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Abbreviations and acronyms
	ARD:
	Approach to Reach Every District

	SVC:
	Supplementary Vaccination Activities

	BCG:
	Bacillus of Calmette and Guérin vaccines

	RLDCAU:
	Research, Liaison and Development Charity Activities Unit

	WB:
	World Bank

	MTES:
	Medium-term expense structures 

	MC:
	Management Committee

	IC:
	Italian Cooperation

	PCPU:
	Pharmaceutical Central Purchasing Unit

	MC:
	Management Committee

	NCCSHSS:
	National Committee for the Coordination and Support for Health System Strengthening

	HSCC:
	Health Sector Coordination Committee

	HC:
	Health Centre

	CPC:
	Children’s Preventive Consultation

	SCCMD:
	Support, Coordination and Computer Monitoring Division

	INPN:
	International Non-Proprietary Name

	HD:
	Health Districts

	HISD:
	Health Information System Division

	RHD:
	Regional Health Delegation

	CHEMA:
	Chad Church and Evangelic Missions Agreement

	GC:
	German Cooperation

	IEC / CCB:
	Information, Education and Communication / Communication on Changes in Behaviour

	ARI: 
	Acute Respiratory Infection

	HDD:
	Head of District Doctor

	LLITMN:
	Long-lasting insecticide-treated mosquito net

	MSF:
	Médecins Sans Frontières

	WHO:
	World Health Organization

	MDG
	Millennium Development Goals

	CPA:
	Complementary Package of Activities

	GDP:
	Gross Domestic Product

	MPA:
	Minimum Package of Activities

	LDC: 
	Least Developed Countries

	NHDP:
	National Health Development Plan

	NHP: 
	National Health Policy

	PFV: 
	Polio Field Virus

	MAR:
	Monthly Activity Report

	ACSDS:
	African Child Survival and Development Strategy

	CDA: 
	Catholic Development Aid

	NSPR:
	National Strategy for Poverty Reduction

	OEC: 
	Obstetric Emergency Care

	UNICEF: 
	United Nations Children’s Fund 

	MV:
	Measles Vaccination 


Summary
The meeting to adopt the emergency plan which took place in July 2007 has allowed us to identify 4 main considerable restrictions that constitute obstacles to increasing or maintaining vaccine cover. 

These are: (i) poor human resources; (ii) poor health information system; (iii) frequent disruptions in the supply of essential medicinal products and medical consumables; (iv) shortcomings in the Health District’s organisation and management. 
To deal with these restrictions, the MSP has requested that the GAVI HSS fund contribute to increasing and maintaining vaccine cover for children under the age of one. 

The aim of the proposal is to contribute to the reduction in morbidity and mortality as a result of diseases that can be prevented by vaccinations by extending the ACSDS and the ARD in 10 Health Districts by 2012 in order to increase and maintain 95% DTP3 and 95% TV vaccine cover amongst pregnant women. 
To achieve these results, three specific objectives were established. These were: (i) to increase the numbers of qualified and motivated staff in these 10 Health Districts by 2012; (ii) to ensure that the supply system and the management of medicinal products and medical products is effective when providing health training in the 10 Health Districts in question by 2012; (iii) to improve the organisation and management of the health care services in the 10 Districts and 6 central facilities by 2012. 
To support these 10 Districts, the proposal will provide support to the various levels of the health care system by attacking obstacles to increasing and maintaining vaccine cover, in particular, poor accessibility and incorrect use of vaccination services. 

Support must be provided centrally to the MSP General Secretariat, the Inspectorate-General and to 4 Technical Departments.

Through these Departments, the MSP plans to strengthen: (1) the drafting and setting up of the directives, tools and procedures for the management of the staff, reliable health care information and activities; (ii) the support for the organisation of supervisory missions of agents as well as the monitoring of the system for managing the medicinal products, medical products and financial resources; (iii) the strengthening of the mechanisms and methods of coordination, supervision, monitoring; (iv) the carrying out of operational studies / research; (v) the motivation of the health care staff at various levels. 
At an intermediary level, the plan is to improve the organisational and technical capacities of the 8 RHDs to allow them to draw up and implement their regional health care development plan. Emphasis shall be placed on: (i) training the teams in the management of health care services and financial management as well as providing them with fuel for the integrated supervisory work; (ii) improving the management skills of 8 PRAs by training those in charge, (iii) the regular supply of medicinal products; (iv) strengthening the regional health care information system. 
In terms of the teams in the Districts, emphasis shall be placed on: (i) strengthening the capacities of 10 managerial teams in the districts to implement the directives, procedures and management tools to improve the organisation and operation of 10 districts; (ii) the training of these teams in managing the Districts, in the organisation of the monitoring and micro-planning, the collection and analysis of SIS data; (iii) strengthening the logistical capacities of the teams to allow them to carry out integrated supervision and monitoring of the operations within the health centres and hospitals.

In the 10 hospitals, the plan is to train the staff in IMCD+ / nutrition, PNC+ / PMTCT and EPI+, the treatment of serious cases of malaria, setting up the tools and directives to strengthen the management of the medicinal products and financial resources and provide a regular supply of medicinal products in addition to contributions from the State.
In terms of health care centres, the plan is to: (i) train the staff in 100 health centres in IMCD+ / Nutrition, EPI+ and PNC+, (ii) to set up the tools and directives to manage the medicinal products and cost recovery systems, (iii) set up a supply of medicinal products to 100 health centres, (iv) provide 100 health centres with motorbikes for advanced strategies, (v) provide support for the reorganisation of the health committees and the organisation of the monitoring/micro-planning at community level in 100 health centres. 
In the end, the expected results of these actions are: for the health system in 10 districts to be strengthened and the ACSDS to be extended to these Districts between now and 2012 with: (i) 10 Health Districts strengthened with enough health care staff that are motivated and have the required qualifications; (ii) essential medicinal products and medical products available in the 8 PRAs, 10 hospitals and 100 health centres; (iii) strengthening in the organisation and operation of 10 Health Districts.
The proposal covers a period of 5 years, from 2008-2012. 

The total amount of funds to be mobilised to implement and follow-up on this proposal is four million nine hundred and seventy eight thousand one hundred and forty two U.S. dollars (US$ 4,978,142) of which 18% is destined for financing interventions centrally and 82% at RHD level and Health District level.
Six indicators of results and the impacts were set out: (i) level of DTP3 vaccine cover (77% in 2006 – 95% in 2012); (ii) number of districts achieving ≥80% DTP3 cover (23 HDs in 2006 – 51 HDs in 2012); (iii) mortality rate amongst children under the age of five (191 per 1,000 in 2004 – 64 per 1,000 in 2010); (iv) number of health centres that have benefited from at least 6 supervisory visits during the year that has just passed, during which a quantified monitoring list has been used (40 in 2008 – 100 in 2012); (v) number of hospitals and health centres with qualified and motivated health care staff present at least 10 out of 12 months (no data for 2006 – 80% in 2012); (vi) number of hospitals and health centres in the Health Districts selected with an average number of days of shortages in ten types of essential medicinal products during the quarter that has just passed.
A management committee (MC) shall be set up by the Ministry of Public Health. The MC is an organisation that will be set up in the various health care systems by the Ministry of Public Health to manage GAVI’s HSS operations and resources. 

At District level, the MC will be chaired by the Head District Doctor, who will be assisted by a representative of the MSP’s partners. Other participants in the District will be members of the management committee. 

In the RHD, the MC will be chaired by the Regional Health Representative who will be assisted by the WHO Representative. The MC will be supported by an expert who will monitor and evaluate and an expert in Finance and Purchasing / Market Assessment. These experts will be supplied by the partners of the MSP as required and will not be permanent. 

1st part: process for drafting the proposal

1.1: The National Committee for Coordination and Support for Health System Strengthening (NCCSHSS)
Is created by Ministerial Order No. 141/PR/PM/MSP/SE/SG/DGRP/DP/07 of 4 July 2007 to coordinate the drafting and implementation of the health system strengthening programme (annex 1). The NCCSHSS has been carrying out all its tasks since 4 July 2007.  
The NCCSHSS is assisted by a technical committee created by Ministerial Order No. 141/PR/PM/MSP/SE/SG/DGRP/DP/07 of 4 July 2007 (annex 2). The technical committee is responsible for drafting the proposal. The technical committee and the national committee were created on the same date by a Ministerial Order. 

3 follow-up meetings were organised by the technical committee (annex 3) to draft, approve and adopt the proposal. 

These meetings covered the start of the work to draft the proposal, the follow-up on its drafting and its approval. 
The NCCSHSS met twice. The first meeting was held on 19 July 2007 and allowed them to examine the 1st draft presented by the technical committee. The second meeting took place on 25 July 2007 and was an occasion for discussing the 2nd draft and adopting it. 

General role and function:


1. The technical committee is responsible for: (i) proposing a working plan to draft the proposal; (ii) drafting the proposal; (iii) mobilising the skills to facilitate the drafting and validation of the proposal; (iv) ensuring that technical approval is received for the proposal; (v) organising the meeting to approve the proposal. 
The national committee is the political body of the process for drafting the proposal. Its role is: (i) to provide the main guidance on the drafting of the proposal; (ii) to establish the priorities; (iii) to mobilise the resources to support the drafting, approval and adoption of the proposal; (iv) to adopt the proposal; (v) to send the proposal to the GAVI office. 
1.2: Summary of the process for drafting the proposal 

The drafting of the proposal has been coordinated by the Director of Planning, chairman of the technical committee.

The proposal was drafted by the Technical Committee under the Management of the Director of Planning with the support of a national consultant. 

Several meetings, workshops and dialogues have facilitated the drafting, approval and adoption of the proposal, as follows:

· Three members of the technical committee have taken part in a sub-regional briefing workshop for central African countries on GAVI – Health System Strengthening organised between 02 and 04 April 2007 in Libreville, Gabon. The discussions that took place in this workshop allowed the Chad participants a better understanding of the objectives and the process for submission to GAVI-HSS. To this end, a working plan was drawn up by the Chad participants. The work in drafting the proposal began with this working plan. 
· Research on the financing of the process for drafting the proposal was sent to WHO on 28 June 2007.

· A workshop to approve the emergency plan (annex 4) was organised from 4 to 7 July 2007. This workshop allowed the process for drafting the proposal to begin. During this workshop, (i) the directives for drafting the GAVI proposal were presented; (ii) the priority areas for strengthening the health care system were adopted; (iii) the working plan for the drafting, approval and adoption of the proposal were presented and approved by the participants. 

· After this workshop, a first meeting of the technical committee was held on 19 July 2007. This meeting began the drafting of the proposal. The technical committee commissioned a group of 10 people as resources assisted by a national consultant to draft the proposal. 
· A 2nd meeting of the technical committee was held on 25 July 2007. During the course of this meeting a national consultant presented a working plan accompanied by a division of tasks between the members of the working group, which was approved by the members of the technical committee.

· After these first 2 meetings, 2 meetings were held by the working group to draft the proposal. These meetings ended up with the drafting of a 1st draft of the proposal on 14 September 2007.

· The technical committee met on 21 September 2007 to examine this 1st draft. This draft was approved subject to the inclusion of observations made by the members of the technical committee on 21 September 2007 (annex 5).
· The observations made by the technical committee on the 1st draft were included and allowed a 2nd draft to be created on 24 September 2007. 

· The 1st draft was submitted to the NCCSHSS for reading on 25 September 2007;

· The 2nd draft of the proposal was presented at the NCCSHSS adoption meeting on 27 September 2007 (annex 6) which adopted it with a few observations regarding basis and form. These observations were taken into account by the drafting team and allowed a final document to be obtained. 

· The final proposal was sent to GAVI’s technical office by the chairman of the national committee on 4 October 2007.
The chairman of the technical committee, Dr Oumar Abdelhadi, Director of Planning, has followed up on the drafting of the proposal. During the process for drafting the proposal, extracts from it were made available to him with a view to obtaining his advice. The first draft of the proposal was also read and approved by Dr Oumar. 

The proposal was also examined by the technical staff of the Ministry of Public Health and those of the Ministry of Finance. Those who examined this proposal include: Dr Garba Tchang, national EPI Coordinator; Dr Kono Nouadjalbaye, Head of the Reproductive Health and Vaccination Department; Dr Kanika Djam, General Inspector of Public Health. The document was also examined by the technical staff of the United Nations system in Chad: Dr Batakao from WHO; Dr Granga from UNICEF; Ms Fatimatou Djalbord from UNFPA. The technical staff from NGOs and civil society gave their technical advice on the document: Dr Abdraman Dijimet from the African Muslim Agency.
The 1st draft of the proposal was sent to all the players. Comments were then sent to the national consultant and included in the document allowing the second draft to be obtained.

A drafting group chaired by the Chairman of the technical committee, assisted by a national consultant and made up of 5 people (Dr Batakao, focal point of the WHO HSS; Mr Moundonan Ernest, Director of Human Resources; Dr Zarana Baxdiang, Director of the Pharmacy, Laboratories and Medicinal Products; Mr Dabsou Guidaoussou, Head of the Department of the Health Information System; Dr Garba Tchang, National Coordinator of the Extended Vaccination Programme) drafted the 1st draft of the proposal. During the drafting process, regular meetings were organised with the technical committee to present the various parts of the 1st draft being created. To this end, the drafted sections were sent to each member of the technical committee 3 days before the meeting. These parts were then presented to the members of the technical committee during the committee meetings. A round-table discussion was organised in order to allow each participant to give his advice on the document. Observations regarding the document were recorded by the head of the drafting group and included. 
The 1st draft was reproduced for all the members of the technical committee and distributed 3 days before the technical approval meeting. During this approval meeting, the document was presented by the national consultant. The chairman of the technical committee made certain comments on the drafting process. The members of the technical committee present examined each page of the document. Comments on the basis and form were added to the 1st draft.
The document validated by the technical committee was approved and adopted by all the members of the NCCSHSS headed by the chairman, Mr Djedossoum Naoundangar, the General Secretary of the Ministry of Public Health. 
Amongst the partners and members of the NCCSHSS that approved and adopted the proposal, we list: (i) the Government (Ministry of Public Health, Ministry of Finance and Computer Science); the United Nations system group (WHO, UNICEF, UNAIDS, UNFPA); (ii) the bilaterals and multilaterals (French Cooperation); (iii) the NGOs, associations and religious establishments (AMA, CHEMA, Chad Medical Association, Chad Pharmacists Association). 
2nd part: general information on the countries

2.1: The most recent sociodemographic and economic information on your country

	Information
	Value
	Information
	Value

	Population
	9 564 400
	GNI per inhabitant
	USD 444.20*

	Annual birth group
	392 140
	Mortality rate amongst children under five
	191 / 1000

	Surviving infants**
	352 142
	Infant mortality rate
	102 / 1000

	Percentage of GNI allocated to health
	Not available
	Percentage of government expenses on health
	5%


* estimate
* Surviving infants = infants still alive at the age of 12 months
	Indicator
	Value
	Year of information
	Source of information

	Demographic information
	
	
	

	Total population
	9 564 400
	2006
	Data re-updated

HISD / DCAP 2004

	Number of live births
	392 140
	2006
	HISD / DCAP

	Surviving infants
	352 142
	2006
	HISD / DCAP

	Percentage of GNI allocated to health
	NOT AVAILABLE
	
	

	Socio economic information
	
	
	

	GNI per inhabitant
	USD 444.20
	2006
	INSEED

	Mortality rate amongst children under the age of five
	191 per thous.
	2004
	EDST2

	Infant mortality rate
	102 per thous.
	2004
	EDST2

	Percentage of government expenditure on health
	5%
	2007
	2007 General State Budget 


2.2: Summary of the national health policy document
Chad’s socio-sanitary situation is characterised by the prevalence of endemic and epidemic diseases. These diseases particularly affect women and children, the most vulnerable groups of the population. The problems include:

· malaria,

· measles, tuberculosis,

· acute respiratory infections

· HIV/AIDS and diarrhoea

According to a study on Obstetric Emergency Care (OEC) carried out in 2002 (annex 2), complicated abortions (18.92%) and dystocia (18.79%) occupy first place amongst the causes of this high number of maternal deaths followed by post-partum infections (9.27%), hysterorrhexis (6.42%), haemorrhaging (6%) and eclampsia/pre-eclampsia (3.72%).
HIV levels in Chad are 3.3%
 amongst 15 to 48 year olds. This level is higher than Niger’s (0.87%) in 2003, but lower than Cameroon’s (5.5%) in 2004. Its impact may be accentuated if strong measures are not taken to stop this scourge.

The level of literacy is low: 66% for men, 34% for women. At primary level, the overall figure for schooling is 71.6%, of which 54.6% are girls and 88.3% are boys. 

The UNDP Human Development Index (HDI) places Chad 171st out of 177 countries graded in 2006 and the country is classified amongst the Least Developed Countries (LDC).
The assessment of the implementation of the national health policy (NHP) carried out in 2005-2006 and the document on the strategy for the fight against poverty (annex 8.9) have revealed a weakness in the system’s response to these health problems. It was noted that the population has poor access to health care services, the availability of these services, their use, cover and quality. Furthermore, this analysis has underlined the under-financing of the health sector and a lack of management of the resources raised.
In order to tackle this new challenge, the Ministry of Public Health, working with its partners, has drawn up an NHP covering the 2007-2015 period. This policy, which is the first element in a reform of the health sector centred on the development of the sector-wide health approach, was adopted on 4 May 2007.
The main issues raised were:

· Problems related to the organisation, operation and management of the public sector,

· Problems related to the health care proposal

· Problems related to the development of human resources

· Problems related to the medicinal products

· Problems related to the health care financing

Based on these shortcomings, the major strategic focuses in the health sector have been drafted. The vision of health care development in Chad by the year 2015 is to improve the health of the population of Chad. This vision is part of the framework for achieving the millennium development goals (MDG) with a national strategy for poverty reduction as an instrument for implementation. 
The main objective of this policy is to guarantee the population access to basic quality services to speed up the reduction in mortality and morbidity, in order to contribute to achieving the MDG by 2015.

Seven specific objectives were decided upon in order to facilitate the achievement of this general objective

· Reduce maternal mortality from 1099 to 275 deaths in 100,000 live births between now and 2015;

· Reduce neo-natal mortality from 48 to 12 per thousand live births between now and 2015;

· Reduce infant-child mortality from 191 to 64 per thousand live births between now and 2015;

· Reduce the transmission of HIV and the impact of AIDS;

· Control malaria, tuberculosis and other priority diseases (epidemic diseases, diseases to be eliminated or eradicated, new diseases, non-transmissible diseases) and begin to invert current trends;

· Ensure better availability and sound use of safe, effective, quality and affordable medicinal products. 

· Ensure the availability of enough human resources of a good quality at all levels. 

These objectives revolve around 6 strategic focuses which are: (i) strengthening the organisation and management of the national health care system including the private and traditional sectors; (ii) improving the access and availability of quality health care services; (iii) strengthening action against the main diseases; (iv) improving quality health care for women and children; (v) the development and sound management of resources for health, including medicinal products; (vi) the development of a health partnership.
The National Health Policy will be implemented through a National Health Development Plan (NHDP). The NHDP being drawn up (annex 10) will be translated into annual action plans for the implementation of activities at various levels in the health pyramid. The broad participation of all health players, including the civil society organisations, will be required to draft these plans.

3rd part: analysis of the situation / evaluation of requirements

3.1: Recent evaluations of the health care systems

	Name of evaluation
	Institutions taking part
	Areas / subjects covered
	Dates

	Report from the series of workshops on the reform of the health care system
	The Ministry of Public Health, WHO, UNICEF, World Bank
	The aim of the workshop is to reach a consensus: a programme of hospital reform, of cover for disease risks and strengthening the organisation and the management of health centres. The workshop covered these areas. The support of two external consultants.
	2003

	Document on the national health policy; survey on the implementation of the 1999-2006 national health policy and 2007-2015 strategic focuses
	The Ministry of Public Health, WHO, UNICEF, World Bank, European Union, UNFPA, French Cooperation 
	The national health policy document is part of the framework for achieving the millennium development goals (MDG) and the strategy for poverty reduction (NSPR)
	2006

	Pre-feasibility report on the sector-wide approach to health
	The Ministry of Public Health, European Union
	A report analysing the main constraints of the health sector and recommending the development of the sector-wide approach to improve performance in this sector. The implementation of 3 tools are recommended to set up this approach: the creation of a national health policy (NHP), the creation of a national health development plan (NHDP) and the creation of a medium-term expense structure (MTES)
	2006

	National Health Policy
	MSP and Partners
	Health
	2007

	Demographic and Health Survey (DHS 2)
	Ministry of Planning and the Economy
	Health
	2007

	Survey on consumption in the informal sector (SCOIS)
	Ministry of Planning and the Economy
	Health and living conditions at home
	2007

	Report on NSPR2
	Ministry of Public Health, Ministry in charge of Planning, Ministry in charge of Social Action, UNDP, WHO, UNICEF, World Bank, European Union, UNFPA, French Cooperation
	A report and at the same time a 2008-2010 action plan which targets the main priority operations to be developed to contribute to the fight against poverty. These include the fight against HIV/AIDS, malaria, tuberculosis, pre-natal consultations and assisted births, infant vaccinations. Particular emphasis is placed on the redeployment of human resources and other resources aimed at rural areas and areas that are difficult to access. 
	2007

	Report on the evaluation of the costs of the MDGs
	Ministry of Public Health, Ministry in charge of Planning, Ministry in charge of Social Action, UNDP, WHO, UNICEF, World Bank, European Union, UNFPA, French Cooperation
	Report whose objective is to estimate the means required to achieve the millennium development goals (MDG) by 2015. The areas analysed are: HIV/AIDS, tuberculosis, malaria, maternal and infant health. The analysis was carried out by a group of 3 national consultants. 
	2007

	MSP 2007-2008 emergency plan
	Ministry of Public Health, Ministry in charge of Planning, Ministry in charge of Social Action, UNDP, WHO, UNICEF, World Bank, European Union, UNFPA, French Cooperation
	The emergency plan is a plan that aims to develop 11 packages of priority and urgent operations for 2007-2008. The NHDP will come into action from 2009. The areas covered are: (i) the development of human resources; (ii) the unblocking of HGRN and the acceleration of the hospital reform; (iii) coordination of the health operations for refugees and displaced population groups; (iv) Setting up of a national health observatory; (v) rationalising the supply of medicinal products, reactive substances and medical consumables; (vi) strengthening the detection and responses to epidemics; (vii) speeding up WHO’s expectations; (viii) speeding up the creation of NHDP; (ix) strengthening the leadership and management of the partnership; (x) development of the workers’ health; (xi) development of appropriate IEC/CCB strategies
	2007

	CMYP 2007-2012
	Ministry of Public Health, Ministry in charge of Planning, Ministry in charge of Social Action, UNDP, WHO, UNICEF, World Bank, European Union, UNFPA, French Cooperation
	This is a multi-year plan (2008-2012) for the vaccination. A situation analysis has been carried out of the socio-health and economic context. Major lines of action have been defined and adopted to develop a programme aiming to increase and maintain vaccination cover.
	2007

	Road map for the fight against maternal and neo-natal mortality
	Ministry of Public Health, Ministry in charge of Planning, Ministry in charge of Social Action, UNDP, WHO, UNICEF, World Bank, European Union, UNFPA, French Cooperation
	Strategic document on the reduction of maternal and neo-natal mortality. It is inspired by the millennium development goals (MDG)
	2007

	Report on the Chad UNICEF cooperation review
	Ministry of Public Health, Ministry in charge of Planning, Ministry in charge of Social Action, UNDP, WHO, UNICEF, World Bank, European Union, UNFPA, French Cooperation
	Programme on the cooperation between the Ministry of Public Health and UNICEF covering the 2006-2010 period. Its main objective is to contribute to the reduction in infant and infant-child mortality. Its main strategy is the development of the ACSDS.
	2007

	Two year cooperation between Chad and WHO 2008-2009
	Ministry of Public Health and WHO
	Programme of cooperation between the Ministry of Health and WHO for 2008-2010. Its aim is to contribute to the implementation of the national health policy by supporting the national programmes and strengthening the health system. 
	2007


3.2: Main obstacles to improving vaccine cover identified by recent evaluations

A 
Health problems that mainly affect women and children

Protecting mothers and children is the main priority of the Government of Chad. However, despite efforts by the Ministry of Public Health, we note that the mother and infant mortality rate in Chad is still very high. The result is that the health indicators in Chad are amongst the worst in the African sub-region. 

Main problems affecting women

The maternal mortality rate, which in 1997 was 827 in 100,000 live births in DHS I, is currently 1099 in DHS II in 2004. The main causes of this high number of maternal deaths is clear in the road map for speeding up a reduction in maternal and neo-natal mortality in Chad (annex 11).

· a lack of pregnancy monitoring;

· inadequate care during labour in the case of complications;

· low contraception figures;

· poor diet amongst the women;

· the persistence of traditional harmful practices.

Main health problems affecting children

A child’s health is also highly dependent upon its mother’s state of health.

According to the results of the DHS II (2004), the indicators on the health of the child are not encouraging:

· an infant mortality rate of 102 per thousand;

· an infant child mortality rate of 191 per thousand, in other words approximately one child in five does not reach their fifth birthday;

· 11% of children under the age of one are vaccinated; 
· Nearly 90% of the children suffering from acute respiratory infections have not been seen by medical staff;

· 44% of children under the age of five do not sleep under a mosquito net;

· Nearly 60% of the children that have had diarrhoea have not undergone oral rehydration;

· 41% of the children suffering from moderate malnutrition and almost one child in five suffers from severe malnutrition;

Furthermore, after more than ten years, malaria, diarrhoea, Acute Respiratory Infections (ARI), dysentery and malnutrition have become the main reasons for visiting the doctor amongst those under the age of 5; measles and neo-natal tetanus are amongst the greatest killers (annex 12).

B 
The obstacles linked to a poor response from the health care system 

Despite efforts to vaccinate, national cover remains low and has never reached 80% (DTP3 77% in 2006). 

The weakness in the District’s health system encourages the frequency of illnesses that can be prevented by vaccination. This situation continues to cause deaths from measles and neo-natal tetanus and places them amongst the most deadly infant disease. The persistence of cases of PFV with 5 cases notified in 2007 compared to 1 case in 2006 is proof of the weakness of the monitoring system, and the poor quality of the SVCs. 
Likewise, weaknesses in the organisation and management of health training added to a shortage of resources and medicinal products limits access by women and children to health care services and affects the quality of the treatment of health problems amongst vulnerable groups. The result is that mother and child mortality is still particularly high in Chad. 
Different recent assessments have allowed us to document the obstacles to the poor response of the health system, which hinder vaccination programmes in certain districts. These problems may be grouped together according to five determining factors (availability, use, adequate cover and effective cover) related to the organisation of the health services particularly at District level. 

In each one of these determining factors there appear to be obstacles that affect efforts to increase and maintain vaccination cover.

a. Weaknesses related to access and availability of health care services

The theoretical cover of the population by health training is 74% (annex 12). Meanwhile this cover is considerably below the actual cover which would only be a third of theoretical and cover and has a considerable effect on the efficacy of the operations carried out by the District health system. Amongst the obstacles that have an influence on the access and availability of services we have:
(i) a lack of operational health centres: In 2006, amongst 865 Areas of Responsibility only 645 were operational (had at least one health centre, medicinal products and a qualified agent) with 684 health centres. The lack of qualified human resources remains one of the main causes limiting the operation of health centres according to the health statistics of the Ministry of Public Health. 
The health resources are important to provide a minimum package of activities (MPA) and a complementary package of activities (CPA) and vaccination in particular. In fact, the efficacy and efficiency in the use of inputs, such as medicinal products, equipment and information on health training, depend on the performance of the health care staff.

The performance of this staff is in itself linked to these skills whose determining factors depend on the quality of the training, its availability and motivation. Not enough staff in the health centres are in charge of executing all the tasks in the minimum package of activities (MPA). Generally, 1 single person is responsible for promoting, preventing and treating the health problems of the whole population in an area of responsibility covering approximately 5000 to 10,000 inhabitants. This is the situation in most of the health centres, particularly in rural areas or those that are difficult to access. Vaccination is therefore generally entrusted to auxiliary nurses and to operations paid for by the cost recovery system. These are also often requested to assist the person in charge of the health centre in certain procedures such as dressings, managing the sales and stock of the pharmacy, or even consultations. The qualified individuals are also sometimes forced to be absent for long periods to deal with their administrative files or follow up on their salaries in the capital city. 
An analysis of the MSP health statistics in 2005 reveals a significant difference between the WHO standards and national cover (1 doctor for 27000 inhabitants compared to a standard of 1 in 10,000) (annex 12). The health staff is concentrated in large urban centres to the detriment of rural areas.

In general terms, the discoveries made pertaining to the problem of the development of human health resources in Chad can be summarised as being: 
· A qualitative and quantitative shortage of staff characterised by: (i) a shortage of staff in the health centres and hospitals; (ii) a shortage of qualified staff both for curative care as well as preventive and promotional care; (iii) a lack of definition of the tasks and functions of the various categories of providers; (iv) shortcomings in the planning and initial and ongoing training; (v) weaknesses in the coordination of ongoing training. 
· Shortcomings in the management of health care staff mainly caused by: (i) unequal distribution of staff by the RHD, by rural and urban zones; (ii) a predominance of staff in the large urban centres and large hospitals; (iii) poor staff motivation; (iv) an absence of any career plan amongst the workers; (v) poor planning and management of the staff.

b. Weaknesses in the use, coverage and quality of health services

In 2003, a survey on complete obstetric emergency care (COEC) revealed that few were using the health care services and particularly the maternal and infant health services. The causes of this under-use were: (i) a low perceived quality and technique in the services offered (mortality levels in hospitals are 4%); (ii) poor reception; (ii) a shortage of information, education and communication with users of the health services. 
No structured study on the vaccination discontinuation rate has been carried out to determine precisely the proportion of children lost in the system before having been fully vaccinated. Meanwhile, the comparison of the rates of BCG, MV and DTP clearly indicates that a large proportion of children have at least had an opportunity to come into contact with the vaccination system, but have not continued with their vaccinations up to the third DTP dose (DTP3) (annex 13). The numbers that discontinue the vaccinations are estimated in graph 1 below showing large differences between DTP1 and DTP3 cover. 

Diagram 1: changes in the performance of Health Districts, discontinuation levels
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Diagram 2: changes in the performance of Health Districts, vaccine cover
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The causes of this situation could be summarised as follows: (i) distancing from parents in health centres; (ii) low motivation by parents; (iii) poor use and analysis of data for an active search of those lost in the system; (iv) low levels of community involvement in routine vaccination activities. 
This poor involvement by the population does not facilitate the use of the health services when the barrier to geographical accessibility is lifted. 

Although community participation was officially instituted in Chad in 2001 as part of health care training, very few health centres have representative and operational health committees (annex 12).

We should also highlight the low levels of integration and continuity of the services offered to the population, in particular maternal and infant health, and this does not facilitate the use of the services. The strategy of integrated management of childhood diseases (IMCD) is in its infancy in the country (in certain Health Districts with ACSDS). The cover in the Districts of health care staff trained in IMCD, in medicinal products and in organisation is low and this limits the overall management of the health problems amongst children. 

The African Child Survival and Development Strategy introduced in Chad in 3 Districts in 2002 has allowed an improvement in the level of indicators in infant health (annex 14). This strategy is currently being extended to 18 Districts and will allow barriers linked to access and the availability of the service as well as its use to be faced up to. This is why the MSP has accepted this strategy for the implementation of the 2007-2015 national health policy. This extension of the ACSDS requires major efforts to mobilise resources in order to achieve the MDG.
c. Weakness in coordination, monitoring and supervision at various levels within the health system

In addition to these main constraints linked to a shortage of health care staff and continuity of services, a shortage and poor quality of supervision is one of the weak points in Chad’s health care system (annex 15). 

Poor logistics at District level and in the health centres does not facilitate supervision and the supply of medicinal products. And yet, this supervision is essential to strengthen the skills of the staff and its motivation and also allows us to resolve the difficulties encountered in health care training. 
According to the MSP’s 2006 statistics, few Health Districts have vehicles to carry out supervision of health centres. Furthermore, the Districts that do have vehicles do not carry out very effective supervision (no supervision files, irregular missions).

In terms of the health centres, only the people living around health centres have access to the services. Advanced strategies specified by the national policy are not supported due to a shortage of logistics and staff.
Furthermore, poor organisation in the Districts and Areas of Responsibility limits the supervisory capacities and the monitoring of the health centres by managerial teams in the Districts. The evaluation of the operability of the Health Districts in 2002 has shown that less than 50% of the Districts were operational (annex 16). In 2006, the number of operational Districts was 57 out of 68 Health Districts (annex 12).

3.3: Obstacles that are being handled in a satisfactory manner with existing resources

Efforts are being made by the MSP to deal with a certain number of obstacles with existing resources. These include in particular: (i) the organisation of the health care system; (ii) supplying the health sector with documents on medium-term policies and strategies in order to facilitate the mobilisation of resources to deal with priorities in health care; (iii) the setting up of training at health care centres and hospitals; (iv) the production of human resources in terms of initial training of paramedics. 
3.3.1 The organisation of Chad’s health care system may facilitate the implementation and monitoring of the GAVI HSS proposal. This organisation shall contribute to lifting the obstacles encountered in the national health system. This pyramid type system has three levels:

a. The centre aims to define the national strategic directions, the mobilisation and division of resources as well as checks on their use. This level includes the Minister’s cabinet, a General Secretariat, 3 General Departments, the bodies that are under the supervision of the regulatory authorities, including the Pharmaceutical Central Purchasing Unit (PCPU) and 8 Technical Departments, including the Reproductive Health and Vaccination Department, to which the Vaccination Division and the Planning Division which coordinates the drafting, implementation and monitoring of the GAVI HSS proposal are attached. 
The Planning Department includes five Divisions: (i) the Health Information System Division; (ii) the Planning Division; (iii) the Programme and Project Follow-up Division; (iv) the Health Infrastructure Division and (v) the Support, Coordination and Computer Monitoring Division (SCCMD).
The mission is to: (see Order relating to the organisation and operation of the MSP) (annex 17).

b. The intermediary level is called the Regional Health Delegation (RHD). The aim of this mission is to undertake the programming, the support for the implementation and monitoring of the interventions. There are 18 RHDs. Each RHD includes a regional health department, a regional hospital and a regional supply pharmacy (RSP). The aim of the RSP is to supply and distribute the medicinal products and medical products to the health care training courses.
c. The peripheral level called the “Health District” is the operational level of the health system. These include 68 Health Districts of which 57 are operational. Each District includes two levels: 1st level is made up of the Areas of Responsibility. In each area at least one health centre has been planned or built. In 2006, 865 Areas of Responsibility were counted, of which 645 were operational with 684 health centres. The 2nd level includes a District hospital and a District Department. The District is the linchpin for the implementation of the national health policy. The communities organised in terms of Areas of Responsibility into Health Committees (HC) take part in the drafting and implementation of the micro plan. These HC are directly involved in the management of the activities and resources through their Management Committee (MC). 
3.3.2 The national health policy is implemented through strategic plans and annual action plans of the regional health delegations and Health Districts. A 2009-2012 national health development plan is being drawn up. The process of drafting this plan is carried out with the participation of all the health care players and includes the civil society and the patients’ defence associations. While awaiting the NHDP to be finalised, an emergency plan was drawn up and adopted on 4 July 2007. This emergency plan, which covers an 18 month period (July 2007 – December 2008), has allowed us to analyse the health system and to focus on four areas of operations that have been the subject of GAVI HSS’s proposal to deal with the obstacles that have been identified. 
3.3.3 The building and rehabilitation of the health centres and hospitals with the oil fund and through contracts with partners have allowed for health cover to be significantly increased. The contracts have allowed the non-profit private sector and NGOs to be included (IC, MSF, GC, CDA, RLDCAU) in the health card (6 out of 57 district hospitals are both public and private). The MSP has an active partnership with its partners such as UNICEF and WHO in order to strengthen its health system capacities. In 2007, the ACSDS was implemented in seven Health Districts with the support of UNICEF. The existence of health training at various levels provides an operational framework for increasing and maintaining vaccination cover. 
3.3.4 The shortage of nurses nationally has led the Ministry of Public Health to multiply the number of state schools with paramedic training across the country. These schools train technical health workers in two years and after they have worked for four years they may come back to the school and become a state registered nurse after one year of training. Four state schools that train technical agents have been created and operate normally. Furthermore, the MSP has encouraged the opening of private paramedic training schools by establishing a process of quality control of the training on the one hand and a recognition of the diplomas in these schools. These workers who are trained in private training schools are accepted to the Civil Service and work on public health training. 
3.4 Obstacles that are not being dealt with in a satisfactory manner and which require additional GAVI HSS support

Despite the provisions taken by the Ministry of Health and its partners to ensure quality care, Chad’s health system has encountered difficulties in increasing and maintaining vaccine cover. The main constraints include:

3.4.1 In the centre: (i) poor coordination and monitoring of operations; (ii) poor health information system; (iii) shortages in human resources, particularly in management; (iv) the fragility of the supply system and the distribution of medicinal products and medical consumables; (v) limited capacity to support the organisation and management of the health care services.
(i) Poor coordination and monitoring of operations:
The centre finds it difficult to channel the partners’ operations. This situation limits the efficacy and synergy of the operations. The poor coordination in terms of planning, monitoring and the health information system at central level is one of the difficulties that could limit the capacities of the health system to support the operations in favour of target groups, specifically the vaccination activities.

(ii) The weakness  of the health information system

The Health Information System Division (HISD), whose role is to publish a directory of statistics on the health situation in the country, has encountered difficulties in the collection and analysis of data due to a shortage of computer mediums and tools. This situation has delayed the publication of directories of statistics and has prevented decisions from being taken at the right time. 

(iii) Shortage of human resources

The shortages in the management of the staff are an obstacle to the availability and quality of the services. Weaknesses are noted in the monitoring of the health care staff files, a lack of recognition of efforts made by this staff and a lack of staff management directives. This situation has led to the health care staff feeling demotivated and discouraged.  
(iv) Fragility of the supply and distribution system for medicines and medical consumables;

The fragility of the supply and distribution system is characterised by the poor financial capacity of the CPA (Pharmaceutical Procurement Centre) to ensure a regular supply of medicines, consumables and small medical and technical equipment. It is this which brings about frequent breaks in medicines and medical consumables in health care units. There is also a weakness in the PRA management framework and inadequate supervisory and inspection tasks can be noted. 

(v) Inadequate capacities supporting the organisation and management of the Health Care Services 

The Directorates and services concerned by the abovementioned problems have, in the majority of cases, sufficient numbers of trained staff and who have problems in guaranteeing technical support to the DSRs and the Districts to strengthen the health system to support immunization activities. Insufficient Directives (supervision sheets, monitoring and supervision procedures and mechanisms, means to supervise and supply medicines and other resources) and the weaknesses in technical capacity are the main causes of this situation. This is why actions have been considered to strengthen the capacities of these Directorates to allow them on one hand to coordinate implementing the application and controlling the use of resources. 

This concerns (a) Planning Directorate, (b) Human Resources Directorate, (c) Directorate for Pharmacy, Laboratories and Medicine, (d) Healthcare Services Organisation Directorate, (e) General Directorate for Regional Health Care Action, (f) General Secretariat, (g) Inspectorate General.


3.4.2 At an intermediary level: 

Insufficient qualified human resources are limiting capacities at regional level to support Health Care Districts in implementing operations, especially supplying medicines, training and supervision. In order to deal with this constraint, logistical, material and supervision capacities at the various levels in the health care system are to be strengthened. 

Moreover, difficulties in managing healthcare statistics due to inadequate computer tools and personnel training do not make analysing and using collected data any easier. DSRs and Health Care Districts cannot organise active recovery strategies for monthly activity reports from health care units because of the lack of logistical means. 

3.4.3 At District level:
87% of the Health Care Districts (57/68) and 74% of the Responsibility Zones (645/865) are operational with 684 health care centres. However, because of the immensity of the territory and the distances to be covered to reach hospitals and health care centres, only a small part of the population has access to health care services. In effect, only 30% of the population has actual access to health care centres. Only the population in zone A (area in which the health centre is located and a radius of 5km) has effective access to basic health care. The national health care policy is planning to organise advanced and mobile strategies to cover the population in Zone B (population living between 10-15 km from the site of the health care centre) and that in zones which are not covered. Insufficient qualified human resources remains the main constraint on the health care system at District level, which is limiting basic quality health care, offered to the population. 

Collected data is not analysed at District level, this does not allow for quick decision-making at local level. Moreover, there is a problem with the quality of this data due to the competence of certain health care agents and inadequate monitoring and supervision. 

Since 2002, the SAASDE has been implemented in 3 Health Care Districts and has provided satisfactory results (15% reduction in infant mortality). However, the conclusions of the final assessment of implementing this strategy have shown the slow down in vaccine cover has brought about demotivation amongst personnel, frequent breaks in essential medicines and vaccines have been observed towards the third year of implementing the SAASDE, releasing District management teams in monitoring health care committees and irregularity of monitoring sessions. 

Globally, obstacles which are not being controlled and which need GAVI HSS support can be summarised as follows:

· frequent breaks in essential medicines and medical products in health care units (hospitals and health care centres);


· weaknesses in coordination and monitoring interventions at various levels in the health care system, particularly at District Health Care level;


· weakness of technical and organisational capacities in management structures in Districts, hospitals, health centres and at community level;


· insufficient qualified personnel: in terms of availability, motivation and training;


· inadequacies in terms of supervision, follow-up and monitoring in Districts, hospitals, health centres and at community level;
Deficiencies in tools and collating mechanisms and using data at health care centres and at community level.

4th Section: Goals and Objectives of GAVI HSS Support
Map:

	Districts covered by the GAVI HSS application

10 Health Care Districts (DS) over 8 regional Health Care Delegations (DSR)

	No
	DSR
	DS

	1
	DSR of Western Longone 
	DS of Benoye

	2
	DSR of Eastern Logone 
	DS of Bebedja

DS of Gore

DS of Doba

	3
	DSR of Mandoul
	DS of Koumra

	4
	DSR of Moyen Chari
	DS of Sarh

	5
	DSR of West Mayo-Kebbi 
	DS of Pala

	6
	DSR of N’Djamena
	DS of Ndjamena Centre

	7
	DSR of Lac
	DS of Bol

	8
	DSR of Kanem
	DS of Mao


4.1
 Aims of GAVI HSS support
Help reduce morbidity and mortality linked to diseases which can be avoided by immunization by strengthening the health system of 10 Health Care Districts by 2012;

4.2 Objectives of GAVI HSS support

4.2.1 General objective


Ensure the SAASDE is extended to 10 health care districts by 1012 to increase and maintain vaccine cover as follows:

· 95% DTP3

· 95% tetanus vaccine in pregnant women:

4.2.2 Specific objectives
1. Strengthen qualified and motivated health care personnel in the 10 chosen Health Care Districts by 2012;

2. Make the supply and management system of generic essential medicines and medical products efficient in health care units in the 10 health care districts by 2012;

3. Strengthen the organisation and management of health care services in 10 health care districts and 6 structures at central level by 2012.

4.3 Main strategies and essential activities
The strategies used result from the SAASDE and are divided into 3 areas of intervention: (i) human resources; (ii) rational management of essential medicines and medical products; (iii) organisation and management of health care services including community level.

These strategies and the main activities to be developed are summarised in the table below:

Table 1: description of the main strategies and related essential activities 

	No
	Areas of intervention
	Specific objectives
	Main strategies
	Essential activities

	1
	Human resources
	Strengthen qualified and motivated health care personnel in the 10 chosen Health Care Districts by 2012
	Reinforce technical capacities and staff numbers

Motivate health workers who work well
	-allocate qualified agents to the 10 chosen health care districts;

-Pay set-up and performance bonuses to agents in the 10 health care districts;

-train personnel at different levels in PCIME+, PEV+ and CPN+;

-make management and HR supervision tools available to health care districts

- organise ceremonies to recognise and reward agents who perform well;

	2
	Rational management of essential medicines and medical products
	Make the supply and management system of generic essential medicines and medical products efficient in health care units in the 10 health care districts by 2012;


	Improve managerial capacity concerning medicine

Supply essential medicines and medical products to health care structures
	-Develop tools for forecasting, managing, supervising and controlling medicines and medical products;

-Train managers in the 8 PRAs, 10 hospitals and 100 health care centres in medicine management;

-provide the 10 hospitals and 100 health centres with medicines and medical products 

	3
	Organisation and management of healthcare services including community level
	Strengthen the organisation and management of health care services in 10 health care districts and 6 structures at central level by 2012
	Strengthen managerial and technical capacities in Planning/Coordination

Improve monitoring, formative supervision and control

Strengthen community participation
	-organise planning workshops

-develop tools and procedures on organising and managing DSRs, Districts and community participation

-revise mechanisms and tools for SIS data collection in community and health care units

-train team members  in DSRs and chosen districts in the tools and procedures;

-organise partner intervention coordination meetings;

-organise efficient control and supervision tasks at various levels in the health system;


4.4 Details on the main activities
4.4.1 Strengthening human resource capacities
In this area of intervention, MSP (Ministry for Public Health) intends to:

· Organise reflection and consensus workshops to develop and adopt strategies to develop human resources. One of the objectives of these workshops is to organise reflection sessions on the various possibilities or strategies which are within the scope of the MSP to motivate health care personnel. 

· Mobilise another lever to motivate further healthcare personnel by recognising the worth and performance of agents who have been effective in their work. Ceremonies will be organised in this regard first at central level, then at the level of the chosen Districts, to reward the best health care personnel. 

· Facilitate redeployment of qualified health personnel in the 100 healthcare centres and the 10 hospitals by supporting their appointment in hospitals and health centres.

· Provide training to all personnel in the chosen Districts: (i) ECD in human resource management, (ii) personnel in health centres and hospitals in PCIME+/Nutrition and PEV+.

· Carry out a documentary review of the problem in connection with motivating health care personnel to implement recommendations from various previous studies.

· Strengthen supervision and control of DSRs and the chosen Districts. 

4.4.2 Strengthening mechanisms to distribute essential medicines and medical products  

The MSP intends to :

· Put texts, mechanisms, procedures and tools in all PRAs to manage medicines and financial resources allowing management autonomy to be guaranteed:

· Train medicine managers and their colleagues in new procedures and tools to manage and control medicines and medical products.  

· Carry out a study to identify weaknesses and opportunities of half-yearly monitoring to strengthen the follow-up system for interventions at community level. This study would also allow the cost recovery system in health centres to be analysed. 

· Supervise and control the management of medicines and medical products.

· Give generic essential medicines to the 100 health centres. This initial donation will be preceded by strengthening the management capacities of health centre teams (management of the health centre, medicine manager and the other prescribing nurses). Strengthening management procedures for medicine and financial resources resulting from the sale of these medicines will be guaranteed. Tools, which manage medicines and financial resources, will also be revised to rationalise this management. The first donation of medicine to these 100 health centres will be assessed after 3 years. The results of this assessment will allow a decision to be made whether give certain loss-making health centres should be given a second donation and whether their management mechanisms should be strengthened. 

· Regarding district hospitals, a regular donation of generic essential medicines and medical products is planned for the 10 hospitals.

4.4.3 Strengthening the organisation and management of the Health Care district including at community level 


This latter area aims to strengthen the organisation and running of the Districts as well as the health care information system to facilitate extending and monitoring the implementation of the SAASDE in the 10 Heath Care districts. The strategy also aims to strengthen capacities to coordinate intervention by partners centrally to facilitate their mobilisation to support the 2007-2015 National Health Policy (PNS). To this end, the MSP plans to:

· Revise or set up directives regarding the organisation and running of DSRs and Health Care Districts using development directives and guides on managing Health Care Districts based on the general WHO guide. 

· Train teams from the DSRs and chosen Districts in directives, tools and procedures to organise and run DSRs and the chosen Districts.

· Revise mechanisms to collate SIS data to improve the quality of the collated data, strengthen their completeness and their use in DSRs, Districts, health centres and in communities.

· Organise efficient supervision tasks at various levels in the health system: (i) centrally, a supervision task is planned which will be integrated into DSRs and chosen Districts, (ii) in DSRs, fuel support will be provided to teams in 8 chosen DSRs to carry out quarterly supervision per chosen District; in the chosen Districts, vehicle and fuel support is planned to carry out supervision every two months per health care centre. Finally, in the health care centres in the chosen Districts, motorcycle support and subsistence costs for health care agents will be provided to implement advanced strategies to meet the health care needs of populations in remote villages.
Support will be provided at various levels within the health system to organise coordination and follow-up meetings. 

Section 5: GAVI HSS Activities and implementation Schedule

5.1 Sustainability of the GAVI HSS support
GAVI support for health system strengthening in Chad is planned for five years, covering the period 2008-2012.

The goals, objectives and strategies of this application are part of a framework to develop the broader health system which will contribute to the sustainability of interventions to be developed.

The goal of this application, which is to contribute to raising and maintaining vaccine cover, includes the objectives in the new National Health Policy (PNS) for the period up to 2015 (appendix 8) based on the Millennium Development Goal objectives (MDG) and the National Strategy for Poverty reduction (SNRP2). This PNS will be implemented through the National Health Development Plan (PNDS), which will cover the period 2009-2012.  

Therefore this application remains consistent with the broad guidelines of the current PNDS which will cover the period 2008-2012. The application also centres on other strategies: developing human resources, national pharmaceutical policy. It will without fail help achieve the Millennium Development Goals because it targets two vulnerable groups: children under 5 years old (MDG 4, target 5), pregnant women (MDG 5, target 6). The various interventions planned in the National Health Development Plan comprise actions which will try to strengthen the technical and management capacities of players at various levels of the health care system including communities affected by implementing and monitoring the PNS. 

These types of interventions are also included in the GAVI application for health system strengthening.

In this regard, it is planned that the organisation and management structures of executive teams in Districts, DSRs and at central level should be strengthened. 

This strengthening will concern the reorganisation of these structures to make them more efficient by using directives, tools and procedures to manage resources and particularly medicine. Secondly, it is planned that these structures will be strengthened with regard to qualified human resources by allocating competent managers and training them in management. Short-term international assistance in various areas will help strengthen the technical capacities of managers both centrally and regionally. For the districts teams at regional level, which are supported by those at central level, will be responsible for providing a supervisory framework to work closely with district and community executive teams regarding resource management and monitoring. Regarding district teams, there will be training in management, developing operational plans, using tools and procedures to manage activities and resources and medicines, organising supervision and monitoring essential interventions relating to mother and child health.

At community level, the roles and responsibilities of health care committees will be reorganised and training will be provided in developing micro-planning and organising the follow-up of mother and child health interventions at community level (monitoring). 

Also, the process of developing the PNDS is included in the framework of implementing the sectoral health approach (appendix 15) and specifies the development of a medium term spending strategy for health (CDMT). In this strategy, the Ministry for Public Health plans to mobilise all those involved in the health care system (State, external partners, NGOs and civil society) to finance the implementation of the PNS in a sustainable manner. To this end, a positioning meeting for MSP’s partners will be held in 2008.

GAVI HSS financing will cover the period 2008-2012 and will complement this element. This mechanism will also consolidate the results, which will be achieved by the end of 2012, allowing the implementation of the PNS to be financed up to 2015. 

5.2 Major activities and Implementation Schedule
Ensure that the SAASDE is extending to the 10 Health Care Districts by 2012 in order to raise and maintain vaccine cover for:

· 95% DTP3

· 95% tetanus vaccine in pregnant women:

	Specific Objective 1: Strengthen qualified and motivated health care personnel in the chosen 10 Health Districts by 2012;
	Year 1

(2008)

Q1     Q2      Q3    Q4
	Year 2

(2009)

Q1     Q2      Q3    Q4
	Year 3

(2010)

Q1     Q2      Q3    Q4
	Year 4

(2011)

Q1 Q2     Q3    Q4
	Year 5

(2012)

Q1 Q2     Q3    Q4

	Activity 1.1: Develop and make available to the 8 DRSs and 10 Health Districts efficient tools to manage health care personnel 
	Developing and disseminating tools
	
	
	
	

	Activity 1.2: Allocate the required health care personnel to 100 health care centres and the 10 hospitals in the 10 Health Care Districts
	Allocating agents required in 30 health centres + 3 hospitals
	Allocating agents required in 40 health centres + 4 hospitals
	Allocating agents required in 30 health centres + 3 hospitals
	
	

	Activity 1.3: Train personnel in the 8 DSRs, 10 Health care districts, and community members in PCIME, CPN+ and PEV+
	
	Training agents in 70 health centres and 7 hospitals
	Training agents in 30 health centres and 3 hospitals
	
	

	Activity 1.4: Organise ceremonies to reward personnel who work well at central level and in the chosen Districts
	Developing procedures and tools to manage performance 
	Reward ceremony for agents in 70 health centres, 7 hospitals and NC
	Reward ceremony for agents in 100 health centres, 10 hospitals and NC
	Reward ceremony for agents in 100 health centres, 10 hospitals and NC
	Reward ceremony for agents in 100 health centres, 10 hospitals and NC

	Activity 1.5: Ensure efficient monitoring of health care personnel’s administrative files 
	
	
	
	
	

	Activity 1.6: Carry out a study to obtain more data on strategies to redeploy, keep and motivate health care personnel 
	
	
	
	
	


	Specific Objective 2: Make the supply and management system of generic essential medicines and medical products efficient in health care units in the 10 health care districts by 2012;
	Year 1

(2008)

Q1     Q2      Q3    Q4
	Year 2

(2009)

Q1     Q2      Q3    Q4
	Year 3

(2010)

Q1     Q2      Q3    Q4
	Year 4

(2011)

Q1 Q2     Q3    Q4
	Year 5

(2012)

Q1 Q2     Q3    Q4

	Activity 2.1: Develop texts, mechanisms, procedures and management tools in the 8 PRAs, 10 hospitals and 100 health care centres to guarantee rational management of medicines and financial resources
	Develop and disseminate texts and tools to 8 PRAs, 10 hospitals and 100 health centres
	
	
	
	

	Activity 2.2: Train the managers of the 10 PRS, 10 hospitals and 100 health care centres in procedures and tools to manage and inspect medicines including vaccines and medical products 
	Train managers of 8 PRAs, 10 hospitals and 100 health centres in texts and tools
	Train managers of 10 hospitals and 100 health centres
	
	
	

	Activity 2.3: Grant essential medicines and medical products to 10 hospitals every year
	Grant generic essential medicines and medical products to 10 hospitals
	Grant generic essential medicines and medical products to 10 hospitals
	Grant generic essential medicines and medical products to 10 hospitals
	Grant generic essential medicines and medical products to 10 hospitals
	Grant generic essential medicines and medical products to 10 hospitals

	Activity 2.4: Grant 100 health care centres essential medicines and medical products; and guarantee a second grant to loss-making health care centres.
	Grant generic essential medicines and medical products to 100 health care centres
	
	
	Grant generic essential medicines and medical products to loss-making health care centres
	

	Activity 2.5: Complement medical and technical material of 10 hospitals and 100 health care centres 
	Grant equipment to health care centres and hospitals
	Grant equipment to health care centres and hospitals
	
	
	

	Activity 2.6: Assess the running of the 100 health care centres and ensure support for under performing health care centres
	
	
	
	Assess the running of 100 health care centres
	Support for loss-making health care centres 


	Specific Objective 3: Strengthen the organisation and management of health care services in 10 health care districts and 6 structures at central level by 2012
	Year 1

(2008)

Q1     Q2      Q3    Q4
	Year 2

(2009)

Q1     Q2      Q3    Q4
	Year 3

(2010)

Q1     Q2      Q3    Q4
	Year 4

(2011)

Q1 Q2     Q3    Q4
	Year 5

(2012)

Q1 Q2     Q3    Q4

	Activity 3.1: Revise or draw up and circulate: (i) directives on the organisation and running of DSRs and Health Care Districts: (ii) guides and directives to manage Health Care Districts; (ii) directives and guides to organise and run health care committees 
	
	
	
	
	

	Activity 3.2: Train personnel in the 8 DSRs and 10 Districts in the directives, tools and procedures to organise and run the DSRs and Districts:
	Train personnel from 4 DSRs and 5 Health care districts
	Train personnel from 4 DSRs and 5 Health care districts
	
	
	

	Activity 3.3: Revise SIS data collation mechanisms and procedures 
	
	
	
	
	

	Activity 3.4: Train and equip 8 teams from the DSRs and chosen Districts to collate and manage health care information
	Train 8 DSR and 10 health care districts and 4 DSR teams 
	Train 8 DSR and 10 health care districts teams
	
	
	

	Activity 3.5: Carry out a study to obtain data to strengthen the monitoring of activities on a community level; (i) follow-up the major activities at community level through monitoring; (ii) organise and run COSAN
	
	
	
	
	

	Activity 3.6: Organise follow-up and coordination meetings for the various levels in the health care system:

-centrally: 4 annual coordination meetings for MSP partners and 1 annual director committee meeting

-at level of DSRs and chosen Districts: 4 annual director committee meetings

-at community level: 4 advanced strategy meetings 


and 1 half-yearly monitoring session per health centre
	
	
	
	
	

	Activity 3.7: supervise activities and control resource management at various levels in the health system:

· community level: 4 advanced strategy sessions/month/health centre; and 1 half-yearly monitoring session / health centre

· responsibility zones in chosen Districts: 2 annual monitoring meetings with health committees; and one quarterly supervision task

· at level of DSRs and chosen Districts: 4 annual director committee meetings; and 1 half-yearly supervision task in the chosen Districts

· centrally: 4 annual meetings to coordinate MSP partners and 2 annual supervision tasks and 2 control tasks 
	
	
	
	
	

	Activity 3.8: Carry out quick survey to make data base available for certain indicators connected with human resources, supervision and breaks in medicines
	
	
	
	
	

	Management, monitoring and evaluation of the application 
	
	
	
	
	


Section 6: Monitoring, Evaluation and Operational Research

6.1 Impact and Outcome Indicators 
	Indicator
	Data source
	Baseline Value4
	Source5
	Date of Baseline
	Target
	Date for target

	1. National coverage in DTC HepB-Hib3%
	Routine data
	77%
	DSIS, PEV
	2006
	95%
	2012

	2. Proportion of districts achieving ( 80% DTP3 coverage
	Routine data
	23
	DSIS, PEV
	2006
	51
	2012

	3. Under 5 mortality rate (per 1000)
	National Survey (EDST)
	191%
	INSEED
	2004
	64%
	2015

	4. Proportion of hospitals and health centres in chosen Districts with quality and motivated health care personnel and present at least 10 months out of 12 during the past month
	Routine data
	Not available
	DRH/DSIS
	2007
	
	2012

	5. Proportion of health care units in the chosen districts with an average number of days break in ten types of essential medicines during the past quarter
	Routine data
	Not available
	DSIS/DPLM
	2007
	80%
	2012

	6. Proportion of chosen districts efficiently using management procedures and tools, carrying out quality supervision and with a data base
	Routine data
	0
	DSIS
	2007
	100%
	2012


6.2 Output indicators
	Indicator
	Numerator
	Denominator
	Data source
	Baseline Value4
	Source5
	Date of Baseline
	Target
	Date for target

	1. National coverage in DTC HepB-Hib3%
	No of infants 0-11 months reaching their 1st birthday + having had DTP3 within the timescale
	Total no of infants 0-11months reaching 1st birthday
	Routine data (RMA)
	77%
	DSIS
	2006
	95%
	2012

	2. Proportion of districts achieving ( 80% DTP3 coverage
	No of districts achieving (80% DTP3 coverage
	Total No of Districts
	Routine data (RMA)
	23
	Activity report
	2006
	51
	2012

	3. Under 5 mortality rate (per 1000)
	No of children under 5 yrs deceased before 5th birthday
	Total No of children under 5 yrs
	EDST
	191 per 1000
	INSEED, EDST
	2004
	64 per 1000
	2015

	4. Proportion of hospitals and health centres in chosen Districts with quality and motivated health care personnel and present at least 10 months out of 12 during the past month
	No of hospitals and health centres in chosen districts with qualified and motivated health personnel and present at least 10 months out of 12 in past month
	Total no of hospitals and health centres in chosen health districts
	DSIS, HR Directorate
	Not Available
	DSIS, HR Directorate
	2007
	8 hospitals, 80 health care centres
	2012

	5. Proportion of health care units in the chosen districts with an average number of days’ break in ten types of essential medicines during the past quarter
	No of hospitals and health centres in chosen districts with an average number of days break in 10 types of essential medicines over past quarter
	No of health centres and hospitals in chosen Districts
	Routine data
	Not Available
	DSIS/DPLM
	2007
	8 hospitals, 80 health care centres
	2012

	6. Proportion of chosen districts with an operational plan, using management procedures and tools, carrying quality supervision and regularly producing activity reports
	No of chosen districts with an operational plan, using management procedures and tools, carrying quality supervision and regularly producing activity reports
	No of chosen districts
	DOSS, DSIS, DS, DSR
	Not Available
	DOSS, DSIS, DS, DSR
	2007
	10
	2012


6.3 Data collection, analysis and use
	Indicator
	Data Collection
	Data Analysis
	Use of data

	1. National coverage in DTC HepB-Hib3%
	Health care centres
	Health care centres, districts, DSR & DSIS
	Health care centres including communities, Districts, DSR & centrally

	2. Proportion of districts  achieving ( 80% DTP3 coverage
	Health centres, Health districts, DSR
	Health Districts, DSR, DSIS
	Centrally: cabinet, MSP, Central Directorates, DSIS, Researchers, Health districts, DSR

	3. Under 5 mortality rate (per 1000)
	Survey of population
	INDEED, DSIS
	Governments, MSP partners, Central directorates of MSP, DSR, health districts, researchers

	4. Proportion of hospitals and health centres in chosen Districts with quality and motivated health care personnel and present at least 10 months out of 12 during the past month
	Health centres, hospitals, health centres, DSR, HR Directorate, DSIS
	Health district, DSR, HR directorate, DSIS
	Governments, MSP partners, Central directorates of MSP, DSR, health districts, health centres

	5. Proportion of health care units in the chosen districts with an average number of days’ break in ten types of essential medicines during the past quarter
	Health centres, hospitals, PRA, health districts
	Health district, DSR, DPLM, DSIS
	Governments, MSP partners, Central directorates of MSP, DPML, DSR, health districts, researchers

	6. Proportion of chosen districts with an operational plan, using management procedures and tools, carrying quality supervision and regularly producing activity reports
	Health centre, Health district, DSR, Directorate of Pharmacy, Laboratory & Medicines, DSIS
	Health centres, Health districts, DSR, Directorate of Pharmacy, Laboratory & Medicines, DSIS
	Health centre, Health district, DSR, Directorate of Pharmacy, Laboratory & Medicines, Government, MSP partners, SG/MSP, MSP partners

	Activities
	Data collection
	Data analysis
	Use of data

	1. Proportion of PRAs, hospitals and chosen health centres with health agents trained in managing medicines and medical products
	DSR, Health districts, DSIS, Directorate of Pharmacy, (DPLM)
	DSR, Health districts, DSIS, Directorate of Pharmacy, (DPLM)
	DSR, Health districts, DSIS, Directorate of Pharmacy, (DPLM), Cabinet of MSP, SG/MSP, MSP partners

	2. Proportion of health centres and chosen hospitals with health agents and community members trained in PCIME, CPN+ and PEV+
	DSR, Health districts, health centres, DSIS
	DSR, Health districts, health centres, DSIS
	DSR, Health districts, health centres, DSIS, DOSS, MSP Cabinet, SG/MSP, MSP Partners

	3. Proportion of chosen health centres which have organised monitoring sessions
	DSR, Health districts, health centres, DSIS
	DSR, Health districts, health centres, DSIS, community
	DSR, Health districts, health centres, DSIS, community, MSP Cabinet, SG/MSP, MSP partners

	4. Proportion of health centres having benefited from at least 6 supervision visits during past year, when a quantified control list was used
	DSR, Health districts, health centres, DSIS
	DSR, Health districts, health centres, DSIS
	Health centres, health districts, DSR, COSAN, Central directorates, MSP Partners

	5. Proportion of health centres in chosen Districts having organised advanced strategies
	DSR, Health districts, health centres, DSIS, community
	DSR, Health districts, health centres, DSIS, community
	DSR, Health districts, health centres, DSIS, community, MSP Cabinet, SG/MSP, MSP partners

	6. Proportion of health centres and hospitals in chosen Districts with agents who have been rewarded based on their performance
	DSR, Health districts, health centres, DSIS, HR Directorate 
	DSR, Health districts, health centres, DSIS, HR Directorate
	DSR, Health districts, health centres, DSIS, MSP Cabinet, SG/MSP. MSP partners HR Directorate


Table monitoring the development of registered progress

	Indicators
	
	
	
	
	

	Incidence and outcome
	2008
	2009
	2010
	2011
	2012

	1. National coverage in DTC HepB-Hib3%
	40
	88
	90
	95
	95

	2. Proportion of districts achieving ( 80% DTP3 coverage
	46 (80%)
	48 (85%)
	51 (90%)
	51 (90%)
	51 (90%)

	3. Under 5 mortality rate (per 1000)
	191/1000
	Not available
	Not available
	64/1000 in 2015
	64/1000 in 2015

	4. Proportion of hospitals and health centres in chosen Districts with quality and motivated health care personnel and present at least 10 months out of 12 during the past month
	2 hospitals (20%) 10 health centres (10%)
	4 hospitals (40%) 30 health centres (30%)
	6 hospitals (60%) 50 health centres (50%)
	8 hospitals (80%) 80 health centres (80%)
	8 hospitals (80%) 80 health centres (80%)

	5. Proportion of health care units in the chosen districts with an average number of days’ break in ten types of essential medicines during the past quarter
	2 hospitals (20%) 10 health centres (10%)
	4 hospitals (40%) 30 health centres (30%)
	6 hospitals (60%) 50 health centres (50%)
	8 hospitals (80%) 80 health centres (80%)
	8 hospitals (80%) 80 health centres (80%)

	6. Proportion of chosen districts with an operational plan, using management procedures and tools, carrying quality supervision and regularly producing activity reports
	2 Districts (20%)
	6 Districts (60%)
	10 Districts (100%)
	10 Districts (100%)
	10 Districts (100%)

	Activities
	
	
	
	
	

	1. Proportion of PRAs, hospitals and chosen health centres with health agents trained in managing medicines and medical products
	8 PRA (100%) 10 hospitals (100%)
	8 PRA  10 hospitals 100 health centres, (100%)
	8 PRA  10 hospitals 100 health centres, (100%)
	8 PRA  10 hospitals 100 health centres, (100%)
	8 PRA  10 hospitals 100 health centres, (100%)

	2. Proportion of health centres and chosen hospitals with health agents and community members trained in PCIME, CPN+ and PEV+
	-
	7 hospitals 70 health centres (70%)
	10 hospitals 100 health centres (100%)
	10 hospitals 100 health centres (100%)
	10 hospitals 100 health centres (100%)

	3. Proportion of chosen health centres which have organised monitoring sessions
	-
	30 health centres (30%)
	60 health centres (60%)
	100 health centres (100%)
	100 health centres (100%)

	4. Proportion of health centres having benefited from at least 6 supervision visits during past year, when a quantified control list was used
	40 (40%)
	60 (60%)
	100 (100%)
	100 (100%)
	100 (100%)

	5. Proportion of health centres in chosen Districts having organised advanced strategies
	-
	80 (80%)
	100 (100%)
	100 (100%)
	100 (100%)

	6. Proportion of health centres and hospitals in chosen Districts with agents who have been rewarded based on their performance
	-
	7 hospitals 70 health centres (70%)
	7 hospitals 70 health centres (70%)
	10 hospitals 100 health centres (100%)
	10 hospitals 100 health centres (100%)


6.4 Strengthening M&E system
The Demographic and Health Survey in Chad (EDST), planned for 2010, is to be used to collect data to assess the development of the impact indicator regarding infant mortality. Existing mechanisms (DSIS supervision of the various levels in the health care system, monitoring at community level) will be used to collect data to monitor outcome and effects indicators on the implementation of the major interventions in the application. To this end, health care units, Health Care Districts and DSRs will be strengthened regarding the collection, high-speed transmission, analysis and use of routine data in order to obtain quick and reliable information for efficient decision-making.

Moreover, existing mechanisms, which monitor some of these indicators, must be strengthened. This concerns, in particular:

· the number of health centres with qualified health care personnel in the required numbers and who are present in the Responsibility Zone at least 10 months out of 12 over the past month.

· Number of average days’ break in ten types of essential medicines in health centres over the past quarter. 

This is why a quick survey has been planned for year one to make up for the shortage of data in order to assess the starting point for these three indicators.

DSIS capacities will also be strengthened so that these indicators can be integrated into the next healthcare statistical analyses. To this effect, capacities of DSRs, Health Care Districts, Health care units will also be strengthened regarding the collection and analysis of these 3 indicators. On a community level, half-yearly monitoring sessions will be strengthened to include the collection and analyses of these 3 indicators. 

Strengthening these existing mechanisms for data collection, analysis and use will also allow the quality of data, which is needed to assess the other indicators linked directly to under-5 vaccine cover to be improved. (National DTP3 coverage (%), number of percentage of districts achieving ( 80% DTP3 coverage). 

6.5 Operational research 
The application has chosen analyses, which allow certain constraints to be dealt with which the health system is facing and which limit decision-making so that a satisfactory response can be organised. To this end, the following are planned:

· strengthen the monitoring of activities implemented at community level and improve the involvement of the population in monitoring activities linked to immunization and other operations benefiting children and women. A study is to be carried out to monitor indicators at community level, and specifically to identify cost-efficient measures to facilitate the sustainability of organising monitoring at community level.


· have available relevant and adapted data so that mechanisms and tools can be developed to improve the quality of data collection and analysis at various levels including at community level.


· carry out a study at the start of implementing the application so that a data base is available to monitor the 2 indicators. 

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
	Dr OUMAR ADBEL HADI, Director Planning and President of the Technical Committee is the lead individual for managing the implementation and M&E of the application

Fund management will be centred on four aspects (i) programming activities, (ii) financial management, (iii) raising contracts and (iv) monitoring/evaluation 

1. Programming activities: The overall programme will be broken down into annual working plans highlighting activities to contribute to achieving annual objectives and therefore overall targets. Activities will be planned for the year with clearly identified responsibilities. Human, material and financial activities corresponding to these activities in accordance with the main MSP planning document.

2. Financial management: Financial resources made available to the MSP will be managed according to MSP procedures. This management is to be audited by the MSP Inspectorate General services and by State inspection if required. Audits could be planned if necessary.

3. Raising contracts: These are raised based on government procedures for public contracts guaranteeing transparency and the procurement of the best products at the best prices. An acquisition plan will facilitate procurements so that products can be available in good time.

4. Monitoring & evaluation. Several monitoring and evaluation tools are used by the MSP through the Health Information System Division, that is, site visits, periodic reports, consultation meetings, external evaluations. All activities are subject to the monitoring/evaluation system each year. 

	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	The steering committee or national committee is the decision –making body to implement and evaluate the GAVI HSS support. It will be responsible for approving the application and its budget, approving action plans and the annual budget to implement the application as well as some major procurements. The steering committee organises quarterly monitoring meetings and various reviews. It approves the recruitment of consultants and their terms of reference. 

	Mechanism for coordinating GAVI HSS with other system activities and programmes 
	Coordinating GAVI HSS support will be integrated into the coordination mechanisms of interventions with partners. Statutory coordination and consultation meetings between the MSP and partners at various levels in the health care system will be held to evaluate and coordinate the GAVI support.  Site visit reports, annual reports and evaluation reports will be used for consultations with coordinating bodies, partners and players and the populations receiving the grants. 


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

	UNDP representative in Chad
	UNDP office in N’Djamena
	Yes
	Coordinate operations in the United Nations system to help monitor GAVI HSS support

	WHO representative in Chad 
	WHO office in N’Djamena
	Yes
	MSP advisor, leader of Ministry of Health partners, WHO representative facilitate mobilising MSP partners in analysing and adopting the GAVI HSS application as well as monitoring the implementation of this application. WHO is also the privileged partner in mobilising technical assistance, particularly for studies. 

	UNICEF representative in Chad
	UNICEF office in N’Djamena
	Yes
	Key MSP partner in implementing the SAASDE and supplying vaccines. Plays an important role in adopting the application and supporting implementation.

	World Bank representative in Chad
	World Bank office in N’Djamena
	Yes
	Important partner in support HSS in the framework of developing human resources and will facilitate the adoption of the GAVI HSS application and also monitor the implementation of this application. 

	EEMET representative
	EEMET office in N’Djamena
	Yes
	Important partner of the Ministry of Public Health (MSP), participates in improve health care cover with important health care units. It will facilitate GAVI HSS implementation in addition to other confessional NGOs. 

	CILONG representative 
	Office in N’Djamena
	Yes
	Will facilitate the mobilisation of NGOs in improving interventions in health regarding the adoption, implementation and monitoring of GAVI HSS. 

	CELIAF representative 
	Office in N’Djamena
	Yes
	Facilitate the mobilisation of associations involved in improving interventions in health regarding the adoption, implementation and monitoring of GAVI HSS


7.3
Financial management of GAVI HSS support 

	Mechanism/procedure
	Description 

	Mechanism for channelling GAVI HSS funds into the country
	The Planning Director, president of the technical committee will open a bank account in institutions in the country on behalf of the GAVI HSS steering committee. Funds needed for implementation will be sent to this account based on the application’s action plan and annual budgets.

	Mechanism for channelling GAVI HSS funds from central level to the periphery
	Each chief doctor of the districts (MCD) will open a bank account in the principal town of the DSR. The President of the Committee will transfer funds based on District budgets approved by the steering committee. For DSRs who do not have banking institutions, accounts will be opened in the closest locality on behalf of these Districts or in N’Djamena. 

	Mechanism (and responsibility) for budget use and approval 
	At central level, three signatures are required to release funds from the main account managed by the Director for Planning: General Secretary of the Ministry for Public Health, President of the Steering Committee, WHO Representative and the Planning Director, president of the technical committee.

At DSR and District level, at least 2 signatures including the various players affected by GAVI RSS implementation and monitoring are required to release funds from each DSR or DS’s account. A signature from the DSR or MCD seconded by another signature of one of the partners’ representatives. 

Each DSR, each MCD and each Technical Director is responsible for using the fund made available to him based on the budgetary headings approved by the steering committee. He will report on his management to his hierarchy and to organised populations in the health committee. Quarterly financial reports will be sent to the steering committee via the Planning Director. At central level, the steering committee will periodically report on its management to parliament. 

	Mechanism for disbursement of GAVI HSS funds
	GAVI HSS will transfer funds into the steering committee account based on action plans approved by the steering committee and budgets supporting these plans as well as financial reports from previous transfers. A periodic request based on management mechanisms adopted by the steering committee will be sent to GAVI HSS.

	Auditing procedures 
	Inspection missions will be organised every 3 or 6 months if required and at the discretion of the General Inspectorate of the MSP. 

Other inspections at Government level will be commissioned if required through State inspection missions

External audits could be planned if required. 

Reports from all these inspections will be made available to the steering committee to help decision –making to rationalise resources made available to the various recipient services of the HSS fund.


7.4 Procurement mechanisms
Existing procedures will be used for procurement. Two procurement types are planned: procurement of equipment and procurement of medicine and medical consumables. 

Equipment (vehicles and other equipment) will be procured according to Ministry of Public Health Procedures. 

Medicine and medical consumables will be procured through the Pharmaceutical Procurement Centre (CPA). The CPA created by law 33/PR/94 is responsible for purchasing and distributing medicines, technical materials and consumables for the health care sector. The CPA has the status of an autonomous public establishment (Law no 33/PR/95 of 22nd October 1994 and Decree no 10/PR/MSP/95, appendix 15). This structure has been in operational since December 1996. It ensures the correct coordination and better management of essential medicine supplies in the public sector and the non-profit making private sector. 

7.5 Reporting arrangements
An efficient mechanism based on existing measures is needed to guarantee planning of interventions, implementation and monitoring progress achieved and use of mobilised resources in the framework of GAVI HSS.

This mechanism will firstly guarantee the relevance and consistency of the chosen interventions in the action plans. It must therefore help mobilise and allocate these resources for implementation, and it must particularly help these resources to be used judiciously and progress to be achieved once the interventions have developed.

This mechanism comprises measures to monitor the implementation and use of funds at various levels in the health care system. These measures strengthen the existing mechanism and involve players affected by the health care system with a view to transparency and complementarity of interventions. In this regard, external partners of the Ministry for Health, civil society and NGOs are represented here.

These measures comprise: (i) management committee; (ii) technical committee responsible for developing the National Plan for Health System Strengthening; and (iii) a national committee to coordinate and support health system strengthening. 

The Management Committee (CG) is a structure, which will be set up at the various levels in the health care system by the Ministry for Public Health to ensure that GAVI HSS interventions and resources are managed.

At District level, the CG will be presided over by the Chief Doctor of the District, which will be seconded by a representative of a MSP partner. Other players in the Districts will be members of the management committee.

At DSR level, the CG will be presided over by the Regional Health Care Representative and the vice presidency will be held by a representative of a MSP partner. Other players in the Delegation will be members of this committee.

At central level, the CG will be presided over by the Director for Planning who will be seconded by the WHO representative. Members of the management committee will be: Director General of Regional Health Care Action (DGASR), director of the health care services organisation (DOSS), human resources director (DRH), director of pharmacy, laboratories and medicine (DPLM), director of reproductive health and immunization (DSRV), head of cooperation and studies bureau (BCE), manager of the Expanded Programme of Immunization. The management committee will be supported by monitoring and evaluation experts and a Finances and Procurement expert. These experts will be provided by the MSP’s partners if required and will not be permanent. 

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

	1. Revise SIS data collection mechanisms
	30 days
	3rd quarter 2008
	International

	2. Carry out a study on monitoring the major indicators at a community level through monitoring organising and running by health committees
	45 days 
	2nd quarter 2008
	International and local 

	3. Carry out a study to help implement conclusions from previous studies on strategies to redeploy, keep and motivate health care personnel. 
	45 days
	4th quarter 2008
	International and local

	4. Evaluate the running of 150 health care centres and ensure support to under performing health care centres
	45 days
	4th quarter 2008
	Local

	5. Carry out a quick survey to have a data base available on certain indicators linked to human resources, supervision and breaks in medicine
	30 days
	2nd quarter 2008
	Local


Section 8: Costs and Funding for GAVI HSS 

8.1
Cost of implementing GAVI HSS activities 
	Specific objectives and essential activities
	Total per year in US$
	Total in $US

	
	2008
	2009
	2010
	2011
	2012
	

	Objective 1: Provide 10 hospitals and 100 health care centres in 10 Health Care Districts with available, trained and motivated personnel 

	Activity 1.1: Develop and make available to 8 DSRs and 10 Districts 
	
	
	
	
	
	

	Activity 1.2: Allocate required health care personnel to 100 health centres and 10 hospitals
	
	
	
	
	
	

	Activity 1.3: Train personnel from 8 DSRs, 10 health districts and community members
	
	
	
	
	
	

	Activity 1.4: Organise reward ceremonies for personnel who work well
	
	
	
	
	
	

	Activity 1.5: Ensure efficient monitoring of personnel administrative files
	
	
	
	
	
	

	Activity 1.6: Carry out documentary review of existing analyses 
	
	
	
	
	
	

	TOTAL 1
	
	
	
	
	
	

	Objective 2: Strengthen mechanisms to distribute and manage generic essential medicines and medical products in the health care units of 10 health districts

	Activity 2.1 Develop texts and tools in the 8 PRAs, 10 hospitals and 100 health care centres
	
	
	
	
	
	

	Activity 2.2 Train managers from 8 PRAs, 10 hospitals and 100 health care centres
	
	
	
	
	
	

	Activity 2.3 Annually grant essential medicines and medical products to 10 hospitals
	
	
	
	
	
	

	Activity 2.4 Grant essential medicines and medical products to 100 health centres
	
	
	
	
	
	

	Activity 2.5 Complete the medical and technical material of the 10 hospitals and 100 health centres
	
	
	
	
	
	

	Activity 2.6 Assess the running of the 100 health care centres
	
	
	
	
	
	

	TOTAL 2
	
	
	
	
	
	

	Objective 3: Strengthen the organisation and management of health services at the various levels in the health care system

	Activity 3.1 Revise or draw up and circulate directives
	
	
	
	
	
	

	Activity 3.2 Provide training on directives, tools and procedures
	
	
	
	
	
	

	Activity 3.3 Revise mechanisms and procedures to collect data
	
	
	
	
	
	

	Activity 3.4 Train and equip 8 teams from DSRs and chosen Districts
	
	
	
	
	
	

	Activity 3.5 Carry out a study
	
	
	
	
	
	

	Activity 3.6 Organise monitoring reviews
	
	
	
	
	
	

	Activity 3.7 Supervise activities and inspect
	
	
	
	
	
	

	Activity 3.8 Carry out quick survey for (end of sentence missing)
	
	
	
	
	
	

	TOTAL 3
	
	
	
	
	
	

	Management, Monitoring and Evaluation for the application
	
	
	
	
	
	

	TOTAL: Management, Monitoring and Evaluation for the application
	
	
	
	
	
	

	TOTAL BUDGET
	
	
	
	
	
	


8.2 GAVI HSS country allocation calculation 
	
	2006
	2007
	2008
	2009
	2010
	2011
	2012
	TOTAL

	POP
	
	
	
	
	
	
	
	

	0-11 months
	
	
	
	
	
	
	
	

	Expected births
	
	
	
	
	
	
	
	

	Infant mortality
	
	
	
	
	
	
	
	

	Surviving infants
	
	
	
	
	
	
	
	

	Allocation per newborn
	
	
	
	
	
	
	
	

	Annual allocation
	
	
	
	
	
	
	
	


8.3 Sources of all expected funding for health systems strengthening activities 
	Funding sources
	Area of intervention
	2007
	2008
	2009
	2010
	2011
	2012
	Total per partner

	State
	At all levels in the health care system

Salaries, running, supplies of medicines, medical products and medical and technical material, renovation and construction and maintaining infrastructures; logistics
	
	
	
	
	
	
	

	GAVI
	Central level but 10 Districts as a priority

Supplying medicines and medical and technical material, continuous training, performance bonuses, equipment (vehicles and motorcycles), supervision, monitoring & evaluation, strengthening organisation and management, support for community participation
	
	
	
	
	
	
	

	UNICEF
	Central level, 18 districts as a priority

Supplying medicines and medical and technical material, continuous training, performance bonuses, equipment (vehicles and motorcycles computers), supervision, monitoring & evaluation, strengthening organisation and management, support for community participation
	
	
	
	
	
	
	

	AFD
	Central level (personnel management and training divisions) and training schools and 1 DSR

Initial and continuous training, supervision, performance bonuses, mother and child health services, equipment (vehicles and motorcycles, computers)
	
	
	
	
	
	
	

	WHO, COOP, SUISSE, BASE, BELACD
	Central level, DSR and District: Initial and continuous training, epidemiological monitoring, community participation, equipment, medicine supplies, supervision, monitoring & evaluation
	
	
	
	
	
	
	

	EU
	Central level, 6 DSRs and District: initial and continuous training, equipment, , medicine supplies, supervision, monitoring & evaluation
	
	
	
	
	
	
	

	AMRH
	Central level, DSR and District/ initial training
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	
	


Source of information on funding sources:

GAVI:
GAVI HSS allocation based on RNB> 365 USD per in habitant, or 2.5$US per newborn per year for a birth cohort 
Government: General State budget and budget forecast (appendix 19)
UNICEF: Chad-Unicef Cooperation Programme 2006-2010 (appendix 20)

Support project to Wadi Fira DSR (appendix 21)

WHO Chad Biennum 2008-2009 (appendix 22)
EUROPEAN UNION: Health Project 8th FED (appendix 23)
Allocation of budget per level in the health system

	Allocation of forecast budget per level in health system
	TOTAL
	%
	Allocation of forecast budget per level in health system

	CENTRAL LEVEL
	910,985
	18
	

	PERIPHERAL LEVEL
	4,067,157
	82
	

	TOTAL


	4,978,142
	100
	


Allocation of budget per cost category

	Allocation of budget per cost category

	Administration & management

Personnel

Training

Medicine, medical products and others medical and technical equipment

Monitoring & evaluation

Technical assistance




Documents submitted in support of the GAVI HSS application
	Documents submitted with the application
	Available (Yes/No)
	Duration
	Attachment number

	Ruling on creation of technical committee

Ruling on creation of National Committee for the Coordination and Support of HSS
	Yes
	2007
	Appendix 1,2

	Minutes from meetings of the technical committee (process of developing and validating the application) and the National Committee for the Coordination and Support of HSS (adoption meeting)
	Yes
	2006
	Appendix 3

	Emergency MSP plan
	Yes
	2007-2008
	Appendix 4

	Minutes from technical validation committee meeting
	Yes
	2007
	Appendix 5

	Minutes from the application adoption meeting of the National Committee for the Coordination and Support of HSS signed by its President
	Yes
	2007
	Appendix 6

	Report on emergency obstetrics care
	Yes
	2002
	Appendix 7

	Chad National Health Policy Document
	Yes
	2007-2015
	Appendix 8a

	1999-2006 National Health Policy Statement
	Yes
	1999-2006
	Appendix 8b

	Report on the National Strategy to Reduce Poverty in Chad 
	Yes
	2008-2011
	Appendix 9

	Terms of reference of National Health Development Programme process of development
	Yes
	2007
	Appendix 10

	FdR for the Reduction of Maternal and Neonatal Mortality
	Yes
	2007
	Appendix 1

	MSP Statistics Yearbook 2006
	Yes
	2006
	Appendix 12

	2008-2012 PPAC
	Yes
	2008-2012
	Appendix 13

	Evaluation report of SAASDE
	Yes
	2005
	Appendix 14

	Pre-feasibility report for Sectoral Approach regarding health
	Yes
	2006
	Appendix 15

	Evaluation report on operationnality of Health Districts in Chad
	Yes
	2002
	Appendix 16

	Ruling on organisational MSP flow chart
	Yes
	2007
	Appendix 17

	Detailed budget
	Yes
	2007
	Appendix 18

	General State budget and budget forecast
	Yes
	2008
	Appendix 19

	Chad-Unicef Cooperation Programme 2006-2010
	Yes
	2006
	Appendix 20

	Support Project for Wadi Fira DSR
	Yes
	2007
	Appendix 21

	2008-2009 Biennum Chad-WHO
	Yes
	2008
	Appendix 22

	8th FED Health Project
	Yes
	2006
	Appendix 23


9.1 Government endorsement
The Government of Chad commits itself to providing immunisation and other child and maternal health services on a sustainable basis. Performance on strengthening health systems will be reviewed annually through a transparent monitoring system. The Government requests that the GAVI Alliance funding partners contribute financial assistance to support the strengthening of health systems as outlined in this application.

	Ministry of Health:
	Ministry of Finance:

	Name: Professor AVOCKSOUMA DJONA ATCHENEMOU
	Name: Mr ABAKAR MALLAH MOURCHA

	Title/Post: Minister for Public Health
	Title/Post: Minister Secretary of State for the Budget

	Signature:
	Signature:

	Date: 01/10/07
	Date:


9.2 Endorsement by National Health Sector Support and Coordination Committee (CNCARSS) or country equivalent

Members of the National Health Sector Support and Coordination Committee (CNCARSS) endorsed this application at a meeting on 27th September 2007 in N’Djamena. The signed minutes are attached as Appendix 1.

	Chair of CNCARSS
	

	Name: Mr DJEDOSSOUM DAOUNDANGAR
	Post/Organisation: Secretary General of Ministry of Public Health

	Signature:
	Date:  01/10/07


9.3 Person to contact in case of enquiries:

	Name: Dr OUMAR ABDEL HADI
	Title: Director of Planning, President of the Technical Committee for GAVI HSS Support

	Tel:
	Address BP 440

	Fax:
	

	Email: 
	


	FINANCIAL INSTITUTION
	CORRESPONDENT BANK (In the United States)

	Bank Name: Commercial Bank Tchad
	CITIBANK NA

	Branch Name: Agence N’Dhamena Siege 
	New York

	Address: BP 19
	111 World Street

	City:

N’Djamena 

Country:
Chad
	New York NY 10043

	Swift Code: CBTNTDND
	CITIUS 33

	Sort Code: 00020
	Account No: 360 168 21

	ABA No:
	

	Tel: +235 252 28 29
	

	Fax: +235 252 33 18
	


I certify that account No 371 011 569 01 – 73 is held by the Directorate for Planning of the Ministry for Public Health at this banking institution 

	The account is to be signed jointly by at least two of the following authorized signatories: 
	Name of bank’s authorizing official

	1 Name: Dr OUMAR ABDEL HADI

Title: Director for Planning of the Ministry for Public Health
	Signature: KEZETMIN FAUSTIN LEYABE PASSANG

	2. Name: Dr YAO KASSANKOGNO 

Title: WHO office representative- Chad
	Date: 1st October 2007 

	3 Name: Mr DJEDOSSOUM NAOUNDANGAR

Title: Secretary, Ministry for Public Health
	


GAVI – Secretariat, 

Att: Dr Julian Lob-Levyt 

Executive Secretary.

C/o UNICEF

Palais de Nations

CH 1211 Geneva 10

Switzerland

On the 1st October 2007, I received the original of the BANKING DETAILS form, which is attached.

I certify that the form does bear the signatures of the following officials: 

	Government’s authorizing official 

Bank’s authorizing official
	Name: Prof AVOCKSOUMA DJONA ATCHENEMOU
	Title: Minister for Public Health 

	
	KEZETMIN FAUSTIN LEYABE PASSANG
	Assistant director – Client

Director for Risks

	
	
	


Signature of UNICEF Representative:

Name:
Mariam COULIBALY N’DIAYE

Signature:

Date:
1st October 2007 
















� 


� Seroprevalence survey,…. 2005. 


� Over the last three years.
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