	Objective 3: To increase vaccine storage capacities to 100% and to at least 80% for other effective vaccine management criteria at the national and regional levels and in 19 health districts through the end of 2015
DPS 3.1: Strengthening of capacities for storage of vaccines and supplies for the EPI
This DPS is intended to strengthen the capacity of the cold chain at the national level (cold rooms, central store of the EPI) and the EPI stores in the districts (14 freezers) and at CSPSs (172 refrigerators). The dry storage capacity of EPI supplies will be augmented by the construction of a national warehouse. This DPS will provide sufficient capacity to store former and new vaccines (measles 2 and pneumo 13 in 2013 and Rotavirus in 2014).
DPS 3.2: Preventative maintenance and repair of health equipment and infrastructures 
This DPS will allow strengthening of the skills of maintenance technicians for the cold chain (64) and biomedical equipment of the DIEM and the SIEMs and of certain districts. The SIEMs will be provided with the equipment and tooling necessary to perform their functions.
The other DPSs (1.1, 2.1 and 2.2) related to Objectives 1 and 2 contribute to strengthening the skills of health care personnel in regards to EPI management, and therefore they also contribute to the attainment of Objective 3.
Objective 4: To reduce the discordance index for National Health Information System (SNIS) data to below 10% through the end of 2015
DPS 4.1: Quality control of data
The quality of SNIS data is insufficient. Among other effects, this results in a high data discordance index. This situation does not facilitate good planning of intervention and decision making at all levels within the health system. It is therefore necessary to strengthen the quality control tools for SNIS data, which will be accomplished through quality controls and the validation of data.
DPS 4.2: Development of capacities
The capacities of health structures for the collection and processing of data from the SNIS are low at all levels.  This situation has a negative impact on the quality of data produced at health care facilities. In order to remedy this, it is important to strengthen the availability of media for data collection, to implement unique data recording and summary procedures and to gradually move towards the computerization of the data collection system and to provide training as well as the regular supervision of participants.
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.
Objective 1: To strengthen the capacities of 19 health districts and 3 central structures in regards to coordination, supervision, monitoring and evaluation through the end of 2015
The results of the initial health sector review and of past studies have shown gaps in the management of the health system, and have helped to formulate recommendations to improve the system’s functioning. Implementation of these recommendations has helped to restructure the Ministry of Health, which emerged when the former Directorate General of Health was split into two branches (DGSF, DGPS), and to create new technical directorates: the DSC, DASPAJ, DSME, and DDSS (Direction de la décentralisation du système de santé or Directorate for Health System Decentralisation). In addition, the Technical Secretariat of NHDP was established as a permanent secretariat; also created were the National Council of Public Sanitation, the Permanent Secretariat of the National Board of Health, the Permanent Secretariat of the National Bioethics Council, etc. (Regulation No. 2011-56/PRES/PM/MS of March 24, 2011, regarding the structure of the Ministry of Health). Functioning optimally, these bodies run into human, material and financial difficulties.
In addition, it is useful to note the non-optimal functioning of certain central directorates (DPV, DEP, DGISS, DSSP). The same applies to administrative structures at the intermediate and peripheral levels. To do this, it would be advantageous if the capacities of these health administration bodies were strengthened at all levels of the health system. 
Seven new health districts that were created in 2011 are in need of infrastructure and equipment to be operational. Gradual measures are necessary in order to bring them online. 
Following implementation of the NHDP (2001-2010), the functional level attained among the health districts is 81% versus the expected 90%. 
Objective 2: To increase the effective coverage rate (valid doses) for children 12 to 23 months from 54% in 2009 to 85% by the end of 2015 in all health districts.
According to the assessment of the 2001-2010 NHDP, health services and health care have improved significantly over the past decade. The standard minimum package of activities (MPA) has been available in all functional CSPSs. It also turns out that various indicators of health service use have improved: (i) the number of new contacts per inhabitant per year increased from 0.50 in 2008 to 0.70 in 2011, (ii) PNC2 coverage rose from 16.9 % in 2008 to 25.5 % in 2011, (iii) the coverage of births attended by skilled health personnel in peripheral health facilities increased from 66.5 % in 2008 to 78.3% in 2011, (iv) immunisation coverage for all vaccines is at 100 % except for YFV, MCV and TT2, which are still above 90 %, (v) the contraceptive prevalence rate increased from 22.1 % in 2008 to 34.2% in 2011. During implementation of the prior proposal, new vaccines were successfully introduced. Specifically, these are the Haemophilus influenzae type B vaccine, hepatitis B vaccine and the MenAfriVac® vaccine. This justifies the continued introduction of new vaccine (the rotavirus and pneumococcal vaccines).
According to the results of an in-depth review of the EPI in 2009, one of the factors that has negatively affected the immunisation-related performance of health facilities is the poor quality of routine data from the CSPSs. Comparison of coverage from immunization cards (the true coverage) for all vaccines shows that they are lower than those obtained from administrative records (the administrative immunisation coverage ). 
The progress report on health communications is presented as follows:
1. Availability of communication services: 

Communication actors exist at all levels (the Department of Communications and Ministry Press, DHPES, DPV’s Department of Communications, districts and regional departments of health and sanitation education, AIS, CHWs). 
Communication activities for both immunization campaigns and routine immunizations are planned at the national, regional, and district level. 
The use of all communication channels, and the involvement of political, administrative, traditional, and religious officials along with CSOs, has had an impact on a large segment of the population.
In terms of routine immunisation, the following activities have been conducted: (i) creating flip charts, (ii) training communication officers in the health regions on how to plan communication activities, (iii) holding radio quiz shows, running public service announcements, etc., (iv) distributing films to raise awareness about immunisation (v) oversight.
The results of independent WHO monitoring of the supplementary immunization campaigns show that over 90% of parents are informed before the immunisations begin.
2. The people’s immunisation-related knowledge, attitudes, and practices.
According to extensive review of the EPI in 2009, the population has general knowledge of both the benefits of immunisation and the vaccination schedule. In addition, an assessment of the knowledge of stakeholders outside the health system (teachers, media personalities, CHWs, opinion leaders) reveals shortcomings that vary from one stakeholder to another. 
At the household level, the decision on whether or not to get immunised is made by the head of family, who nonetheless places responsibility for the non-immunised status of children on the women of the family. Awareness-raising work taking into consideration human nature should be done if the performance of the EPI is to be significantly improved. This will require locally-based communication activities with stakeholders (community liaisons, CHWs, OBCE, subject area experts) trained for this purpose.
In order to achieve the MDGs, the actors of the national health system are working in partnership with community-based organizations to order to expand coverage, increase the availability of health services, and improve their access and use. 
Many experiments conducted in our country by various projects, NGOs, and bilateral aid groups, in collaboration with the Ministry of Health, have demonstrated the utility of community-based care (CBC). 
This is why the Ministry of Health has undertaken to develop community-based services through implementation of the 2001-2010 NHDP. Adoption of a strategic document on community-based interventions has helped to guide the various health stakeholders on essential health actions at the community level to increase coverage of basic health services and to improve access to health care.
In Burkina Faso, a policy of training, equipping, and monitoring CHWs has been adopted. Development partners have played an important role in the establishment and development of these community-based services (Home Management of Malaria (HMM), Accelerated Child Survival and Development (ACSD), community-based contraceptive product distribution, obstetric emergency cell, etc.).
Even though various experiments in CBC have been conducted in Burkina Faso, implementation and coordination remains insufficient. From all these experiences, the following lessons may be learned: (i) CBC is an essential supplement to health facilities for ensuring greater access at decreased cost to primary health care, (ii) CBC is highly relevant to improving the population’s state of health in Burkina Faso.  
Even though CHWs are not qualified technicians, they are capable of effectively meeting the population’s health needs if they are well-educated and well-trained.
CHWs contribute to high levels of community mobilization for the implementation of health programmes. The degree of enthusiasm displayed by CHWs is a tribute to the effective nature of the support provided by the [non community-based] health workers.
There is a disparity among the subjects and training curricula used to train CHWs depending on the partner who supported the training. The same applies to their motivation and equipment.
Assessments have shown that the role played by traditional midwives (AVs or accoucheuses villageoises) in reducing maternal and child mortality is not significant. Furthermore, the foremost of the strategic areas of focus defined as part of the strategic safe motherhood plan was the promotion of skilled birth attendants. This is to ensure that the bulk of deliveries and their complications are managed by health professionals. Accordingly, a new role for the AVs was defined (role performing awareness-raising, accompanying pregnant women to CSPSs, preparing for childbirth, reporting births, etc.).  
In terms of gains, different categories of CBC workers are still practicing in the field: (i) the community health workers (CHWs) (ii) contraceptive product distribution workers, (iii) community liaisons, (iv) peer educators for CBC services to the youth (v) assorted village health facilitators (peer educators, Guinea worm, EPI, etc.).
Objective 3: To increase vaccine storage capacities to 100% and to at least 80% for other effective vaccine management criteria at the national and regional levels and in 19 health districts through the end of 2015
During implementation of the 2001-2010 NHPD, the number of health facilities increased in both the public and private health subsectors. Efforts were made to provide the health facilities with heavy and efficient equipment.
The previous proposal enabled construction of 5 CSPSs. They still need to be equipped. The 2011 ratio is 9,730 inhabitants per CSPS, compared to the targeted ratio for 2010 of 7 500 inhabitants per CSPS. 
Despite these gains, health facilities still lack the equipment and medical and technical supplies needed for quality health services.
Objective 4: To reduce the discordance index for National Health Information System (SNIS) data to below 10% through the end of 2015
Integrated Disease Surveillance and Response (IDSR) has been fully implemented in all the health facilities. 
In the area of health information, multiple initiatives have been developed by the State and its partners to improve the functionality of the NHIS. They are: (i) the creation of centres for health information and epidemiological surveillance (CISSE or Centres d’information sanitaire et de surveillance épidémiologique), (ii) the establishment of epidemiology training programs for health attachés (iii) making health statistics more available through regular statistical yearbooks, health scorecards, health map, and CNSs. Various kinds of support have been provided by the GAVI as part of NHIS strengthening though (DQSs) and data quality audits (DQAs). Evaluation of health data quality also benefits from the support of the Health Metrics Network (HMN). All these efforts have enabled the health system to gradually improve the data quality for better decision-making.
Furthermore, to cope with new challenges such as monitoring and evaluation of the new national development strategies and the Millennium Development Goals (MDGs), the Ministry of Health has implemented additional measures to strengthen the NHIS by establishing the DGISS and adopting a strategic NHIS plan for the period 2010-2020.
AEFI surveillance is part of a global implementation framework for pharmacovigilance adopted by DGPML’s Departments of Pharmacovigilance, Clinical Pharmacy, and Therapeutic Innovation in collaboration with the DPV. As part of AEFI surveillance, tools have been developed and made ​​available to each health facility to facilitate feedback, analysis and decision-making. AEFI management committees have been established at all levels of the health system, coordinated by a national committee of AEFI experts. Case management is early and free of charge. The most recent AEFI experience pertains to MenAfriVac®, which resulted in a special response plan since it was a new vaccine and had not yet been used on a large scale. Recently, regulations that cover pharmacovigilance in broad strokes have been adopted in Burkina Faso. 
Regarding research activities, initiatives on various topics have been undertaken in all of the health districts. The previous GAVI proposal has helped bring about research on (i) referral/counter-referral (RCR), (ii) community-based epidemiological surveillance of vaccine-preventable diseases (CBES/VPD), (iii) vaccine wastage. Implementation of recommendations originating from this research means that the desired objectives have been achieved.
 

	3.2 Main Beneficiaries 
→ Please describe to what extent the activities proposed under each objective contribute to equity (gender, geographic, economic), affect disregarded, underserved and marginalized communities by initiating health services and support the most disadvantaged populations and other underprivileged populations. Also indicate any actions undertaken to reduce the stigmatization and discrimination targeting these populations.


	Objective 1: To strengthen the capacities of 19 health districts and 3 central structures in regards to coordination, supervision, monitoring and evaluation through the end of 2015
One indicator of community participation in the management of their health issues, in the life of the CSPSs, and in the general guidelines of the local health department, is holding regular (semi-annual) general assemblies. They are opportunities for HMCs, CHWs, and opinion leaders to report on their activities to the wider community. These frameworks for consultation and collaboration will allow significant technical support to be through directly to these targets in a manner inclusive of the community (the final beneficiary), particularly among geographically isolated populations and above all among those least convinced of the benefits of immunisation, all while taking into consideration their real needs. Community organizations will be able to build on their past work by organizing and facilitating awareness-raising sessions in the villages or sectors.
Furthermore, these stakeholders can play a leading role in the implementation of procedures to practice skills and in the management of health-related resources transferred from the State to municipalities.
Intersectoral collaboration will be strengthened by supporting these frameworks for consultation and collaboration through the development and facilitation of information, reflection and discussion sessions with other sectors at various levels of the health system.
Objective 2: To increase the effective coverage rate (valid doses) for children 12 to 23 months from 54% in 2009 to 85% by the end of 2015 in all health districts. 
The WHO and the United Nations Children's Fund ( UNICEF ) estimate that nearly 24 million children have not been immunised, which will result in many deaths that could have been prevented. Accelerated, advanced strategy immunization campaigns, active searching for persons lost from follow-up, based on supplemental immunization activities will contribute to reaching all these targets, i.e. children and pregnant women, particularly newborns, who are exposed to a risk of contracting diseases that are preventable through immunisation.
In addition, since coverage rates are high, children who are yet to be immunized are difficult to reach. These are the children of families who have limited access to health facilities or who live in remote areas, or children whose parents are insufficiently convinced of the benefits of immunisation. To reach these children, health care providers at the CSPS level, along with community workers, should benefit from motorcycles and bicycles to carry out outreach strategy activities.
The revision of training curricula for the jobs of doctors and nurses combined with the development and use of additional modules specific to health-care professionals involved in immunization will result in improved quality of care in the field, particularly immunisation-related care.
As was emphasized above, many experiments conducted in Burkina Faso by various projects, NGOs, and bilateral aid groups, in collaboration with the Ministry of Health, have demonstrated the utility of community-based care (CBC). 
The direct targets of the anticipated interventions are the stakeholders in community-based services, including community-based distribution workers (CBD), community health workers (CHWs), trained traditional midwives (AVs), village health workers (ASVs), peer educators (PEs), members of the health management committees (HMCs), corresponding coordinators, community liaisons, and any other actor or structure in charge of information, education and health  activities or health-related communication at the community level.
These community-based actors are in charge of developing health services and locally-based communication activities for the target beneficiaries, namely the population.
Communication supports the various components of health programmes. It aims to increase knowledge, motivation, and awareness to foster improved adherence to the programme.
The children who dropped out of an immunisation series can be reached through active tracing of those lost-to-follow-up, conducted by the majority of health facilities.
In terms of disease surveillance, community-based epidemiological surveillance (SEBAC) is a form of community involvement in referring cases of vaccine-preventable diseases, maintaining birth and death registries, and conducting awareness-raising. 
Using this approach, community liaisons identify cases in families, which helps to improve performance.
Communication activities conducted by local actors (community liaisons, CHWs, OBCE, subject area experts) trained for this purpose play a role in improving communication with families in remote areas and nomadic populations.
Objective 3: To increase vaccine storage capacities to 100% and to at least 80% for other effective vaccine management criteria to at least 80% at the national and regional levels and in 19 health districts through the end of 2015
The construction, standardization, and renovation of health infrastructures is essential to increasing and improving the delivery of quality care. Indeed, despite a reduced mean radius for interventions across the nation, some areas, such as the Cascades, the East, and the Sahel, still have a long mean hypothetical radius of action. 
In order to shorten the mean hypothetical radius of action and reduce the inequitable distribution to enable improved geographic accessibility to the affected populations, especially vulnerable populations, the construction of a new CSPS is anticipated as part of the implementation of 2011-2020 NHDP, with the support of development partners.
Furthermore, in addition to the creation of new health districts, which should be supplied with the standard equipment, many pieces of equipment in the field are obsolete and amortized. New acquisitions and rehabilitations and the development of equipment maintenance for health facilities will improve the delivery of curative and preventive care for the populations of the areas in question.
Objective 4: To reduce the discordance index for National Health Information System (SNIS) data to below 10% through the end of 2015
The health information system is recording not insignificant performances in terms of the organization, collection, and transmission of data. One dimension of this quality data management is the time/place/person analysis conducted by all the coordinators of the centers responsible for health information and epidemiological surveillance (CISSE); this analysis has the advantage of detecting the timing of the onset of health events among disadvantaged groups.
Strengthening the skills of staff is seen as a priority, since the performance of the NHIS depends upon them. Indeed, only a trained, skilled, and motivated workforce can produce quality information and use this information for decision making for the purpose of improving the management of health services. Staff should be supported by supervisory training at all levels. The availability of data analysis tools is essential to obtaining reliable and quality data with the required completeness and timeliness. 
NB: Equality and inequality between men and women in the provision of immunization services
In regards to equity and inequality between men and women relative to the provision of immunization, it should be noted that in Burkina Faso, immunisation does not distinguish among all target children with regard to gender. Furthermore, the routine immunization reporting system does not take into consideration coverage data based on sex. Nevertheless, data regarding immunization by gender and level of schooling of the mother are provided by EDS IV (Table No. 7: Immunisation based on characteristic socio-demographic criteria). 
It shows that regardless of the immunization dose in question, boy/girl vaccine coverage ratios are near unity: 1,00 for Polio1; 1.01 for BCG, Penta1, Penta3 and Polio2; 1.02 for Penta2 and Polio0; 1.03 for Polio3 and 1.02 for complete vaccine coverage. Boys and girls have nearly the same chance of being immunized in Burkina Faso. In other words, gaps related to sex do not seem to be a widespread problem with immunization, although there are insignificant differences at the sub-national scale showing slightly greater numbers for immunized boys. These differences may be explained by socio-cultural factors, which put girls at a disadvantage. There is also the fact that the decision to immunize a child is only secondarily the province of the woman who, however, is responsible for the consequences of the decision, as applicable. Also, misinformation regarding immunisation prevents girls' access to immunisation. 
Similarly, the level of education of the mother is generally considered a determining factor in research about care for children. This is confirmed by the explanation of the data mentioned above, which shows that the mother’s education is a significant determining factor of coverage, regardless of the antigen in question. To do this, promotion and awareness activities among community participants and opinion leaders, who are important relays, will be conducted within the context of this new proposal.
It must also be noted that, in districts where the risk of tetanus is high, women of child-bearing age have supplemental doses of tetanus vaccines during mass immunization campaigns.


	1. 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.’

	4.2
a) Monitoring and evaluation arrangements.

As part of implementation of the 2011-2020 National Health Development Plan, a monitoring and evaluation plan was developed. In this document, a list of indicators was defined to periodically measure the performance framework in order to ensure that the efforts of the actors are made for the purpose of achieving the objectives of the plan in terms of results.
Indicators related to immunisation are taken into consideration in the monitoring indicators of NHDP. They are provided as part of the performance indications of immunization coverage (Attachment No. 4). 
In order to frame the current level of the indicators and performance monitoring of the operational structures in charge of implementing immunization activities, the performance framework gives their current level (2010) and fixed objectives for the period covering funding for this application.
Monitoring indicators via the performance framework is the dashboard that officials from the Ministry of Health use to ensure: 
· proper functioning of operational health facilities;
· the quality of data;
· the level of immunisation among the target populations. 
Surveillance of vaccine-preventable infectious diseases
In addition to tracking immunization indicators, the surveillance of vaccine-preventable infectious diseases will be improved in terms of epidemiological surveillance services. Timely processing and analyzing any data transmitted through the Official Weekly Telegrams (TLOH) will enable the attention of lead officials from the Ministry of Health to be drawn to any unusual phenomena observed in the basic health facilities.
The indicators that are defined at this level are essentially the TLOH's rate of timeliness and completeness.   
4.2
b) Strengthening M&E systems

For monitoring and evaluation of the implementation of the new GAVI proposal, it will be considered in the monitoring and evaluation process of the 2011-2020 NHDP.  To this end, coordination and dialogue supervisors are in place at all levels of the health system to examine the various reports that will be prepared in order to make corrective decisions to strengthen the culture of results and the obligation regarding reports/accountability. These frameworks involve the participation of development partners in the health sector, civil society, private sector and other stakeholders in decision making. 
In addition to these forums for dialogue, and in order to address specific issues such as immunisation, all while avoiding encroaching on the mission of the Interagency Coordinating Committee (ICC), specialized committees on specific subjects will be established based on the strategic guidelines of the 2011-2020 NHDP.
Community level
At the community level, monitoring and evaluation of the activities planned by health facilities is conducted through activity monitoring. Organized by the Health and Social Promotion Centre (CSPS) with the support of the district health management team, this monitoring will identify any roadblocks that exist in the execution of activities, including immunisation activities, with the goal of improving them. 
Regional and district health level:
At the level of health districts, the district health management team will be the central repository for the data collected in basic health facilities and will draft quarterly reports as well as progress reports, which will be sent up the organisational chain to the regional level. At this level, a regional monitoring committee for implementation of the NHDP will be established (RNHPD/MC). This committee will examine these reports during sessions of the NHPD/MC. 
National level:
The Directorate for Research and Planning will monitor the implementation of GAVI-HSS-funded activities in collaboration with the Directorate General for Information and Health Statistics (DGISS), the Permanent Secretariat of the National Health Development Plan (PS/NHDP), PADS, and DGSF via the DPV. In addition, DEP is developing planning guidelines for operational structures to enable them to prepare their annual action plans that compare immunization activities with the expected outcomes.
The progress reports are also sent to the DGISS and the PS/NHDP for processing and analysis. The PS/NHDP then prepares a summary report of the analytical indicators, including progress reports, taking into account the strengths, weaknesses, difficulties, and recommended solutions to the attention of the PADS steering committee, the monitoring committee of the NHDP, and the Upper Council on Health.
These bodies meet periodically to review these reports, so that they can take any necessary corrective actions in terms of operational-level guidelines and recommendations. 
Taking into account these operational-level guidelines and recommendations has helped to improve the NHPD implementation process, and more specifically, the planned activities in the GAVI proposal.  
The operation implementation of all of these activities is conducted through supervisory meetings, monitoring, data-collection and information-gathering visits, internal and external assessments, surveys, and creating forums for dialogue at all levels. 
Achieving these activities will enable the verification of the quality of work done in the field, to note the difficulties encountered, and the implementation shortcomings, in order to seek out appropriate solutions.
In addition to these NHDP monitoring frameworks, there are frameworks specific to immunisation, such as: the interagency coordinating committee (ICC), which meets twice per year to review immunisation-related issues.
Technical support and refreshing skills
In order to provide more quality in the activities to be undertaken, and to improve the implementation of the planned activities, it will be necessary to improve collaboration with the financial and technical partners, civil society, the private sector, and the community. This partnership will be implemented through coordination, technical support, and skill building (training in monitoring and evaluation, particularly in the area of immunization, data quality control, etc.) in on-the-ground stakeholders at all levels, to improve the quality of the expected outcomes.


	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.’

	MAXIMUM OF THREE PAGES


	2. Financial gap analysis, detailed work plan and detailed budget 

	5.1
Detailed work plan and budget 

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

	5.2
Analysis of financial variances
→ 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 provide additional information regarding the following items ::
· efforts ensuring a good cost/efficacy ratio;
· primary line items;
· costs related to human resources and other significant institutional costs;


	Table 3: Categories of cost (in USD)
Cost category
2013

2014

2015

Total
%

Technical and administrative assistance
5 556

5 556

8 888

20 000

0.37%

Development of capacities
90 809

256 798

93 085

440 692

8.12%

Health products and equipment
415 533

242 200

288 000

945 733

17.44%

Infrastructure and other equipment
536 040

564 550

486 004

1 586 593

29.25%

Support and communication
106 204

111 993

240 320

458 517

8.45%

Monitoring and Evaluation
288 362

288 454

332 560

909 376

16.77%

Planning and administration
365 496

338 449

359 145

1 063 090

19.60%

Total
1 808 000

1 808 000

1 808 000

5 424 000

100.00%

19.60% of the category "planning and administration” is related to constraints of the request preparation guide.
5.3.3. Costs related to improving capacities
DESCRIPTION
2013

2014

2015

Total
%

Organise the coordination meetings of the health sector (NHDP monitoring committee) from 2013 to 2015
1 956

1 956

1 956

5 867

1.3%

Organize quarterly meetings of the CTA from 2013 through 2015
667

667

667

2 000

0.5%

Organize quarterly meetings of the ICC from 2013 through 2015
1 600

1 600

1 600

4 800

1.1%

Investigate serious cases of AEFI from 2013 through 2015
21 648

21 648

21 648

64 943

14.7%

Monitor the temperature of vaccines during accelerated immunization campaigns in identified zones (Ouagadougou, Dó, Orodara, Ouahigouya, Fada, Diébougou) in 2013
42 414

0

0

42 414

9.6%

Train/refresh 96 EPI supervisors from districts and regions regarding EPI management in 2014
0

25 472

0

25 472

5.8%

Train/refresh 300 private sector supervisors in EPI management in 2014 and 2015
0

46 700

46 700

93 400

21.2%

Train/refresh 750 CSPS workers regarding EPI management in 2014
0

97 723

0

97 723

22.2%

Review curricula for training from public health training schools and universities to include new EPI guidelines in 2014
0

8 461

0

8 461

1.9%

Train 70 instructors from public health training schools and universities to include new EPI guidelines in 2014
0

19 689

0

19 689

4.5%

Train 04 EPI supervisors at the national level during MLM in 2013 and 2015
6 668

0

6 668

13 336

3.0%

Support rencap NGOs in monitoring OBCE activities in 2013 
2 010

0

0

2 010

0.5%

Train 83 users in incinerator management (70 SIECA and 13 SESA) in 3 2-day sessions at Ouagadougou in 2013 and 2015
13 847

0

13 847

27 694

6.3%

Train/refresh 64 maintenance technicians  in maintaining medico-technical and cold-chain equipment in 2014  
0

32 883

0

32 883

7.5%

Total cost for improving capacities (USD)
90 809

256 798

93 085

440 692

100.0%

Costs related to capacity building amounted to 440,692 U.S. dollars, or about 8.12 % of the total cost.
5.3.4. Costs of activities related to health equipment and products
DESCRIPTION
2013

2014

2015

Total
%

Equip 5 new CSPSs with medical-technical equipment: Sami (DS Solenzo), Varpuo (DS Dano), Boulmachiangou (DS Diapaga), Sassamba (DS Mangodara), Datambi (DS Sebba) in 2013
166 667

0

0

166 667

17.6%

Provide the laboratories involved in epidemiological monitoring of vaccine-preventable diseases with medical supplies and reagents in 2013 and 2014
22 200

22 200

0

44 400

4.7%

Provide 172 solar refrigerators to the CSPSs for storing vaccines, from 2013 through 2015 
200 000

200 000

288 000

688 000

72.7%

Provide 14 freezers to the new districts for vaccine conservation (Ténado, Sabou, Boussouma, Tougouri, Kampti, Thiou, N'Dorola, Léna, Karangasso Vigué, Bittou, Pouytenga, Garango, Baskuy) in 2013 and 2014
26 667

20 000

0

46 667

4.9%

Total health equipment and products (USD)
415 533

242 200

288 000

945 733

100.0%
These costs represent 17.44% of the total cost of the proposal.
5.3.5. Costs of activities related to communication media (USD)
DESCRIPTION
2013

2014

2015

Total
%

Produce and broadcast (twice a year) radio and television broadcasts on immunisation topics 2013 through 2015
29 315

10 667

10 667

50 648

11.0%

Produce and broadcast (twice a year) documentaries on immunization 2013 through 2015
48 889

4 444

4 444

57 778

12.6%

Reproduce media for collection of DGISS data for 2013 through 2015 
28 000

28 000

28 000

84 000

18.3%

Provide 4650 ASBCs with statistical data-gathering equipment for 2014 through 2015
0

68 882

137 764

206 646

45.1%

Make copies of EPI feedback reports at all levels, including the taking into account of community data for 2015
0

0

59 445

59 445

13.0%

Total communications support (USD)
106 204

111 993

240 320

458 517

100.0%

These costs represent 8.45 % of the total cost of the proposal.
5.3.6. Costs of activities related to infrastructure and other equipment (USD)
DESCRIPTION
2013

2014

2015

Total
%

Equip 19 health districts (Solenzo, Nouna, Toma, Garango, Sindou, Sig-Noghin, Mangodara, Manni, Orodara, Koudougou, Gaoua, Réo, Zorgho, Manga, Pô, Kaya, Boulsa, Kongoussi, Barsalogho) with supervision vehicles (Pick ups) in 2014 and 2015
0

320 450

288 405

608 855

38.4%

Provide 150 motorcycles to the health facilities for of the outreach strategy immunisation activities from 2013 to 2015
166 667

166 667

166 667

500 000

31.5%

Equip the Mangodara health district with one ambulance in 2013
44 444

0

0

44 444

2.8%

Equip the DPV with one supervision vehicle in 2014
0

32 045

0

32 045

2.0%

Provide the ASBC with 600 bicycles in 2013
66 666

0

0

66 666

4.2%

Provide 200 ASBCs with awareness-raising kits (bag, ideogram, megaphones, etc.) in 2013
15 554

0

0

15 554

1.0%

Provide maintenance for 76 incinerators from 2013 through 2015
30 932

30 932

30 932

92 796

5.8%

Rehabilitate 2 large capacity cold chambers (20 cubic meters) of the DPV in 2013 
16 667

0

0

16 667

1.1%

Build a dry storage warehouse at the national level in 2013
150 000

0

0

150 000

9.5%

Equip SIEMs with equipment and material for maintenance of medical-technical and cold chain equipment in 2014
0

14 456

0

14 456

0.9%

Implement computerization of data gathering in 20 health facilities
45 111

0

0

45 111

2.8%

Total of infrastructure and other equipment (USD)
536 040

564 550

486 004

1 586 593

100.0%
These costs represent 29.25 % of the total cost of the proposal.
5.3.7. Cost of activities related to monitoring and evaluation (USD)
DESCRIPTION
2013

2014

2015

Total
%

Carry out quarterly visits to monitor the implementation of HSS activities in 2013 through 2015
17 355

17 447

17 447

52 250

5.7%

Carry out a final evaluation of the implementation of HSS activities in 2015
0

0

35 252

35 252

3.9%

Support the monitoring of activities at the level of health facilities from 2013 through 2015
70 000

70 000

70 000

210 000

23.1%

Seek out persons on a quarterly basis with whom contact was lost at CSPSs every quarter by ASBCs, from 2013 through 2015
38 069

38 069

38 069

114 206

12.6%

Monitor health activities at the community level from 2013 through 2015
70 000

70 000

70 000

210 000

23.1%

Investigate all cases of monitored diseases from 2013 through 2015
20 999

20 999

20 999

62 997

6.9%

Organizing quality control (DQS) on immunisation data at the HD level from 2013 through 2015
71 939

71 939

71 939

215 817

23.7%

Conduct the National DQA in 2015 in seven (07) health regions
0

0

8 854

8 854

1.0%

Total monitoring and evaluation (USD)
288 362

288 454

332 560

909 376

100.0%

These costs represent 16.77 % of the total cost of the proposal.
5.3.8. Costs of activities related to planning and administration (USD)
DESCRIPTION
2013

2014

2015

Total
%

Equip the DEP with office supplies and consumables for the implementation of HSS activities from 2013 through 2015
33 999

25 888

26 512

86 399

8.1%

Cover financial audit expenses for the project from 2013 through 2015
17 778

17 778

17 778

53 334

5.0%

Support the performance of internal audit missions covering the management of resources from 2013 through 2015
11 069

11 069

11 069

33 206

3.1%

Support holding financing sessions for annual action plans of health structures from 2013 through 2015
40 727

40 727

40 727

122 182

11.5%

Support the operation of the management unit of the PADS from 2013 through 2015
20 826

20 826

20 826

62 478

5.9%

Carry out specific supervision at the district level on EPI management from 2013 through 2015
92 489

92 489

92 489

277 467

26.1%

Support performance of immunization activities under the advanced strategy from 2013 through 2015
17 342

14 456

14 456

46 254

4.4%

Support intensive immunization activities in zones with low coverage from 2013 through 2015
6 672

5 334

5 334

17 340

1.6%

Support OBCE's in social mobilisation benefiting the EPI in 2014
0

21 172

0

21 172

2.0%

Have the CSPS supervise the ASBC semi-annually from 2013 through 2015
72 747

36 863

78 106

187 715

17.7%

Carry out vaccine management control once a year at the region level, using good practices of storage and distribution from 2013 through 2015 
5 454

5 454

5 454

16 363

1.5%

Organize quarterly meetings for analysis and validation of data, including immunization data, in the 13 regions, every year from 2013 through 2015.
46 393

46 393

46 393

139 179

13.1%

Total planning and administration  (USD)
365 496

338 449

359 145

1 063 090

100.0%

These costs represent 19.60 % of the total cost of the proposal. It must be noted that in order to respect the guidelines, a portion of the costs relates to activities for strengthening the supply and use of immunisation services (finding drop-outs, monitoring of activities, etc.)



	3. 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.

	Management mechanism
Description
Name of person/group in charge of managing the implementation of the GAVI-HSS support / for monitoring and evaluation, etc.
The Director of Research and Planning and the PADS Coordinator
Role of the HSCC (or its equivalent) in the implementation of the GAVI-HSS support and in monitoring and evaluation
Coordination, monitoring and evaluation, as well as implementation control. It is chaired by the General Secretary of the Ministry of Health. 
Coordination mechanisms for GAVI-HSS support with other activities and health system programmes.
The coordination mechanism for implementing the 2011-2020 NHDP will be the same as the one currently in force, particularly since GAVI-HSS is a contributor toward achieving the NHDP objectives. To achieve this, the Monitoring Committee (MC/NHPD), which is the coordinating body for the implementation of the NHDP, is chaired by the Minister of Health. It also provides integrated co-ordination, monitoring, and evaluation, as well as semi-annual inspection of the GAVI-HSS implementation through the NHDP. 
Certain decisions and specific guidelines on immunisation are made by the Interagency Coordinating Committee (ICC). 
Guidelines developed and decisions made are translated by the DEP into planning guidelines, for intermediate and operational structures for the development of their annual action plans. 
The implementation is monitored through the development of various analytical monitoring reports within the Directorate of Research and Planning in collaboration with the Permanent Secretariat of the National Health Development Plan.
Since the PADS is the structure that will be in charge of managing the funds, its steering committee will approve the activity and financial implementation reports. 



	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.

	At the national level, the Upper Council on Health (CSS), which is under the aegis of the Head of Government, is the highest annual consultation framework where civil society, private sector, local officials, and other ministry departments come together to review and validate the various reports. It provides strategic directions for achieving the objectives. 
With respect to the Monitoring Committee of the NHDP (NHPD/MC), its role is described on the previous page. 
Regionally, there are other forums for dialogue, such as the Regional Technical Committee for Health (CTRS) and the District Health Council (CSD). The CTRS meets twice a year under the chairmanship of the region’s governor to validate the reports on activities performed within the region and to provide guidance on how to improve future activities. The CSD also meets twice a year at the district level, under the chairmanship of the High Commissioner, to validate the reports on basic health facility activities and to provide guidance on how to improve future activities. In all these bodies, civil society is involved.
At the community level, semi-annual general assembles are organized by the health facility management committees. 
The development of different reports monitoring this implementation is coordinated by the Directorate of Research and Planning with the collaboration of the DGISS and the Permanent Secretariat of the NHDP.


	6.1 c) Sub-Implementers (Not Applicable for GAVI applicants)

	(i) Will other departments, institutions or entities participate in the implementation as Sub-implementers?
	[image: image4.wmf]Oui

( go to section 6.1 c) (iii) and 6.1 c) (iv)

	
	[image: image5.wmf]Non

 ( Go to section 6.1 c) (ii)

	(ii)
If not, why not?

	ONE HALF-PAGE MAXIMUM

	(iii)
Please list identified implementation entities, and for each of them:
· specify the roles and responsibilities to be fulfilled;
· indicate prior implementation experience;
· specify the geographic coverage and summarize the technical scope of application;
· describe the obstacles that are likely to affect performance and the strategies intended to attenuate any difficulties encountered.

	TWO PAGES MAXIMUM

	(iv)
If the private sector and/or civil society are not involved as Sub-Implementers or are only involved in a limited way, explain why.

	ONE HALF-PAGE MAXIMUM


	6.1 d)
Strengthening of capacities for implementation 

Candidates are invited to include an application for technical assistance funding, in order to strengthen capacities and the quality of services, which must be based on a technical assistance plan. In the following table, please provide a summary of the technical assistance plan.
( Please refer to the informational note Strengthen capcity for implementation for further general and detailed information.

	Objective related to technical assistance and/or management
	Management and/or technical assistance activity
	Intended beneficiary of management and/or technical assistance
	Estimated timeline
	Estimated cost
( same as proposal currency

	Evaluate the rate of activity implementation and extent to which indicators are achieved
	1. Final GAVI-HSS evaluation 
	DEP
	30 days
	

	Improve skills of stakeholders charged with implementation 
	2. Special maintenance training 

	DIEM
	06 days per year for 3 years
	

	(b) Describe the process used to identify the assistance needs listed in the above table.

	The final GAVI implementation evaluation is meant to ensure that the fixed objectives have been met and that the outcomes have permitted a resolution of the problems identified in the situation representation. This evaluation will also permit the experiences acquired as part of the GAVI-HSS support to be better leveraged [in the future]. 
Rapid technological change involving equipment requires updated theoretical and practical knowledge among the users and technicians responsible for maintaining such equipment. For certain advanced pieces of equipment, training on how to maintain such equipment will require the use of outside expertise.

	(c) If no request for technical assistance is included in the proposal, provide a justification below.

	HALF-PAGE MAXIMUM


	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. Mechanisms for financial management of the GAVI-HSS funding for the country
1. Mechanisms for transferring the GAVI-HSS funding to the country
The PADS donors have agreed on the use of a single procedure manual and on common procedures for fund distribution, decision-making, the fund disbursement mechanism, production of activity and financial reports, and internal controls through the use of global financial audits performed by independent auditors.
· Fund distribution
Fund distribution is done on the basis of annual plans for two (2) disbursements during the implementation of the action plan. The first disbursement is made to cover the activities of the first six months of the activity.
The second disbursement is made based on the production of a financial report from the first six-month period provided by the PADS Management Unit.
· Special account
The funds will be transferred to the common account (with XOF) into which funds from other partners have already transferred (Kingdom of the Netherlands, World Bank, United Nations Population Fund, the GAVI Alliance, United Nations Children’s Fund, the Global Fund to Fight AIDS, Tuberculosis and Malaria, and KfW). The same management procedures will be used for these funds allocated to immunisation-related health system strengthening. To meet the requirements of GAVI funding for monitoring activities, physical and financial reporting will be included in the same report produced by the PADS Management Unit, but in a distinct manner.
2. Mechanism for transferring GAVI-HSS funds from the national level to the peripheral level.
The funding process adopted as part of the framework for implementing PADS is decentralized performance-based management. The objective is to motivate stakeholders to develop a results-based culture instead of focussing on the achievement of planned activities. The transfer of GAVI funds to peripheral facilities will adhere to the following rules:
· distribution of funds in accordance with the activities described in the proposal, a key, and previously-defined criteria;
· communication of the credits issued to each facility as of the month of September;
· development of an action plan;

· writing and signing of agreements (contracts) between the recipient facilities and the PADS Steering Committee;
· developing a global action plan integrating all funding sources with a consolidated budget, taking into account the requirements expressed by the front-line health facilities; 
· reviewing and funding action plans by the Steering Committee;
· wiring funds in two disbursements each six months to the pre-existing commercial bank accounts of each facility, the first of which is completed in January.
3. Mechanism (and responsibility) for budget use and approval 

GAVI funds will be used in accordance with the pre-existing manual of decentralized management procedures (provide manual as an attachment)
4. Mechanisms for disbursing the GAVI-HSS funding to commercial accounts
In accordance with the procedure manual, disbursements will be made in compliance with the activities included in the agreements and detailed budget.
B. Purchasing and procurement mechanisms
The purchase and procurement mechanisms will follow the procedures established as part of the PADS implementation.
The manual management procedure provides for grouping goods and services together in a similar manner to the procurement process used by the Management Unit to ensure compliance with the current regulations in Burkina Faso and to promote economies of scale.  
Procurement of goods and services as part of PADS is done in accordance with the general regulations for public contracts and public service delegations currently in force in Burkina Faso.
In addition to the regulations, documents meant to increase competition have been developed by the relevant departments of the Ministry of Finance whose use is mandatory for any physical or moral person responsible for awarding contracts funded by public money. Accordingly, there is:
· A call to tender document for the procurement of common supplies and services;
· A call to tender document for the procurement of work contracts (notably civil engineering);
· A document for selecting consultants.
All these documents have been found to be acceptable by the donor community working in the field of health in Burkina Faso.
The rules contained in these documents are based on the principles of efficient use of resources, open access to public procurement, equal treatment of candidates, and transparency in the procurement process and in contract grants. 
C. Procedures for auditing the financial management of GAVI-HSS funds for the country
Regional accountants at the DRS level will be in charge of monitoring and controlling the monthly use of funds and compliance with the procedures. The PADS Management Unit conducts internal audits at each facility at least once a year through its internal audit department. In addition, independent auditors conduct global financial audits (that take into account all funding sources) once a year in each facility, which are then re-submitted to local and national levels with all stakeholders.


	6.3 Governance and oversight arrangements

· Please describe:
a) the committee(s) responsible for governance of the funding for reinforcement of health systems in the country, as well as the roles of the health sector coordinating committee and the national coordinating authority. It is also helpful to specify how the roles of these entities are aligned with the Global Fund or GAVI;
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) committees in charge of HSS funding governance
Body
Roles and responsibilities 
Upper Council on Health
Political and administrative coordination
Monitoring Committee of the NHDP
Technical coordination
PADS Steering Committee
Financial management
ICC
 Technical support
TSC/EPI
Technical support
Unit for monitoring and coordinating vaccine procurement, supplies, and EPI technical equipment (CSCA)
 Technical support
b) mechanisms of coordinating support 
Governance and strategic monitoring of the proposal will be done by existing and future bodies.
1. The Upper Council on Health (CSS) is in charge of monitoring, evaluating, guiding, and validating the various policy and health programme implementation reports.
2. The NHPD/MC, which is the coordinating body of the NHDP, will provide integrated coordination, monitoring, and control of the implementation of GAVI-HSS activities. 
3. Since the PADS is the structure that will be in charge of managing the funds, its steering committee will approve the activity and financial reports.
4. The Interagency Coordinating Committee (ICC) meets quarterly to determine the main directions of the EPI and is the governing body for the management of funds allocated toward immunization activities, including those from the GAVI Initiative. 
5. The EPI technical support committee (TSC/EPI) has the objective of providing ongoing technical aid to the DPV and partners involved in the implementation of the EPI. Its role is to review the various documents to be submitted to the ICC. 
6. The unit for monitoring and coordinating vaccine procurement, supplies, and EPI technical equipment: this is the group in charge of monitoring inventory, from the needs estimation phase until the delivery of vaccines.
c) plans meant to strengthen governance and strategic monitoring 
d) need for technical assistance to improve the governance process 
The various bodies described above will each receive appropriate technical assistance from the development partners.
In addition to these governance and strategic monitoring bodies, the implementation team will have access to technical assistance for the final evaluation of the proposal implementation.



	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
	

	The continuum of care between health services and community services is poorly maintained. 
	Improving CHW capacities through training, the procurement of bicycles, and kits to ensure the continuum of care at the community level

	The risk of fraud and corruption that may negatively influence the proposal’s implementation.
	Effective application of regulations regarding strengthening of the inspection systems. 

	The risk of late start due to a possible delay in the disbursement of the application funding
	Start activities in the first quarter of the first year of the proposal’s implementation

	Inadequate planning and monitoring of activities at the health facility level 
	Strengthening planning and monitoring activities at all levels

	Inadequate health human resources and the poor distribution of existing personnel 

	Creation and implementation of a personnel redeployment plan including a study on HHR development 
Conduct recruitment for all categories of personnel by regional job offers 
Promotion of loyalty of health personnel through better organization of personnel, continued personnel recruitment based on new standards, respect for the time stationed in regions for these personnel, granting of compensation based on the zone of residence, improvement in working conditions (provision of vehicle and equipment, improvement of the cold chain, etc.), and related to better management policies.  

	Low level of motivation among existing personnel in the field impedes the implementation of activities
	Implementation of the results-based funding strategy in every health district
Implementation of incentives
 and the initiation of a more transparent employee evaluation system, based on performance
These initiatives will be funded from the national budget

	The difficulty of ensuring the sustainability of the gains generated by the implementation of this proposal
	Sustainability of the funding of certain activities using the GAVI funding of innovative initiatives through the mobilization of additional resources to fund health (national compact, sustaining Government commitments, innovative financing, etc.)

	Low economic power of the population, low compliance by spouses 
	Continued implementation of subsidies and free preventive care policy 
Generalizing the payment exemption for curative care enjoyed by at-risk groups after a feasibility study
Implementation of universal health care coverage and health mutual funds

	The persistence of practices that are harmful to health, and social and cultural impediments
	Strengthening awareness-raising and advocacy activities through opinion leaders
Involving CSOs in awareness-raising and advocacy activities through opinion leaders

	Risks 
	Mitigating strategies

	EXTERNAL
	

	Lack of command of target populations
	Regular projects of the target population

	The burdensome bidding process required for acquiring goods and services, the delay in delivering products
	Simplification of the call for tender process underway 

	The social and cultural context dominated by the population’s illiteracy
	Systematic intersectoral approach 

	The socio-political and economic instability at the national and international levels.
	Particularities of surroundings taken into account 

	The low commitment of all stakeholders (health professionals, allied sectors, civil society organisations, including NGOs and non-profit associations, the private sector, professional bodies, local authorities, and development partners) for working toward goals. 
	Implementation of the participatory approach with involvement of all the sector stakeholders at various levels of the health system.

	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.


	Implementation of interventions as part of the application has no unintended consequences, in the sense that all the activities and related-activities are an integral part of the strategic direction of the EPI’s 2011-2015 comprehensive multi-year plan (cMYP), which is one of the strategic documents of the NHDP.



	Mandatory Attachments
→ Please tick when the attachment is included

	No.
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	National Health Policy
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	2
	2011-2020 National Health Development Plan
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	3
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	National monitoring and evaluation plan
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	5
	Performance Framework
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	6
	Financial gap analysis, detailed work plan and detailed budget
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Annexes
APPENDIX 1: NATIONAL HEALTH POLICY
APPENDIX 2: 2011-2020 NATIONAL HEALTH DEVELOPMENT PLAN
APPENDIX 3: LOGIFRAME 
	Proposals
	Brief description of goals, objectives, fields of service delivery and activities
	Responsibility for  implementation
	Indicator(s)                                                                    

	Goal(s): To contribute to an improvement in the population's general state of health, particularly that of children.
	 

 
	 

 
	1- Gross under-five mortality rate 

	
	
	
	2- Neonatal mortality rate 

	 
	 
	 
	 

	Objective 1: To strengthen the capacities of 19 health districts and 3 central structures in regards to coordination, supervision, monitoring and evaluation through the end of 2015
	Low management capacity of the administration in coordinating health activities and the supervision, negatively influencing the quality offering of care, in particular immunization. This involve in regard to this objective strengthening the operational implementation of central structures and structures of health districts for the implementation of interventions.
	 
	Proportion of operational health districts, per national criteria



	DPS 1.1: Strengthening the logistics capacities of the central and operational bodies
	The logistics capacities of the central and operational structures are mostly insufficient. This situation does not provide regular supervision and routine immunization under the advanced strategy. It is therefore necessary to provide these structures with supervision vehicles (4x4s) and motorbikes for health centres, in order to allow them to carry out health activities, including those of the EPI.
	 
	Proportion of health districts with strengthened logistics capacities. 

	Activity 1.1.1: Equip 19 health districts (Solenzo, Nouna, Toma, Garango, Sindou, Sig-Noghin, Mangodara, Manni, Orodara, Koudougou, Gaoua, Réo, Zorgho, Manga, Pô, Kaya, Boulsa, Kongoussi, Barsalogho) with supervision vehicles in 2014 and 2015
	 
	 
	

	Activity 1.1.2: Provide 150 motorcycles to the health facilities for of the outreach strategy immunisation activities from 2013 to 2015
	 
	 
	 

	Activity 1.1.3: Equip the Mangodara health district with one ambulance in 2013.
	 
	 
	 

	Activity 1.1.4: Equip the DPV with one supervision vehicle in 2014
	 
	 
	 

	DPS 1.2: Coordination of interventions in the field of health, including immunisation:
	Coordination of health interventions, in particular  in the field of immunisation remains insufficient. This coordination needs to be strengthened through holding quarterly coordination meetings of the CTA/EPI, the ICC and the statutory meetings of the NHDP oversight committee. These instances will allow ongoing technical cooperation between the Ministry of Health and the stakeholding partners involved in the implementation of the NHDP to be reinvigorated. 
	 
	Proportion of coordination meetings held with reports submitted

	Activity 1.2.1: Organise the coordination meetings of the health sector (NHDP monitoring committee) from 2013 to 2015
	 
	 
	 

	Activity 1.2.2: Organize quarterly meetings of the CTA from 2013 through 2015
	 
	 
	 

	Activity 1.2.3: Organize quarterly meetings of the ICC from 2013 through 2015
	 
	 
	 

	DPS 1.3: Management, monitoring and evaluation of activities of GAVI/HSS.
	Monitoring of the implementation of activities and the evaluation of the 2008-2010 GAVI/HSS proposal showed some insufficiencies; this proposal will emphasize efficient management and regular monitoring of the physical and financial implementation of health activities through quarterly field visits. 
	 
	1- Financial implementation rate of proposed activities

	
	
	
	2- Physical implementation rate of proposed activities

	
	
	
	3- Proportion of recommendations from the financial and internal audits implemented

	Activity 1.3.1: Carry out quarterly visits to monitor the implementation of HSS activities in 2013 through 2015
	 
	 
	 

	Activity 1.3.2: Carry out a final evaluation of the implementation of HSS activities in 2015
	 
	 
	 

	Activity 1.3.3: Equip the DEP with office supplies and consumables for the implementation of HSS activities from 2013 through 2015
	 
	 
	 

	Activity 1.3.4: Cover financial audit expenses for the project
	 
	 
	 

	Activity 1.3.5: Support the performance of internal audit missions covering the management of resources
	 
	 
	 

	Activity 1.3.6: Support holding financing sessions for annual action plans of health structures
	 
	 
	 

	Activity 1.3.7: Support the operation of the management unit of the PADS
	 
	 
	 

	Activity 1.3.8: Mobilize technical assistance to support mid-term and final evaluations and specific training in maintenance from 2013 through 2015
	 
	 
	 

	Objective 2: To increase the effective coverage rate (valid doses) for children 12 to 23 months from 54% in 2009 to 85% by the end of 2015 in all health districts. 
	Service related to immunisation is insufficient The intensification and qualitative strengthening of immunization under fixed and advanced strategies and the implementation of innovative approaches are to be developed to reach populations with poor coverage and to strengthen effective coverage.
	 
	Percentage of infants 12 to 23 months that are fully immunized with valid doses.

	DPS 2.1: Strengthening of the supply and quality of immunization services
	Strengthening of the supply of immunization services will be carried out by the availability of supplies, conducting advanced strategies and intensive immunization activities or other innovative strategies to reach populations not yet covered. In addition the monitoring of activities, training of agents and monitoring of vaccine temperatures and research into AEFI cases will contribute to improving the quality of services.
	 
	Percentage of health districts that attained vaccine coverage in excess of 85% for all antigens 

	Activity 2.1.1: Carry out specific supervision at the district level on EPI management from 2013 through 2015
	 
	 
	 

	Activity 2.1.2: Support performance of immunization activities under the advanced strategy from 2013 through 2015
	 
	 
	 

	Activity 2.1.3: Support intensive immunization activities in zones with low coverage 
	 
	 
	 

	Activity 2.1.4: Support semi-annual monitoring of activities at the level of health facilities
	 
	 
	 

	Activity 2.1.5: Investigate serious cases of AEFI from 2013 through 2015
	 
	 
	 

	Activity 2.1.6: Conduct monitoring of vaccine temperatures in the 13 Health Regions and the 70 Health Districts from 2013 through 2015
	 
	 
	 

	Activity 2.1.7: Equip 5 new CSPSs with medical-technical equipment: Sami (DS Solenzo), Varpuo (DS Dano), Boulmachiangou (DS Diapaga), Sassamba (DS Mangodara), Datambi (DS Sebba) in 2013
	 
	 
	 

	DPS 2.2: Improving the skills of health workers
	The health system is confronted with the insufficient skills of health agents, both public and private.  To cope with these difficulties, we will provide for training/refresher training on EPI management at the district, regional and national level and coordinators from the private sector regarding the management of the EPI. Support for the revision of curricula and training of instructors at training institutions will allow the production of agents who are competent in the field of immunization.
	 
	Percentage of health agents applying EPI good management rules

	Activity 2.2.1: Train/refresh 96 EPI supervisors from districts and regions regarding EPI management in 2014
	 
	 
	 

	Activity 2.2.2: Train/refresh 300 private sector supervisors in EPI management in 2014
	 
	 
	 

	Activity 2.2.3: Train/refresh 750 CSPS workers regarding EPI management in 2014
	 
	 
	 

	Activity 2.2.4: Review curricula for training from public health training schools and universities to include new EPI guidelines in 2014
	 
	 
	 

	Activity 2.2.5: Train 70 instructors from public health training schools and universities to include new EPI guidelines in 2014
	 
	 
	 

	Activity 2.2.6: Train 04 EPI supervisors at the national level during MLM in 2013 and 2015
	 
	 
	 

	DPS 2.3: Reinforced demand for vaccination services
	The improvement of demand is accomplished, among other factors,  by implementation of the communication plan benefitting the EPI. It will allow the development of strategies beyond the communication that takes place during the major immunization campaign. Its implementation must be decentralized as much as possible to involve local radio, community relays and the methods used by the communities themselves. 
	 
	Drop-out rate BCG/MCV and Penta1/Penta3

	Activity 2.3.1: Produce and diffuse (twice a year) radio and television broadcasts on immunisation topics.
	 
	 
	 

	Activity 2.3.2: Produce and diffuse (twice a year) documentaries on immunisation
	 
	 
	 

	Activity 2.3.3: Support rencap NGOs in monitoring OBCE activities
	 
	 
	 

	Activity 2.3.4: Support OBCE's in social mobilisation benefiting the EPI
	 
	 
	 

	Activity 2.3.5: Seek out persons on a quarterly basis with whom contact was lost at CSPSs every quarter by ASBCs, from 2013 through 2015
	 
	 
	 

	Activity 2.3.6: Have the CSPS supervise the ASBC half-yearly
	 
	 
	 

	Activity 2.3.7: Provide the ASBC with 600 bicycles
	 
	 
	 

	Activity 2.3.8: Provide 200 ASBCs with awareness-raising kits (bag, ideogram, megaphones, etc.)
	 
	 
	 

	Activity 2.3.9: Monitor health activities at the community level from 2013 through 2015
	 
	 
	 

	DPS 2.4: Improving the management of biomedical waste
	Management of biomedical waste at health facilities is very insufficient. This is due to inadequate practices that create a constant danger for the environment and for riparian communities. This involves ensuring the operation and use of incinerators through training and maintenance.
	 
	Proportion of health districts having an operational incinerator

	Activity 2.4.1: Ensure the maintenance of the incinerators 
	 
	 
	 

	Activity 2.4.2: Train 83 users in incinerator management (70 SIECA and 13 SESA) in 3 2-day sessions at Ouagadougou in 2013 and 2015
	 
	 
	 

	DPS 2.5: Surveillance of vaccine-preventable diseases 
	The surveillance of vaccine-preventable diseases is inadequate. This will involve investigating cases of monitored diseases and making supplies and reagents available in the laboratories for diagnostic support. 
	 
	Proportion of reported cases investigated

	Activity 2.5.1: Investigate all cases of monitored diseases from 2013 through 2015
	 
	 
	 

	Activity 2.5.2: Provide the laboratories involved in epidemiological monitoring of vaccine-preventable diseases with medical supplies and reagents in 2013 and 2014
	 
	 
	 

	Objective 3: To increase vaccine storage capacities to 100% and to at least 80% for other effective vaccine management criteria at the national and regional levels and in 19 health districts through the end of 2015
	For effective management of vaccines, nine (09) criteria are required to have a minimum acceptable level of 80%. According to the results of the EVM evaluation conducted in August 2012, many criteria related to the management of stock did not comply with the recommended 80% minimum threshold. The attainment of this objective will allow improvement of vaccine storage capacities and other effective management criteria. 
	 
	Proportion of structures that satisfy criteria for 100% vaccine storage capacity and at least 80% for other effective vaccine management criteria

	DPS 3.1: Strengthening of capacities for storage of vaccines and supplies for the EPI
	This involves strengthening the capacity of the cold chain at the national level, at EPI stores in districts and at CSPSs. It also involves strengthening the dry storage capacity for supplies of the EPI. This will provide sufficient capacity to store former and new vaccines (measles 2 and pneumo 13 in 2013 and Rotavirus in 2014).
	 
	Coverage rate for vaccine storage capacity requirements at all levels

	Activity 3.1.1.: Provide 172 solar refrigerators to the CSPSs for storing vaccines, from 2013 through 2015 
	 
	 
	 

	Activity 3.1.2: Provide 14 freezers to the new districts for vaccine conservation (Ténado, Sabou, Boussouma, Tougouri, Kampti, Thiou, N'Dorola, Léna, Karangasso Vigué, Bittou, Pouytenga, Garango, Baskuy) in 2013 and 2014
	 
	 
	 

	Activity 3.1.3: Rehabilitate 2 large capacity cold chambers (20 cubic meters) of the DPV in 2013 
	 
	 
	 

	Activity 3.1.4: Build a dry storage warehouse at the national level in 2013
	 
	 
	 

	DPS 3.2: Preventive maintenance and repair of health equipment and infrastructure.
	This will involve strengthening the skills of technicians at DIEM, SIEMs and certain districts for maintenance of cold chain, infrastructures and biomedical equipment. 
	 
	1- Proportion of structures having a functional cold chain

	
	
	
	2- Proportion of functional SIEM

	Activity 3.2.1: Train/refresh 64 maintenance technicians  in maintaining medico-technical and cold-chain equipment from 2013 through 2015  
	 
	 
	 

	Activity 3.2.2: Equip SIEMs with equipment and material for maintenance of medical-technical and cold chain equipment in 2014
	 
	 
	 

	Activity 3.2.3: Carry out vaccine management control once a year at the region level, using good practices of storage and distribution from 2013 through 2015 
	 
	 
	 

	Objective 4: To reduce the discordance index for National Health Information System (SNIS) data to below 10% through the end of 2015 
	In spite of the comprehensiveness and promptness of data of the SNIS, quality control activities carried out on data in all health regions have shown insufficiencies, such as discordances of data, depending on the sources. To remedy this, we must implement good data collection, processing and analysis devices for the SNIS, including data related to immunization, to make available collection media and to provide for the auditing and validation of data. 
	 
	Data discordance rate among the national, district and health facility levels.

	DPS 4.1: Quality control of data
	The quality of SNIS data is insufficient. Among other effects, this results in a high data discordance index (24.5% in 2011).  It is necessary to strengthen the quality control tools for SNIS data, through quality controls and the validation of data.
	 
	1- Proportion of DQSs conducted between 2013 and 2015

	
	
	
	2- Proportion of health districts having achieved verification factor of at least 80%

	Activity 4.1.1: Organizing quality control (DQS) on immunisation data at the HD level from 2013 through 2015
	 
	 
	 

	Activity 4.1.2: Conduct the national DQA in 2015
	 
	 
	 

	Activity 4.1.3: Organize quarterly meetings for analysis and validation of data, including immunization data, in the 13 regions, every year from 2013 through 2015.
	 
	 
	 

	DPS 4.2: Development of capacities
	The capacities of health structures for the collection and processing of SINS data are insufficient at all levels.  In order to do this, it is necessary to strengthen the availability of collection media, and to implement unique data management procedures. In addition, it is necessary to computerize the data collection system and to provide training as well as regular oversight of participants.
	 
	1- Proportion of health districts implementing community-based monitoring 

	
	
	
	2- Data collection media interruption rates

	Activity 4.2.1: Implement computerization of data gathering in 20 health facilities in 2013
	 
	 
	 

	Activity 4.2.2: Reproduce media for collection of DGISS data for 2013 through 2015 
	 
	 
	 

	Activity 4.2.3: Provide 4650 ASBCs with statistical data-gathering equipment for 2014 through 2015
	 
	 
	 

	Activity 4.2.4: Make copies of EPI feedback reports at all levels, including the taking into account of community data for 2015
	 
	 
	 


ANNEX 4: NATIONAL MONITORING AND EVALUATION PLAN
ANNEX 5: PERFORMANCE FRAMEWORK
	A. Programme details

	Country / Applicant
	Burkina Faso
	Lead Implementers (LI)
	1
	Ministry of Health

	Base  Year
	2013
	Six-month period
	January
	
	2
	 

 

	Subsidy number
	 
	
	3
	

	Please include six-month periods for the first 3 years, then annual periods for years 4 and 5
	Period 1
	Period 2
	Period 3
	Period 4
	Period 5
	Period 6
	Year 4
	Year 5
	

	Covered period: from
	1-Jan-13
	1-Jul-13
	1-Jan-14
	1-Jul-14
	1-Jan-15
	1-Jul-15
	 

 

 

 
	

	Covered period: to
	30-Jun-13
	31-Dec-13
	30-Jun-14
	31-Dec-14
	30-Jun-15
	31-Dec-15
	
	

	Due date of current results report 
	14-Aug-13
	14-Feb-14
	14-Aug-14
	14-Feb-15
	14-Aug-15
	14-Feb-16
	
	

	Disbursement request (Y, N)
	Y
	Y
	Y
	Y
	Y
	Y
	
	

	 
	 
	 
	 
	
	
	

	Periodic review due date
	 
	
	
	

	Audit report due date
	30-Jun-14
	
	
	


	B. Aims of the program and impact indicators

	     Aim: To contribute to an improvement in the population's general state of health, particularly that of children.

	Re: aim No.
	Impact indicator
	Ref. data
	Targets
	Comments

	
	
	Value
	Yr. 
	Source
	Year 1 
	Report due date
	Year 2
	Report due date
	Year 3
	Report due date
	Year 4
	Report due date
	Year 5
	Report due date
	

	
	
	
	
	
	2013
	
	2014
	
	2015
	
	2016
	
	2017
	
	

	1
	Under 5 mortality rate (per 1000 live births)
	129‰
	2010
	DHS 2010
	 
	 
	 
	 
	64,5‰
	30-Jun-16
	 

 
	 

 
	 

 
	 

 
	Results received from the DHS 2015

	2
	Neonatal mortality rate (per 1000 live births)
	28‰
	2010
	DHS 2010
	
	
	
	
	14‰
	30-Jun-16
	 
	 
	 
	 
	Results received from the DHS 2015


	C. Objectives of the program and effect indicators

	     Objectives:

	1
	To strengthen the capacities of 19 health districts and 3 central structures in regards to coordination, supervision, monitoring and evaluation through the end of 2015

	2
	To increase the effective coverage rate (valid doses) for children 12 to 23 months from 54% in 2009 to 85% by the end of 2015 in all health districts. 

	3
	To increase vaccine storage capacities to 100% and to at least 80% for other effective vaccine management criteria at the national and regional levels and in 19 health districts through the end of 2015

	4
	 To reduce the discordance index for National Health Information System (SNIS) data to below 10% through the end of 2015 

	Re: obj. 
	Indicator of effect
	Ref. data
	Targets
	Comments

	
	
	Value
	Year 
	Source
	Year 1 
	Report due date
	Year 2
	Report due date
	Year 3
	Report due date
	

	
	
	
	
	
	2013
	
	2014
	
	2015
	
	

	1
	Percentage of infants 12 to 23 months that are fully immunized with valid doses.
	85,5%
	2009
	In-depth EPI review 
	 
	 
	90%
	31-Dec-15
	 
	 
	Data will be available in 2015 after the next in-depth EPI review

	2
	Proportion of mothers of children 0-11 months of age correctly immunized with TT2
	90,9%
	2011
	2011 Annual Statistics Report  
	93%
	 
	94%
	31-Dec-15
	95%
	 
	Data will be available in 2015 after the next in-depth EPI review

	3
	Boy/girl vaccine coverage ratio
	1,02
	2010
	DHS 2010
	 
	 
	 
	 
	1
	31-Dec-15
	Results received from the DHS 2015

	4
	Percentage of health districts having attained coverage rate of 85%
	82,54%
	2011
	2011 Annual Statistics Report  
	87,30%
	31-May-14
	92%
	31-May-15
	95%
	31-May-16
	 

 

 

 

 

 

	6
	Data discordance rate among the national, HMT and health facility levels.
	24,50%
	2011
	Data quality survey
	20%
	31-Dec-13
	 
	31-Dec-14
	10%
	31-Dec-15
	The data quality survey is conducted by the DGISS every two years


	Obj. / Indicator No.
	Service Delivery Area
	Progr. Indicator
	Ref. data  (if applicable)
	Targets for Years 1-3 (first commitment period) 
	Periodic review target
	Cumul. targets
	Rel. to
	Lead Implementers entity  

	
	
	
	
	Period 1
	Period 2
	Period 3
	Period 4
	Period 5
	Period 6
	
	
	
	

	
	
	
	N
	%
	Year
	Source
	1-Jan-13
	1-Jul-13
	1-Jan-14
	1-Jul-14
	1-Jan-15
	1-Jul-15
	
	
	
	

	
	
	
	F
	
	
	
	30-Jun-13
	31-Dec-13
	30-Jun-14
	31-Dec-14
	30-Jun-15
	31-Dec-15
	
	
	
	

	1
	Strengthening the supply of services among at-risk populations
	BCG coverage rate
	823947
	110%
	2011
	2011 Annual Statistics Report  
	 
	 
	798581
	100%
	 
	 
	824286
	100%
	 
	 
	850568
	100%
	 
	Annually
	National Programme
	Ministry of Health

	
	
	
	749043
	
	
	
	 
	
	798581
	
	 
	
	824286
	
	 
	
	850568
	
	
	
	
	

	2
	Strengthening the supply of services for at-risk groups
	DTC-Heb-Hib3 coverage rate
	705832
	104%
	2011
	2011 Annual Statistics Report  
	 
	 
	697612
	99%
	 
	 
	719294
	100%
	 
	 
	732682
	100%
	 
	Annually
	National Programme
	Ministry of Health

	
	
	
	678685
	
	
	
	 
	
	704659
	
	 
	
	719294
	
	 
	
	732682
	
	
	
	
	

	3
	Strengthening the supply of services among at-risk populations
	MCV coverage rate
	682078
	100,5%
	2011
	2011 Annual Statistics Report  
	 
	 
	697612
	99%
	 
	 
	719294
	100%
	 
	 
	732682
	100%
	 
	Annually
	National Programme
	Ministry of Health

	
	
	
	678685
	
	
	
	 
	
	704659
	
	 
	
	719294
	
	 
	
	732682
	
	
	
	
	

	4
	Strengthening the supply of services among at-risk populations
	TT2 coverage rate
	738497
	90,9%
	2011
	2011 Annual Statistics Report  
	 
	 
	805510
	93%
	 
	 
	840377
	94%
	 
	 
	876398
	95%
	 
	Annually
	National Programme
	Ministry of Health

	
	
	
	812428
	
	
	
	 
	
	866140
	
	 
	
	894019
	
	 
	
	922525
	
	
	
	
	

	5
	Strengthening the supply of services among at-risk populations
	BCG-VAR dropout rate
	141869
	17%
	2011
	2011 Annual Statistics Report  
	 
	 
	 
	15%
	 
	 
	 
	14%
	 
	 
	 
	13%
	 
	Annually
	National Programme
	Ministry of Health

	
	
	
	823947
	
	
	
	 
	
	 
	
	 
	
	 
	
	 
	
	 
	
	
	
	
	

	6
	Strengthening the supply of services among at-risk populations
	DTC-Heb-Hib1/DTC-Heb-Hib3 dropout rate
	22397
	3%
	2011
	2011 Annual Statistics Report  
	 
	 
	 
	1%
	 
	 
	 
	1%
	 
	 
	 
	1%
	 
	Annually
	National Programme
	Ministry of Health

	
	
	
	728229
	
	
	
	 
	
	 
	
	 
	
	 
	
	 
	
	 
	
	
	
	
	

	7
	Quality control of data
	 Proportion of DQSs conducted
	Not available
	Not available
	2011
	EIP Report
	
	 
	55
	87%
	 
	 
	63
	100%
	 
	 
	63
	100%
	 

 

 
	 

 
	 
	 

 

	
	
	
	
	
	
	
	
	 
	63
	
	 
	 
	63
	
	 
	 
	63
	
	 

 

 
	 

 
	 
	 

 


ANNEX 6: FINANCIAL GAP ANALYSIS, DETAILED WORK PLAN AND DETAILED BUDGET
Table 1: Work Plan
	 
	 DESCRIPTION 
	2013
	2014
	2015

	
	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Target 1
	To strengthen the capacities of 19 health districts and 3 central structures in regards to coordination, supervision, monitoring and evaluation through the end of 2015
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	SDA 1.1
	Strengthening the logistics capacities of the central and operational bodies
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 1.1.1
	Equip 19 health districts (Solenzo, Nouna, Toma, Garango, Sindou, Sig-Noghin, Mangodara, Manni, Orodara, Koudougou, Gaoua, Réo, Zorgho, Manga, Pô, Kaya, Boulsa, Kongoussi, Barsalogho) with supervision vehicles in 2014 and 2015
	 
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 

	Activity 1.1.2
	Provide 150 motorcycles to the health facilities for of the outreach strategy immunisation activities from 2013 to 2015
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 

	Activity 1.1.3
	Equip the Mangodara health district with one ambulance in 2013
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 1.1.4
	Equip the DPV with one supervision vehicle in 2014
	 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	SDA 1.2
	Coordination of interventions in the field of health, including immunisation:
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 1.2.1
	Organise the coordination meetings of the health sector (NHDP monitoring committee) from 2013 to 2015
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 1.2.2
	Organize quarterly meetings of the CTA from 2013 through 2015
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 1.2.3
	Organize quarterly meetings of the ICC from 2013 through 2015
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	SDA 1.3
	Management, monitoring and evaluation of activities of GAVI/HSS.
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 1.3.1
	Carry out quarterly visits to monitor the implementation of HSS activities in 2013 through 2015
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 1.3.2
	Carry out a final evaluation of the implementation of HSS activities in 2015
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x

	Activity 1.3.3
	Equip the DEP with office supplies and consumables for the implementation of HSS activities from 2013 through 2015
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 

	Activity 1.3.4
	Cover financial audit expenses for the project from 2013 through 2015
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x

	Activity 1.3.5
	Support the performance of internal audit missions covering the management of resources from 2013 through 2015
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 

	Activity 1.3.6
	Support holding financing sessions for annual action plans of health structures from 2013 through 2015
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 

	Activity 1.3.7
	Support the operation of the management unit of the PADS from 2013 through 2015
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x

	Activity 1.3.8
	Mobilize technical assistance to support the final evaluation and specific training in maintenance from 2013 through 2015
	 
	x
	 
	 
	 
	x
	 
	 
	 
	 
	 
	x

	Target 2
	To increase the effective coverage rate (valid doses) for children 12 to 23 months from 54% in 2009 to 85% by the end of 2015 in all health districts. 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	SDA 2.1
	Strengthening of the supply and quality of immunization services
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.1.1
	Carry out specific supervision at the district level on EPI management from 2013 through 2015
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 

	Activity 2.1.2
	Support performance of immunization activities under the advanced strategy from 2013 through 2015
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 

	Activity 2.1.3
	Support intensive immunization activities in zones with low coverage from 2013 through 2015
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 

	Activity 2.1.4
	Support the monitoring of activities at the level of health facilities from 2013 through 2015
	 
	x
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.1.5
	Investigate serious cases of AEFI from 2013 through 2015
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 

	Activity 2.1.6
	Monitor the temperature of vaccines during accelerated immunization campaigns in identified zones (Ouagadougou, Dó, Orodara, Ouahigouya, Fada, Diébougou) in 2013
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.1.7
	Equip 5 new CSPSs with medical-technical equipment: Sami (DS Solenzo), Varpuo (DS Dano), Boulmachiangou (DS Diapaga), Sassamba (DS Mangodara), Datambi (DS Sebba) in 2013
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	SDA 2.2
	Improving the skills of health workers
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.2.1
	Train/refresh 96 EPI supervisors from districts and regions regarding EPI management in 2014
	 
	 
	 
	 
	x
	 
	x
	 
	 
	 
	 
	 

	Activity 2.2.2
	Train/refresh 300 private sector supervisors in EPI management in 2014 and 2015
	 
	 
	 
	 
	x
	 
	x
	 
	x
	 
	x
	 

	Activity 2.2.3
	Train/refresh 750 CSPS workers regarding EPI management in 2014
	 
	 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 

	Activity 2.2.4
	Review curricula for training from public health training schools and universities to include new EPI guidelines in 2014
	 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	Activity 2.2.5
	Train 70 instructors from public health training schools and universities to include new EPI guidelines in 2014
	 
	 
	 
	 
	x
	 
	x
	 
	 
	 
	 
	 

	Activity 2.2.6
	Train 04 EPI supervisors at the national level during MLM in 2013 and 2015
	 
	x
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 

	SDA 2.3
	Reinforced demand for vaccination services
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.3.1
	Produce and broadcast (twice a year) radio and television broadcasts on immunisation topics 2013 through 2015
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 

	Activity 2.3.2
	Produce and broadcast (twice a year) documentaries on immunization 2013 through 2015
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 

	Activity 2.3.3
	Support rencap NGOs in monitoring OBCE activities in 2013 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.3.4
	Support OBCE's in social mobilisation benefiting the EPI in 2014
	 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	Activity 2.3.5
	Seek out persons on a quarterly basis with whom contact was lost at CSPSs every quarter by ASBCs, from 2013 through 2015
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 2.3.6
	Have the CSPS supervise the ASBC semi-annually from 2013 through 2015
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 

	Activity 2.3.7
	Provide the ASBC with 600 bicycles in 2013
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.3.8
	Provide 200 ASBCs with awareness-raising kits (bag, ideogram, megaphones, etc.) in 2013
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.3.9
	Monitor health activities at the community level from 2013 through 2015
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 

	SDA 2.4
	Improving the management of biomedical waste
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.4.1
	Provide maintenance for 76 incinerators from 2013 through 2015
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 

	Activity 2.4.2
	Train 83 users in incinerator management (70 SIECA and 13 SESA) in 3 2-day sessions at Ouagadougou in 2013 and 2015
	x
	x
	x
	 
	 
	 
	 
	 
	x
	x
	x
	 

	SDA 2.5
	Surveillance of vaccine-preventable diseases 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.5.1
	Investigate all cases of monitored diseases from 2013 through 2015
	 
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 
	x

	Activity 2.5.2
	Provide the laboratories involved in epidemiological monitoring of vaccine-preventable diseases with medical supplies and reagents in 2013 and 2014
	 
	x
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	Objective 3
	To increase vaccine storage capacities to 100% and to at least 80% for other effective vaccine management criteria at the national and regional levels and in 19 health districts through the end of 2015
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	SDA 3.1
	 Strengthening of capacities for storage of vaccines and supplies for the EPI
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 3.1.1
	Provide 172 solar refrigerators to the CSPSs for storing vaccines, from 2013 through 2015 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 

	Activity 3.1.2
	Provide 14 freezers to the new districts for vaccine conservation (Ténado, Sabou, Boussouma, Tougouri, Kampti, Thiou, N'Dorola, Léna, Karangasso Vigué, Bittou, Pouytenga, Garango, Baskuy) in 2013 and 2014
	x
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	Activity 3.1.3
	Rehabilitate 2 large capacity cold chambers (20 cubic meters) of the DPV in 2013 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 3.1.4
	Build a dry storage warehouse at the national level in 2013
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	SDA 3.2
	Preventive maintenance and repair of health equipment and infrastructure.
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 3.2.1
	Train/refresh 64 maintenance technicians  in maintaining medico-technical and cold-chain equipment in 2014  
	 
	 
	 
	 
	x
	x
	x
	x
	 
	 
	 
	 

	Activity 3.2.2
	Equip SIEMs with equipment and material for maintenance of medical-technical and cold chain equipment in 2014
	 
	 
	 
	 
	x
	 
	 
	 
	 
	 
	 
	 

	Activity 3.2.3
	Carry out vaccine management control once a year at the region level, using good practices of storage and distribution from 2013 through 2015 
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 

	Target 4
	To reduce the discordance index for National Health Information System (SNIS) data to below 10% through the end of 2015 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	SDA 4.1
	Quality control of data
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 4.1.1
	Organizing quality control (DQS) on immunisation data at the HD level from 2013 through 2015
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 

	Activity 4.1.2
	Conduct the National DQA in 2015 in seven (07) health regions
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 

	Activity 4.1.3
	Organize quarterly meetings for analysis and validation of data, including immunization data, in the 13 regions, every year from 2013 through 2015.
	 
	x
	 
	x
	 
	x
	 
	x
	 
	x
	 
	x

	SDA 4.2
	 Development of capacities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 4.2.1
	Implement computerization of data gathering in 20 health facilities in 2013
	 
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 4.2.2
	Reproduce media for collection of DGISS data for 2013 through 2015 
	 
	x
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 

	Activity 4.2.3
	Provide 4650 ASBCs with statistical data-gathering equipment for 2014 through 2015
	 
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 

	Activity 4.2.4
	Make copies of EPI feedback reports at all levels, including the taking into account of community data for 2015
	 
	 
	 
	 
	 
	 
	 
	 
	x
	 
	 
	 


Table 2: Detailed budget
	 
	 DESCRIPTION 
	         2 013   
	          2 014   
	        2 015   
	 Total 

	
	
	
	
	
	

	Target 1
	To strengthen the capacities of 19 health districts and 3 central structures in regards to coordination, supervision, monitoring and evaluation through the end of 2015
	362 643
	662 675
	637 793
	1 663 111

	SDA 1.1
	Strengthening the logistics capacities of the central and operational bodies
	211 111
	519 162
	455 072
	1 185 344

	Activity 1.1.1
	Equip 19 health districts (Solenzo, Nouna, Toma, Garango, Sindou, Sig-Noghin, Mangodara, Manni, Orodara, Koudougou, Gaoua, Réo, Zorgho, Manga, Pô, Kaya, Boulsa, Kongoussi, Barsalogho) with supervision vehicles in 2014 and 2015
	0
	320 450
	288 405
	608 855

	Activity 1.1.2
	Provide 150 motorcycles to the health facilities for of the outreach strategy immunisation activities from 2013 to 2015
	166 667
	166 667
	166 667
	500 000

	Activity 1.1.3
	Equip the Mangodara health district with one ambulance in 2013
	44 444
	0
	0
	44 444

	Activity 1.1.4
	Equip the DPV with one supervision vehicle in 2014
	0
	32 045
	0
	32 045

	SDA 1.2
	Coordination of interventions in the field of health, including immunisation:
	4 222
	4 222
	4 222
	12 667

	Activity 1.2.1
	Organise the coordination meetings of the health sector (NHDP monitoring committee) from 2013 to 2015
	1 956
	1 956
	1 956
	5 867

	Activity 1.2.2
	Organize quarterly meetings of the CTA from 2013 through 2015
	667
	667
	667
	2 000

	Activity 1.2.3
	Organize quarterly meetings of the ICC from 2013 through 2015
	1 600
	1 600
	1 600
	4 800

	SDA 1.3
	Management, monitoring and evaluation of activities of GAVI/HSS.
	147 310
	139 291
	178 499
	465 101

	Activity 1.3.1
	Carry out quarterly visits to monitor the implementation of HSS activities in 2013 through 2015
	17 355
	17 447
	17 447
	52 250

	Activity 1.3.2
	Carry out a final evaluation of the implementation of HSS activities in 2015
	0
	0
	35 252
	35 252

	Activity 1.3.3:
	Equip the DEP with office supplies and consumables for the implementation of HSS activities from 2013 through 2015
	33 999
	25 888
	26 512
	86 399

	Activity 1.3.4
	Cover financial audit expenses for the project from 2013 through 2015
	17 778
	17 778
	17 778
	53 334

	Activity 1.3.5
	Support the performance of internal audit missions covering the management of resources from 2013 through 2015
	11 069
	11 069
	11 069
	33 206

	Activity 1.3.6
	Support holding financing sessions for annual action plans of health structures from 2013 through 2015
	40 727
	40 727
	40 727
	122 182

	Activity 1.3.7
	Support the operation of the management unit of the PADS from 2013 through 2015
	20 826
	20 826
	20 826
	62 478

	Activity 1.3.8
	Mobilize technical assistance to support the final evaluation and specific training in maintenance from 2013 through 2015
	5 556
	5 556
	8 888
	20 000

	Target 2
	To increase the effective coverage rate (valid doses) for children 12 to 23 months from 54% in 2009 to 85% by the end of 2015 in all health districts. 
	855 127
	657 318
	524 358
	2 036 803

	SDA 2.1
	Strengthening of the supply and quality of immunization services
	417 231
	203 927
	203 927
	825 085

	Activity 2.1.1.
	Carry out specific supervision at the district level on EPI management from 2013 through 2015
	92 489
	92 489
	92 489
	277 467

	Activity 2.1.2
	Support performance of immunization activities under the advanced strategy from 2013 through 2015
	17 342
	14 456
	14 456
	46 254

	Activity 2.1.3
	Support intensive immunization activities in zones with low coverage from 2013 through 2015
	6 672
	5 334
	5 334
	17 340

	Activity 2.1.4
	Support the monitoring of activities at the level of health facilities from 2013 through 2015
	70 000
	70 000
	70 000
	210 000

	Activity 2.1.5
	Investigate serious cases of AEFI from 2013 through 2015
	21 648
	21 648
	21 648
	64 943

	Activity 2.1.6
	Monitor the temperature of vaccines during accelerated immunization campaigns in identified zones (Ouagadougou, Dó, Orodara, Ouahigouya, Fada, Diébougou) in 2013
	42 414
	0
	0
	42 414

	Activity 2.1.7
	Equip 5 new CSPSs with medical-technical equipment: Sami (DS Solenzo), Varpuo (DS Dano), Boulmachiangou (DS Diapaga), Sassamba (DS Mangodara), Datambi (DS Sebba) in 2013
	166 667
	0
	0
	166 667

	SDA 2.2
	Improving the skills of health workers
	6 668
	198 046
	53 368
	258 082

	Activity 2.2.1
	Train/refresh 96 EPI supervisors from districts and regions regarding EPI management in 2014
	0
	25 472
	0
	25 472

	Activity 2.2.2
	Train/refresh 300 private sector supervisors in EPI management in 2014 and 2015
	0
	46 700
	46 700
	93 400

	Activity 2.2.3
	Train/refresh 750 CSPS workers regarding EPI management in 2014
	0
	97 723
	0
	97 723

	Activity 2.2.4
	Review curricula for training from public health training schools and universities to include new EPI guidelines in 2014
	0
	8 461
	0
	8 461

	Activity 2.2.5
	Train 70 instructors from public health training schools and universities to include new EPI guidelines in 2014
	0
	19 689
	0
	19 689

	Activity 2.2.6
	Train 04 EPI supervisors at the national level during MLM in 2013 and 2015
	6 668
	0
	6 668
	13 336

	SDA 2.3
	Reinforced demand for vaccination services
	343 249
	181 214
	201 286
	725 749

	Activity 2.3.1
	Produce and broadcast (twice a year) radio and television broadcasts on immunisation topics 2013 through 2015
	29 315
	10 667
	10 667
	50 648

	Activity 2.3.2
	Produce and broadcast (twice a year) documentaries on immunization 2013 through 2015
	48 889
	4 444
	4 444
	57 778

	Activity 2.3.3
	Support rencap NGOs in monitoring OBCE activities in 2013 
	2 010
	0
	0
	2 010

	Activity 2.3.4
	Support OBCE's in social mobilisation benefiting the EPI in 2014
	0
	21 172
	0
	21 172

	Activity 2.3.5
	Seek out persons on a quarterly basis with whom contact was lost at CSPSs every quarter by ASBCs, from 2013 through 2015
	38 069
	38 069
	38 069
	114 206

	Activity 2.3.6
	Have the CSPS supervise the ASBC semi-annually from 2013 through 2015
	72 747
	36 863
	78 106
	187 715

	Activity 2.3.7
	Provide the ASBC with 600 bicycles in 2013
	66 666
	0
	0
	66 666

	Activity 2.3.8
	Provide 200 ASBCs with awareness-raising kits (bag, ideogram, megaphones, etc.) in 2013
	15 554
	0
	0
	15 554

	Activity 2.3.9
	Monitor health activities at the community level from 2013 through 2015
	70 000
	70 000
	70 000
	210 000

	SDA 2.4
	Improving the management of biomedical waste
	44 779
	30 932
	44 779
	120 490

	Activity 2.4.1
	Provide maintenance for 76 incinerators from 2013 through 2015
	30 932
	30 932
	30 932
	92 796

	Activity 2.4.2
	Train 83 users in incinerator management (70 SIECA and 13 SESA) in 3 2-day sessions at Ouagadougou in 2013 and 2015
	13 847
	0
	13 847
	27 694

	SDA 2.5
	Surveillance of vaccine-preventable diseases 
	43 199
	43 199
	20 999
	107 397

	Activity 2.5.1
	Investigate all cases of monitored diseases from 2013 through 2015
	20 999
	20 999
	20 999
	62 997

	Activity 2.5.2
	Provide the laboratories involved in epidemiological monitoring of vaccine-preventable diseases with medical supplies and reagents in 2013 and 2014
	22 200
	22 200
	0
	44 400

	Target 3
	To increase vaccine storage capacities to 100% and to at least 80% for other effective vaccine management criteria at the national and regional levels and in 19 health districts through the end of 2015
	398 788
	272 793
	293 454
	965 035

	SDA 3.1
	 Strengthening of capacities for storage of vaccines and supplies for the EPI
	393 333
	220 000
	288 000
	901 333

	Activity 3.1.1.
	Provide 172 solar refrigerators to the CSPSs for storing vaccines, from 2013 through 2015 
	200 000
	200 000
	288 000
	688 000

	Activity 3.1.2
	Provide 14 freezers to the new districts for vaccine conservation (Ténado, Sabou, Boussouma, Tougouri, Kampti, Thiou, N'Dorola, Léna, Karangasso Vigué, Bittou, Pouytenga, Garango, Baskuy) in 2013 and 2014
	26 667
	20 000
	0
	46 667

	Activity 3.1.3
	Rehabilitate 2 large capacity cold chambers (20 cubic meters) of the DPV in 2013 
	16 667
	0
	0
	16 667

	Activity 3.1.4
	Build a dry storage warehouse at the national level in 2013
	150 000
	0
	0
	150 000

	SDA 3.2
	Preventive maintenance and repair of health equipment and infrastructure.
	5 454
	52 793
	5 454
	63 702

	Activity 3.2.1
	Train/refresh 64 maintenance technicians  in maintaining medico-technical and cold-chain equipment in 2014  
	0
	32 883
	0
	32 883

	Activity 3.2.2
	Equip SIEMs with equipment and material for maintenance of medical-technical and cold chain equipment in 2014
	0
	14 456
	0
	14 456

	Activity 3.2.3
	Carry out vaccine management control once a year at the region level, using good practices of storage and distribution from 2013 through 2015 
	5 454
	5 454
	5 454
	16 363

	Target 4
	To reduce the discordance index for National Health Information System (SNIS) data to below 10% through the end of 2015 
	191 443
	215 214
	352 395
	759 052

	SDA 4.1
	Quality control of data
	118 332
	118 332
	127 186
	363 850

	Activity 4.1.1
	Organizing quality control (DQS) on immunisation data at the HD level from 2013 through 2015
	71 939
	71 939
	71 939
	215 817

	Activity 4.1.2
	Conduct the National DQA in 2015 in seven (07) health regions
	0
	0
	8 854
	8 854

	Activity 4.1.3
	Organize quarterly meetings for analysis and validation of data, including immunization data, in the 13 regions, every year from 2013 through 2015.
	46 393
	46 393
	46 393
	139 179

	SDA 4.2
	 Development of capacities
	73 111
	96 882
	225 209
	395 202

	Activity 4.2.1
	Implement computerization of data gathering in 20 health facilities
	45 111
	0
	0
	45 111

	Activity 4.2.2
	Reproduce media for collection of DGISS data for 2013 through 2015 
	28 000
	28 000
	28 000
	84 000

	Activity 4.2.3
	Provide 4650 ASBCs with statistical data-gathering equipment for 2014 through 2015
	 
	68 882
	137 764
	206 646

	Activity 4.2.4
	Make copies of EPI feedback reports at all levels, including the taking into account of community data for 2015
	0
	0
	59 445
	59 445

	 
	Total support costs
	1 808 000
	1 808 000
	1 808 000
	5 424 000


Table 3: Analysis of variances*
	FINANCING SOURCES
	YEAR
	TOTAL
	Proportion

	
	2013
	2014
	2015
	
	

	Gov’t.
	267 819 720   
	 281 822 222   
	306 266 667   
	855 908 609   
	61.79%

	Territorial Governments
	88 889   
	88 889   
	 88 889   
	266 667   
	0.02%

	Health system development support funds
	311 111   
	311 111   
	311 111   
	933 333   
	0.07%

	Household Contributions
	68 822 222   
	70 200 000   
	80 044 444   
	219 066 667   
	15.81%

	World Health Organization
	7 911 111   
	7 911 111   
	7 911 111   
	23 733 333   
	1.71%

	United Nations Children’s Fund
	12 133 333   
	12 133 333   
	12 133 333   
	36 400 000   
	2.63%

	United Nations Population Fund
	6 400 000   
	3 600 000   
	3 044 444   
	13 044 444   
	0.94%

	Netherlands
	7 133 333   
	-
	-
	7 133 333   
	0.51%

	European Union
	2 177 778   
	2 177 778   
	2 177 778   
	6 533 333   
	0.47%

	Agence Française de Développement
	3 888 889   
	3 888 889   
	3 888 889   
	11 666 667   
	0.84%

	African Development Bank
	-
	-
	-
	-
	0.00%

	Banque islamique de développement
	522 222   
	10 230 000   
	-
	10 752 222   
	0.78%

	The World Bank
	22 666 667   
	22 666 667   
	22 666 667   
	68 000 000   
	4.91%

	China-Taiwan
	2 186 523   
	2 186 523   
	-
	4 373 047   
	0.32%

	Global Fund 
	12 294 315   
	4 754 069   
	3 734 008   
	20 782 391   
	1.50%

	PADS-PCCS
	15 577 778   
	31 155 556   
	-
	46 733 333   
	3.37%

	Italian Cooperation Fund
	822 222   
	
	
	822 222   
	0.06%

	Grand Duchy of Luxembourg (CNTS Grant)
	3 422 222   
	3 422 222   
	3 422 222   
	10 266 667   
	0.74%

	Traditional medicine
	577 778   
	577 778   
	577 778   
	1 733 333   
	0.13%

	Japanese International Cooperation Agency (JICA)
	4 755 556   
	4 755 556   
	4 755 556   
	14 266 667   
	1.03%

	kreditanstalt für wiederaufbau (KFW)
	2 888 889   
	-
	-
	2 888 889   
	0.21%

	Deutsche Gesells-chaft für Internationale Zusammenarbeit (GIZ)
	1 466 667   
	1 466 667   
	
	2 933 333   
	0.21%

	Helen Keller international (HKI)
	1 133 333   
	666 667   
	622 222   
	2 422 222   
	0.17%

	Enfants du monde (EdM)
	711 111   
	844 444   
	888 889   
	2 444 444   
	0.18%

	Global Alliance for Vaccines and Immunisation (GAVI)
	1 808 000   
	1 808 000   
	1 808 000   
	5 424 000   
	0.39%

	World Food Programme
	5 555 556   
	5 555 556   
	5 555 556   
	16 666 667   
	1.20%

	
	
	
	
	
	

	Funds required
	866 890 000   
	1 027 000 000   
	1 146 600 000   
	3 040 490 000   
	 

	Total funds available (Government + households + partners)
	453 075 225   
	472 223 037   
	459 897 563   
	1 385 195 824   
	

	Financial shortfall (funding requirement)
	413 814 775   
	554 776 963   
	686 702 437   
	1 655 294 176   
	


*The data are subject to change after the 2011-2020 NHDP sponsors’ roundtable, planned for the fourth quarter of 2012;
Plateforme de financement des systèmes de santé





Soutien pour le renforcement des systèmes de santé











FORMULAIRE COMMUN DE PROPOSITION





Les demandes de financement du renforcement des systèmes de santé adressées au Fonds mondial par l'intermédiaire du formulaire commun de proposition et conformément aux directives ne peuvent être soumises qu'après le lancement de la documentation relative aux candidatures le 15 août 2011.








� Effective vaccine management criteria: E1: receipt and acceptance; E2: storage temperature; E3: storage capacities; E4: buildings, equipment; E5: building and equipment maintenance; E6: inventory management; E7: distribution; E8: vaccine management; E9: information system and support functions.





� 2011 Annual Statistics of the Ministry of Health


� (Regulation No. 2005-570/PRES/PM/MFB/MFPRE of 24 November 2005 amending Regulation No. 2005-010/PRES/PM/MFB/MFPRE of 24 January 2005 regarding a payment scheme applicable to public officials, the availability of a career plan allowing advancements and categorical progression through the adoption of documents organizing specific Ministry of Health jobs, and the improvement of working conditions (facilities, equipment, and comfort).


� Operational criteria for health districts: 


Infrastructure, equipment and logistics;


Personnel;


Administrative bodies;


Clinical and para-clinical activities;


Management processes.
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