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	GFATM
	Global Fund for Aids, TB and Malaria

	HA
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	MCH
	Maternal & Child Health

	MDG
	Millennium Development Goal
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	Ministry of Finance

	MoH
	Ministry of Health

	NGOs
	Non Governmental Organizations

	NHAC
	National HIV/AIDS Commission 

	NAR
	National Accounts Report

	ORC
	Out reach clinics

	PCM
	Partner Coordination Mechanism

	PCS
	Planning Commission Secretariat

	PHC
	Primary Health Centre

	PPD
	Policy and Planning Division

	RIHS
	Royal Institute of Health Sciences

	SBA
	Skilled Birth Attendant

	UNFPA
	United Nations Fund for Population Activity

	UNICEF
	United Nations Children's Fund

	VHW
	Village Health Worker

	VPDP
	Vaccine Preventable Disease Program

	WB
	World Bank

	WHO
	World Health Organization


1 Executive Summary
Bhutan is a unique country which does not have a private health sector. All health services are presently provided by the Government health sector. The development of the health sector of Bhutan during the past few decades is reflected in the country’s improving health output and outcome indicators. However much the Royal Government of Bhutan is willing to invest on the development of health of its population, several health system constraints have interfered with the health development activities.

The new National Health Sector Strategic Plan (2008 -2012), which is also known in Bhutan as the 10th five-year plan, was developed by a participatory approach with the involvement of health sector, non health sector and other development partners. It is presently being finalized. Therefore the funding window of GAVI for Health System Development is very timely, for Bhutan to use these funds to complement and build upon the increased government funding to be provided to the health sector. 

The GAVI HSS proposal was developed using a participatory approach that was very inclusive. The planning committee that steered the process included many government and non-government stakeholders including development partners, NGOs, and the private sector. These persons met regularly and discussed how best the limited GAVI HSS funding could be used to extract the most in terms of sustaining better health outcomes. 

The main health system constraints that hinder expansion of immunization services to many of these difficult-to-reach populations were identified as lack of competent, motivated human resources to serve at numerous health facilities, especially in remote rural areas, and a lack of adequate logistics and transport facilities to transport patients and supplies. This HSS proposal primarily targets development of a qualified and complement workforce, through improved and updated systems for pre- and in-service training and skills updating. With an attempt to translate government policy on increased community participation into action, the need to carryout a pilot intervention targeting Village Health Workers, to promote pregnant mothers to seek institutional care for child birth, also was identified as an area appropriate for GAVI HSS support.

Almost all the national health reviews that have been conducted in the recent past have pointed out to lack of an adequate, competent, and equitably distributed health workforce, able to provide Child Health and Maternal Health services, as the most important limiting factor which has affected delivery of quality health services, especially to pregnant mothers and children. The need to organize need-based, systematic continuing education programmes, especially for the district level health workforce engaged in provision of primary health care service delivery, has been recognized as a priority. 

The goal of the GAVI HSS project is to ensure the availability of competent, motivated primary health care workforce in an equitable manner to provide essential child health services in Bhutan. It is to be achieved by strengthening the pre-service and in-service training components of Primary Health Care workers that are involved in providing maternal and child health services.  As part of the proposal, operational research, in the form of a pilot study, is to be implemented. This will seek to achieve a high rate of institutional deliveries by carrying out an innovative intervention through the village health workers in five HRH depleted districts that report a high maternal and infant morality rate. 

The Goal for Health System Strengthening is to ensure sufficient capacity to supply adequate numbers of competent and motivated HC providers, who can provide the high quality primary health services needed to reduce maternal and child morbidity and mortality.

The goal is to be achieved by strengthening the pre-service and in-service training components of Primary Health Care workers that are involved in providing maternal and child health services, as well as strengthening skills of the Village Health workers. As part of the project it is proposed to achieve a high rate of institutional deliveries, by carrying out an innovative intervention through the village health workers in five districts with depleted levels of health Human Resources, and which report high maternal and infant morbidity and mortality rates.

Three objectives have been chosen, based on prioritising the causes behind insufficient levels of skilled Health Services providers:

1) To ensure the Institute has the capacity to use the revised curriculum for new maternal and child health best practices, for all pre-service training by end of 2009.

2) To establish a continuing education system that delivers standardized training on MCH and PHC best practices by end of 2012 for > 50% of targeted health workers.

3) To pilot a low-cost intervention targeting village health workers of five districts to increase the percentage of institutional deliveries at medical institutions, with appropriate referral facilities, by 10% from the 2007 level, by the end of 2010.

The Expected Results are as follows;

1.
The nurses and Primary Health Care Workers are provided with a good quality pre-service training package 

2.
PHC workers are exposed to need-based in-service training a through a ‘Systematic Continuing Educational Programme’  

3.
A low cost intervention to motivate pregnant mothers to seek institutional delivery at medical institutions with appropriate referral facilities is promoted in five districts 

The project period will be from 2008 to 2012, which is five years and the proposed budget is USD 193,720. 

The following table provides the baseline figures and targets for the priority outcome indicators selected for project monitoring. 

	Indicator
	Baseline
	Target (2012)

	1. National DTP3 coverage (%)
	94.8 (2005)
	> 95

	2. Number of districts achieving ≥80% DTP3 coverage
	18 out of 20 (2005)
	20

	3. Under five mortality rate (per 1000)
	60.1 (2005)
	35

	4. National measles coverage disaggregated by district  
	90 (2005)
	> 95

	5. Maternal Mortality Rate per 100,000 Live births (disaggregated by district)
	255 (2000)
	140


This proposal addresses a key capacity building gap that is not able to be filled with current or expected resources. It is a vital element to ensuring that health providers have the sufficient and updated skills to ensure immunization and other services will be provided correctly and with high quality. Once achieved, the impact of achieving these three objectives will be sustained by a combination of increasing government support to the health sector and continued support by partners for training and in-service programmes. Donors have historically supported provision of training, and this support will continue for all three objectives listed. Other donors supporting in-service training will be UNICEF, WHO, DANIDA, World Bank, Government of India. 

The Royal Government of Bhutan has always placed priority on the Health services and the entire social sector. Policy of self-reliance and sustainability will be pursued in view of limited resources generated by the government and high dependency on external aid. 

In order to sustain achievements in Primary Health Care and to reduce the dependency on donors, the Royal Government has created the Bhutan Health Trust Fund (BHTF), established to finance essential drugs and vaccines. It was formally launched in Geneva on 12th May 1998 with the objective to raise the fund with the target of USD 24 million. As of today, BHTF has secured USD 22 million. As per the Royal Charter of the Health Trust Fund, the Royal Government matches, on a one-to-one basis, any donor contribution to the fund.  The fund is maintained in US dollars and invested in reliable financial institutions abroad.  The Management Board consisting of high-level member representatives from the relevant Ministries and organizations govern the BHTF Board. This initiative is expected to support the Royal Government’s policy of providing free basic health care.

Section 1: Application Development Process
1.1: The HSCC (or country equivalent)

Name of HSCC (or equivalent):

The Partner Co-ordination mechanism (PCM).

HSCC operational since:

The PCM has been operational since 12 August 2002.

Organisational structure (e.g., sub-committee, stand-alone): 

PCM is a stand alone committee but may constitute a sub committee for a specific purpose dealing with GAVI and GFATM

Frequency of meetings:

The PCM is scheduled to meet thrice a year, however on the request of PCM to the chair person and on the discretion of the chairman the meeting will be convened as and when required.  The member secretary of the committee shall notify the date, time and the venue and shall also circulate the minutes of the meeting to all the members. The decision making process is through consensus seeking by the chair. In cases of disagreements, voting with two third majorities would take place. The PCM will provide input to the proposal during its development process and endorse the final draft.
Overall role and function:

The PCM acts as a strong linkage between the government and other sectors of the society. Because of the nature of the multi-sectoral composition of the PCM, the coordination for the implementation of the proposed activities in all Health System Strengthening initiatives will be easily facilitated. Some members are represented from the Planning Commission Secretariat (PCS), where they oversee coordination of overall sectoral development plans. This also allows for streamlining the decision-making process in accordance with the broad developmental national policies. It also coordinates overall sectoral development five year plans (FYPs) and monitoring and evaluation of the developmental plans.

Also the PCM is linked to other key organizations such as National HIV/AIDS Commission (NHAC), private sector, other donor agencies, religious bodies, district health officials and NGOs. In addition, since one of the objectives of the 10th FYP for Bhutan is poverty reduction, this will shape the priorities, strategies and programmes for the 10th FYP of the Health Sector, and will emphasize poverty-reducing and equity-based strategies for the health sector. The PCM will contribute to strengthening poverty reduction strategies as they apply to the health sector.

If the HSS proposal is successful, the PCM will monitor the progress of implementation at regular review meetings with the persons responsible for implementation of each objective (see table in section 4.2), as well as other important stakeholders. The Planning Commission Secretariat is also represented in the PCM.

Terms of Reference of the PCM are as follows (per the 3rd PCM meeting).

· Oversee and review preparation of proposals for support to GAVI and GFATM secretariat as relevant. 

· Periodically monitor, review progress and advice on the policy and strategies relating to EPI, AIDS, TB and Malaria in the country in the light of new findings and changing global and regional priorities. 

· Ensuring the GAVI HSS application is in line with the National Health Sector Plan

· To advise on capacity building and on the implementation of innovation strategies and approaches to Health System Strengthening.

· To assist in mobilizing internal and external resources from various sources, including GAVI and GFATM, and ensure proper use of these resources.

· To promote and facilitate partnership building, including the involvement of NGOs and the civil society in the disease control programmes.

· The PCM may constitute sub- committees for a specific purpose, consisting of relevant members of the relevant ministries/ departments for in-depth review and recommendations on any matter related to GAVI /GFATM program activities as deemed fit by it from time to time.

· Endorse and sign the final version of the GAVI HSS application, and then submits to Secretary of the Planning Commission Secretariat for signature.

· Supervising and monitoring the implementation of the HSS activities, to ensure future HSS initiatives are integrative and complementary;

· Oversee and review the preparation of Annual Progress Reports to the GAVI Alliance and GFATM on the outcomes of HSS and other support.

1.2: Overview of application development process 

Who coordinated and provided oversight to the application development process?

The Policy and Planning Division (PPD) of the Ministry of Health, Royal Government of Bhutan  which is responsible for the development of the national and district Health Systems took the leadership in the proposal development process while Hon Health Minster, Secretary Health and the Director General Health Services provided policy direction and guidance. 

Many other stakeholders from the Ministry of Health such as the Director Public Health Services, Program Officer (EPI) who is responsible in the Ministry of Health to coordinate the immunization services of the country, Chief of Human resource development (HRD) division of MoH, the Director of Royal Institute of Health Sciences (which is the only training institution of health care workers in Bhutan) and senior faculty of RIHS who are responsible for HRH development in Bhutan were actively involved in the proposal development process. Further the planning group consisted of officials of WHO Country Office Bhutan, UNICEF and DANIDA who are active developmental partners in the field of health in Bhutan. The GAVI HSS focal point of WHO South East Asia Regional Office (SEARO) too provided technical support in the proposal development process. 

Who led the drafting of the application and was any technical assistance provided?

The Policy and Planning Division (PPD) of the Ministry of Health led the drafting of the application. Many stakeholders, ministries and donors, including UNICEF, DANIDA, NGOs, the private sector and WHO Country Office, Bhutan and WHO/SEARO, provided technical assistance from the inception of proposal development. 

Give a brief time line of activities, meetings and reviews that led to the proposal submission.

The preliminary work such as collecting and reviewing necessary documents were initiated in January 2007. As Bhutan was in the process of developing the 10th five-year health plan it was decided to postpone proposal development activities until about may 2007 as this would allow the country to align the  GAVI HSS proposal along with the Bhutan’s 10th five-year health plan. 

With the government health FYP (10th Five Year Plan) almost finalized, in early May 2007 the PPD initiated the GAVI HSS planning process with technical assistance of WHO Country Office and WHO SEARO. 

Since then four planning meetings have been held in this regard which led to the identification of priority health systems problems, causes that attribute to the problem and priority interventions that are proposed to be included in the GAVI HSS proposal. This had to be done with great caution as the funds made available through the GAVI HSS funding window for Bhutan is very limited due to the small birth cohort. 

The fact that Bhutan has developed the 10th national five-year health plan few months back was a major advantage for the planning team, as the team was able to use the latest findings of this previous national planning exercise. The fourth planning meeting was held in early July, during which the priority interventions were identified, including details of objectives and activities. 

The objectives and outputs of the meetings are as follows:
	Meeting 
	Objective
	Outputs

	Meeting One (internal)

 14 May 07
	to identify the planning team which would steer the planning process  
	 Planning Team nominated

	Meeting two: 

17 May 07
	To make all stakeholders aware of GAVI HSS funding and GAVI  guidelines; to come to a consensus of planning methodology; to identify  roles and responsibilities of planning team members  
	Planning team members made aware of GAVI guidelines. Steps to be followed agreed upon. Roles and responsibilities of planning team members identified. Members agreed to ensure proposal reflects priorities of national FYP.

	Meeting Three 

4 June  07
	To identify the  health system challenges and constraints that affect immunization coverage and child survival in Bhutan 
	The health system challenges and constraints that affect immunization coverage, child survival and maternal morbidity and mortality identified 

	Meeting four

2 July 07
	To identify the causes leading to these health problems/challenges

To identify priority interventions that are to be included in the GAVI HSS proposal meetings
	The health problems thus identified were subjected to problem analysis. The causes leading to these problems were identified

The priority interventions to be included in the GAVI HSS identified and activities defined. The criteria used to determine these priorities were based upon the Health Sector Review (2007) and the gaps identified in developing the 9th and 10th FYP Proposal.

	Meeting five:

22nd-26th of September 07
	To review the proposal with the technical unit at WHO SEARO,Delhi
	The planning Officer from PPD and the Program Manger, EPI program went to Delhi to review and finalise the draft proposal.

. 

	Meeting six:

28th September 07
	To present the final draft to the PCM members for endorsement.
	The draft was presented and was endorsed for onward submission to Planning Commission for signature and to further submit to GAVI by 5th October 2007


The members of the planning team were involved in desk reviews of the existing ‘health situational analysis documents’ of Bhutan. They made presentations during the planning meetings, at which the representative of the Ministry of Finance shared how funds should flow through government financial channels, in order to maximise the efficient use of resources received. 

Who was involved in reviewing the application, and what was the process that was adopted?

With the identification of priority interventions that are to be included in the application, the PPD developed the GAVI HSS proposal with the assistance of the WHO Country and Regional Office. The first draft of the application (proposal) was circulated among the planning team members for their comments. The comments were collected, and many were incorporated. 

The second draft was circulated for comments among representatives of developmental partners of Bhutan including UNICEF, WHO, DANIDA, JICA, the higher officials of Ministry of Health, Ministry of Finance, Planning Commission Secretariat Bhutan and WHO Regional Office. Many agencies came up with constructive comments out of which many were incorporated in the application. However as the funding allocation for Bhutan was rather limited some of the suggestions though valid could not be entertained. Therefore the planning process followed was very participatory and inclusive.

A draft of the application form was reviewed by several Technical Advisors at WHO SEARO. The inputs that were received during this mission were incorporated into the revision made. This was then presented to the PCM for discussion, review and final endorsement. 

Who approved and endorsed the application before submission to the GAVI Secretariat?

The proposal was firstly presented and circulated among the PCM members for their approval and endorsement. The Secretary, Ministry of Health Bhutan and the Secretary, Planning Commission of Bhutan approved the submission of the proposal by placing their signatures on this proposal on date…………….. 
1.3: Roles and responsibilities of key partners (HSCC members and others)
	Title / Post
	Organisation
	PCM  member yes/no
	Roles and responsibilities of this partner in the GAVI HSS application development

	Secretary, Ministry of  Health
	Ministry of Health Bhutan
	Yes
	Provide leadership and policy direction to the planning process as the chair 

	Director General,  Health services  
	Ministry of Health Bhutan
	Yes
	Provide leadership and policy direction to the planning process, to ensure the proposal reflected national priorities in the FYP

	Chief of Planning
	Ministry of Health Bhutan
	Yes
	Overall responsibility of GAVI HSS project planning, including programme implementation, monitoring, evaluation 

	Planning Commission 


	Planning Commission (an autonomous agency overseeing all national planning)
	Yes
	Insight to proposal development, ensuring the planned activities falls within the scope of the national development plan and the FYP. Provide guidance on fund flow and fund disbursement. Ultimate proposal approval and monitor the implementation of the project. (the Department of Debt and Aid management, during the proposal development period, was transferred from the MoF to the Planning Commission)

	Director Public Health and 

Programme Manager EPI 
	Ministry of Health Bhutan
	Yes
	Assisted in identification of priority health system problems in MCH service delivery, and problem analysis and identification of priority interventions.

	Deputy Chief HRD and Director and staff of RIHS 


	Ministry of Health Bhutan
	No
	They are not PCM members but are invited to PCM meetings. 

Assisted identification of health workforce related problems in terms of scaling up quantity and quality of Human Resources. Included improving the quality of pre-service training and expanding in-service training programmes, especially to Primary Health Care workers delivering MCH services. 

	WHO Bhutan


	WHO country office and SEARO 
	Yes
	Provided assistance to MoH to obtain the proposal development grant. Provided assistance in guiding the planning process and in proposal writing 

	UNICEF Bhutan
	UNICEF country office
	Yes
	Provision of technical inputs on maternal and child health during the proposal development phase.

	Liaison Office of Denmark, Bhutan 
	DANIDA country office
	Yes
	Provision of technical inputs on Human Resources Development during the proposal development phase.

	JICA, Bhutan
	JICA Office, Bhutan
	Yes
	Provision of technical inputs on medical supplies and commodities relevant to maternal and child health, during the proposal development phase

	District Heath Officer
	Chukha District, MoH
	Yes
	Provided technical inputs on village health worker programme, district-level barriers to service delivery and other district needs relevant to improving Maternal and Child health services.

	Private Sector Representatives
	Bhutan Chamber of Commerce and Industries
	Yes
	Was available as a resource person on private sector involvement with health services delivery.

	NGO Representative
	National Women’s Association of Bhutan
	Yes
	Was available as a resource person on women’s issues and on the role of NGOs in participating in health services delivery.

	Religious Representative
	Dratshang Lhunstho, a department of the Ministry of Home Affairs
	Yes
	To generate awareness and support amongst religious leaders for all services, including promoting institutional deliveries.

	Local Community Head
	Thimphu District
	Yes
	To generate awareness and support amongst community leaders and members for all primary health services.


1.4: Additional comments on the GAVI HSS application development process 

The GAVI HSS application was developed in alignment with the 10th five year plan, which is being finalized. Therefore the activities identified in this proposal are complementary to what has been already planned in the 10th five year plan.  

Further the MoH Bhutan is in the process of starting the development of the five year HRH strategic plan. As the most important constraint in expansion of health services to the rural poor is shortages of competent, motivated health workforce, the GAVI HSS funding window is very timely to supplement the HRH development activities of the country. 

This also provided an opportunity for the MoH Bhutan to get engaged and experience a participatory planning process with the assistance of all development partners of the country.   

Section 2: Country Background Information

2.1: Current socio-demographic and economic country information

	Information
	Value
	Information
	Value

	Population (2005 Pop. & housing Census)
	634,982
	GNI per capita (2004 NAR
)
	$US 721

	Annual Birth Cohort (2005 AHB
)
	14,454
	Under five mortality rate (2005 AHB)
	61.5/ 1000

	Surviving Infants* (2005 AHB)
	13,834
	Infant mortality rate (2005 AHB)
	40.1/ 1000

	Percentage of GDP

allocated to Health  (2006 NSB)
	3.6%
	Percentage of Government expenditure on Health  (2006 NSB)
	8.41%


* Surviving infants = Infants surviving the first 12 months of life

2.2: Overview of the National Health Sector Strategic Plan

For years the Ministry of Health Bhutan has been managing the health sector with medium term plans, which are referred to as five-year plans (FYPs). The ninth five year plan for health was from 2002 to 2007, and was extended to 2008 to allow the FYPs to be coordinated with the new planning approach under the new government system. Along with all other ministries, the Ministry of Health is in the process of finalizing its tenth five-year plan, which was initiated at the end of 2006.

The new National Health Sector Strategic Plan (2008 - 2013), which is also known in Bhutan as the 10th five-year plan, was developed by a participatory approach which was lead by the Policy and Planning Division (PPD) of the Ministry of Health, Bhutan. Many other ministries and departments of Bhutan also provided their inputs during this process. The Government of Bhutan and the MoH endorse the fact that the health of people of Bhutan is directly linked to many other determinants beyond health sector. Apart from government focal points, the HSS development process allowed all developmental partners of Bhutan (health sector) to actively participate and provide inputs.

The tenth five-year plan focuses on essential health services, for which the equitable and uniform access is to be ensured for all segments of the community, especially those whose access is constrained by geographical locations and economic imbalances.  

Specifically, the objectives of forthcoming tenth FYP will focus on: 

1) Achieving Millennium Development Goals beyond the targets and accomplishing other priority health goals.
2) Improving  quality and accessibility of health services

3) Improving the Promotive, preventive, curative and rehabilitative capacity 
4) Enhancing  Traditional Medicine Services at all levels

5) Attaining sustainability and uniformity in health care delivery system.

Section 3: Situation Analysis / Needs Assessment

3.1: Recent health system assessments

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates

	Health Sector Review
	Ministry of Health, Mo  Finance, DANIDA, RCSC, Planning Commission
	All health system components including health service delivery, human resources for health,  health financing, community involvement health management and stewardship  
	2002-2007

	Country Cooperation Strategy of the WHO 


	World Health Organization 
	Health service delivery, human resources for health,  health financing, Maternal and child health, non-communicable diseases 
	Document in the draft stage

	Midterm review of the 9FYP
	Planning Commission, MoH
	Planned activities of 9 FYP
	2003


During the situational analysis phase which leads to the planning process, several strengths and weaknesses have been identified. In the Health Sector review of 2007 (pp 5-8), strengths were identified using a performance-based approach, in terms of progress made towards achieving the ninth FYP’s objective. The team reviewed the health sector performance in the 9FYP by analysing progress on each of its 11 objectives. Performance, measured through a set of 18 indicators, is described below and in the Health Sector Review (2007) report. 

	Table : Goals and Indicators for the Ninth Plan 2002/3 -2006/7

	No.
	Indicator
	9FYP Targets
	Status as per 2005

	1
	Reduce Total Fertility Rate from 4.7
	4.0
	2.5

	2
	Reduce Population Growth Rate from 2.5%
	<2%
	1.3%

	3
	Reduce Infant Mortality Rate from 60.5 per 1,000 live births
	30/1,000
	40/1,000

	4
	Reduce Under 5-Mortality Rate from 84 per 1,000 live births
	<50/1,000
	61.5/1,000

	5
	Infant Immunization fully completed
	>90%
	90%

	6
	Reduce Malnutrition Height for age (HA) from 40%  and Weight for age (WA) from 19%
	15% and 10%, respectively
	HA: N.A.

WA: 9.4% underweight,

18.1% overweight

	7
	Reduce Low Birth Weight from 24%
	12%
	8.5% (hosp. births)

	8
	Reduce U5 morbidity due to pneumonia

	<5%
	65% in June 2006 (8.121 U5 morbidity out of total 12.524 cases)

	9
	Reduce U5 morbidity due to diarrhoea 

	<5%
	37% in June 2006 (24.774 U5 morbidity out of total 67.301 cases)

	10
	Reduce Maternal Mortality Rate from 225 per 100,000 live births
	150
	135 in 2004. 2005?

	11
	Increase pregnant women attending Ante-Natal Clinic (ANC) from 72% in third trimester, 46% in  second, and 16% in first trimester
	3 tri: 85%

2 tri: 75%

1 tri: 50%
	70% attended ANC 4 times or more in 2005.

	12
	Research progress are reported annually and at least one is published in an international peer reviewed scientific journal
	By 2003
	None

	13
	Regular feedback of key indicators to central and dzongkhags from 2003
	Quarterly
	97%

	14
	Fulfilment of Human Resource Master Plan for academic (long term) / non-academic (short term)
	>85% & >85%
	97% LT

116% ST

	15
	The fraction of health care expenditure financed by domestic sources from 49%
	55%
	75%

	16
	The part of the overall budget managed by Dzongkaghs
	30%
	20%

	17
	Increase access to safe drinking water in rural areas from 73%
	100%
	85%


The following highlights indicate that progress has been good on most counts. This situational analysis also is being used as the basis for finalizing the tenth FYP.

The positive points were:

1. Infant Immunisation reached 90%, a result of sustained efforts to maintain the performance of the EPI. 

2. Nutrition improved. Data on stunting (low height for age) are not available, but underweight declined from 19% to 9.4%. However, a reverse trend also seemed to surface, as it appears that 18% of children are now overweight. This trend corresponds to a worldwide phenomenon, a precursor of so-called lifestyle diseases that will become more prevalent in Bhutan. 

3. The number of low birth weight newborns went down. Weighing is only done at hospitals and the data is for only 17 out of 20 districts, so there is some uncertainty on the figures. The rate of newborns that have low birth weight is 8.5% against the target of 12%.

4. More pregnant women attended ANC; the number of visits per trimester is not recorded any more, so the indicator cannot be measured and compared to the baseline of 2002 – but it is known that 70% attended ANC 4 times or more in 2005.  

5. RWSS coverage reached 85% and sanitation 90%. This is not quite up to the 9FYP target of 100%, but it is nevertheless very good. The target may be overly ambitious?

6. Bhutan financed more of its own health budget. The direct dependency of the health sector on external funding has been reduced, and the government now pays 75% of health care expenditure. This is partly because capital investments, which are largely donor funded and furthermore tend to pick up only towards the end of the FYP, constitute a smaller share of the total health budget. In absolute terms donor support has remained more or less stable.

7. Less than anticipated progress on the Health Management Information System. Despite the good progress of the implementation and strengthening of the HMIS, the culture of using existing data and research, particularly in social science, to inform decision-making and target the use of resources has not been strengthened as envisaged. 
The priorities and main challenges for the next five years are:
1) Possible privatisation of health services.

2) Treatment abroad. 

3) Physical access and whether expansion is cost-effective. 

4) Equity and cost-effectiveness. 

5) Non-communicable diseases and how to get maximum returns on health investments. 

6) Other issues:

a) IT

b) logistics and 

c) Human resources.

This HSS proposal, for which GAVI Alliance support is requested, targets elements of the Third and Sixth challenges listed above. Other internal and external support covers the remaining identified challenges.

For point 3, physical access and whether expansion is cost-effective, the Health Sector Review notes that physical access to health services is already fairly high. The NHS 2000 found that 78% of villages had access to a BHU or an ORC within two hours walking distance and 89 % within three hours walking distance. Only 4% of villages were beyond six hours walking distance. According to the Census 2005, 90 % of households reported to have visited a health facility within the past year. If the population served is small, the cost per capita of establishing and operating a health facility may be quite high. While good from an equity perspective, such an investment will require resources that could have been used in other places, serving more people, providing a wider range of services or providing better quality of care. There is a difficult trade-off between equity, quality and efficiency that will have to be addressed.

The HSR 2007 report recommends that any proposed investment is presented in a standardised form that includes the human resource and estimated recurrent cost implications. This format should be developed by MOH with guidelines on which information is needed and how to obtain it.

It is also recommended that MOH undertake a rapid assessment of the reasons behind the high proportions of households that have not visited health facilities in some geogs
. Based on this information the MOH can decide (with the dzongkhag) whether the best solution is new infrastructure, road connection, community mobilisation, or behaviour change.

This proposal will contribute, along with other efforts, to standardise human resource training, address low utilization of health facilities (i.e. institutional deliveries and MCH services) and the training of community health workers on social mobilization.

For point 6, the HSS support in this proposal will target three critical gaps in human resource development.  The HSR 2007 report notes that a lack of trained human resources has been mentioned repeatedly as one of the major obstacles to expansion of health services. The main problem today seems to be the limited training and HR development capacity of the RIHS (Royal Institute of Health Sciences). It appears unlikely that the RIHS will be able to raise the amount of persons trained with appropriative and high quality skills, to levels sufficient enough to bridge the HR gap in the near future. Further, the RIHS is the sole provider of training for all health providers, outside of physicians, in Bhutan.

This HSS proposal specifically provides for the development and expansion of the training capacity of the RIHS. In addition, both pre-service and in-service (continuing Education) will be supported, to increase the efficiency and effectiveness of the training systems.
Specifically, the objectives of the forthcoming tenth FYP will focus on: 

(1) Millennium Development Goals achieved beyond the targets and other priority health goals accomplished

(2) Improved quality and accessibility of health services

(3) Promotive, preventive, curative and rehabilitative capacity improved

(4) Enhanced Traditional Medicine Services at all levels

(5) Attained sustainability and uniformity in health care delivery system.

3.2: Major barriers to improving immunisation coverage identified in recent assessments

The review of documents and reports on Health Systems Strengthening points out to many barriers and constraints that affect Bhutan’s ability to ensure good quality Maternal and Child Health services are provided in an equitable manner. Some of them are directly related to the difficult terrain of the country which makes accessibility to health services very difficult. The population which is scattered among many mountains and valleys among the 20 districts, many of which are not connected by speedy highways, have posed many challenges to the health system especially in relation to physical accessibility.

The health system constraints that hinder expansion of immunization services to many of these difficult-to-reach populations are many. Lack of competent human resources to serve at numerous health facilities especially in remote rural areas, difficulties in collecting and collating health information from difficult to reach locations and lack of adequate transport facilities to transport patients and logistics  are some of the system factors that affect scaling up of child health services. The need to improve the management and stewardship functions, which leads to weak monitoring and supervision mechanisms, and a breakdown of the acceptable level of responsiveness, especially at district levels, also have been highlighted as system constraints that has lead to poor maternal and child health services.

Bhutan is unique that all health services are delivered through government service infrastructure, while the country has no private health service providers. Although from a patients point of the health services are provided free of charge at the point of service delivery, from the government’s point of view the government is facing an enormous challenge to secure the necessary financial revenues to maintain and to scale up service delivery, especially in remote rural districts.

Free medical services in Bhutan include treatment abroad for patients who cannot be treated in-country provided these patients can expect an improved quality of life after such treatment.  The share allocated to referral hospitals and out-of-country referrals has been increasing. Since Bhutan lacks sufficient numbers of competent and qualified health care providers, many patients must be referred abroad for secondary and tertiary health care services. Referrals abroad has accounted for about 40% of expenditures on referral level services throughout the period. 
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The table below shows an increasing trend in the number of patients referred as well as cost.

	Table: Key Figures on Treatment Abroad

	
	1990-00
	2000-01
	2001-02
	2002-03
	2003-04
	2004-05
	2005-06

	No. of Patients
	543
	577
	676
	691
	701
	553

	622

	Cost (Million BTN)
	37.4
	49.0
	52.9
	63.2
	65.8
	84.5
	86.9

	Cost per Pt. (BTN ‘000)
	69
	82
	85
	91
	94
	153
	139

	Cost as % of total recurrent health budget
	9
	9
	10
	11
	10
	12
	11

	Source: Data from PPD (for 2005-6) and from the report Privatization of Healthcare in Bhutan. Viroj Tangcharoensathien. WHO 30.7.2006.


The unit cost for treatments is increasing more rapidly than the number of patients. Despite significant increases in absolute terms, the expenditures for referrals abroad remains at around 10% of total current annual health care expenditures, over the past ten years.
Almost all the national health reviews that have been conducted in the recent past have pointed out to lack of an adequate, competent, and equitably distributed health workforce, able to provide Child Health and Maternal Health services, as the most important limiting factor which has affected delivery of quality health services, especially to pregnant mothers and children. The need to organize need-based, systematic continuing education programmes, especially for the district level health workforce engaged in provision of primary health care service delivery, has been recognized as a priority. 

The 2006 HR data such as Doctor to Population ratio of 2.3 to 10,000, a Nurse to Population ratio 8.3 to 10,000, portray the gravity of the HR shortage in the country. If compared to the critical level of human resources recommended to carryout essential health interventions as mentioned by the World Health Report 2006 (2.8 doctors, nurses and midwives per 1000 population) the figures of Bhutan shows an unacceptable level.
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Low training capacity is the main cause for this shortage (see pp 22-23 HSR 2007). In particular, there is a severe shortage of adequately trained faculty for health training, as well as insufficient physical infrastructure to needed to deliver the required level of pre-service training. Bhutan lacks both a university and the faculty to train medical or nursing graduates for health service delivery. The Royal Institute of Health Sciences (RIHS) is the only training institution, which is responsible to develop all categories of HR for health other than doctors, dental surgeons and graduate nurses. A significant portion of the limited HR budget of the MoH is spent on foreign universities to train these graduate categories, who are essential to serve the numerous health facilities located in many remote rural areas across the country.  
 the absence of adequate numbers of these categories, the MoH Bhutan is compelled to provide the very basic health services including child and maternal health services utilizing a less trained, less competent workforce at the expense of the quality of services. RIHS, the only training institute of Bhutan, geared to train second line of health care workers, and in its present capacity cannot cope up with the training demand due to many limitations including infrastructure. In addition, there are shortages of qualified faculty, and training aids such as updated curricula, Audio Visual aids, Teaching Learning Materials such as models, books and journals. 

High immunization levels have been accomplished in spite of HR shortages of appropriately trained staff, but this was at the expense of high vaccine wastage rates. Health workers were not updated on new polices and practices to minimize wastage, cold chain maintenance, vaccine stores management. 
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Pre-service curricula needs to be updated on the use of VVMs, managing the essential drug list (which includes vaccines), preventative cold chain maintenance, AEFI, EMOCs, neonatal care practices, institutional delivery and other core components of Maternal and Child care services. Other areas, important to both sustaining high immunization coverage and increasing the coverage of all MCH services, including components on social mobilization and IEC, training Village Health Workers to increase the utilization of all available facility-based health services. The system for in-service education for health providers also needs to be revised, to make it standardized and more effective.

Village Health Workers are the primary communication channel linking the community with heath care providers. They play an essential role in mobilizing support for immunization outreach clinics and campaigns. They also are the main source of motivation of mothers to seek ante-natal care and post-natal care, and to mobilise the community to seek all other primary health care services. In addition, they provide basic medicines (e.g. for minor ailments) and health education. Currently, they lack incentives. Training sessions are one of the few incentives they can access, in addition to addressing the need to update their skills. 

3.3: Barriers that are being adequately addressed with existing resources

Government of Bhutan has taken several steps to overcome many of the health system barriers faced by the country today within the country capacity. With an unprecedented move the Government of Bhutan has taken a policy decision to send an increased number of trainees to neighbouring countries for under-graduate training in Medicine and dentistry. This has been considered as vital as there are many health institutions without any qualified physicians to deliver health services.

Further in the recent past using the available resources, the government has taken steps to scale up delivery of selected essential care services, including immunization services. Even though Bhutan enjoys a high coverage in terms of immunization, the quality of immunization services remains low: high wastage rates, cold chain maintenance, surveillance, timeliness and completeness of reports, etc.. Donors are supporting quality improvement efforts as well. With assistance by the Heath Matrix Network, funds go to the MoH to assist the process of revamping the health management information system (HMIS).

Donors have historically supported provision of training, and this support will continue for the comprehensive CE in-service. In addition, Global Fund planning includes support for in-service training. Other donors supporting in-service training will be UNICEF, WHO, DANIDA, World Bank, Government of India.
UNICEF partially supports Village Health Worker activities. This HSS proposal will complement this and other support to train, motivate and retain Village Health Workers. 

3.4: Barriers not being adequately addressed that require additional support from GAVI HSS 

Among the barriers that are not being adequate addressed, development of primary health care staff and nursing staff stands tall. In the absence of adequate doctors (present ratio of doctors is 2.3/10000 population) to serve in all medical institutions of the entire country, the MoH Bhutan has no option other than turning to nurses and other community health workers to play a big role in screening and providing health services including treatment. However due to the lack of capacity of RIHS, the only health training institution (infrastructure and training, tutors etc) the production of these categories too is very limited and cannot be scaled up. Limitations of space, AV material, Teaching Learning Materials (TLM), etc. has limited the training intake of these non-medical and PHC worker categories. 

The child health and immunization related components of the pre-service training curricula of these categories also need revisiting in the light of new scientific development. With a view to improve the quality of pre-service training at the only health training institution in the country - Royal Institute of Health Sciences - the MoH has taken a decision to upgrade RIHS to a degree awarding institution for nurses and a fully equipped  training centre for the Primary Health Care workers. MoH is currently investing in faculty development, by sending tutors to selected universities abroad to undergo degree programmes and masters’ programmes. UNFP, JICA and UNICEF have provided teaching models for the RIHS,  but some of these have become outdated and need to be replaced. This HSS proposal will contribute to upgrading the RIHS teaching materials and methods, will improve the qualifications of faculty, and will increase the capacity of the RIHS to produce high quality graduates.

The skills and competencies of nursing and PHC staff, especially who are in the remote, rural districts managing Basic Health Units need to be strengthened. It is important to expose them to need based in-service training in an systematic manner while developing a systematic in-service training programme which can track who are trained and who are not. Finding resources to organize these training programmes especially at remote rural areas, which may take two to three days of in-country travel to arrive at a training centre, has remained a challenge.

Bhutan has taken a policy decision to promote institutional deliveries to bring down the Maternal Mortality Rate. Even though the health sector has been promoting institutional deliveries across the country, in some districts the system has failed to motivate pregnant mothers to seek institutional care for child birth. The home delivery rate which is mostly attended by unskilled birth attendants remains high in many districts. The need to carryout an intervention to improve the institutional delivery rate in some of these districts backed up by a emergency transfer mechanism too remains a serious challenge.  Training for Village health workers also requires revision to incorporate demand and supply side strategies to increase institutional deliveries. This includes training in social mobilization, monitoring community health indicators (e.g. AFP monitoring), the five danger signs of pregnancies, etc.. GAVI HSS support will target VHWs. This complements efforts proposed under the GFATM round 7 applications, which requires motivated VHWs in place to use new IEC materials for social mobilization efforts.

The sum, this strengthening of pre-service and in-service training, plus that of Village Health workers, will help sustain high immunization coverage while also improving the delivery of other MCH services.

Section 4: Goals and Objectives of GAVI HSS Support

4.1: Goals of GAVI HSS support

Goal for Health System Strengthening: To ensure sufficient capacity to supply adequate numbers of competent and motivated HC providers, who can provide the high quality primary health services needed to reduce maternal and child morbidity and mortality.

Discussion:

The goal is to be achieved by strengthening the pre-service and in-service training components of Primary Health Care workers that are involved in providing maternal and child health services, as well as strengthening skills of the Village Health workers. As part of the project it is proposed to achieve a high rate of institutional deliveries, by carrying out an innovative intervention through the village health workers in five districts with depleted levels of health Human Resources, and which report high maternal and infant morbidity and mortality rates.

Three objectives have been chosen, based on prioritising the causes behind insufficient levels of skilled Health Services providers:

1. To ensure the Institute has the capacity to use the revised curriculum for new maternal and child health best practices, for all pre-service training by end of 2009.

2. To establish a continuing education system that delivers standardized training on MCH and PHC best practices by end of 2012  for > 50% of targeted health workers.

3. To pilot a low-cost intervention targeting village health workers of five districts to increase the percentage of  institutional deliveries at medical institutions, with appropriate referral facilities, by 10%  from the 2007 level, by the end of 2010.

4.2: Objectives of GAVI HSS Support

Based on the situation analysis conducted for this proposal (using the Health Sector Review of 2007, the cMYP and the 9th FYP), three objectives were decided upon. The thrust of the proposal’s objectives is to strengthen the quality of the human resources of health, through improved pre-service, in-service training and skills updating of village health workers.

	Objectives/Activities
	Linkages
	Discussion
	Expected outcomes
	Responsible party for APR

	Objective 1: To ensure the Royal Institute of Health Sciences has the capacity to use the revised curriculum for maternal and child health best practices, for all pre-service training by end of 2010.
	· HSR 2007, pp 39-40;

· 9 FPY, p.7, Strategy #1, p. Strategy #5 pp10-12;
linkage to immunization components on pp. 36-37, and linkage to reproductive health programme and pp. 63-66;

· CMYP, Strategy 1 (Maintain High Immunization coverage) activity #7

· 10 FYP, Programme RIHS,
	This objective is covered under the 9 FYP, and will continue under the 10 FYP. 
	Revised curriculum in use by end of 2010
	PPD (Policy & Planning Division, MoH)

	Activity 1.1: Revise Maternal and Child Health components of curricula of nursing and PHC categories based on job descriptions  
	9 FYP pp110-111 strategies 1-9
	To train service providers to improve the quality of all primary HC services, including health facility utilization, reproductive health services, and to sustain immunization coverage above 95%
	Revised MCH components in use by end of 2008
	RIHS

	Activity 1.2: Purchase teaching and learning aids and models for RIHS and district training center
	9 FYP pp110-111 strategies 1-9
	Will purchase training models to teach health students on best MCH practices, based on revised curriculum.
	Teaching materials for RIHS by end of 2008

For District training center by end of 2010
	RIHS

	Activity 1.3: Purchase of Audio Visual material for training 
	9 FYP pp110-111 strategies 1-9
	To introduce more current teaching aids and increase the quantity and quality of teaching reference materials.
	AV materials for RIHS by end of 2008
	RIHS

	Activity 1.4: Send  faculty for training on educational technology and pedagogy
	9 FYP pp110-111 strategies 1-9
	These faculty will use knowledge acquired to help develop the teaching skills and revise the local curriculum for health care providers. Funds are being also being requested from the Global Fund, under the malaria window, to send three additional persons for masters training. Thus, five faculty will receive advanced training, greatly increasing the level of faculty qualifications.
	2 faculty trained by end of 2008
	RIHS

	Objective 2: To establish a continuing education system that delivers standardized training on MCH and PHC best practices by end of 2012  for > 50% of targeted health workers.
	· 9 FPY, Strategy 1 Health Service Quality pp 7-9, Strategy 5 HR development pp.10-12;

· CMYP, Strategy 1 (Maintain High Immunization coverage) activity #7, Strategy #4 (Capacity Building) activities 3, 4, 7
	To train service providers to improve the quality of all primary HC services, including health facility utilization for institutional deliveries, to sustain immunization coverage above 95%, and facilitate new vaccine introduction. Currently a standardized approach does not exist and needs to be developed.
	Training on MCH and PHC best practices by end of 2012  for > 50% of targeted health workers
	PPD (Policy & Planning Division, MoH)

	Activity 2.1: Recruit a consultant to develop the systematic Continuing Education (CE) model 
	9 FPY,  pp.98-99, strategies 1 to 3.
	To help organize ad hoc training activities into a coherent and systematic approach to continuing education for health care providers, as called for under the CE programme (pp.98-99), strategies 1 to 3.  This will include mapping out technical and financial resources needed to sustain the programme in all 20 districts during and after the period of GAVI HSS funding.
	Consultant completes TOR by mid-2008
	HRD (Human Resource Division)


	Objectives/Activities
	Linkages
	Discussion
	Expected outcomes
	Responsible party for APR

	Activity 2.2: Purchase hardware and software required to establish a data base mechanism for systematic Continuing Education 
	9 FPY, pp.98-99, strategies 1 to 3.
	To develop a database for monitoring Continuing Education (CE) needs and services.
	Database developed by mid-2009
	HRD

	Activity 2.3: Develop ToT kits as needed and conduct Training of Trainer programmes for district level providers (on 2.4) 
	· 9 FPY, pp.98-99, strategies 1 to 3.

· cMYP Strategy 1 (Maintain High Immunization coverage) activity #7, Strategy #4 (Capacity Building) activity#2)
	District trainers for health will receive the ToT training and toolkits, and then they will conduct district level training, based on training needs identified in Activity 2.3. Individual modules for Maternal and Child Health components exist, but an integrated and standardized package containing all MCH-related components has to be organized.
	Toolkits developed by 2009;

ToT commences by 2010
	HRD

	Activity 2.4: Provide district based in-service training programmes in all 20 districts.
	9 FPY, pp.98-99, strategies 1 to 3.
	Following ToT, the district participants will conduct training in their districts within 2 months. At least one staff member from the Basic Health Unit (community health level) will also be trained. GAVI HSS funding will provide support for some district in-service training sessions, and other external sources of support will be sought to cover needs of all 20 districts.  
	At least 19 of 20 districts conduct annual in-service training sessions by 2012h
	HRD


	Objectives/Activities
	Linkages
	Discussion
	Expected outcomes
	Responsible party for APR

	Objective 3: To pilot a low-cost intervention targeting village health workers of five districts to increase the percentage of  institutional deliveries at medical institutions, with appropriate referral facilities, by 10%  from the 2007 level, by the end of 2010.
	· 9FYP: Strategies 1-5, pp 69-70 (Village Health Worker Programme); Reproductive Health & Population Programme, pp 63-67, strategies 1-5

· cMYP: Strategy #4 (Capacity Building)_ activity # 1 (integrated Training)
	In order to bridge the gap between the organized health service and the community, the Government trains village health workers (VHWs). These VHWs are chosen by the communities themselves. 

Criteria for choosing the five pilot districts will include: 

· Maternal mortality rates.

· Untrained deliveries

Progress towards increasing the number of institutional deliveries will be made to the PCM annually, and reported in the GAVI APR. GAVI HSS funding will be used to provide a small financial incentives to VHWs, for each institutional delivery they facilitate. Each village has only one VHW. 

The results of this pilot programme will help inform discussion on a forthcoming national Strategy for Institutional Delivery. See table 6.2 for the list of the selected districts.
	Intervention piloted in five districts commencing in 2009, running through 2012, with evaluations occurring annually
	Reproductive Health Programme, Dept. of Public Health (MoH)

	Activity 3.1: Revise the training module for Village Health Workers
	9FYP: Strategies 1-5, pp 69-70 (Village Health Worker Programme);

cMYP: Strategy #4 (Capacity Building)_ activity # 1 (integrated Training)
	To incorporate demand and supply side strategies to increase institutional deliveries. This includes training in social mobilization, monitoring community health indicators (e.g. AFP monitoring), the five danger signs of pregnancies, etc..  
	Manual fully revised by 2008
	Village Health Worker Programme (Ministry of Health)

	Activity 3.2: Train Village Health Workers in selected districts  
	9FYP: Strategies 1-5, pp 69-70 (Village Health Worker Programme); Reproductive Health & Population Programme, pp 63-67, strategies 1-5

cMYP: Strategy #4 (Capacity Building)_ activity # 1 (integrated Training)
	Criteria for selecting five districts:

· Institutional deliveries as reported in AHB 2007 page 65.

· Number of reported maternal death related to child birth. 
	Training commences in 2008
	Village Health Worker Programme (Ministry of Health)

	Activity 3.3: Carryout monitoring and supervision of pilot project
	9FYP: Strategies 1-5, pp 69-70 (Village Health Worker Programme); Reproductive Health & Population Programme, pp 63-67, strategies 1-5

cMYP: Strategy #4 (Capacity Building)_ activity # 1 (integrated Training)
	HRD will receive progress reports quarterly from the Village Health Worker Programme. HRd will report to PPD, and PPD,in turn, will report on findings at each PCM meeting.
	On-going with annual reports to PCM and in GAVI APR.
	Village Health Worker Programme (Ministry of Health)


Section 5: GAVI HSS Activities and Implementation Schedule
Activities, along with their linkages to national health plans and a discussion of their importance to HSS, are provided in the table in section 4.2 above. Activities are grouped with their corresponding objectives.

The implementation schedule for objectives and activities is in the table in Section 5.2 below:

5.1: Sustainability of GAVI HSS support

This proposal addresses a key capacity building gap that is not able to be filled with current or expected resources. It is a vital element to ensuring that health providers have the sufficient and updated skills to ensure immunization and other services will be provided correctly and with high quality. Once achieved, the impact of achieving these three objectives will be sustained by a combination of increasing government support to the health sector and continued support by partners for training and in-service programmes. Donors have historically supported provision of training, and this support will continue for all three objectives listed. Other donors supporting in-service training will be UNICEF, WHO, DANIDA, World Bank, Government of India. 

Financial sustainability:

The Government of Bhutan is committed to provide health care services ranging from primary to tertiary, through a wide network of government health institutions which are delivered free of charge at the point of service delivery. This commitment is well reflected in the government policies. Realizing the importance of these socially favourable policies the Government of Bhutan, has continued investing more on health even with limited government budgets. 
On an average the Royal Government now bears about 50% of the total budget outlay (FSP 2007). The main development partners in the health sector are Government of India, DANDIA, UNCIEF, UNFPA and other international Non Governmental Organizations. To reduce over dependence on donors, the Government is now taking steps to bear the major portion of the costs of supporting the health sector. The table below shows that the contribution of the RGoB has increased year on year since 1996.
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The GAVI HSS project has provided an opportunity to the Government of Bhutan to improve the quality of pre-service and in-service training, especially of those who are field based and delivering Primary Health Care Services. This project will develop capacity at the Royal Institute of Health Sciences (RIHS) which will enhance trainees to undergo quality of training.  The government of Bhutan will continue facilitating and supporting RIHS and once the training is successfully completed, the government is totally committed to provide employment to these personnel in the government sector. 

The impact of this improved training capacity and higher skill level of health care providers will be sustained by 

WHO is supporting RIHS and the Ministry of Health to develop a proposal for long-term approach to scaling up their pre-service and in-service training capacity, to fully meet future Human Resource for Health needs.  An initial tranche of $27,000 has been provided by WHO to fund proposal development.  In-service training enjoys multiple channels of support. For example UNICEF, DANIDA, UNFPA, Global Fund, and other donors regularly support training of health care workers, community-based and institutional-based providers. At the sub-district level, GAVI support will complement support from the RGoB and UNICEF to support training of Village health workers. It is projected that the RGoB support for VHW training will continue to increase. 

A highly relevant issue to for the Health sector is that of the future sustainability of health care in the country, particularly with regard to the most critical components of primary health care. In order to ensure the future sustainability and availability of a permanent source of fund to meet the cost of essential drugs and vaccines for the primary health care system in the country, the Government has established a Health Trust Fund. The Bhutan Health Trust Fund (BHTF) has been created with the objective of providing basic health care free of cost to the Bhutanese citizens at all times. This is in keeping with the desire of His Majesty the King. Of the targeted capital fund of US$ 24 million, the contributions to the fund now stand at US$ 22 million. The income generated from the fund will be used to purchase the most essential vaccines and medicines required for the hospitals and Basic Health Units. Therefore the putting in place of the Bhutan Health Trust Fund represents an important activity that will help achieve an equitable and a sustainable primary health care system in the country.

The RGoB has committed to covering all recurrent costs of sustaining health care services. This commenced under the 9th FYP, and will be continued and expanded under the 10 FYP. The Chair of the PCM is the Secretary of the Ministry of Health, and will work with the PCM members to develop a long-term approach to financial and technical sustainability. The Financial Sustainability plan is being implemented, which will contribute to building a long-term base for sustaining immunization coverage, as will revenues flowing from the BHTF.

Technical sustainability:

For the pilot project, the government of Bhutan had a similar programme that  provided small incentives to mothers for bringing children to EPI sessions. Once this short-term incentive system ended, the demand for immunizations among mothers remained high. Therefore the incentive programme succeeded in sensitizing mothers to the need for having their children fully immunized. This incentive programme targeting Village Health Workers takes a similar approach: the short-term use of incentives is designed to build awareness of the availability and safety of institutional deliveries. The cost of operational research has been already identified under the work plan. 

To support maintaining high quality and improved pre-service and in-service training, the managerial at all levels is being strengthen. This includes the capacity to ensure adoption of new and revised best practices through improved and more consistent routine supervision of health care providers.

5.2: Major Activities and Implementation Schedule

	Major Activities
	Year 1 (2008)
	Year 2 (2009)
	Year 3 (2010)
	Year 4 (2011)
	Year 5 (2012)

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

	Objective 1: To ensure the Royal Institute of Health Sciences has the capacity to use the revised curriculum for maternal and child health best practices, for all pre-service training by end of 2010.
	   
	
	
	
	

	Activity 1.1: Revise Maternal and Child Health components of curricula of nursing and PHC categories based on job descriptions  
	
	                     Q4
	Q1 Q2
	
	

	Activity 1.2: Purchase teaching learning aids and models for RIHS and district training centre
	For RIHS: Q2 Q3 Q4
	
	(for district Q1)
	
	

	Activity 1.3: Purchase of Audio Visual material for training 
	Q2
	
	
	
	

	Activity 1.4: Send  faculty for training on educational technology and pedagogy
	Start Q4
	
	
	End Q3
	

	Objective 2: To establish a continuing education system that delivers standardized training on MCH and PHC best practices by end of 2012  for > 50% of targeted health workers. 
	
	
	
	
	

	Activity 2.1: Recruit a consultant to develop the systematic Continuing Education (CE) model 
	Q2 Q3
	
	
	
	

	Activity 2.2: Purchase hardware and software required to establish a data base mechanism for systematic CE 
	                    Q4
	Q1 Q2
	
	
	

	Activity 2.3: Develop ToT kits as needed and conduct Training of Trainer programmes for district level providers (on 2.3) 
	
	               Q3 Q4
	
	
	

	Major Activities
	Year 1 (2008)
	Year 2 (2009)
	Year 3 (2010)
	Year 4 (2011)
	Year 5 (2012)

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

	Activity 2.4: Provide district based in-service training programmes  in all 20 districts.
	
	
	Q1 Q2 Q3 Q4 
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4

	Objective 3: To pilot a low-cost intervention targeting village health workers of five districts to increase the percentage of  institutional deliveries at medical institutions, with appropriate referral facilities, by 10%  from the 2007 level, by the end of 2010
	
	
	
	
	

	Activity 3.1: Revise the training module for Village Health Workers
	Q2 Q3 Q4
	
	
	
	

	Activity 3.2: Train Village Health Workers in selected districts  
	            
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4

	Activity 3.3: Carryout monitoring and supervision of pilot project
	
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4


The Policy and Planning Division of the MoH will oversee the entire HSS proposal, and report of progress towards annual milestones, to the PCM. 

Section 6: Monitoring, Evaluation and Operational Research

6.1: Impact and Outcome Indicators

	Indicator
	Data Source
	Baseline Value

	Source

	Date of Baseline
	Target**
	Date for Target

	1. National DTP3 coverage (%)
	HMIS
	94.8
	MoH, Annual Health Bulletin
	2005
	>95
	2012

	2. Number  of districts achieving ≥80% DTP3 coverage
	HMIS
	18
	MoH, Joint Reporting Form
	2005
	20
	2012

	3. National measles coverage disaggregated by district  
	HMIS
	90
	MoH, Annual Health Bulletin
	2005
	>95
	2012

	4. Under five mortality rate (per 1000)
	Population and Housing Census (survey), used, though also collected by HMIS**
	60.5
	MoH, Annual Health Bulletin
	2005
	35
	2012

	5. Maternal Mortality Rate per 100,000 Live births (disaggregated by district)
	Population and Housing Census (survey), used, though also collected by HMIS**
	255
	MoH, Annual Health Bulletin
	2005
	140
	2012


** Baseline data for #4 & #5 comes from survey data generated by the Population and Housing Census (2005). Annual monitoring for all five indicators, including #4 & #5, will be based on HMIS data for the period of GAVI funding.

6.2: Output Indicators
	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value10
	Source
	Date of Baseline
	Target
	Date for Target

	1. Number of PHC workers/Nurses who graduate annually under the revised curriculum

Objective 1)
	Number of PHC workers/Nurses who graduate annually from RIHS
	 - 
	RIHS registers
	0
	RIHS registers
	2007
	ALL
	2012

	2. % of PHC staff provided with at least 24 hours (3 days)  of need based in-service training per year 

(objective 2)
	Number of PHC staff provided with at least 24 hours of need based in-service training per year in project districts 
	Total number of all PHC staff in project districts 
	(Presently ad hoc training reports) The systematic CE data base will provide accurate reports starting in 2010
	Not known

It is assumed it is less than five percent
	(Presently ad hoc training reports)
	Dec 2006
	50 %
	From 1st January 2009

	3. % of institutional deliveries*, in pilot districts

(Objective 3)
	Number of institutional deliveries per district (in pilot districts)
	The total number of all deliveries per district 
	HMIS
	Dagana: 11.6

Trongsa:27

Pemagatsel: 12.5

Lhuntse: 35.5

Trashiyangtse: 11.4
	MoH annual report
	2006
	Institutional deliveries increased by 10% of the baseline.
	2012


* One of the reasons for high MMR in Bhutan is the high incidence of home deliveries without the presence of trained birth attendants. See pp 51-53 of Annual Health Bulletin 2006 

6.3: Data collection, analysis and use  

	Indicator
	Data collection
	Data analysis
	Use of data

	Impact and outcome indicators
	
	
	

	1. National DTP3 coverage (%)
	The data is collated at the  Basic health levels and district levels and  are transferred to the centre, using the HMIS


	Simple analysis is done at district levels based on the coverage, and districts submit reports quarterly. 

At the central level data is the National Immunization Programme Manager in collaboration with the Health Information and Management unit of the MoH.
	The reasons for (any) low converge are identified with assistance of district technical officers. Feed back is provided during 1) the annual health meeting for district health officers; 2) district health officers use information for district micro planning. 

	2. Number / % of districts achieving ≥80% DTP3 coverage
	The data is collated at the Basic health levels and district levels and  are transferred to the centre, using HMIS and reporting on the JFR. 
	Simple analysis is done at district level based on the coverage. 

At the central level data At the central level data is the National Immunization Programme Manager in collaboration with the Health Information and Management unit of the MoH.
	The reasons for (any) low converge are identified with assistance of district technical officers. Feed back is provided to district health officer if there is any drop of coverage below 90%, and DHO is responsible for adjusting micro plans.

	3. National measles coverage disaggregated by district  
	The data is collated at the Basic health levels and district levels and are transferred to the centre, using HMIS and reporting on the JFR. 


	Simple analysis is done at district and central levels based on the coverage. 

At the central level data At the central level data is the National Immunization Programme Manager in collaboration with the Health Information and Management unit of the MoH.. 
	The reason for (any) low converge is identified with assistance of district and provincial technical officers. Feed back is provided to district health officer if there is any drop of coverage below 90%, and DHO is responsible for adjusting micro plans. 


	4. Under five mortality rate 

(per 1000)
	The data is collated at the  Basic health levels and district levels and are transferred to the centre, using HMIS. 


	Bench marking of district figures is done at district, level. 

At the central level data At the central level data is heads of relevant programmes at the department of public healht in collaboration with the Health Information and Management unit of the MoH..


	The reasons for high U5MR is identified with assistance of district technical officers and corrective measures taken. 

	5. Maternal Mortality Rate per 100,000 Live births (disaggregated by district)
	The data is collated at the  Basic health levels and district levels and  are transferred to the centre, using HMIS. 
	Simple analysis is done at district and central levels based on the coverage. 

At the central level data is Reproductive Health programme at the department of public health in collaboration with the Health Information and Management unit of the MoH..


	The reasons for high MMR  are identified with assistance of district and central technical officers and corrective measures taken. An annual Maternal Mortality audit is carried, out, and feedback given to district health officers to revise or adjust microplans.


	Output indicators
	Data collection
	Data analysis
	Use of data

	1. Number of PHC workers/Nurses who graduate annually under the revised curriculum

Objective 1)
	The data is collated using RIHS registers. 
	Simple analysis is done at the central level by Human Resource Division (HRD) of MoH. 


	To feed into annual assessment of HR needs and training needs

	2. % of PHC staff provided with at least 24 hours (3 days)  of need based in-service training per year 

(objective 2)
	Presently there is not a properly established mechanism to collect this data. However with the establishment of the ‘Systematic CE Programme’ it is proposed that monitoring mechanisms are built-in, which will enable managers to identify who have undergone how many hours of training, which in turn will generate the necessary reports

The data is collected at HRD. 


	Simple analysis is planned to done at the central level by Human Resource Division (HRD) of MoH. 


	Will be used by Programmes at least annually to assess training needs

	3. % of institutional deliveries*, in pilot districts

(Objective 3)
	Collected at all health facilities, and submitted to HMIS on quarterly basis 
	Simple analysis is done at district level based on ANC attendance. 

At the central level data is used by the Reproductive Health programme in collaboration with the Health Information and Management unit of the MoH.
	The reasons for (any) low attendance are identified with assistance of district technical officers. Feed back is provided to district health officer, who is responsible for adjusting micro plans.


6.4: Strengthening M&E system

The country’s PHC delivery system has been enjoying a comprehensive monitoring and evaluation mechanism for the last two decades. The data in relation to Maternal and  Child Health services keep on flowing from grass root level  to district and the national level, however timeliness and completeness of reporting need improvement. In the past two decades the programme has worked to deeply institutionalize the data collection mechanisms.

  
Through the GAVI HSS project it is not expected to create any new or parallel monitoring and evaluation mechanism. The project will rely on existing mechanisms (HMIS reporting system), which have been time tested. Weak points that will be strengthened include Information system and operational research, which will focus on data analysis and utilization in all health-related areas. These activities include introduction of the mapping of malaria endemic areas with particular focus on the hard to reach areas by using Health Mapper provided by WHO. The hope is to extend a similar approach to other programme areas of the Ministry of Health, over the coming years.

All outcome indicators that have been mentioned in section six of the application form are presently being monitored, under the HMIS mechanism. Therefore it is not an added burden to ensure the flow of this data from the districts to the centre. However, some of the proposed output indicators, presently do not have a mechanism for data collection. This proposal provides for developing the systems needed to collect these output indicators, as indicated in the second table in Section 6.3.

The activity on ‘development of a systematic Continuing Education’ has an inbuilt component of monitoring. As part of this proposed systematic training programme, a district data base will be developed to record information on each and every in-service training programme including the number of units assigned to each programme against the name of each participant. This data base will be updated on a regular basis will allow the district/provincial supervisors to identify who has been trained and whose not. This would readily provide the information on in-service training received by health personnel.  Director, Royal Institute of Health Sciences will be responsible for this component of the proposal, with the management and implementation under the overall guidance and supervision of the Chief of Policy and Planning Division, Ministry of Health. Improvements planned for the RIHS will be monitored and assessed by HRD, the Royal University of Bhutan and the RIHS Director.

The Programme Manager for the Village Health Worker Programme, under the Department of Public Health, will be responsible for monitoring and elating progress in the pilot study districts. The Programme manger will report to the MoH on progress, who in turn will inform the PCM.

6.5: Operational Research

One important outcome expected from this project is to ensure that all people in the project areas have access to Primary Health Services of reasonable quality. This has two dimensions which are not captured in the routine monitoring and evaluation mechanisms. They are ‘what is the percentage of people that have access to PHC services including Primary Care within a reasonable distance from their dwellings?’ Therefore at a given point it will be important to carryout operational research to identify how people perceived physical accessibility and by expanding PHC services through GVI HSS whether the government has been successful in improving physical accessibility.   

The need to identify the degree of responsiveness too requires operational research. Bhutan does not have a regular mechanism to monitor responsiveness which includes the dimensions of customer satisfaction. Therefore it is proposed that operational research is carried out to identify the level of responsiveness of the people. 

Criteria for choosing the five pilot districts include:

· the number of untrained deliveries 
· Maternal mortality rates.
 Progress towards increasing the number of institutional deliveries will be made to the PCH annually, and reported in the GAVI APR. GAVI HSS funding will be used to provide a small financial incentives to VHWs, for each institutional delivery they facilitate. Each village has only one VHW. 

The results of this pilot programme will help inform discussion on a forthcoming national Strategy for Institutional Delivery.

Section 7: Implementation Arrangements 
7.1: Management of GAVI HSS support
	Management mechanism
	Description

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	The Policy and Planning Division will be responsible to monitor and report progress to the Partnership Coordination Mechanism (PCM) on regular basis. Reports in terms of technical and financial progress will be made on the Annual Progress Report to GAVI, by the PPD of MoH.   

	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	The existing PCM will incorporate the role of the HSCC. It will regularly monitor the progress of implementation of HSS activities. The PPD and EPI programmes will be responsible for producing the APRs, under the oversight of the PCM. Copies of the APR are also distributed to all PCM members and health programmes.  If changes to the HSS implementation plan are required, these are presented during regular or special meetings of the PCM for its approval.

	Mechanism for coordinating GAVI HSS with other system activities and programs
	GAVI HSS work will be carried out as part of the government system following government procedures nad the priorities listed in the FYP. The PCM will provide the platform to all other partners to view these activities against those that are already being funded by their organizations. This opportunity will be used to generate synergy between many activities that are being implemented at the same time. 


7.2: Roles and responsibilities of key partners (HSCC members and others)
	Title / Post
	Organisation
	PCM  member yes/no
	Roles and responsibilities of this partner in the GAVI HSS  implementation

	Secretary, Ministry of  Health
	Ministry of Health Bhutan
	Yes
	Provide leadership and policy direction to the implementation process as the chair of the PCM.

	Director General,  Health services  
	Ministry of Health Bhutan
	Yes
	Provide leadership and policy direction to monitoring implementation, to ensure that outcomes remain consistent with the national priorities in the FYP. Reports to PCM

	Chief of Planning
	Ministry of Health Bhutan
	Yes
	Overall responsibility of GAVI HSS project planning, including programme implementation, monitoring, evaluation. Reports to PCM.

	Planning Commission 


	Planning Commission (an autonomous agency overseeing all national planning)
	Yes
	Monitors linkages to other HSS and development efforts, ensuring the planned activities fall within the scope of the national development plan and the FYP. Provide guidance on fund flow and fund disbursement. Ultimate oversight of progress against objectives, outcomes and proposed budget. (The Department of Debt and Aid management, during the proposal development period, was transferred from the MoF to the Planning Commission Secretariat)

	Director Public Health and 

Programme Manager EPI 
	Ministry of Health Bhutan
	Yes
	Assist in identifying new or changing health system problems in MCH service delivery, and subsequent problem analysis and identification of priority interventions.

	Deputy Chief HRD and Director and staff of RIHS 


	Ministry of Health Bhutan
	NO
	Will continue to be invited to PCM meetings. 

Technical feedback to assist in evaluating progress on scaling up quantity and quality of Human Resources. Will report on efforts to improve the quality of pre-service training and expanding in-service training programmes. 

	WHO Bhutan


	WHO country office and SEARO 
	Yes
	Provide on-going technical and policy assistance to monitoring progress.

	UNICEF Bhutan
	UNICEF country office
	Yes
	Provision of technical inputs on maternal and child health during the implementation phase.

	Laison Office of Denmark,Bhutan 
	DANIDA country office
	      Yes
	Provision of technical inputs on assessing Human Resources Development during the implementation phase.

	JICA,Bhutan
	JICA Office, Bhutan
	     Yes
	Provision of technical inputs on medical supplies and commodities relevant to maternal and child health, during the implementation phase

	District Heath Officer
	Chukha District, MoH
	Yes
	Provide technical assessment of impact on village health worker programme, and on changes to district-level barriers to service delivery and other district needs relevant to improving Maternal and Child health services.

	Private Sector Representatives
	Bhutan Chamber of Commerce and Industries
	Yes
	Resource person on private sector involvement with health services delivery.

	NGO Representative
	National Women’s Association of Bhutan
	Yes
	Resource person on women’s issues and on the role of NGOs in collaborating on HSS implementation in health services delivery.

	Religious Representative
	Dratshang Lhunstho, a department of the Ministry of Home Affairs
	Yes
	To generate and maintain awareness and support amongst religious leaders for all services, including promoting institutional deliveries.

	Local Community Head
	Thimphu District
	Yes
	To generate and maintain awareness and support amongst community leaders and members for all primary health services.


7.3: Financial management of GAVI HSS support

	Mechanism / procedure
	Description

	Mechanism for channelling GAVI HSS funds into the country
	 The fund will be channelled to Planning Commission Secretariat. The PCS will ultimately disburse the fund to MoH through the Department of Public Accounts under Ministry of Finance.

	Mechanism for channelling GAVI HSS funds from central level to the periphery
	Ministry of health will get the money from Ministry of Finance and will be then send the fund to the districts/implementing agencies.



	Mechanism (and responsibility) for budget use and approval
	As per the approved activities in the proposal, MoH will communicate to Planning Commission Secretariat for the fund release. Once approved, the Planning Commission Secretariat will channel the fund to ministry of health through Ministry of Finance. All accounts are subject to annual external account auditing from the Royal Audit authority, an autonomous body reporting to the cabinet. In addition all the ministries have an internal audit unit who provide continual check and balance.

	Mechanism for disbursement of GAVI HSS funds
	Once the fund comes to ministry of Health, it will be released to the concerned stakeholders in the MoH for the implementation of the activities as approved. The implementation of the funds will be monitored by the Policy and Planning Division of the Ministry in close collaboration with Planning Commission and Ministry of Finance under the guidance of PCM members. 



	Auditing procedures
	The internal audit unit, MoH functions independently and reports to the Secretary of Health. In addition, Auditor General’s Department carry out external audits independently from the MoH and report to the MoF. Thus, Bhutan has a meticulous audit mechanism for utilization of both government and donor funds. Annual Progress Report will be submitted to GAVI through Planning Commission. 




The RGoB covers mainly local salaries, main infrastructure (building and maintenance), first-line drugs and consumables, food for hospitalized patients, etc. The Government’s own contribution will be increased based on experience in previous years and commitments. An increase for the tenth five year plan is about 20-25%, keeping pace with increasing salary cost of local staff. The funds provided by RGoB are, however, not adequate to fully cover all needs of the health sector.

The Planning Commission is the Secretariat dealing with external AID from all sources. Its technical, financial and managerial capabilities are under the control and according to the rules and regulations of the Royal Government of Bhutan. The responsibilities are laid down in the Royal Government of Bhutan (RGoB) MoF rules and regulations (2001) and included among others:

· External resource mobilization

· Negotiation of loans and grants with lenders and the development partners

· Recording receipt of all cash and kind assistance.

The Planning Commission Secretariat has proven experience in managing large amounts of external funds. It is ensuring smooth implementation of several types of programmes relevant to disease control, health and other sectors. The improving health-related indicators in the country show the positive impact of the successful utilization of funds allocated to this PR. However, given the need to ensure timely implementation and to meet the reporting requirements for smooth fund disbursements, additional administrative support is being requested for.

7.4: Procurement mechanisms

This is not applicable to this HSS proposal. Training materials procured for the RIHS will be purchased through the normal channels by the MoH. All use of GAVI funds will be audited annually by the PCM, to ensure that actual expenditures match planned.

7.5: Reporting arrangements

Each programme manager reports and submits the financial and activity progress reports at the end of each activity and at the end of each fiscal year to the PPD with copies to either DGHS. It is the responsibility of the PPD to ensure that all financial and activity reports and records are received timely and also ensure the completeness and accuracy of the information / records. The PPD will present the reports to the PCM which will review the progress of the project. 

Further, PPD will summarize all these activities into the Annual Progress Report (APR) with the PCM comments and review and also will submit Annual Progress Report to the GAVI secretariat at the appropriate time. 
7.6: Technical assistance requirements

	Activities requiring technical assistance
	Anticipated duration
	Anticipated timing (year, quarter)
	Anticipated source (local, partner etc.)

	Objective #2 Designing a systematic Continuing Educational Programme.

It is proposed that WHO and DANIDA will provide additional support to the Ministry of Health in developing a system for Continuing Education.
	Two weeks 
	2nd Quarter 2008 
	WHO and DANIDA 


Section 8: Costs and Funding for GAVI HSS
8.1: Cost of implementing GAVI HSS activities

Costs are calculated in current (2007) dollars at the exchange rate in effect on 26 September 2007.  

	Area for support
	Cost per year in US$

	Projected Costs
	2007
	2008
	2009
	2010
	2011
	2012
	Totals

	Objective 1

To ensure the Institute has the capacity to use the revised curriculum for new maternal and child health best practices, for all pre-service training by end of 2009.
	GAVI apply
	Year 1  
	Year 2  
	Year 3  
	Year 4 
	Year 5
	

	Activity 1.1: Revise Maternal and Child Health components of curricula of nursing and PHC categories based on job descriptions  
	 
	 
	$3,000
	$5,000
	 
	 
	$8,000

	Activity 1.2: Purchase teaching learning aids and models for RIHS and district training centre
	 
	$10,000
	 
	$14,000
	 
	 
	$24,000

	Activity 1.3: Purchase of Audio Visual material for training 
	 
	$5,000
	 
	 
	 
	 
	$5,000

	Activity 1.4: Send  faculty for training on educational technology and pedagogy
	 
	$10,000
	$10,000
	 
	$10,000
	 
	$30,000

	Subtotals Obj 1
	 
	$25,000
	$13,000
	$19,000
	$10,000
	$0
	$67,000

	Objective 2

To establish a continuing education system that delivers standardized training on MCH and PHC best practices by end of 2012  for > 50% of targeted health workers.
	 
	 
	 
	 
	 
	 
	 

	Activity 2.1: Recruit a consultant to develop the systematic Continuing Education (CE) model 
	 
	$5,000
	 
	 
	 
	 
	$5,000

	Activity 2.2: Purchase hardware and software required to establish a data base mechanism for systematic CE 
	 
	$5,000
	$5,000
	 
	 
	 
	$10,000

	Activity 2.3: Develop ToT kits as needed and conduct Training of Trainer programmes for district level providers (on 2.3) 
	 
	 
	$9,400
	 
	 
	 
	$9,400

	Projected Costs
	2007
	2008
	2009
	2010
	2011
	2012
	Totals

	Activity 2.4: Provide district based in-service training programmes in all 20 districts.
	 
	 
	 
	$10,000
	$10,000
	$20,000
	$40,000

	Subtotals Obj 2
	 
	$10,000
	$14,400
	$10,000
	$10,000
	$20,000
	$64,400

	Objective 3

To pilot a low-cost intervention targeting village health workers of five districts to increase the percentage of  institutional deliveries at medical institutions, with appropriate referral facilities, by 10%  from the 2007 level, by the end of 2010.
	 
	 
	 
	 
	 
	 
	 

	Activity 3.1: Revise the training module for Village Health Workers
	 
	$2,500
	 
	 
	 
	 
	$2,500

	Activity 3.2: Train Village Health Workers in selected districts  
	 
	 
	$10,000
	$10,000
	$16,000
	$15,800
	$51,800

	Activity 3.3: Carryout monitoring and supervision of pilot project
	 
	 
	$1,000
	$1,000
	$1,000
	$5,000
	$8,000

	Subtotals Obj #
	 
	$2,500
	$11,000
	$11,000
	$17,000
	$20,800
	$62,300

	TOTAL COSTS
	 
	$37,500
	$38,400
	$40,000
	$37,000
	$40,800
	$193,700

	 
	Eligible
	$37,558
	$38,045
	$38,540
	$39,040
	$39,548
	$193,720

	 
	Difference
	-$58
	$355
	$1,460
	-$2,040
	$1,253
	-$20


8.2: Calculation of GAVI HSS country allocation

	GAVI HSS Allocation
	Allocation per year (US$) for Bhutan

	
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	Year 5 of implementation
	TOTAL FUNDS

	
	2007
	2008
	2009
	2010
	2011
	2012
	 

	Birth cohort
	14,831
	15,023
	15,218
	15,416
	15,616
	15,819
	 

	Allocation per newborn
	 
	$37,558
	$38,045
	$38,540
	$39,040
	$39,548
	$193,720

	Annual allocation
	 
	$37,558
	$38,045
	$38,540
	$39,040
	$39,548
	$193,720


Source and date of GNI and birth cohort information:

GNI:
National Accounts Report 2004

Birth cohort:
JFR. /BHMIS 2005

Total Other:
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� Minutes from HSCC meetings related to HSS should be attached as supporting documentation, together with the minutes of the HSCC meeting when the application was endorsed. The minutes should be signed by the HSCC Chair. The minutes of the meeting endorsing this GAVI HSS application should be signed by all members of the HSCC.


� If the application identifies activities that are to be undertaken at a sub-national level, sub-national data will need to be provided where it is available. This will be in addition to the national data requested.


� National Accounts Report


� Annual Health Bulleting, MoH


� Within the last 3 years.


�The indicator has been changed from death to morbidity because the number of U5 deaths is not reported in the HMIS separately but lumped with other deaths.


� The indicator has been changed from death to morbidity because the number of U5 deaths is not reported in the HMIS separately but lumped with other deaths.





� Geog is a community or a block, which is the lowest level of  administrative organization


� The number of patients in 2004-5 is surprisingly low, but an analysis of the data by PPD has not revealed any errors.


� If baseline data is not available indicate whether baseline data collection is planned and when


� Important for easy accessing and cross referencing
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