GAVI HSS Application Form 2009


[image: image1.png]AAAAAAAA




Application Form for LAO PDR
GAVI Alliance Health System Strengthening (HSS) Support
2009 application deadlines: 1st May and 4th September 
An electronic version of this application form is available on the GAVI Alliance website (www.gavialliance.org). 
Please send this electronic application with attachments (including the signatures page) to the following email address: proposals@gavialliance.org
Enquiries to: proposals@gavialliance.org or representatives of a GAVI partner agency.  The Proposal and attachments must be submitted in English or French

Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline. Proposals received after that date will first be taken into consideration for following review. GAVI will not be responsible for delays or non-delivery of proposals by courier services. 

The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents will be shared with the GAVI Alliance partners and the general public.

If hard copies are being submitted please send them to the following address:

New Proposals,

GAVI Alliance Secrétariat, 

Chemin de Mines 2.

CH 1202 Geneva,

Switzerland
Table of Contents  


Page

3Abbreviations and Acronyms


6Executive Summary


13Section 1: Application Development Process


30Section 3: Situation Analysis / Needs Assessment


38Section 4: Goals and Objectives of GAVI HSS Support


44Section 5: GAVI HSS Activities and Implementation Schedule


48Section 6: Monitoring, Evaluation and Operational Research


60Section 7: Implementation Arrangements


68Section 8: Budgeting and Funding for GAVI HSS supported activities


74Section 9:  Terms and Conditions of GAVI Support


76Section 10: Endorsement of the Application


78ANNEX 1 Documents Submitted in Support of the GAVI HSS Application and final checklist


81ANNEX 2 Banking Form




Abbreviations and Acronyms
To the applicant

· Please ensure that all abbreviations and acronyms presented in the application and supporting documents are included here.  
	ADB
AEFI
	Asian Development Bank
Adverse Events Following Immunization

	AFD
AFP

ANC
	French Development Agency
Acute Flaccid Paralysis
Antenatal Care

	ASEAN
AusAID
	Association of South East Asian Nations
The Australian Agency for International Development

	BCG
	Bacille Calmette Guerin (TB)

	BTC
	Belgium Technical Corporation

	cMYP
	comprehensive Multi Year Plan

	CU
DH
	Coordination Unit
District Hospital

	DHO
	District Health Office

	DP
	Development Partner

	DPB
	Department of Planning and Budgeting (of MOH)

	DDG
	Deputy Director General

	DRF
	Drug Revolving Fund

	DTP
EmOC

EmONC
	Diphtheria, Tetanus, Pertussis
Emergency Obstetric Care

Emergency Obstetric and Neonatal Care

	EPI
	Expanded Program for Immunization

	FP
	Family Planning

	GAVI
	Global Alliance for Vaccines and Immunization

	GNI
	Gross National Income

	GOL
	Government of Laos

	HC
	Health Centre

	HEF
	Health Equity Fund

	Hep
	Hepatitis

	Hib
	Human Influenza B

	HIV/AIDS
	Human Immunodeficiency Virus/ Acquired Immune Deficiency Syndrome

	HMIS
	Health Management Information System

	HRD
	Human Resource Development

	HRH
	Human Resources for Health

	HSCC
HSCM
	Health Sector Coordinating Committee
Health Sector Coordination Mechanism

	HSDP
	Health Sector Development Project (Asian  Development Bank supported)

	HSIP
	Health Sector Improvement Project (World Bank supported)

	HSS
	Health System Strengthening

	IEC
	Information, Education and Communication

	IRC
	Independent Review Committee (GAVI)

	IMCI
IMR
	Integrated Management of Childhood Illness
Infant Mortality Rate

	JICA
	Japan International Cooperation Agency

	LAO/010
	Lao-Luxembourg Nurse In-Training Project

	LAO/015
	Lao-Luxembourg Health In Vientiane Province Project

	LAO/017
	Lao-Luxembourg Health Initiatives Support Programme

	Lao PDR
	Lao People’s Democratic Republic

	LPRP
	Lao People’s Revolutionary Party

	Lux-Development
	Luxembourg Development Agency

	M&E
	Monitoring and Evaluation

	MCH
	Maternal and Child Health

	MDGs
	Millennium Development Goals

	MICS
	Multiple Indicator Cluster Survey

	MMR
	Maternal Mortality Rate

	MNCH
	Maternal, Neonatal and Child Health

	MNT
MNTE
	Maternal Neonatal Tetanus
Maternal Neonatal Tetanus Elimination

	MOF
	Ministry of Finance

	MOH
	Ministry of Health

	MOLSW
	Ministry of Labour and Social Welfare

	MTEF
	Medium Term Expenditure Framework

	MR
	Minimum Requirement

	NGOs
	Non Government Organizations

	NGPES
	National Growth and Poverty Eradication Strategy

	NIP
	National Immunization Program

	NSEDP
	National Socio- Economic Development Plan

	OPV
	Oral Polio Vaccine

	OUD
	Oudomsay

	PHC
	Primary Health Care

	PHO
	Provincial Health Office

	PMUs
PNC
	Project Management Unit
Postnatal Care

	PRSO
	Poverty Reduction Support Operation

	PRSP
	Poverty Reduction Strategy Paper

	Q
	Quarter

	RED
	Reach Every District

	RH
SBA
	Reproductive Health
Skilled Birth Attendant / Skilled Birth Attendance

	SCA

SIA
	Save the Children Australia
Supplementary Immunization Activity

	STD
	Sexually Transmitted Disease

	SWAp
	Sector Wide Approach (for funding)

	SWC
SWG
SWG (O)

SWG (P)
	Sector Wide Coordination Mechanism for Health
Sector Working Group for Health
Sector Working Group for Health (Operational level)

Sector Working Group for Health (Policy level)

	TF
	Task Force

	TB
	Tuberculosis

	ToR
	Terms of Reference

	TT+2
	Two doses of Tetanus Vaccination 

	TWG
	Technical Working Group (within SWC mechanism)

	UN
	United Nations

	UNDAF
	UN Development Assistance Framework

	UNDP
	United Nations Development Program

	UNESCAP
	United Nations Economic and Social Commission for Asia and the Pacific

	UNFPA
	United Nations Population Fund

	UNICEF
USD
	United Nations Children's Fund
United States Dollars 

	VHV
	Village Health Volunteer

	VHW
	Village Health Worker

	VPD
	Vaccine Preventable Diseases

	WHO
	World Health Organization

	WHO Lao PDR
	World Health Organization Lao PDR Country Office

	WHO WPRO
WB
	World Health Organization Western Pacific Regional Office
World Bank

	WTO
	World Trade Organization


Executive Summary
To the applicant
· Please provide a summary of the proposal, including the goal and objectives of the GAVI HSS application, the main strategies/activities to be undertaken, the expected results, the duration of support and total amount of funds requested with baseline figures and targets for the priority indicators selected.

Executive Summary 
Introduction
The Ministry of Health (MOH) of the Government of Lao People's Democratic Republic (Lao PDR) seeks support from the GAVI Alliance for Health Systems Strengthening (HSS) for the amount of US$ 438,398 over a period of one year for the remainder of the 2006-2010 National Socio-Economic Development Plan (NSEDP) and its corresponding Health Sector Development Plan 2006-2010. This is based on the estimated 2010 birth cohort of 175, 359 infants according to the latest MOH population figures.

Funding is being requested to implement the newly approved “Strategy and Planning Framework for the Integrated Package of Maternal Neonatal and Child Health Services 2009-2015" (hereafter the MNCH Strategy) for improving the capacity of country staff and for establishing the MNCH package of services in five selected districts of two provinces with increased utilization and with additional efforts to create a supportive environment through community participation by the end of 2010. The MOH, in collaboration with its partners, will continue its efforts to mobilize sufficient resources to continue and expand the implementation of the MNCH strategy nationwide till 2015.  
Process of the Proposal Development

This proposal is a resubmission and is built on the previous two proposals submitted in March and in September 2008. The Deputy Director General of the Department of Planning and Budgeting, MOH coordinated and provided oversight to the overall proposal development process. The drafting of the application was led by the Department of Planning and Budgeting, MOH, in collaboration with the National MCH with technical assistance from WHO. Lao PDR has had a Sector Wide Coordination Mechanism since 2005 and the members of Sector Working Group for Health (SWG) as well as members of the MCH/EPI Technical Working Group (TWG) participated in the development of the application and agreed to support implementation of the strategy and planning framework for the integrated package of MNCH services and the skilled birth attendance development plan for Lao PDR on which this application is based. In addition, the proposal development team had a number of informal meetings with key partners to receive specific feedback and to ensure that all the activities are aligned with the efforts of other partners. The country had received financial support from GAVI for proposal development which was used for technical assistance and extensive consultation process, on which this revised proposal is based.
Country Background 
The Lao People’s Democratic Republic (Lao PDR) is a land-locked country situated in Southeast Asia bordering China, Myanmar, Thailand, Cambodia and Vietnam.  Geographic and historic conditions restrict both the quantity and quality of agricultural land and pose difficulties in the development of trade, social infrastructure, and transport and communication links. This is further compounded by a highly dispersed population of 6.10 million (2009) covering an area of 236,880 sq. km.  

Lao PDR is still one of the world’s least developed countries. About 73 % of the population is living on less than USD 2 a day, and 25 % live on less than USD 1 a day. Mountainous terrain, a highly diverse population with different ethnic groups and languages, and extreme poverty all pose serious challenges for the government in its efforts to address the health needs of the people.  In addition to these barriers, several of the poorest districts of the country are infested with unexploded ordinance (UXO) left over from the Indochina war. 

Consequently, access to health, nutrition, sanitation, and education services remains inadequate. However, despite the challenge, progress has been made with reduction of the Infant Mortality Rate (IMR) per 1000 births from 104 to 70 between 1995 and 2005
. During the same period, the Maternal Mortality Rate (MMR) has declined from 656 to 405 deaths per 100,000 live births. Still the progress as it is now will not be fast enough to achieve the relevant Millennium Development Goals by 2015 especially MDG 1 and MDG5
. In the Lao MDG Road Map, the target of reducing maternal mortality by three-quarters is assessed as "off track" and the target on universal access to reproductive health as "seriously off track."

The population census of 2005 indicated that the rate of prenatal care in the country was 26.7% and hospital delivery rate was only 10.6%. Births attended by health providers only increased from 17.4% to 18.5% between 2000 and 2005. 63.4% were assisted by family members or relatives, 21.1% by traditional birth attendants and 3.4% gave birth alone. A recent assessment by the Ministry of Health in 2007-2008 in four provinces
 also has shown that among mothers who gave birth at home only 15% were attended by health center staff, 27% by village health volunteers or traditional birth attendants, and 44% by family members or relatives.

There were remarkable disparities between urban and rural areas in access to basic health services. 51% of urban pregnant women gave birth at health facilities whereas 87% of women in rural with road and 96.5% women in rural without road gave birth at home. The contraceptive prevalence rate was 44.7% of married women in urban, 36% of women in rural with road and 25.6% of women in rural without road. The unmet need for family planning was 27% in 2005
.

Immunization has played an important role in Lao PDR in reducing the morbidity and mortality rate of women and children. Lao PDR was declared polio-free in 2000.   However, the reported national immunization coverage rates for all antigens have not improved greatly within the last ten years. Although the routine coverage is low, the country has had better success with supplementary immunization activities (SIA) for polio and measles where very high coverage (96% for 2007 national measles campaign for children 9 months-15 years and 91% for OPV SIA in 2009). 

Lao’s National Immunization Program (NIP) faces several challenges in improving access and quality of immunization services due to the difficult geographical and, climatic conditions, scattered ethnically diverse population, inadequate financing, and shortage of skilled human resources both at management and at service delivery level.  One of the most important obstacles is absence of routine vaccination services at health centres and district hospitals (fixed sites) and the almost exclusive reliance on the delivery of immunization services through four annual rounds by outreach and mobile teams.  

The comprehensive Multiyear Plan 2007-2011 defines the twelve priority areas in immunization. The first round of the Maternal and Neonatal Tetanus Elimination (MNTE) SIA will be conducted in November 2009 followed by a second round in January 2010 and the third round in November/December 2010.  The SIA will target 806,000 women of child bearing age from 99 high-risk districts. The two November rounds will be combined with Child Health Days (CHD) that provide vitamin A and mebendazole for children less than five years old.  47 high-risk districts will also receive OPV for children 0-59 months in the November 2009 and January 2010 rounds.

Hepatitis B birth dose started with 10 hospitals in 2006 then was expanded to all provincial and district hospitals in 2008.  Village hepatitis B birth dose will be introduced in selected districts of 9 provinces the last quarter of 2009.  The 5 selected GAVI HSS districts also will be included in the introduction.

Rationale for Expansion of  the MNCH Strategy Implementation 
The reasons for Lao PDR’s slow progress on achieving the MDGs related to maternal, neonatal and child health are manifold: difficult geography, poverty, low education, lack of local capacity for health services management, lack of skilled health staff both in quantity and quality, fragmentation of services, limited financial resources for services, limited knowledge of population about services, and cultural inappropriateness of services to ethnic minorities. Attention on certain priority disease programmes sometimes takes scarce resources away from other less focused areas including MNCH. To improve this situation, the MOH with technical support from WHO and other partners has introduced a new MNCH Strategy for Lao PDR for 2009-2015.  The challenge now is to implement this package of MNCH services
 nationwide at the district, health center and community levels.  
The new strategy lays the groundwork for how services should be implemented to improve MNCH interventions including long term training for skilled birth attendants and incorporating the new National Nutrition Policy and Plan of Action. However, it does not have the financial resources and technical support yet to be fully implemented in all districts at the same time. As a result, it is necessary to initiate some activities nationwide such as provision of skilled birth attendant training, issuance of decrees to implement MNCH services in an integrated way and provision of child survival skills training.  In the past some organizations have been able to provide intensive support to selected districts to reduce missed opportunities, managing resources to the benefit of all programs, increasing supervision and monitoring.  This input has in turn led to an increase in the utilization of services, greater coverage of MNCH activities and decrease in morbidity and mortality in these districts.  These projects, though, while successful in building the capacity of district and provincial staff have not involved the central level which is playing a vital role as a technical advisor.  The central MoH will need to gain necessary experiences to apply the lessons learned from these districts to plan expansions of services in other areas.

The Ministry of Health hereby proposes to follow the successful example of other organizations in Lao PDR (Save the Children Foundation-Australia in Xayabouly Province and Belgium Technical Cooperation in Vientiane and Savannakhet Provinces) to give focused support to five selected districts through the GAVI HSS support, in combination with the efforts to strengthen both the provincial and the central levels. Three districts (Xei, La and Namo) are selected from Oudomsay (OUD) Province and another two districts (Sangthong and Pak Ngeun) from Vientiane Capital. All the districts were selected based on the considerations on health status, immunization coverage, ethnic diversity, existence of adequate infrastructure as well as complementarity with other external support.  As for the central level capacity development, the MOH  will  form an MNCH management/monitoring team, which in addition to improving the MNCH services in the selected districts will gain capacity to subsequently contribute to guiding the expansion of the full MNCH package implementation to other districts.
Goals and Objectives
Goal

Contribute to reaching Millennium Development Goals 4 and 5 targets in Lao PDR by 2015 by supporting implementation of the Strategy and Planning Framework for the Integrated Package of Maternal Neonatal and Child Health Services 2009-2015

Objectives

By the end of 2010:
1. Improve the capacity of central, provincial and district staff to plan, implement and   monitor MNCH services 
2. Establish the MNCH package of services in five selected districts with increased utilization 
3. Increase community mobilization and participation for MNCH activities including immunization at district level

 Expected Results   
Objective 1:

· Strengthened MNCH staff capacity on management and supervision of MNCH services at central, provincial and district level
· Improved supportive supervision through establishment of an MNCH monitoring and supervision team with participation from central, province, district staff 
· Standardized provincial and district plans and budget for MNCH service delivery
· Effective financial support systems established such as user fee exemption for certain critical MNCH interventions
· Increased use of the integrated health information system and data management for MNCH in the districts
Objective 2:
· Increased coverage of vital MNCH services such as births by skilled birth attendants, antenatal care, children receiving Integrated Management of Childhood illness, immunization coverage, nutrition and family planning services 
· Improved home visits and outreach services to reach the most remote populations
· Better functioning of a referral system between health centers, district and provincial hospitals in the selected districts
· Improved service capacity of health workers through staff incentive system based on utilization of selected MNCH services and provision of Skilled Birth Attendant (SBA) and other competency based training
· Ensured regular supply and availability of essential drugs, vaccines and other commodities for MNCH services
Objective 3:
· Greater community participation in promoting MNCH care through training, regular meetings, IEC materials and campaigns
· Establishment of community based vital statistic collection mechanism through community mobilization
· Better awareness and demand created for the use of MNCH services through community mobilization
Principles and Approaches of the GAVI HSS Initiative

As an integral part of the nationwide implementation of MNCH Strategy, the GAVI HSS Initiative will adhere to the following four principles:

1.   Follow ONE MNCH Strategy. All interventions and activities to be supported by the GAVI HSS Initiative are in line with and selected from the Strategy through participatory analysis of health systems barriers and priority bottlenecks. 
2.   Support ONE implementation plan and budget in each district/province. The GAVI HSS Initiative will assist provinces, districts and health centers to develop an MNCH Strategy Implementation Plan through micro-planning process with accompanying budgeting exercise. The plan should coordinate and incorporate all sources of funding and support for delivering the MNCH Package.
3.  Adopt ONE monitoring and evaluation framework. The defined national framework of scorecard on MNCH Progress and the indicators for monitoring the Integrated MNCH Package will be used to monitor intervention delivery and outcomes, supplemented with disaggregated data for the selected GAVI HSS districts for monitoring the implementation. The GAVI HSS Initiative will support joint monitoring and annual progress assessment by national and local health authorities with participation of all related international partners. Some disaggregated data for districts will be collected to monitor the implementation.
4. Abide by ONE coordination mechanism. Existing health sector wide coordination mechanism on MNCH at the national, provincial and district levels will oversee and coordinate the MNCH Strategy implementation with financial support from various sources including the GAVI HSS Initiative to maximize a synergy.  
MOH will support the selected districts for the GAVI HSS support through the following thirteen strategic approaches: 
Management Approaches
1. Establish a MNCH monitoring team consisting of central, provincial, district and WHO staff that will make regular visits to all levels to monitor implementation and provide supportive supervision

2. Support adaption and use of simplified guidelines and integrated supervisory checklist (focusing on a few key indicators from different programs) to  facilitate monitoring and supervision at all levels

3. Establish a District Management Team for MNCH and other health services that will work to set priorities; budget planning and supply management necessary for integrating services; problem solving through analysis of district situation using health management and information system; make decisions necessary to improve services; coordinate training and other activities; and advocate for essential resource mobilization. International partners will provide technical assistance to this team to enable the team to function

4. Assist with the development of standardized integrated MNCH micro-planning for district and health center level

District Centered Approaches

5. Facilitate the creation of a referral system between health center, district and Province levels

6. Assist with the incorporation of the Skilled Birth Attendance (SBA) and other competency based training for district and health center staff as identified by the monitoring team and national programs 

7. Assist the district management team with implementation of the unified supply and logistics management system

8. Provide funding and technical support for supervision by monitoring team and feedback meetings at district and health center level

Monitoring and Evaluation

9. Implement use of a simplified health information and monitoring system for the district and province level
10.  Support training of village leaders and health volunteers to collect and report information about number of newborns, new pregnant women, childhood and maternal deaths to health centers/outreach teams visiting villages

Financing Approaches
11. Initiate health worker incentives and user fee exemptions for certain key MNCH interventions.  These will be based on the government policy and initially could be subsidized by partners until government finds other resources

12.  Facilitate use of health equity funds for key MNCH interventions if existing the selected districts
Community Demand Approaches
13. Facilitate awareness and create demand through coordination with mass organizations such as Lao Women's Union to make IEC materials  for  MNCH activities available at the community level
Monitoring and Evaluation 
   The GAVI HSS Initiative will support joint monitoring and annual progress assessment by national and local health authorities with participation of all related international partners, based on the defined M&E framework for the MNCH Strategy at the national level
. Some disaggregated data for districts will be collected to monitor the implementation of the GAVI HSS support.
   In addition to the three mandatory indicators for the GAVI HSS (National DTP 3 coverage rate, Number of districts achieving ≥80% DTP3 coverage, Under five mortality rate) , Percentage of women with at least 1 Antenatal Care, Proportion of births attended by skilled health personnel and National Hepatitis B birth dose coverage to measure key progress in MNCH. There are other The baselines and targets of the outcome/impact indicators are as follows:
	Indicator
	Baseline Value
	Date of Baseline
	Target
	Date for Target

	1. National DTP3 coverage (%)
	68%
	June 2009
	85%
	2010

	2. Number  of districts achieving ≥80% DTP3 coverage
	16
	2008
	70
	2010

	3. Under five mortality rate (per 1000)
	98
	2005
	75
	2010

	4. Percentage of women with at least 1 ANC consultations from skilled health personnel
	28.5%
	2005
	45%
	2010

	5. Proportion of births attended by skilled health personnel 
	21%
	2005
	30%
	2010

	6. National Hepatitis B birth dose coverage (%)
	9%
	2008
	30%
	2010


Section 1: Application Development Process
To the applicant: section 1.1
In this section, please describe the process for developing the GAVI HSS application.   

· Please begin with a description of your Health Sector Coordinating Committee or equivalent (Table 1.1). 

1.1: The HSCC (or country equivalent)

	Name of HSCC (or equivalent):

Sector-Wide Coordination Mechanism for Health (SWC)

	HSCC operational since:  2005
The Government of Lao PDR is supported by International Development Partners. However, support from international and bilateral donors has been largely uncoordinated and, as the proliferation of a large number of plans and studies demonstrates, this itself has become a cause of ineffective and inefficient use of resources in the Laos Health Sector. Consequently the Government of the Lao People’s Democratic Republic and 23 Partners in Development signed a cooperation agreement called the Vientiane Declaration (Annex 1.1) in 2006 to make aid more effective and to assist the country in achieving the Millennium Development Goals (MDGs) by 2015 and the long-term development goal of exiting the status of least developed country by 2020 (the 2020 goal).  In this agreement the signatories agree to development principles detailed under the following headings: 1. Ownership; 2. Alignment; 3. Harmonisation and Simplification; 4. Managing for Results; 5. Mutual Accountability, in line with the Paris Declaration on Aid Effectiveness (2005).  
Formulation of the SWC commenced in December 2005 with support and funding from the Japan International Cooperation Agency (JICA) with WHO and others.  It was further accelerated since August 2006 when the JICA formalized its support for the SWC with its technical cooperation scheme and strengthened its partnership with WHO and other UN agencies as well as the World Bank, Asian Development Bank (ADB), Luxembourg and other bilateral agencies.  Following such efforts the Coordination Unit (CU) was established in the MOH, so that both internal and external coordination in sector-wide would be facilitated.  
The 1st Health Sector-wide Coordination meeting was held in April 2007, and the concepts of the SWC mechanism and the integration strategy between MCH and EPI were shared widely among stakeholders.  The first formal meeting of the Maternal Neonatal and Child Health (MNCH) Technical Working Group (TWG) was held in May, 2007.  Since then there have been more than 20 meetings of the MNCH TWG & its taskforces, the last on 21 August, 2009.  There have been numerous meetings of the SWC at different levels with the last held in July 2009.

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

The SWC has policy (P), operational (O) and technical levels (See Diagram 1.)
Policy dialogue in the SWC is facilitated in the Sector Government – Development Partner Coordination Meeting on Health, which is called “Sector Working Group in Policy Level/SWG (P)” (Minister of Health, Representatives of Development Partners, Ambassadors and Representatives and Advisors).  The MOH steering committee includes the Minister and vice-ministers of Health, Directors and Deputy Directors of the MOH, and it is the only decision making body of the sector coordination mechanism.  For inter-sector policy dialogue, the  Development Partners' Round Table meeting, including Ambassadors, representatives and advisors, is held annually.
At the operational level the “Sector Working Group for Health/SWG (O)” (Vice Minister/ Director of the Cabinet/ Director Planning and Budget, Deputy Directors of MoH, Representatives of Development Partners and other stakeholders such as the Ministry of Labour and Social Welfare, the Ministry of Finance and the Ministry of Planning and  Investment and others)  is responsible for strategic implementation and practical coordination towards health system strengthening in Lao PDR. 
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FACILITATION & LOGISTICS


Technical Working Groups (TWG) for Health Financing, Human Resources and Programs, which includes MNCH/EPI conduct research and provide technical advice for sector coordination and decision making at higher levels. The TWGs have permanent members selected from related areas.  The chair of the TWGs can convene a taskforce (with specialist input or representation) as required.   Within the TWG on MNCH, a total of six Task Forces (TFs) have been set up to work on different elements and specific tasks for the implementation of the MNCH Strategy: TF1 – Planning and Coordination; TF2 – Quality of Care, Supervision and Monitoring, and Accreditation; TF3 –  Supply; TF4 – Service Training;  TF5 –  Integrated Outreach and TF6 – Social Mobilization.
The SWC has a Secretariat to facilitate and provide logistics support on a day-to-day basis.  (Chair: Deputy Director of Cabinet/ Director Planning and Budget, Members from the MOH Cabinet, Departments and nominated representatives of external partners and agencies.)  




	Frequency of meetings:

Sector Working Group for Health (Policy Level)                      2 times per year

Sector Working Group for Health (Operational Level)             4 times per year

Technical Working Groups                                                       Monthly

SWC Taskforces                                                                      As required

Secretariat                                                                                As required

	Overall role and function:
The purpose of the Health Sector Coordination Mechanism (HSCM) is to “promote the achievement of the Goal and the Objectives of Five-Year Health Sector Development Plans under Health Strategy up to the Year 2020 through effective utilization of the Sector Coordination Mechanism” (Terms of Reference, SWG Mechanism, Annex 1.2).  It is based on the overarching goal to “free the health care service in Lao PDR from the state of underdevelopment, ensure full health care service coverage, justice and equity in order to increase the quality of life of all Lao ethnic groups” as stated in the Health Strategy up to the Year 2020 (Annex 1.3).
Members of the SWG and TWG were consulted in the course of this application and endorsed the application. Members of the SWG and TWG also participated in the development and agree to support implementation of the strategy and planning framework for the integrated package of MNCH services 2009-2015 and the skilled birth attendance development plan for Lao PDR on which this application is based.


To the applicant: section 1.2
· In this section, please describe the process your country followed in preparing this GAVI HSS application (Table 1.2) 
Note: Without supporting documentation (signed minutes from HSCC meetings) and a thorough outline of the process of preparing the application it will not be possible for the GAVI Independent Review Committee (IRC) to assess the involvement of key stakeholders (civil society, bilateral, private sector and representatives from hard to reach populations) in the process. The signed minutes of the HSCC meetings related to the HSS proposal preparation should be attached (Document Number....) as supporting documentation, together with the signed minutes of the meeting (Document Number....) where the application was endorsed by the HSCC.
1.2: Overview of application development process 

	Overall Responsibility For Preparation of the GAVI HSS Application 

Dr. Prasongsidh BOUPHA, Deputy Director General of the Department of Planning and Budgeting, MOH.  (overall responsibility) with day-to-day activities assigned to Dr. Soulivanh Pholsena, Planning Officer, Department of Planning & Budgeting, MOH.

	Who led the drafting of the application? Was any technical assistance provided?  
This proposal was drafted by the Department of Planning in conjunction with the National MCH Center and with technical assistance from the WHO Country and Regional Offices. Drafts were then presented to the MCH/EPI Technical Working Groups and Sector Wide Coordination Mechanism for comment and suggestions. 

This proposal was built on various consultations conducted and feedback given from the stakeholders for the first (submission in March 2008) and the second (resubmission in September 2008) GAVI HSS applications which included a wide range of partners and stakeholders including the provincial and district health authorities, health services providers and civil societies. The new element in the proposal is alignment with the recently approved MNCH Strategy 2009 – 2015 and necessary refinement of the priority activities based on the Strategy as well as the previous recommendations received from GAVI IRC on the two submissions. In order to ensure that the GAVI HSS proposal is aligned with and is complementary to the ongoing national efforts and framework for implementation of the MNCH strategy, all the key stakeholders were consulted in informal meetings with the team drafting the application and subsequently in formal SWC committee meetings.  Drafts of the application were circulated for comment to all stakeholders (including the organizations listed above) and reviewed in formal SWG (O) committee meetings where the listed organizations are formally represented. 


	Give a brief time line of activities, meetings and reviews that led to the proposal submission.
Mar-08
First GAVI HSS application is submitted
May-08

GAVI informs the country of need to re-submit its application

July-08
MOH makes decision to redraft application with emphasis on the draft MNCH package of services
Aug-08
WHO commissions second technical support for GAVI HSS application

Minister formally assigns responsibility for drafting the GAVI HSS Application to SWC Secretariat and appoints a working party members to draft the Application      

Sept-08

A new application draft is completed and  sent to GAVI after the SWGF approal  (resubmission)
Oct-08

The IRC although noting improvement once more asks the country to resubmit its application
Jun-09
Strategy and Planning Framework for the Integrated Package of MNCH Services 2009-2015 is officially endorsed by the Minister 

Development Partners to initiate implementation of the MNCH Package
Jul-09

At GAVI Regional Working Gropu in Manila, MOH is encouraged to re-apply for GAVI HSS
Jul-09

Department of Planning/MOH with WHO country staff support starts re-drafting an application for GAVI HSS; Provincial level health authorities have been approached for consultation.
Aug-Sep 09
New application goals, objectives, activities and indicators are presented to the MCH/EPI TWG : 5 August 2009 (Minutes: Annex 1.4)
Draft application is sent to other MOH departments and partners for comment, coupled with numbers of informal meetings 
A new draft is presented to the MCH/EPI TWG for comment and endorsement: 21 August 2009 (Minutes with participant list: Annex 1.5)
The application sent to Ministers and UNICEF for signature
MOH obtains endorsement and signatures from the Minister of Planning and Budgeting; Submission to GAVI: 4 September 2009


	Who was involved in reviewing the application, and what was the process that was adopted?
First the document was reviewed internally by MOH and WHO in the first drafts before being shared with the other key stakeholders and partners.  
Stakeholders participating include:
World Bank (WB) ; Asian Development Bank (ADB) ; Luxembourg  Development (Lux-Development) ; United Nations Children's Fund (UNICEF) ; United Nations Population Fund (UNFPA);   Japan International Cooperation Agency (JICA) ; World Health Organization Lao PDR Office (WHO Lao PDR including MCH and EPI sections) ; World Health Organization Western Pacific Regional Office (WHO WPRO); International NGO Network; MOH Department of Planning and Finance; Department of Hygiene; Treatment Department; Department of Personnel; MNCH Centre including EPI. Provincial level health authorities.

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

The application was first endorsed by the SWC to be followed by the Ministers of Health and Finance as well as the key international partners on the SWC such as ADB, JICA, UNICEF, UNFPA and WHO.
Was funding received form GAVI for HSS proposal development? If so, how much, when was it received, and what was it used for, or what will it be used for? 
WHO received funds in the amount of US$ 50,000 from GAVI for the HSS proposal development, which were used to engage a consultant for the first and second application submissions.  The final application submission was completed by the MOH with technical support from WHO in-country and regional staff but the records of analysis, consultation and recommendations used for the first and second proposals have been reviewed and fully utilized for development of this proposal.


To the applicant: section 1.3
· Please describe the roles and responsibilities of key partners in the development of the GAVI HSS application (Table 1.3). 
Note: All key partners should be included in the process: the Ministry of Health, including the planning department and the immunization unit; Ministry of Finance; bilateral and multilateral partners; relevant coordinating committees; NGOs and civil society; and the private health sector. If there has been no involvement of civil society, the private health sector or other key stakeholders in the development of the GAVI HSS application, please explain this below (1.4). 
1.3: Roles and responsibilities of key partners (HSCC members and others)
	Title / Post
	Organisation
	HSCC member yes/no
	Please list the specific roles and responsibilities of this partner in the GAVI HSS application development

	Dr. Prasongsidh BOUPHA  

DDG of Planning & Budgeting Dept.
	MOH 
	Yes
	Chair of GAVI HSS application development committee delegated overall responsibility for preparation of the draft.

	Dr. Bounfeng PHOUMMALASITH

DDG of Cabinet
	MOH
	Yes
	Director of MOH Cabinet and Vice Chair of GAVI HSS application development committee supporting development of the proposal

	Dr. Somchit AKKHAVONG

DDG of Hygiene & Prevention Dept.
	MOH
	Yes
	Vice Chair of GAVI HSS application development committee reviewing development of the proposal

Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Phouthone VANGKONEVILAY

DDG of Personnel Dept
	MOH
	Yes
	The Committee member reviewing development of the proposal Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Savengvong DOUANGSAVANH

DDG of Food & Drug Dept
	MOH
	Yes
	The Committee member reviewing orting development of the proposal Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Assoc. Prof. Dr. Chanphomma VONGSAMPHANH

DDG of Curative Dept.
	MOH
	Yes
	The Committee member reviewing development of the proposal Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Soulivanh PHOLSENA

Senior Health Planner
	MOH
	Yes
	Secretariat member; assigned responsibility for drafting the proposal for the MOH; passing proposal through approval stages; general consultations. Participated in TWG MNCH/EPI SBA plan and MNCH Package Development; Participated in drafting of GAVI HSS Application

	Dr. Kaisone Chounlamany

Director of MCH Center
	MCH
	Yes
	Chief of Secretariat supporting development of the proposal Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Khampiew SIHAKHANG

Deputy Dir. Of MCH Center
	MCH
	No
	Secretariat member supporting development of the proposal Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Anonh Xeuathvongsa
Director of EPI program
	EPI
	Yes
	Secretariat member supporting development of the proposal Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Khaenchan XAYSANAPHAISAN

Chief of EPI Planning Unit
	EPI
	No
	Secretariat member supporting development of the proposal Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Dong Il AHN
WHO Representative
	WHO
	Yes
	Consultation and review the application

	Dr.Asmus HAMMERICH

Programme Management Officer (Health Systems) 
	WHO
	Yes
	Consultation and review the application

Participated in TWG MNCH/EPI SBA plan and MNCH Package Development Participated in drafting of GAVI HSS Application

	Dr. Shin-ichiro NODA

Chief Advisor
	JICA
	Yes
	Consultation and review the application

Coordinate with other development partners

	Mr. Kenichi TSUNODA

Project Coordinator of SWC Project
	JICA
	Yes
	Consultation and review the application

Coordinate with other development partners

	Dr. Hironori Okabayashi

MCH Advisor
	JICA

	Yes
	Consultation and review the application Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Aboudou Karimou ANDELE

Health and Nutrition Head
	UNICEF
	Yes
	Consultation and review the application Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Abdullah  Waheed

Immunization Officer
	UNICEF
	Yes
	Consultation and review the application Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Mieko Yabuta

Representative
	UNFPA


	Yes
	Consultation and review the application Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Mariolein Coren
Deputy Representative
	UNFPA
	Yes
	Consultation and review the application Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Magnus LINDELOW

Senior Economist
	WB Mission and Project

	Yes
	Consultation and review the application Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Hayman Win

Social Sector Specialist
	ADB Mission and Project

	Yes
	Consultation and review the application Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Sjoerd Posma

International Team Leader
	Lux Development
	Yes
	Consultation and review the application Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Ms. Yvonne Taylor

Chair of Lao NGO Association
	Concern Worldwide
(for NGO Netowrk)
	No (invitee)
	Consultation and review the application Participated in TWG MNCH/EPI SBA plan and MNCH Package Development



	Mr Mathew Pickhard

Country Director
	Save the Children Australia
	Yes
	Participated in TWG MNCH/EPI SBA plan and MNCH Package Development

	Dr. Ornella Linchetto

MCH Officer
	WHO
	No
	Participated in TWG MNCH/EPI SBA plan and MNCH Package Development; Participated in drafting of GAVI HSS Application

	Keith Feldon

Immunization Officer
	WHO
	No
	Participated in TWG MNCH/EPI SBA plan and MNCH Package Development Participated in drafting of GAVI HSS Application


To the applicant: section 1.4
· Partners and members of the HSCC are encouraged to provide feedback and let the GAVI secretariat know of any concerns or anticipated issues with implementation, monitoring or financial arrangements.

· If the HSCC wishes to make any additional comments or recommendations on the GAVI HSS application to the GAVI Secretariat and Independent Review Committee, please do so below. 
· Please explain if there has been no involvement of civil society or the private sector, and state if they are expected to have a service provision or advocacy role in GAVI HSS support implementation 
· If this is a resubmission, please describe what were the main changes introduced for this proposal

· Please describe any lessons learnt or useful practices developed during HSS proposal development

1.4: Additional comments on the GAVI HSS application development process 

This second resubmission has not only attempted to address all IRC recommendations but has made extensive changes to align with and to support the proposed activities in light of the recently developed and endorsed the MNCH Strategy 2009-2015. The document provides among other things guidance and directions on concrete expected results, activities, products, responsibilities and time lines. It is therefore serving as the overarching framework of all MNCH efforts in Lao PDR used by all the development partners. The GAVI HSS proposal was also developed following this framework.
It is worth noting that the MNCH Strategy has been developed by the MoH in close consultation with other national (including provincial and district level) and international partners. Civil society members have been consulted through their involvement in 'bottom up' health planning exercises currently undertaken by the Lao government. The National Mother and Child Committee and Lao Women's Union as civil society representatives have been involved throughout the process
. 
The endorsement of the MNCH Strategy also assured strong commitment of MOH and all the Development Partners to engage in implementation of the agreed framework in a coordinated manner. It has helped to strengthen the country ownership of the GAVI HSS proposal and to make the GAVI HSS Initiative an integral part of the overall efforts following one strategy, supporting one plan and budget, adopting one monitoring and evaluation mechanism, within one coordination mechanism.
It is also an advantage of this GAVI HSS Initiative that implementation of the MNCH Strategy is fully embedded and supported by the country's Sector Wide Coordination Mechanism for Health (SWC).  The MCH/EPI Technical Working Group (TWG) is the biggest and most active program TWG within the SWC where six Task Forces, have participated in the development of the application and will continue to help further coordination of implementation, monitoring and assessment of the activities.
Section 2: Country Background Information

To the applicant: section 2.1
· Please provide the most recent socio-economic and demographic information available for your country. Please specify dates and data sources. (Table 2.1).If these differ from or are inconsistent from those used in other GAVI applications or monitoring, justification should be provided
2.1: Current socio-demographic and economic country information

The population of 6.10 million (2009) is highly dispersed covering an area of 236,880 sq. km.  About 73 % of the population is living on less than USD 2 a day, and 25 % live on less than USD 1 a day. Mountainous terrain, a highly diverse population with different ethnic groups and languages, and extreme poverty all pose serious challenges for the government in its efforts to address the health needs of the people. Consequently, access to health, nutrition, sanitation, and education services remains inadequate. However, despite the challenge, progress has been made with reduction of the Infant Mortality Rate (IMR) per 1000 births from 104 to 70 between 1995 and 2005
. During the same period, the Maternal Mortality Rate (MMR) has declined from 656 to 405 deaths per 100,000 live births. Still the progress as it is now will not be fast enough to achieve the relevant Millennium Development Goals by 2015 especially MDG 1 and MDG5
. In the MDG Road Map, the target of reducing maternal mortality by three-quarters is assessed as "off track" and the target on universal access to reproductive health as "seriously off track."
 There are concerns that the targets are difficult to achieve if capacity at the local level is not substantially improved. Another constraint for health is lack of adequate financial resources and financial protection mechanism whereas the health budget is highly dependent on external sources and the health revenue is mainly collected through out-of-pocket payments. 
	Information
	Value
	Information
	Value

	Population [2009**]
	6,097,092

	GNI per capita [2004/5 actual]
	US$491***

	Annual Birth Cohort [2009**]
	175,359
	Under five mortality rate [2005]
	98/1000

	Surviving Infants* [2009**] 
	162,424

	Infant mortality rate [2005] 
	70/1000

	Percentage of GNI 
allocated to Health [2008]
	 5.7%

	Percentage of Government expenditure on Health [2008] 
	1.1%

	DPT3 coverage rate (by sex, where available) [2009] 


	 68 %
	
	


* Surviving infants = Infants surviving the first 12 months of life
** Based on five years of observation of EPI performance the MOH has detected that there are inconsistencies with the total fertility rate and crude birth rate provided by the last census therefore the MOH has evaluated and recalculated the birth cohorts.  This finding also reflects the figures that have been collected through the NIP and MCH programs in province and district level.  As a result, the MOH in June 2009 decided to readjust the birth cohort to a lower figure 175,359 compared to the old census figure of 187,595. [Source of data: Estimated Target Population for the Mid-year Budget of 2005-2015, MOH, July 2009.]
*** Sixth National Socio-Economic Development Plan (NSEDP) 2006-2010

In combination with the efforts to strengthen the central and the provincial levels, the GAVI HSS initiative will support five selected districts as follows: Xei, La and Namo districts from Oudomsay (OUD) Province Sangthong and Pak Ngeun districts from the Vientiane Capital. All the districts were selected based on the considerations on health status, immunization coverage, ethnic diversities, and existence of adequate infrastructure as well as complementarity with other external support. 
The table below shows socio-economic and demographic status of the five districts the GAVI HSS Initiative will support. Locations of the five districts are shown in the attached map (Figure 1) :
	
	Oudomsay (OUD) Province
	Vientiane Capital

	Information
	Xei
	La
	Namo
	Sangthong
	Pak Ngeun

	Population [2009, estimated]** 
	76,946
	16,971
	36,448
	28,163
	50,555

	Annual Birth Cohort [2009, estimated] **
	2,056
	432
	1,184
	644
	1,098

	Surviving Infants* [2009, estimated]**
	1,927
	385
	1,112
	615
	1,058

	Women 15-49 years old [2009, estimated]**
	18,629
	3,931
	8,665
	7,445
	13,761

	DPT3 coverage rate [2009] 


	44%
	26%
	102% ***
	78%  ***

	48%

	Infant mortality rate [2005]  
	62.64
	108.97
	61.13
	45.16
	35.95

	Poverty index [2005] ****
	High poverty incidence (up to 60% below poverty line)
	High poverty incidence (up to 60% below poverty line
	Very high poverty incidence (up to 80% below poverty line)
	Middle poverty incidence (up to 50% below poverty line) & high poverty density
	Middle poverty incidence (up to 50% below poverty line)  & high poverty density

	Other considerations
	Service coverage is poor but less external support compared to the South. Large numbers and mixture of ethnic minorities and others underserved. Needs to include for capacity development of provincial capital.
	Service coverage is poor but less external support compared to the South. Large numbers and  mixture of ethnic minorities and others underserved. Remote and very low health status.
	Service coverage is poor but less external support compared to the South. Large numbers and mixture of ethnic minorities and others underserved. Remote and very high poverty incidence.
	Service coverage is poor but little external support. Mixture of ethnic minorities and others underserved. Very high poverty density.
	Service coverage is poor but little external support. Mixture of ethnic minorities and others underserved. Very high poverty density. 

	Number of health facilities (PH or DH A/B, HC A/B) *****
	No DH – only PH

8 HC-B

	1 DH-B

3 HC-B
	1 DH-B

6  HC-B


	1 DH-B

5 HC-A


	1 DH-B

9 HC-B




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

**  Estimated Target Population for the Mid-year Budget of 2005-2015, MOH, July 2009
*** DQS 2008 (Ministry of Health) identified a problem of data reliability in these districts.

****  Socio-Economic ATLAS of the Lao PDR: An Analysis based on the 2005 Population and Housing Census, 2008
***** PH = Provincial Hospital. DH = District Hospital. HC = Health Center. DH has two categories, A nd B, where A has an operation room. HC has two categories, A and B, where A has a laboratory facility. There are a total of 31 HCs in the five selected districts.
The three districts from OUD Province in the North were selected based on the poverty incidence (see the map Incidence of Poverty, Figure 2), health status (IMR), service coverage (DPT3) and also to complement with the existing efforts by other partners in these districts, such as the PHC service strengthening project being implemented by the Asian Development Bank (ADB). In addition, the quantity of support given to the North is generally smaller than in the South where the United Nations agencies are more active.
During the consultation process it was suggested that the GAVI HSS Initiative should not only focus on the defined poor areas (in terms of poverty incidence as % of poor households), but also consider the districts where maximum numbers of poor population reside. It was then decided to support another two districts from the Vientiane Capital where the poverty density is highest (see the map Density of Poverty, Figure 3) and service coverage is observed to be poor. It was also pointed out that because of general perception that these districts around the Vientiane capital are rather well off, there is very little external support (except for a few NGOs) provided, even though health services in  the selected two districts are not very good compared to other four  districts next  the Mekong River. 
Wide diversity of ethnic minorities were consideration for all the districts selected, as they represent most of the remote and underserved population.

Through an attempt to fill this gap, the GAVI HSS support is expected to accelerate the nationwide implementation of the MNCH strategy. As the proposed implementation period is limited to one year due to the life of the current health plan, the MOH also considered that those districts which have adequate infrastructure and supportive attitude yet in need of some leverage were selected for the GAVI HSS initiative. It is hoped that the window for the GAVI HSS funding will be opened through 2010 so that GOL will have an opportunity to apply for additional HSS support to continue and expand the implementation of the MNCH Strategy.
To the applicant: section 2.2
· Please provide a brief summary of your country’s Health Sector Plan (or equivalent), including the key objectives of the plan, the key strengths and weaknesses that have been identified through health sector analyses, and the priority areas for future development (Table 2.2).
· Please highlight any specific socio economic barriers to accessing immunisation services that may include hard to reach populations or any gender inequities

2.2: Overview of the National Health Sector Strategic Plan (Document Number .....) and how it links to the cMYP (Document Number......)
Health Sector planning, and immunization and MNCH in particular, in the Lao PDR is informed by a number of overarching policy documents.  These include:



Health is one of the four priority sectors for development in Lao PDR and within Health Primary 
Health Care (PHC), which includes EPI, MCH and Nutrition, is a major focus.  The 6th National Socio- Economic Development Plan (NSEDP6) outlines key objectives for the Health. The MOH 5 year Health Sector Development Plan is part of the MoH Health towards the Year 2020 Plan (2000) and the sector response to implementation of NSEDP6. The comprehensive Multi Year Plan (cMYP) for the period of 2007-2011 is following the framework of the Health Sector Development Plan and identifies 12 priority areas for the immunization service.  In January, 2008 the President of GOL decreed that the MOH should implement strengthening of Primary Health Care as a matter of priority in “Model Healthy Villages”. The Strategy and Planning Framework for the Integrated Package of MNCH services 2009-2015, approved in 2009, is at the core of the Model Healthy Villages. The Skilled Birth Attendance (SBA) Development Plan 2008-2012 was written based on the findings from the 2008 SBA Assessment and is a key element of the MNCH strategy.
6th National Socio-Economic Development Plan (NSEDP6) 2006–2010 (Annex 1.6)

The NSEDP6, drafted in 2006, is an overarching planning document outlining the Lao PDR Government’s priority goals and strategies.  It builds on and incorporates much of the 20 years' National Growth and Poverty Eradication Strategy (NGPES) (Annex 1.14), the Lao PDR equivalent of a Poverty Reduction Strategy Paper (PRSP).  Party Congress and more recently the National Assembly approves the NSEDP on a five-yearly basis. In Lao PDR, this is the reference document that authorizes expenditures by Government Departments. NSEDP6 nominates health as one of four priority sectors for development. Poverty reduction is a major cross-cutting theme and the long-term objective is to free the country from the status of least development by 2020.  The health sector is expected to contribute to achievement of this National objective.  Promotion of MCH and immunization services are under the list of priority programmes in the NSEDP6.
Objectives The overarching goals for the health sector are to: 



Future Priorities NSEDP6 has 12 priority programmes to increase the standard and availability of health care in the country: 


6th Five Year Health Sector Development Plan 2006–2010 (Annex 1.7)
The MOH 5 year Development Plan is the sector response to implementation of NSEDP6. The 5 year health plan typically comes out one year after the NSEDP and implementation of the plan is for the period 2007-2011. The 6th National Conference for Health endorsed the 2006-2010 Development Plan.  Both EPI and MCH are the top priorities under the Five Year Plan.
Objectives The key objectives are to: 


Future Priorities The priorities for health sector development are: 


Comprehensive Multi-Year Plan - National Immunization Program (2007-2011) (Annex 1.8 )
The Ministry of Health of Lao PDR developed the comprehensive Multi Year Plan (cMYP) for the period of 2007-2011 for the National Immunization Program (NIP) as a guide to ensure high quality immunization service.  

Objectives  The cMYP focuses on 12 areas with clear goals, objectives and programmatic strategies: 

· Improve coverage with routine vaccines include in current schedule

· Maintain polio free status

· Eliminate measles by 2012

· Improve hepatitis B control to reduce the chronic hepatitis B infection rates to less than 2% by 2012.

· Eliminate Maternal Neonatal Tetanus (MNT) by 2010 

· Maintaining and improving the cold chain

· Improving the vaccine management practices

· Injection safety including health care waste management
· Strengthening Community demand for  maternal child health and immunization services
· Improving financial sustainability of the Immunization program
· Introduction and expansion of  new and underutilized vaccine 
· Strengthening program monitoring including surveillance for VPDs and AEFIs
The five year cMYP focuses on improving coverage with all the antigens to at least 90% by end of this plan period with clearly identified programmatic strategies to strengthen routine immunization program. The strengthening of routine immunization program will be the key to achieving disease specific goals such as maintenance of polio free status, measles elimination and hepatitis B control by 2012, and MNTE elimination. However, besides efforts on routine immunization, SIAs are also planned for different antigens (measles-2007 & 2011); polio (2010); MNTE (2009). Strengthening surveillance for AFP, measles, neonatal tetanus along with establishment/continuation of sentinel surveillance for new vaccines is another key focus in the plan. Depending upon the availability of funds, programmatic and operational feasibility, introduction of Hib, pneumococcal and rotavirus vaccines is also proposed. Substantial investments are also proposed in replacement of ageing cold chain equipment, increasing cold chain capacity at national level, and extension of cold chain equipment upto the health center level. 
Detailed costing has been done for different proposed activities in this plan. The cost of  per-fully immunized child ranged from $27.3 in 2006 to $39 in 2011, with costs increasing with planned introduction of Hib vaccine in 2009 and investments on cold chain in 2008-09. However, major funding gaps remain in the per-diem and transportation costs needed for outreach activities, as currently almost 90% of all children are immunized by outreach. It is therefore recognized that sustainable routine EPI coverage needs more integration with provision of MNCH services.
Future Priorities Special attention will be given to strengthening routine immunization in districts with coverage below 50% as a first priority, and below 75% as a second.  Reach Every District (RED) management strategies will be adopted and there will be regular compilation and analysis of district data to identify problems, corrective action to solve the problems by using existing resources as far as possible, and addition of corrective activities to the work plan as required. Strengthening community demand for both MCH and immunization services as one of the strategies under the cMYP.
Strategy and Planning Framework for the Integrated Package of Maternal Neonatal and Child Health Services 2009-2015 (Annex 1.9 ) 

Maternal and Child Health is a priority for Government and for the MOH. Under this newly approved MCH policies and strategies, maternal and newborn care, child health, immunization, nutrition and other reproductive health care were integrated at the point of service delivery under strong government leadership. Health systems strengthening and community mobilization are the main areas of focus to achieve rapid and equitable scale up for delivery of essential, cost-effective and evidence based interventions. The priority areas of work and strategic approaches in this Strategy are aligned with the country's overall policies including the NSEDP and the Health Sector Development Plan. There is a widespread support for the integrated package of MNCH services 2009-2015 and the related Skilled Birth Attendance Development Plan 2008-2012 (Annex 1.11), within the MOH and in the development partner community.  The MNCH package is a key focus for this GAVI HSS application and it is discussed in detail in following sections.

Objectives  The main goal of the MNCH Strategy is to reduce maternal neonatal and child mortality and maternal and child malnutrition by 2015. Three strategic objectives are:
· Improving leadership, governance and management capacity for programme implementation 

· Strengthening efficiency and quality of health service provision

· Mobilizing individuals, families and communities for maternal, neonatal and child health
Future Priorities The priorities and strategic directions identified include: 

Directive of the President of Lao PDR to the Ministry of Health on Model Healthy Villages: Summary of Model Healthy Villages  (Annex 1.10)
 The 6th National Conference on Health and the 5 year plan and, more recently, the Directives of the President of Lao PDR to the ministry of Health on 22nd January, 2008 focus strengthening of Primary Health Care Delivery through Model Healthy Villages.   
This Directive is to establish “developed” villages and groups of “developed” villages following the direction and the strategy of the Party and the Government.  This is interpreted to include the Model Healthy Villages concept endorsed by the 6th National Conference on Health. The MNCH Strategy is the core of the Model Healthy Village.
Objectives The Program has 3 specific objectives and 4 strategies to achieve them :

Objectives:



Future Priorities The program has 3 priority components for future development:
Component 1: Strengthening capacity building for health System development in order to be able to manage grass root level by:

Component 2: Increasing coverage of PHC services for development areas, ethnic population areas, remote areas to become Model Healthy Villages by:

Component 3: Strengthening community awareness and capacity for their own health development by:

Although the general components of Model Healthy Villages have been defined, specification of the specific services to be provided within the components requires further work. The implementation of the integrated MNCH packages as defined in the MNCH Strategy however now serves as the core of the Model Healthy Village. The programme will be also supported by Development Partners such as ADB and Japan.
Section 3: Situation Analysis / Needs Assessment

To the applicant: section 3.1
GAVI HSS Support: GAVI HSS support cannot address all health system barriers that impact on immunisation and other child and maternal health services. GAVI HSS support should look for opportunities to complement and leverage other funding for health system strengthening, as well as fill “gaps” in current health system development efforts, without duplication. 
· Please provide information on the most recent assessments of the health sector that have identified health system barriers. (Table 3.1)
Note: Assessments can include a recent health sector review (conducted in the last 3 years), a recent report or study on sector constraints, a situation analysis (such as that conducted for the immunisation cMYP), or any combination of these. Please attach the reports of these assessments to the application (with executive summaries, if available).(Document Number....) Please number them and list them in Annex 1. 

Note: If there have not been any recent in-depth assessments of the health system (in the last 3 years), at the very least, a desk review identifying and analysing the key health systems bottlenecks will need to be undertaken before applying for GAVI HSS support. This assessment should identify the major strengths and weaknesses in the health system, and identify where capacity needs to be strengthened to achieve and / or sustain increased immunisation coverage.

Note: Issues affecting the specific nature of reaching the hard to reach populations and increasing coverage within assessments or the National Health Plan should be highlighted (such as gender or other socio economic issues)
3.1: Recent health system, MNHC or immunization assessments

	Title of the assessment
	Participating agencies
	Main findings in terms of child mortality, immunisation coverage or health systems weaknesses
	Dates

	Assessment of Skilled Birth Attendance in Lao PDR  
(Annex 1.15)
	MOH, UNFPA
	-Insufficient policy guidance

-Low provider capacity in 4 provinces

- DH and HC equipment insufficient

- Both pre-service education and in-service training not adequate

- Maldistribution of HRH

- Coverage of basic EmONC low

- Lack of clear referral sytsem
	March 2008

	Report on Assessment of MCH/EPI service synergies along life-course of mothers and children in Lao PDR. September 2007 – January 2008. 
 (Annex 1.16)
	National Maternal and Child Health Center/MOH, WHO, UNICEF, JICA
	-Collaboration observed among MCH, FP, EPI, Nutrition for planning, daily work, etc.
-More integration needed for supervision and training.
-Single annual plan and staff redistribution important.

- Missed opportunity in service delivery, e.g TT at ANC.

- Redefinition of target villages for integrated outreach services  needs to be done.
- Standardization or fee exemption system needed for essential services, esp. contraceptives.
	2008

	2008 Lao PDR Data Quality Self Assessment (DQS) 
(Annex 1.17)

	NIP/MOH, WHO
	-Basic info such as target number not identified
- Cold chain not maintained
-Recording, reporting and data management problem
-Lack of supervision and monitoring
-Districts lack resources for outreach

-EPI/MCH funds not harmonized

- Operation cost not stable
- Lack of transport to health centers
	2008

	Comprehensive Multi-year Plan for Immunization 

(Annex 1.8)

	NIP/MOH, WHO, UNICEF,  JICA
	-Poor immunization coverage

-Must integrate with MCH 

-Low understanding of EPI benefits

-Inadequate knowledge of staff

-Insufficient cold chain capacity

-Improved data and logistic management required

-Need  to introduce new vaccines
	2007 (revised 2008)

	A Review or Expanded Programme on Immunization, Lao PDR

(Annex 1.18)
	MOH, ADB
	-Implementation of policies too slow & fragmented

-Management at all levels needs strengthening

-Improve access to immunization

-Lack of awareness of and demand from the  poor 

-Staff quality inadequate

-Should rationalize outreach and fixed site strategy
	May 2006

	Multi-Cluster Indicator Survey

(Annex 1.19)
	MOH, UNICEF
	BCG 61%, DTP3 33%, Measles 32%, Vitamin A 

-Low utilization of MCH services

-Low community awareness
	2006

	Lao Reproductive Health Survey

(Annex 1.20)     

	MOH, UNFPA
	-Low % of assisted births

-Low utilization of MCH services

-Low uptake of family planning
	2005


To the applicant: section 3.2
· Please provide information on the major health system barriers to improving immunisation coverage that have been identified in recent assessments listed above. (Table 3.1). These could also highlight any socio economic or political reasons as well as men and women’s roles in society, family or among workforce, attitudes towards boys or girls as well as ‘perceptions’ that may affect the immunisation coverage  of specific  ethnic groups or females and males. 
3.2: Major barriers to improving immunisation coverage identified in recent assessments

From the above listed assessments, barriers to improving immunization can be summarized as follows:
· Data quality is not uniform and varies from provinces to provinces and districts to districts even within the same province due to access constraints at the provider as well as the client side according to the Data Quality Assessment (DQS) 2008 conducted by the national immunization program with assistance by WHO. 

· Ineffective and irregular monitoring and supervision at implementing levels (province, district and health centres) 

· Vacancy or understaffing at implementing levels (districts and health centres)

· High drop-out due to irregular service delivery

· Fragmented integration with other MCH interventions that could be delivered with EPI

· Inadequate inventory of cold chain, no replacement plan, and poor maintenance of equipment

· Little or no community-based surveillance for VPDs

· Weak vaccine supply logistics

· Complicated and incomplete reporting system and lack of validity of data (over-reporting and under-reporting)

· Unsatisfactory quality of the service due to poor training and poor support from province and districts

· Insufficient partnership between health workers and community authorities

· Not enough health education delivered to communities, resulting in low demand for immunization

· Limited accessibility to the service due to geographical barrier and only few regular contacts available for outreach and mobile villages and lack of consistency; poor communication about the outreach sessions to the target groups
· Lack of data base for planning, monitoring and supervision

To the applicant: section 3.3
· Please provide information on those barriers that are being adequately addressed with existing resources (Table 3.3). These could be socio economic, political or related to gender analysis based on social science research. 

3.3: Barriers that are being adequately addressed with existing resources

The Government of Lao PDR, with support of international Development Partners, is addressing the systemic barriers in the health system with a series of health systems strengthening projects supported by different partners as below:
1. Asian Development Bank (ADB)
ADB is funding the improvement of primary health care (PHC) delivery, including MNCH and immunization services,  in 8 northern provinces (including Oudomsay) and the strengthening in the capacity of MOH in planning, budgeting, financing, human resource development (HRD). The PHC delivery project focuses to improve all health services such as remote village with drug kit, health centre for group of villages, district hospital A or B and provincial hospital. There is much room for complementarity and efficiency gains between the GAVI HSS proposal and existing support of ADB in those districts insofar is PHC is considered the main vehicle for improving MNCH.  ADB is planning a 3-month training of district managers (certificate program) followed by health center managers training beginning later this year in Vientiane. The skills-based curriculum for district managers has been developed and is currently being approved by MOH. The GAVI HSS Initiative could strengthen and complement this training with MNCH application at the district level. On health financing, the roll-out of Health Equity Fund (HEF) in Oudomsay is planned for 2010. The GAVI HSS Initiative could look into the HEF eligibility criteria syncing with free delivery and basic MNCH services to help witht access and equity issues. HSDP is also supporting Health Management Information Systems (HMIS) training at provincial level and computerization in selected districts.  (Health System Development Project (Annex 1. 21))
2. World Bank 
The World Bank is funding activities to improve the quality and utilization of health services, strengthening institutional capacity for health service provision and improve the equity, efficiency, and sustainability of health financing in 7 provinces in the south. The development objectives are to assist the Lao PDR to improve the health status of its population, particularly the poor and rural population, in Project Provinces. This will be accomplished by (i) expanding access to and improving the delivery of a basic package of health services including MNCH and immunization services in seven southern and central Provinces
 through an improved planning, budgeting and performance orientation of the District health system; (ii) building institutional capacity, both technical and managerial, in the health workforce at all levels; and (iii) improving the equity, efficiency and sustainability of health care financing. The Project intends to: (a) apply flexible financing at District and Provincial health office levels annually, and respond to local priorities; and (b) establish performance measures for program implementation and financial management, and apply them as two of several criteria for providing the annual levels of support to Districts and  Provinces. The HEF has been initiated in 5 districts in 4 southern provinces.  The HSIP will be implemented over a 5 year period (2006-2010). (Health Services Improvement Project (Annex 1.22))
3. Luxembourg
The Luxembourg Government is strengthening health care services delivery in Vientiane province since 1999 though the capacity building of the provincial hospital. Since 2003, the “Health in Vientiane project” (LAO/015) is supporting the Provincial Health Department in delivering preventive, promotive and curative healthcare including MNCH and immunization services through intensified health staff training and decentralized health care throughout the province including the establishment of health insurances schemes targeting the poor. Human resource development has been strengthened since 2005 in Vientiane province through the Nursing Training project (LAO/010). the “Lao-Luxembourg Health Initiatives Support Programme” (LAO/017) for the improvement of the medical equipment management at provincial hospital level as well as the strengthening of the national Extended Programme of immunisation in the provinces of Vientiane, Bolikhamsay and Khammouane has started in 2009. In this initiative a programmatic approach has been adopted to promote better integration in the Lao health system and to support the ongoing decentralization process of health-care delivery. In addition to this Luxembourg has provided cold chain equipment for 450 health centers and vaccines for the whole EPI program.  (Lao-Luxembourg health Initiatives support programme (Annex 1.23))
4. United Nations Children's Fund (UNICEF)
The UNICEF health country program (2007-2011) objective is to improve the health status of mothers and children by increasing access to basic health care with focus on poor and hard to reach communities. UNICEF provides technical and financial support to immunization service particularly in 9 provinces where UNICF provides operational cost for integrated out reach activities. UNICEF received in 2008 a grant ($2.5million)  from the Government of Japan to strengthen the EPI cold chain system in Lao PDR. More than 250 health centres will be equipped with refrigerators. Health workers will be trained on vaccine and cold chain management in order to improve the fixed site strategy and the effectiveness of out reach activities. UNICEF is providing technical and financial support to three poor districts in Savanaket province (Xepone, Nong and Vilaboury) to deliver MCH package to remote villages by out reach strategy. UNICEF is working in close collaboration with WHO, UNFP and JICA to develop the MCH core package. The integration of MCH package is in line with UNICEF strategy to achieve the MDG4.  (Young Child Survival and Development program (Annex 1.24))
5. United Nations Population Fund (UNFPA)

The Reproductive Health (RH) programme component of the UNFPA Country Programme is a major contributor to implementation of the MNCH Strategy. To address acute shortages of Skilled Birth Attendants in the country, without whom the delivery of the MNCH package, reducing maternal mortality and further reducing infant mortality is difficult, UNFPA supported the MoH to develop the Skilled Birth Attendance Development Plan. It now supports its implementation through its RH component programme as well as by mobilizing coordinated support by other development partners. UNFPA also supports strengthening of the drug logistic system by streamlining multiple vertical logistic systems into a unified system supported by a logistic information system to reduce stock-outs and wastage, to improve storage conditions and to rationalize transport in order to ensure quality drugs and supplies are always available to deliver the MNCH package. To strengthen the Family Planning (FP) component of the MNCH package, UNFPA provides contraceptives nationwide, advocates for increased Government financial support for contraceptive procurement, supports improved method mix by strengthening services for permanent and long-term methods (IUD and mini-laparotomy) and increases service coverage by strengthening the family planning counseling skills for health care provides, support to integrate FP services into the MNCH outreach services, and expanding the community based provision of FP commodities into the village drug kit. In addition UNFPA, since 2006 has been supporting expanding special community-based FP services to reach populations in remote areas whose access to health services are severely constrained not only by geographic but also by cultural, linguistic and economic barriers. Demand creation is imperative to make sure that people both understand the benefit of MNCH services and use them. UNFPA supports community empowerment activities in three poor southern provinces, working through existing structures including the provincial and district governor administrations, health departments, mass organizations (Lao Women’s Union), village health committees, village volunteers and community motivators by increasing their knowledge and awareness on the facts and benefits of family planning and skilled care before, during and after the childbirth. UNFPA works closely with health centres to improve client friendliness, to ensure transparency of fees and exemption schemes and to increase their interaction with the community. The activities under the GAVI HSS Initiative will complement the efforts of UNFPA in various synergistic areas including unification of multiple logistic systems for MNCH commodities including contraceptives, health promotion activities through trained village volunteers and use of home visits and EPI outreach teams for provision of MNCH services including FP, and community empowerment and mobilization activities.
6. Japan International Cooperation Agency (JICA)  
JICA has been assisting the MOH with health sector wide coordination mechanism since 2005 (see Section 1.1.).  JICA also engaged in technical cooperation for strengthening health services for children (KIDSMILE Project) from 2002 to 2007. The project strengthened managerial capacities of both Provincial Health Departments (PHDs) and all District Health Offices (DHOs) in Vientiane Province and Oudomsay Province by introducing hospital self-management system called Minimum Requirement (MR) and promoting supervisory visit and regular joint meeting among PHD and DHOs. The project also strengthened the capacity of the DHOs and District Hospitals to conduct a health promotion event for child health. Another project more focusing on health infrastructure development was the Project for for Improvement of District Hospitals from 2006-2008. The project constructed six district hospitals and installed medical equipments in ten district hospitals. In Udomasay Province, the buildings of Houn District Hospital were expanded and equipped. The project installed various medical equipments in Santhong District Hospital, Vientiane Capital. The GAVI HSS will benefit from these upgraded hospital equipments and build on it by supporting provision of staff development and training. The future plans of JICA include support to the MNCH Strategy implementation through the Project for Maternal and Child Health Services Integration, planned from 2010 to 2014. It aims to support MOH to implement the MNCH Package in four Southern Provinces, Champassak, Salavan, Sekong and Attapeu focusing on strengthening managerial capacity of Provincial and District Health Departments. 
7. Health systems strengthening support by other Development Partners
Smaller scale but significant projects have been funded to strengthen health systems at specifically at local levels.  These include Health Centre primary health care capacity building in 13 Health Centres in Vientiane Province by the Lao-Belgian Health Project.  (First-line Health Care: The Integrated Community Health Centers (Annex 1.25)
AusAid has undertaken a health strengthening project at the Health Centre level in Sayaboury province and now enlarging their activities to adjacent provinces. (Save the Children Australia (Annex 1.26).
These projects demonstrate significant improvement in mortality, utilization, and quality of care with integrated approaches to health care. Locally, immunization has also improved marginally. However, more focused enhancement of capacity and rationalisation of fixed and outreach services is required to achieve a sustained improvement in immunization coverage.
To the applicant: section 3.4
· Section 3.4 should outline the most important barriers not being adequately addressed and give reasons why they have been prioritized in terms of those that are not currently funded by other sources, such as those that will have maximum impact or catalyse other activities or for geographic or social reasons. If there is an obvious lack of a national policy that emphasises a human rights based approach to accessing health care (including gender or lack of competencies at different levels of the health system then it should be mentioned here.
3.4: Barriers not being adequately addressed (in order of highest priority)
The MOH has recently endorsed a strategy and framework to implement the integrated MNCH package throughout the country. Some international partners commenced rolling out the integrated package of MNCH services and UNFPA, UNICEF, WHO and AusAID/Save the Children Australia provided additional resources to implement the package of MNCH services in more districts. The SWG has started to coordinate initiatives and activities at a national level and the MNCH package described above was developed through the TWG MNCH/EPI in cooperation with the Development Partners. However, at present there is little or not sufficient coordination and standardisation of service delivery and development activities within and between districts. This lack of coordination accentuates the impact of barriers to delivery of health care. In the absence of standard operating procedures for clinical and management activities, individual Development Partners provide their own versions of technical and management training. This results in duplicated effort in package development and higher overall operating and reporting costs as services and systems are not standardised. In the areas where different agencies operate within the same province or districts, lack of standard approaches makes it difficult to ensure effective delivery of services.  To make the implementation of the MNCH strategy more effective, the MOH urgently needs to coordinate, harmonise and integrate existing initiatives and activities within and between districts.  

Weak management capacity of the health system but particularly at the district level and below presents another major, along with those barriers in the areas of health information, financing, workforce and others. The key health systems bottlenecks in delivering effective and efficient MNCH services are summarized as per WHO's defined six health systems building blocks as below
, together with a component of community participation as a critical enabling factor for health systems strengthening and also as the center of health systems as emphasized in the WHO World Health Report 2008 for Primary Health Care
. The MNCH Strategy also organizes their three strategic objectives in connection with the health systems building blocks as articulated in the MNCH Strategy  (See also Diagram 2 in Section 4.1.).
1. Leadership and Governance

- Ineffective planning and budgeting process (policy level)
- Lack of coordinated and harmonized budget

- Inadequate efforts in decentralization of health services to provincial, district and health center levels

- Limited coordination and little systematic approach to program integration

- Lack of coordination and standardisation of service delivery and development activities within and between districts
2. Health Care Financing

- Very low level of public expenditure and overall insufficient budget

- Lack of sufficient resources at health facilities facing recurrent budget constraints 
- Poor social protection coverage and geographical access: high level of out of pocket expenditure by the patients & low health insurance coverage 

- Low utilization of services due to financial barriers
3. Information

- Poor vital registration system
-  Unreliable health data recording and reporting

-  Absence of unified national health statistics database 
-  Lack of effective analysis and use of data for planning
4. Health Services Delivery

- Limited planning and management capacity (operational level)
- Low quality and unequal distribution of both public health and clinical services

- Overall supply of health services not meeting increasing demand

- Poor geographical accessibility of health infrastructure
- Lack of sufficient outreach services, monitoring and supervision
5. Human Resources for Health
- Lack in staff quantity and skill mix and medicalization of staff
- Poor geographical distribution, especially in remote areas

- Professional, practical and clinical skills do not meet standards

- Lack of staff motivation due to poor incentive especially in rural areas
- Staff remuneration not linked to performance with no accountability mechanism in place

6. Medical Products, Vaccines and Technologies

- Insufficient quality of services due to lack of necessary commodities

- Lack of unified logistics and supply systems

7. Community Participation (Health Systems Enabling Factor)
- Poor community mobilization and linkages in health 
- Insufficient partnership between health care providers and village health committees
- Lack of sufficient community health education and awareness raising activities
To the applicant: section 3.5
· Section 3.5. should outline the barriers to civil society and the private sector in delivering immunization services and strengthening health systems and becoming part of the national process to increase immunization coverage

3.5: Describe specific barriers to civil society and the private sector in delivering immunization services and strengthening health systems or becoming part of the national process to increase immunisation coverage
There is a vast network of mass organizations at each level of the society.  None of them are directly involved in immunization delivery, however, the Lao Women's Union, Mother and Child Committee and village volunteers are instrumental to community mobilization for MNCH services including immunization. Although these groups are enthusiastic and present at every level in Lao PDR, they face some barriers including:
     - Lack of funding for health related activities
     - Little or no IEC materials for health education and community mobilization

     - Inadequate amount of training on immunization and other health related topics

     - No incentives for carrying out their work, all done on a purely volunteer basis

     - Local NGOs and other private organizations are only starting in Lao PDR and their role is not yet well understood by all government sectors
     - Lack of education and information in remote areas and related in adequate health seeking behaviour
The private sector in the rural area of Lao PDR is mainly represented by private pharmacies. These pharmacies however are not part of this proposal this time. NGOs have been consulted but they are not implementing in the selected districts.  
Section 4: Goals and Objectives of GAVI HSS Support
To the applicant: sections 4.1 and 4.2
· Please describe the goals of GAVI HSS support below (Table 4.1). 
· Please describe (and number) the objectives of GAVI HSS support (Table 4.2). Please ensure that the chosen objectives are SMART (specific, measurable, achievable, realistic and time-bound). 
· This section should demonstrate a) why the proposed HSS objective is expected to sustain immunization coverage and b) how the proposed activities will ensure the achievement of HSS objectives. It is therefore very important to show the links between identified barriers – goals – objectives – activities and indicators. They should follow a logical sequence and distinct outputs, outcomes and processes should be identified.. It should then be evident how the proposed activities will increase or sustain immunization coverage 
· Geographic issues: If a discrete sub national area has been selected for intervention, it should be clear how and why the area(s) were selected and the rationale for the geographic specific indicators and criteria

· Any supporting documents or background documents (such as the Human Resource Policy Document Number…., procurement policy Document Number…. or Mid Term Expenditure Framework Document Number….) should be quoted here and references should be precise in terms of sections and page numbers referred to in the application. 

4.1: Goals of GAVI HSS support

	 Goal

Contribute to reaching Millennium Development Goals 4 and 5 targets in Lao PDR by 2015 by supporting implementation of the Strategy and Planning Framework for the Integrated Package of Maternal Neonatal and Child Health Services 2009-2015

This GAVI HSS Initiative will contribute to the nationwide implementation of the integrated package of MNCH by supporting coordination and integration of MNCH service delivery activities and strengthening MNCH service delivery capacity within and between districts, provinces and national levels. This focus supports the strengthening of health service delivery in rural areas and complements ongoing efforts of GOL and support of other development partners. It should be noted that the GAVI HSS Initiative is not addressing the totality of the activities as laid out in the MNCH Strategy. The focused scope of the objectives makes it achievable given the limited time-frame and budget of this proposal.
The GAVI HSS Initiative will directly address the second of GAVI’s HSS priority areas, i.e.  Organization and management of health services at the district level and below.  The first and third of GAVI’s HSS priority areas, i.e. Health workforce and Supply, distribution and maintenance systems, are also partially supported by the proposed activities.   
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As demonstrated in the section 3.4, the GAVI HSS Initiative will be focusing to support a list of major bottlenecks identified under all the six health systems building blocks. The MNCH Strategy has also organized and presented their three strategic objectives, i.e.  Leadership, Governance and Management Capacity, Service Provision Capacity, and Individual, Family and Community Participation in association with the six building blocks (see Diagram 2). While the first two objectives are predominantly addressing supply side of health systems, the third area is rather addressing the demand side of health systems through considering the importance of creating a supportive environment by supporting more active community participation and mobilization. The GAVI HSS proposal also stands on the same view that community participation and mobilization is a critical enabling factor for health systems strengthening. 



4.2: SMART objectives of GAVI HSS Support
	Objectives

By the end of 2010:
1. Improve the capacity of central, provincial and district staff to plan, implement and   monitor MNCH services 

2. Establish the MNCH package of services in five selected districts with increased utilization 

3. Increase community mobilization and participation for MNCH activities including immunization at district level

 Expected Results   

Objective 1:

· Strengthened MNCH staff capacity on management and supervision of MNCH services at central, provincial and district level
· Improved supportive supervision through establishment of an MNCH monitoring and supervision team with participation from central, province, district staff 
· Standardized provincial and district plans and budget for MNCH service delivery
· Effective financial support systems established such as user fee exemption for certain critical MNCH interventions
· Increased use of the integrated health information system and data management for MNCH in the districts
Objective 2:
· Increased coverage of vital MNCH services such as births by skilled birth attendants, antenatal care, children receiving Integrated Management of Childhood illness, immunization coverage, nutrition and family planning services 
· Improved home visits and outreach services to reach the most remote populations
· Better functioning of a referral system between health centers, district and provincial hospitals in the selected districts
· Improved service capacity of health workers through staff incentive system based on utilization of selected MNCH services and provision of Skilled Birth Attendant (SBA) and other competency based training
· Ensured regular supply and availability of essential drugs, vaccines and other commodities for MNCH services
Objective 3:

· Greater community participation in promoting MNCH care through training, regular meetings, IEC materials and campaigns

· Establishment of community based vital statistic collection mechanism through community mobilization

· Better awareness and demand created for the use of MNCH services through community mobilization

Description of activities
Objective 1. Improve the capacity of central, provincial and district staff to plan, implement and monitor MNCH services 
Activity 1.1. Detailed Province and District MNCH Planning. 
Provincial and district health department/division will develop detailed plans for the implementation of the MNCH Strategy, accompanied by the realistic budget, with the involvement of district and village group health committees. The initial plan will cover 12 months from 1 January to 31 December 2010 which will set clear targets of MNCH for each year, describe interventions and activities with a clear timeline, responsible unit/persons and related costs. 

Activity 1.2. Objective oriented contracting. 
To ensure implementation of the agreed plan and achievement of the targets, the MOH will sign a contract with provincial health director, then the provincial health director will sign a contract with district health director, who will in turn signs a contract with every Health Center director. HC director will also sign a contract with every village head. The implementation plan with clear targets and indicators will be attached to the contract. This will be linked to recognized honours, for instance issuance of certifications.
Activity 1.3.  Orientation workshops in districts and Health Centers. 
In early 2010 orientation workshop will be organized for each district with all health centers for starting implementation of the initiative. At the workshop (a) objective oriented contracts will be signed among different levels; (b) provincial team will introduce the MNCH strategy and the provincial implementation plan; and (c) the provincial and district team will train all health centers on the targets and interventions.
Activity 1.4.  Supportive supervision and monitoring.
 A supervision team will be organized at the central, provincial, district and health center level with clearly defined regular supervision tasks, composition and timelines. A new integrated supervision tool and procedures being developed by MOH will be applied to maximize synergies and avoid duplication. Supervision to health centers by a joint provincial and district team will be conducted quarterly. Supervision team will report findings to local government committees. 
Activity 1.5.Health Center support and training 
District health office will conduct quarterly meetings with Health Center MNCH teams to: (a) check and update reporting data; (b) review implementation progress; (c) analyze issues and exchange experiences; and (d) provide thematic training.  
Activity 1.6. Coordinated and harmonized budget. 
Provincial and district health department and office will mobilize and coordinate the use of health funds from government and all donors in planning and implementation stages. All sources of funding will be put into one plan for the implementation of the MNCH Strategy.  
Activity 1.7. Financial support for delivery and MNCH services. 
Promoting the provision of free basic services, particularly safe delivery at health center, district hospital and referral to provincial hospital, antenatal and postnatal care, immunization, family planning and nutrition through mechanisms such as user fee exemption or Health Equity Fund (HEF) where such scheme is already operating, or other means of support as per the government guidance. This includes support for referral transportation for Emergency Obstetric and Neonatal Care (EmNOC).
Activity 1.8. Case audit on maternal and child deaths. 
The provincial and district teams will review all cases of maternal and child (under 5 years old) deaths, submit report and present findings and recommendations to the quarterly meetings and annual review and planning for the improvement of services.

Activity 1.9. Annual progress review. 
Provincial health department will organize annual meeting to review maternal, newborn and child health progress by the end of each year, with emphasis on the achievement of targets and key indicators, and identify the experience and lessons to inform the planning for next year.
Objective 2. Establish the MNCH package of services in five selected districts with increased utilization 

Activity 2.1. Micro-plans for MNCH at district and Health Centers. 
Assist district MCH unit and Health Centers to develop micro plans on the delivery of MNCH package (including nutrition, malaria, TB, etc.) to all target groups
Activity 2.1. Home visits for Antenatal and Postnatal care. 
Planned home visits on antenatal and postnatal care and other services will be improved according to the catchment assignment of all health centers. The District Hospital will cover villages which have not been assigned to centers. An integrated home booklet developed by the MOH will be used for recording services.  The post-natal visit will include hepatitis B birth dose plus vitamin A for the mother and registration of the newborn with the village leader and the health center and family will receive a certificate.
Activity 2.3. Incentives for health care providers. 
The quarterly supervisions and annual review will assess the progress of district and health centers as well as individuals against the stated objectives in the contract, the annual plan and the agreed MNCH indicators. Incentives will be designed by provincial and district health authority for those health centers which reached the annual objectives and achieved targets. Staff incentives can be incremental allocation of funds to, opportunities for training and promotion, and recognized honors.    
Activity 2.4. Skilled Birth Attendance (SBA) and MNCH skills training. 
(a) Develop a training plan for workers at health centers and district MCH unit on the basis of needs assessment; (b) implement the National SBA Development Plan with the five core modules (described below); (c) provide training on other skills needed for the delivery of MNCH package according to the training plan, with emphasis on safe delivery, antenatal and postnatal care and child health; and (d) District health office will establish a data base on the implementation of training plans and human resources.

The National SBA Development Plan
 has identified five core MNCH modules for the training: (a) Basic emergency obstetric and newborn – life saving skills, compulsory foundation, 5 days; (b) Antenatal and postnatal care, 5 days; (c) Essential newborn care, 5 days; (d) Family planning, 10 days (to be decided); and (e) Integrated management of child infections (training already taking place). Following training plan has been budgeted and additional training needs of the selected districts will be met by the Initiative.

Activity 2.5. Interpersonal communication training. 
This will focus on basic skills of inter-personal and behavior change communications. Existing training materials will be used or adapted as needed. Much of this training will be provided through the SBA development plan.

Activity 2.6.  Supporting supply management for MNCH commodities including contraceptives
 Ensuring regular supplies and commodities availability of essential commodities for MNCH services and  health promotion including essential drugs, vaccines, contraceptives. (a) District health office will develop a plan for supplies and essential equipment needed for delivering the MNCH package; (b) Provincial health department will coordinate with donor on the provision of supplies and essential equipments for district hospital and health centers; (c) District health office will keep a data base of supplies and equipment deployment and utilization.  (d) facilitate use of standardized and unified procurement mechanism and disbursement mechanism so that the materials are ordered and delivered in a timely fashion.
Objective 3. Increase community mobilization and participation for MNCH activities including immunization at district level
Activity 3.1 Training village health volunteers and village leaders for vital statistics
Training village volunteers and leaders to report newborns and new pregnant women to the health center who in turn will come to the village to provide hepatitis B birth dose, post-natal/antenatal visits and assist the village leader with birth registration.  They also will be trained to report deaths of children and mothers and to collect the village population annually.  This will be done with technical assistance from WHO and a demographer from CDC/Atlanta who are developing a training package for community based vital statistic collection.
Activity 3.2. Training village health volunteers and committee members on promoting MNCH care. (a) MOH will review existing health education materials; (b) Provincial and district health authorities will assist health centers in training village health volunteers, health committee members and traditional birth attendants on promoting the provision and utilization of MNCH services; (c) village health volunteers, committee members and traditional birth attendants will disseminate health information and education materials to community and target groups.
Activity 3.3. Supporting regular meetings of village health volunteers and committee. 
(a) This regular meeting will be held at health center monthly, bimonthly or quarterly, to be decided by district health office according to the needs; (b) this regular meetings will involve one village health volunteer and one village health committee head or member from each village; (c) the meetings will check information from villages on MNCH, review progress, and provide training on specific topics of health education.
Activity 3.4.  Strengthening use of the Child Health Days for remote village.
The existing Child Health Days mandated by the government twice a year will be used to provide MNCH services at remote villages not regularly visited. District health office will organize technical support to health centers in planning and providing services, health education campaigns and awareness raising activities on the day. Additional transport and social mobilization in remote areas will be supported.
Activity 3.5. Promoting birth at health facilities and supporting complications. 
Village health volunteers and health committee members will disseminate information and promote pregnant women to give birth at health facilities. They will also assist women and children to get MNCH care by linking and introducing them to health centers. At emergency they will assist in organizing communication with providers and transportation for referrals. 
The linkages of the identified health systems bottlenecks, GAVI HSS objectives, expected results and the proposed activities are summarized in Table 1 (in separate file).



Section 5: GAVI HSS Activities and Implementation Schedule
To the applicant: section 5.1
· Please identify below how it is intended to sustain, both technically and financially, the impact achieved with GAVI HSS support (5.1) when GAVI HSS resources are no longer available.

Note: Mechanisms for the technical and financial sustainability should be carefully outlined especially for GAVI support related to infrastructure, equipment, transport and human resources development efforts. This should include how these investments will be sustained after GAVI HSS support has finished. Reference should be made to the Infrastructure, Procurement or Human Resources Development strategies or policy documents (Document Number ....), if they exist.

Note: GAVI recommends that GAVI HSS supports a few prioritised objectives and activities only. It should be possible to implement, monitor and evaluate the activities over the life of the GAVI HSS support. 
· For each SMART objective identified in Table 4.2, detail the major activities that will be undertaken to achieve that objective. Include the implementation schedule (duration, annual milestones, and end point if any) for each of these activities.
· Ensure timing of activity duration in table 5.2 is consistent with the timing of expenditures for each activity shown in table 5.3 

5.1: Sustainability of GAVI HSS support 
Though the proposed GAVI HSS support is planned only for one year due to the life of the current national health plan (2006-2010), it is expected to support accelerating the nationwide implementation of the MNCH Strategy that will lead to expansion of MNCH services such as immunization, antenatal care, health worker assisted births and post natal visits that move the country towards achievement of the MDG goals by 2015.  The official endorsement of the MNCH Strategy also assured strong commitment of MOH and all the Development Partners to engage in implementation of the agreed framework in a coordinated manner, through the use of existing and robust Health Sector Wide Coordination Mechanism. All the UN agencies under the UN country framework are also aligned and committed to work on the achievement of the MDG targets for which improvement of maternal, neonatal and child health are the key. It is therefore expected that MOH in collaboration with Development Partners remains responsible and committed to mobilize further resources to continue and expand the implementation of the MNCH strategy to achieve the nationwide implementation by 2015 after the end of the GAVI HSS support.  It is also hoped that the GAVI HSS funding window remain open through 2015 as originally planned and a further application will be sent in the future.
To the applicant: section 5.2
· Note: Please add (or delete) rows so that Table 5.2 contains the correct number of objectives for your GAVI HSS application, and the correct number of activities for each of your core objectives.
· Note: Please add (or delete) years so that Table 5.2 reflects duration of your GAVI HSS application

· Note: The budget for the first year should demonstrate the use of unit costs and a budget breakdown. This will add to the soundness and sense of realism of the proposal; especially for any activities that may include major training or procurement components.  Budgets should be based on real costs and not based on contingency cost.
· For each objective identified in Table 4.2, please give details of the major activities that will be undertaken in order to achieve the stated objective and the implementation schedule for each of these activities over the duration of the GAVI HSS support.
5.2: Major Activities and Implementation Schedule  
	Major Activities
	Year 1

(2010)

	
	Q1
	Q2
	Q3
	Q4

	Objective 1: Improve the capacity of central, provincial and district staff to plan, implement and monitor MNCH services
	

	Activity 1.1: Detailed Province and District MNCH planning
	Q1

	Activity 1.2: Objective orientation contracting
	Q1

	Activity 1.3: Orientation workshop in Districts and Health centers
	Q1

	Activity 1.4  Supportive supervision and monitoring
	Q1-Q4

	Activity 1.5: Health Center support and training
	Q1-Q4

	Activity 1.6: Coordinated and harmonized budget
	Q3 (govt. budget cycle)

	Activity 1.7: Financial support for delivery & MNCH services 
	Q1-Q4

	Activity 1.8: Case audit on maternal and child deaths 
	Q1-Q4

	Activity 1.9: Annual progress review
	Q4

	Objective 2: Establish the MNCH package of services in five selected districts with increased utilization
	

	Activity 2.1: Micro-plans for MNCH at district & Health Centers
	Q-1Q4

	Activity 2.2: Home visits for Antenatal and Post-natal care
	Q1-Q4

	Activity 2.3: Incentives for health care providers  
	Q2-Q4

	Activity 2.4: Skilled birth attendance & MNCH skills training
	Q2-Q4

	Activity 2.5: Interpersonal communication training 
	Q2-Q4

	Activity 2.6: Supporting supply management for MNCH commodities including contraceptives
	Q1-Q4 

	Objective 3: Increase community mobilization and participation for MNCH activities including immunization at district level
	

	Activity 3.1: Training Village Health Volunteers and Village leaders for vital statistics
	Q1-Q4

	Activity 3.2: Training Village Health Volunteers and committee members on promoting MNCH care
	Q1-Q4

	Activity 3.3: Supporting regular meetings of Village Health Volunteers and committees
	Q1-Q4

	Activity 3.4: Strengthening use of the Child Health Days (CHD) for remote village (N.B. CHD is conducted twice a year)
	Q2 & Q4

	Activity 3.5: Promoting birth at health facilities & supporting complications
	Q1-Q4


5.3: Costed implementation plan for the first year of implementation 
A table for detailed budget and workplan for the first year is attached separately (Table 2). 
To the applicant: section 5.3Note: The first year’s implementation plan should be outlined in section 5.3, giving details of timelines, inputs, outputs and processes to be monitored, with details of  costs (and unit costs at least for the first year implementation).

Section 6: Monitoring, Evaluation and Operational Research
To the applicant: Sections 6.1, 6.2 and 6.3
Note: It is strongly recommended that the chosen indicators are linked with proposal objectives and not necessarily with activities. Where possible, sex disaggregated and age specific data should be used and made available.

· For all indicators, please give a data source, the baseline value of the indicator and date, and a target level and date. Some indicators may have more than one data source (Table 6.1).
Note: The chosen indicators should be drawn from those used for monitoring the National Health Sector Plan (or equivalent) or cMYP and ideally be measured already (i.e. not a new indicator identified specifically for the GAVI HSS support). Examples of additional impact and outcome indicators are given in the tables below. It is recommended that when activities are implemented primarily at sub-national level that indicators are monitored, to the extent possible, at sub-nationally as well. 

· All the presented data in this application form should be consistent with other GAVI proposals and reports and with other official health reports and documents. Any discrepancies between these data and those presented in this proposal or the GAVI Annual Progress Reports should be fully explained and justified. This is especially important for the birth cohort, target populations and coverage rates.
· All applications should identify a nominated focal point in Government service who oversees the monitoring and evaluation of the GAVI HSS proposal

· All applications must include the three main GAVI HSS impact / outcome indicators:

i) National DTP3 coverage rate (%)
ii) Number / % of districts achieving ≥ 80% DTP3 coverage
 
iii) Under five mortality rate (per 1000)
· Please identify three additional impact / outcome indicators that can be used to assess the impact / outcome of the GAVI HSS support in improving immunisation and other child and maternal health services in Table 6.1 below.
· Please list up to 6 output and process indicators in Table 6.2 & 6.3 below.
· For all indicators, please give a data source, the baseline value of the indicator and date, a target level and date, as well as a numerator and denominator. Some indicators may have more than one data source.
· Baseline values should be noted for all indicators and there should be a process indicator for each objective

Note: Definitions of impact, outcome, and output can be found at the following website: www.unep.org/Terminology.pdf. A monitoring HSS toolkit is available on the WHO website http://www.who.int/healthinfo/statistics/toolkit_hss/EN_PDF_Toolkit_HSS_Introduction.pdf 
Note: Examples of outcome, output and process indicators are shown below. Existing sources of information should be used to collect the information on the selected indicators wherever possible. In some countries there may be a need to carry out health facility surveys, household surveys, or establish demographic surveillance. If extra funds are required for these activities, they should be included in this application.      

Examples of Outcome Indicators – related to GAVI HSS Objectives (note these are only examples)
	Objective
	Possible indicators 

	Improve access to MCH services
	% measles coverage (children less than 2 years);
% births attended by a skilled birth attendants; 
% contraceptive use among women 15-44 years of age; % of children under 5 sleeping under ITNs



	Improve the quality of health services


	% of the population reporting they received health services of good quality; DTP3-DTP1 drop-out rate;

	Improve equity of coverage of PHC services


	DTP3 coverage rates in % by income quintile


Examples of Output Indicators (note these are only examples)
	Strategy
	Indicator 
	Numerator 
	Denominator 
	Data Source 

	Advocacy for greater health expenditure for primary health care
	
General government health expenditure as a proportion of total government expenditure 
	
The sum of all government health expenditures 
	
Total government expenditure 
	
Government budget 

	Strengthen the national HMIS
	
% of districts that submit timely, complete, accurate reports to national level 
	
The number of districts that submit timely, complete, accurate reports to national level 
	
The total number of districts 
	
Health Information System 

	Strengthening supervision of community health nurses
	
Systematic Supervision 
	
Number of health centres visited at least 6 times in the last year using a quantified checklist 
	
Total number of health centres 
	
Health facility survey 

	Strengthened human resource capacity
	
Knowledge of Health Workers 
	
Mean score of health workers in public and NGO health centres on verbal knowledge test including case scenarios 
	
	
Health facility survey 

	Strengthen stock management and logistics systems
	
% of facilities that have all tracer medicines and commodities in stock: on the day of visit, and in the last three months 
	
The number of facilities with the selected tracer drugs in stock (present and non-expired) on the day of visit /during a specified reference period (last three months). 
	
The total number of facilities 
	
Health Information System & Health facility survey 


Examples of Process Indicators (note these are only examples)
	Activity
	Possible indicators 

	Construct 280 health posts in rural areas


	Number of health posts constructed

	Procure 1000 motorcycles for community health nurses


	Number of motorcycles procured

	Train health workers on family planning methods


	Number of health workers trained

	Procure safe delivery kits


	Number of safe delivery kits procured and delivered


6.1: Impact and Outcome Indicators (data should be consistent with other GAVI applications and annual progress reports from the country)
	Indicator
	Data Source
	Baseline Value

	Source
 
	Date of Baseline
	Target
	Date for Target

	1. National DTP3 coverage (%)
	Health Centre Staff Collects at the Village level; Submit through District up to  EPI National Data Base
	68%
	Annual Progress Report-GAVI 2008
	June 2009
	85%
	2010

	2. Number of districts achieving ≥80% DTP3 coverage
	Health Centre Staff Collects at the Village level; Submit through District up to  EPI National Data Base
	16
	WHO/UNICEF JRF
	2008
	70
	2010

	3. Under five mortality rate (per 1000)
	NSC Census
	98
	NSC Census
	2005
	75
	2010

	4. Percentage of women with at least 1 ANC consultations from skilled health personnel
	Survey data
	28.5%
	Lao Reproductive Health Survey
	2005
	45%
	2010

	5. Proportion of births attended by skilled health personnel 
	Survey Data
	21%
	Lao Reproductive Health Survey
	2005
	30%
	2010

	6. National Hepatitis B birth dose coverage (%)
	Health Centre Staff Collects at the Village level; Submit through District up to  EPI National Data Base
	9%
	WHO/UNICEF JRF 2008
	2008
	30%
	2010


6.2: Output Indicators 
	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value20
	Source
	Date of Baseline
	Target
	Date for Target

	1. % of post-natal visits for births
	No. of post-natal visits in 5 GAVI HSS districts 
	2,000 women (30% of births) from 5 districts
	MOH/HIS reported coverage
	15%
	MOH
	2008
	30%
	2010

	2. Number of supervision visits per district and health center
	Visits conducted to districts and health centers using sup. Checklist
	4 visits per year for each of district and 31 health centers
	MOH report
	N/A
	MOH
	2009
	20 district visits; 124 HC visits
	2010

	3. % of District and health centers with MNCH micro plans completed
	No. of completed micro-plans at district and health center level
	5 districts and 31 health centers
	MOH report
	N/A
	MOH
	2009
	36 micro-plans
	2010

	4. Number of women receiving financial aid for assisted births
	No. of women receiving financial aid for assisted birth
	Number of pregnant women in the 5 districts estimated to be 5,000 women
	MOH report
	N/A
	MOH
	2009
	1,500
	2010

	5. % of villages that have improved vital statistics
	No. of villages that have been trained and provide vital stats
	Total number of villages in the five districts
	MOH report
	N/A
	MOH
	2009
	75%
	2010

	6. % of women of reproductive age  and in union using injections for family planning
	No. women of reproductive age in union visit health facilities to receive injections for family planning 
	No. women of reproductive age (15-49 years old) in union in the % districts estimated to be 52,431
	MCH Center/MOH report 
	15.5% 
	MOH
	2008
	20%
	2010


6.3: Process Indicators 
	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value20
	Source
	Date of Baseline
	Target
	Date for Target

	1. % of districts and health centers with signed performance contract
	Number of health centers and districts with contract
	Number of GAVI HSS districts (5) and health centers (31)
	MOH records
	0
	MOH
	2009
	100%
	2010

	2. No. of Guidelines for planning, supervision and death audits distributed for use
	Number of guidelines distributed for use in 5 districts
	Number of activities requiring guidelines
	MOH/Partners
	N/A
	MOH/Partners
	2009
	100% (All guidelines necessary)
	2010

	3. Number of HW received SBA/MNCH training 
	Number of HW receiving training with GAVI support
	Total number of eligible HW
	MOH
	N/A
	MOH/Partners
	2009
	75%
	2010

	4. % of health centers with adequate supply of MNCH drugs &  equipment including contraceptives
	No. of health centers without stock-outs of basic MNCH drugs & equipment according to MOH standard
	Total number of health centers in the 5 GAVI HSS districts (31)
	MOH report
	N/A
	MOH 
	2009
	100%
	2010

	5. Number of VHV and VL trained on vital stats collection /MNCH promotion
	Number of VHV and VL trained
	Total number of VHV and VL in GAVI HSS districts
	MOH records
	0
	MOH
	2009
	75%
	2010

	6. Number of meetings with VHV and Village committees
	Number of meetings held
	Total number of villages x 4 times in GAVI HSS districts
	MOH and MCC records
	N/A
	MOH and MCC
	2009
	100%
	2010


To the applicant: section 6.4
· Please describe how the data for the identified indicators will be collected, analyzed and used. Existing data collection and analysis methods should be used wherever possible. Please indicate how data will be used at local levels and ways of sharing with other stakeholders in the last column of Table 6.4 below.
· Data collection: the level data is collected at and whose responsibly it is to collect it

· Data Use: the level this data is analysed at in disaggregated form, and who is responsible at local and central levels for ensuring the data is assessed and analysed

· Use of data: how will this indicator’s data be used in assessing performance, and in revising or developing plans  and strategies

6.4: Data collection, analysis and use  
	Indicator
	Data collection
	Data analysis
	Use of data

	Impact and outcome 
	
	
	

	1. National DTP3 coverage rate (%)
	Health Centre Staff Collects at the Village level; Submit through District up to  EPI National Data Base
	Analysed by MOH EPI Program in MCH Centre and MOH Planning Dept; Summary of status for Districts
	Data will be used to indicate relative performance and to target areas for intervention at the Health Centre, District and Provincial Levels.  Data will be supplied to the village health committees; The District leaders; the Provincial Governor and the MOH for action and support

	2. Number of districts achieving ≥80% DTP3 coverage
	Health Centre Staff Collects at the Village level; Submit through District up to  EPI National Data Base
	Analysed by MOH EPI Program in MCH Centre and Planning  Dept; Summary of status for Districts
	Same as for DTP3 Coverage

	3. Under five mortality rate 
(per 1000)
	Household Survey – Population Census Collected every 10 years; Reproductive Health Survey every 5 years Conducted by National Statistics Centre 
	Analysed by the National Statistics Dept in the Ministry of Planning and Investment in consultation with MOH Planning and Budgeting Dept and the MCH Centre.  National Level only; Separate Evaluation Required for Prov.
	Data will be used to indicate relative performance and to target areas for intervention at the HC, District and Prov. Levels.  Data will be supplied to the VHC; The Dist leaders; the Provincial Governor and the MOH for action and support;  

	4. Percentage of women with at least 1 ANC consultations from skilled health personnel
	HC reports to District then sent to NMCH


	Analyzed by the District, Province and NMCH
	Same as above

	5. Proportion of births attended by skilled health personnel
	HC reports to District then sent to NMCH


	Analyzed by the District, Province and NMCH
	Same as above

	6. National Hepatitis B birth dose coverage (%)
	Health Centre Staff Collects at the Village level; Submit through District up to  EPI National Data Base
	Analysed by MOH EPI Program in MCH Centre and Planning Dept.; Summary of status for Districts
	Same as above

	Output
	
	
	

	1. % of post-natal visits for assisted births
	HC reports to District then sent to NMCH


	Analyzed by the District, Province and NMCH
	Data will be used to indicate relative performance and to target areas for intervention at the HC, District and Prov. Levels.  Data will be supplied to the VHC; The Dist leaders; the Provincial Governor and the MOH for action and support

	2. Number of supervision visits per district and health center
	HC reports to District then sent to NMCH


	Analyzed by the District, Province and NMCH
	Same as above

	3. % of District and health centers with MNCH micro plans completed
	HC reports to District then sent to NMCH


	Analyzed by the District, Province and NMCH
	Same as above

	4. Number of women receiving financial aid for assisted births
	Facilities and financial offices involved will report to district, province and NMCH Center and Dept. of Planning & Budget
	Analyzed by the District, Province and NMCH and Dept. of Planning and Budget
	Data will be used to determine if the financial scheme should be revised or expanded while NMCH analyses if coverage is increasing or not

	5. %. of villages that have improved vital statistics
	HC reports to District then sent to NMCH


	Analyzed by the District, Province and NMCH
	The new data received will be used for planning at local level and will be compared to national estimates to determine reliability of population denom.

	6. % of women of reproductive age  and in union using injections for family planning
	HC reports to District then sent to NMCH


	Analyzed by the District, Province, NMCH and Medical Supply/Equipment Dept.
	Data will be used to assess whether the project has contributed to women's increased use of contraceptives.  Injection was selected as a proxy for CPR (contraceptive prevalence rate) as it is feasible to collect data from health facilities, and it is also a second popular method of contraceptive following the pill. (LRHS 2005)

	Process
	
	
	

	1. % of districts and health centers with signed performance contract
	Districts, Provinces and Central level will collect the contracts
	Analyzed by the District, Province and NMCH and Dept. of Planning and Budget
	Contracts used as base for commitment and agreement to achieve agreed upon indicators

	2. No. of Guidelines for planning, supervision and death audits distributed for use
	Distribution records and supervision visit records 


	Analyzed by the District, Province and NMCH and Dept. of Planning and Budget
	Districts and Provinces will inform NMCH about need for guidelines and possible revisions to existing materials

	3. Number of HW receiving SBA/MNCH training
	HC reports to District and Province then sent to NMCH.  Also verify with attendance lists

	Analyzed by the District, Province and NMCH and Dept. of Planning and Budget/Human Resources section
	Districts and Provinces will inform NMCH  and Human Resources about need for training

	4. % of health centers with adequate supply of MNCH drugs &  equipment including contraceptives
	HC reports to District and Province then sent to NMCH.
	Analyzed by the District, Province and NMCH and Medical Supply/Equipment Dept.
	Data will be used by concerned depts. to consult with Medical Supply/Equipment to ensure timely and effective procurement, supply and distribution, and also facilitate the move towards more standardize and unified logistics systems

	5. Number of VHV and VL trained on vital stats collection /MNCH promotion
	HC reports to District and Province then sent to NMCH. Verify with attendance lists

	Analyzed by the District, Province and NMCH and Dept. of Statistics/MOH
	Districts and Provinces will inform NMCH  and Dept. of Statistics about need for training

	6. Number of meetings with VHV and Village committees
	HC reports to District and Province then sent to NMCH and District authorities plus meeting minutes

	Analyzed by the District, Province and NMCH and Dept. of Planning and Budget
	Meeting minutes will be analyzed by HC, District and Province to make changes and improve community participation at local level


To the applicant: section 6.5
· Please indicate if the Monitoring & Evaluation (M&E) system needs to be strengthened to measure the listed indicators and if so describe which areas of the M&E system specifically needs strengthening. (Table 6.5).  
Note: GAVI HSS resources may be used to strengthen the Health Information System itself. If the country chooses, the investment should be harmonised with the support from other donors (such as the Global Fund for AIDS, HIV and TB and others). Countries can seek GAVI HSS support for including relevant sex disaggregated data in their Health Information System. 
6.5: Strengthening M&E system
Monitoring and Evaluation needs to be strengthened throughout the Health Sector.  Information systems, where they exist, are fragmented and project or program based.  Few guidelines are used, there is no quality control and very poor use of data for management, evaluation or research.  The MOH, with the support of Development Partners, is undertaking extensive development work to address this deficiency and has just published  the National Health Information System Strategic Plan 2009-2015 (Annex 1.27 ), which is expected to accelerate the collective efforts to improve health management information system. The GAVI HSS Support Initiative will complement  these activities by improving collection, management and use of data at the District, Health Centre and Village levels; and promoting integration of information systems such as EPI, Family Planning and Commodity logistics and planning in the District level Coordination Meetings and in the Village level problem recognition and response meetings.  The GAVI HSS Support Initiative will explicitly improve capacity to collect basic demographic data at the village level in planned skills development and evaluation activities.

The information gathered will support evaluation and provide objective evidence of Initiative impacts and change in availability and quality of MNCH/EPI services.
To the applicant: section 6.6
· Please indicate if the GAVI HSS application includes elements of operational research that address some of the health systems barriers to better inform the decision making processes. (Table 6.6).
Note: GAVI HSS Support can be used for operational research such as analysis of reasons why populations are not able to access immunisation services (whether this be due to social, economic, political or gender), with overall equity in access being the ultimate goal. This funding could also be used to test/examine of specific strategies to see which might work best.
6.6: Operational Research
The GAVI HSS Support Initiative will support the implementation of existing Government Policies.  The importance of Operational Research is recognized.  However, at this stage it is not anticipated funds provided through this initiative will be used for operational research.

Section 7: Implementation Arrangements 

To the applicant: sections 7.1 and 7.2
· Please describe how the GAVI HSS support will be managed (Table 7.1).  Please also indicate the roles and responsibilities of all key partners in implementing the GAVI HSS support (Table 7.2).
Note: GAVI encourages countries to align the implementation arrangements for the GAVI HSS support with existing country mechanisms. Applicants are strongly discouraged from establishing a project management unit (PMU) for the GAVI HSS support. The establishment of PMUs will only be funded under exceptional circumstances, based on a strong rationale. 
7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Give details on the management costs and mechanisms (especially if a partner will be managing parts of the GAVI HSS proposal)


	Office supplies, communication, transportation, accounting and financial management, day-to-day administration.

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	At the time of drafting this proposal the individual is Dr. Prasongsidh BOUPHA, Deputy Director General of the Department of Planning and Budgeting, MOH.  



	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	The SWC mechanism is used to align the activities of the Development Partners to help achieve GOL and MOH objectives in general, and the GAVI HSS Initiative objectives specifically.



	Mechanism for coordinating GAVI HSS support with other health system strengthening activities and programs
	At the national level, the MOH Steering Committee, which also steers the SWC mechanism, will over-see the GAVI HSS and ongoing M&E activities.  This addresses coordination of activities within and between MOH programs.  

The SWC mechanism is used to align the activities of the Development Partners to in general to help achieve GOL and MOH objectives, and specifically to help achieve the objectives of the GAVI HSS Initiative.   

MOH plays a central role as a technical advisor to the Provincial Health Departments and the District Health Offices. The DHOs are the keys for actual implementation.

At the Provincial and District Levels, the GAVI HSS activities will be coordinated by the Department of Planning and Budgeting and the PHO.

At the District Level and sub-district levels, the coordination functions of the District  Health Administration Unit  will be strengthened as part of the GAVI HSS initiative



7.2: Roles and responsibilities of key partners (HSCC members and others)
To the applicant: section 7.3

Please provide information on the financial management of GAVI HSS support in table 7.3
Note: Applications will not be reviewed or approved by the Independent Review Committee (IRC) if the required documentation on the financial arrangements are not submitted together with the completed application form
Note: The GAVI Alliance adopted a Transparency and Accountability Policy (TAP) for cash-based support, including GAVI HSS support, which took effect as of 1 January 2009.

Note: The TAP policy outlines a set of minimum requirements for the financial management of GAVI HSS support: 

· Funding should be used for objectives stated within a proposal.

· Funds must be managed in a transparent manner, and accurate and verifiable financial reports should be provided on a regular basis, as specified by individual funding arrangements.

· Funds must be managed within accounts that meet national legal requirements for auditing, accounting and procurement.
Note: Besides the above minimum financial management requirements:

· Funds should be reflected in the national budget (be on budget).
· Funds should be additional to the government allocation to the health sector, as well as to the contributions of other partners: i.e. no funding should be diverted away from the health sector if HSS funds are received.
Note: It is also a GAVI Alliance requirement that all countries receiving HSS support will need to go through a GAVI Financial Management Assessments (FMA) prior to the release of the first years support.
	Title / Post

	Organisation
	HSCC member yes/no
	Roles and responsibilities of this partner in the GAVI HSS  implementation

	Minister of Health


	MOH
	Yes
	Chair of the MOH Steering Committee

Ministerial Oversight and personal support for the activities

	MOH Steering Committee Members (Vice-Ministers, seven Departmental Director Generals)
	MOH
	Yes
	Coordinating the activities on their own areas of responsibility within the MOH

	Dr Prasongsidh BOUPHA
	MOH
	Yes
	Deputy Director General of Planning & Budgeting Department,

National Director of GAVI HSS

Delegated responsibility by the Minister of Health for overall implementation of the GAVI HSS initiative; authorized to approved budget and expenditure of Department of Hygiene

	Director Department of Hygiene 
	MOH
	Yes 
	Responsible for administrative oversight of the initiative; reports to Steering Committee and SWG 

	Treatment Department
	MOH
	Yes 
	Responsible for administrative oversight of the initiative; reports to Steering Committee and SWG



	Dr. Soulivanh PHOLSENA
	MOH
	Yes
	Operational Executive Officer 

Assistant to the National Director of GAVI HSS  

	Director MNCH Centre
	MOH
	Yes
	Responsible for technical implementation of the initiative; reports to Department of Hygiene and the TWG

	Director EPI Centre
	MOH
	Yes
	Responsible for technical implementation of the initiative; reports to Department of Hygiene and the TWG

	Technical Team (Representatives from seven Departments and related vertical programs)   
	MOH
	No
	Responsible for activity implementations within their department responsibilities 

	PHO Deputy Director
	MOH
	No
	Provincial Executive Officer

Responsible for overall implementation and coordination of the GAVI HSS initiative within their province

	PHO Technical Team
	MOH
	No
	Supervision and facilitation of the activity implementation in the districts

	DHO Deputy Director
	MOH
	No
	Senior Officer in Charge

Responsible for overall implementation and coordination of the GAVI HSS initiative within their district

	DHO Administration Unit
	MOH
	No
	Implementation of activities within their district and sub-district (Health Centres and villages)

	WHO; JICA; ADB; WB; UNICEF/UNFPA nominated Representatives on Health Sector Working Group
	Development Partners
	Yes
	Coordinating the GAVI HSS initiative with their responsible program


7.3: Funding arrangements  
	Mechanism / procedure
	Status / Description

	Has a GAVI FMA been conducted: yes / no
	No


	When was the last FMA conducted: mm/yyyy


	N/A

	If yes: Has an Aide Memoire been signed: yes
 / no (Document Number.....)

	N/A

	If yes: Will the present  Aide Memoire govern the financial management of the GAVI HSS funds: yes / no

	N/A

	If no: Reasons for not following all the agreements in the last Aide Memoire 


	N/A

	Next FMA scheduled for: mm/yyyy


	N/A

	Has a joint financing mechanism been established for the health sector: yes / no

	Yes (N.B.: There is a joint financing mechanism for development including health and education related triggers.) (Poverty Reduction Support Operation,  Annex 1. 28)

	If yes: Will this joint financing mechanism be used for managing GAVI HSS funds: yes
 / no                             (Document Number.....)

	Yes

	If no: Reasons for not using the joint financing mechanism

	N/A


	Please provide a detailed description of the financing mechanism proposed for the management of GAVI HSS funds
 if all the agreements in the last Aide Memoire is not followed or a FMA has yet to be conducted.


	Government Channels will be used to channel funds. 

The MOH Bank account will be used to channel the money into Lao PDR.  To facilitate management and auditing, GAVI HSS Initiative expenditures will be recorded in a separate sub-account.  



	Title(s) of document(s) governing the annual budgeting process for the use GAVI HSS funds

(Document Number.....)
	Department of Planning and Finance transfers funds to MNCH Centre when expenditures have been approved by the Department of Hygiene; MNCH Centre distributes funds to Provinces, Districts and Health Centres based on approved funding requests; MNCH Centre approves funding of Village level expenses and allocates funds through districts for meetings.

	Title(s) of document(s) governing the financial management (accounting, recording and reporting) of the GAVI HSS funds
 

(Document Number.....)
	There will be three levels of responsibility for approving budget use:  DPF approves overall budgets on request by DH; DH approves budgets submitted by MNCH Centre;  MNCH prepares budgets for Project Activities, Provinces, Districts and Villages and submits to   DH.

Government Accounting Regulations, Ministerial Decision No.1301/MOF, 28 June 2002 (Annex 1.29 )
[Please note that the electronic file is only a beginning of the document.  The whole document will be forwarded to GAVI only by hard copy.]

	Title(s) of document(s) governing the audit of the GAVI HSS funds
 (Document Number.....)
	Disbursement of funds at the national level to the MNCH Centre will be authorised by Dr. Prasongsidh BOUPHA, Deputy Director General of the Department of Planning and Budgeting, MOH or his successor;
Disbursement of funds at the sub-national levels will be delegated MNCH Centre based on achievement of approved milestones and agreed expenditures documented activity budgets

Government Accounting Regulations, Ministerial Decision No.1301/MOF, 28 June 2002 (Annex 1.29 )
[Please note that the electronic file is only a beginning of the document.  The whole document will be forwarded to GAVI only by hard copy.]

	Frequency of internal audits planned for GAVI HSS funds?


	Internal Audit through the MOH audit procedures quarterly


	Frequency of external audit
 planned for GAVI HSS funds?


	External Audit by accredited external audit firm commissioned for and budgeted for in the GAVI HSS initiative at end of project



	Title(s) of document(s) governing procurement procedures for GAVI HSS funds

(Document Number.....)
	N/A  


To the applicant: section 7.4
· Please describe arrangements for reporting on the GAVI HSS funds, including the responsible Government Official who will be responsible for compiling the Annual Progress report (APR). 
Note: Implementation of GAVI HSS supported activities will be reported to the GAVI Alliance through the Annual Progress Report (APR). The report will provide information on progress in reaching targets set in the GAVI HSS Application Form.  The APR will also provide financial management information on the use of GAVI HSS funds.

Note: The deadline for the submission of the Annual Progress Report for the previous calendar year is 15 May of each year. All countries should submit an APR, even if the GAVI HSS support was received towards the end of the previous year.
7.4: Reporting arrangements

Financial Reporting

Health Centres will submit to Districts and District Administration Units will submit standard quarterly reports to the Provinces.  Provinces will submit a standard aggregate report to the MOH Department of Hygiene.  The Department of Hygiene will report Quarterly to the MOH Steering Committee and Annually to GAVI.  Reports will also be shared with the Provincial Governors and the District and Village Leadership.

MNCH/EPI Coordination Meetings

Record of meetings will be submitted to MNCH Centre and distributed to SWG and TWG members  with a final report to GAVI

MNCH/EPI Supply Requirements and Distribution
Reports to be prepared by MNCH Centre and Medical Equipment Supply Unit  and distributed to SWG and TWG members with copies to GAVI
Annual Progress Report will be drafted and submitted to the HSCC and SWG for approval and revision before final submission to GAVI each year.
To the applicant: section 7.5
· Please identify what technical assistance will be required during the life of GAVI HSS support, as well as the anticipated source of technical assistance if known (Table 7.5).

Note: The GAVI Alliance Secretariat can provide countries with one-time financial support to assist with the application process. The procedures for this support are described in the GAVI HSS Guidelines under Technical Support.
Note: Request for resources for technical support to implement and monitor the GAVI HSS support should be made using table 7.5 below.
7.5: Technical assistance requirements 
	Activities requiring technical assistance
	Anticipated duration
	Anticipated timing (year, quarter)
	Anticipated source (local, partner etc.)

	1. Health worker incentives and fee exemption for service users
	2010
	Q1 
	WHO, WB, ADB

	2. Support to development of guidelines e.g.  village vital stat collection
	2009
	Q3-Q4
	WHO, CDC and others

	3. Skilled Birth Attendance (SBA) and other training
	2009
	Q2-Q4
	UNFPA, WHO and others

	4. Planning and Supervision
	2009
	Q3-Q4
	JICA, WHO, UNICEF, UNFPA, LUX-DEV

	5. Support tot Health Management Information System (HMIS)
	2010
	Q1-Q4
	WHO, WB, ADB and others


Section 8: Budgeting and Funding for GAVI HSS supported activities
To the applicant: section 8.1
· Please prepare a budget for all major activities for the duration of the GAVI HSS support. Please add or delete rows / columns to give the right number of objectives, activities and years. (Table 8.1)
Note: Please ensure that all costs for the implementation of GAVI HSS support, including technical assistance, are included in the budget. Please convert all budget figures to US$ (at the current exchange rate), and ensure that GAVI deflators are used for future costs (see guidelines on the GAVI website: www.gavialliance.org). 
Note: The amount requested in table 8.1 should not exceed the amount specified in table 8.2.

Note: Management costs should be kept to a minimum. All management costs should be detailed in the budget and whether the management is through partners; including cost of having other partners responsible for managing part of the implementation of the GAVI supported activities. 
Note: Unit costs and calculations should be attached in a spreadsheet.
For each subsequent year, provide the estimated expenditure (using unit costs) for each activity. Please carefully check that the totals of columns (expenditure by year) are consistent with the totals by Row (for activity and SMART Objective). Calculation errors are a frequent source of delays, as the IRC will ask for clarifications
Ensure the total budget for the entire HSS proposal does not exceed the country allocation calculated in Section 8.2 below 
8.1: Budget for implementing GAVI HSS support[double check- excel sheet needed for unit cost and aggregation]
8.1: Budget for implementing GAVI HSS support

	Area for support

	
	Unit cost, if applicable
	Year 1 of implementation
	TOTAL COSTS

	
	
	2010
	

	Activity costs
	
	
	

	Objective 1
	
	
	

	Activity 1.1 Detailed Province and District MNCH planning
	$ 7 x 90 pers. x 5 days
	3,150
	3,150

	Activity 1.2 Objective oriented contract
	$ 82 x 36 dist/HCs
	2,952
	2,952

	Activity 1.3 Orientation workshops in districts & HC
	$ 20 x 100 pers. x 5 dist
	10,000
	10,000

	Activity 1.4 Supportive supervision & monitoring
	$220 x 144 visits
	31,680
	31,680

	Activity 1.5 Health Center support & training
	$180 x 5 districts x 4 times
	3,600
	3,600

	Activity 1.6 Coordinated & harmonized budget 
	$ 7x 25 pers. x 3 days x 7 prov/dist.
	3,675
	3,675

	Activity 1.7 Financial support for delivery & MNCH services 
	$ 35 x 2,000 births
	70,000
	70,000

	Activity 1.8 Case audits for maternal & child death 
	$ 100 x 150 deaths
	15,000
	15,000

	Activity 1.9 Annual progress review
	$ 50 x 80 pers. x 2 prov, $ 5 x 25 pers. x 2 prov.
	8,250
	8,250

	Objective 2
	
	
	

	Activity 2.1 Micro-plans for MNCH at districts & HC
	$ 7 x 4 staff x 5 days x 36 plans
	5,040
	5,040

	Activity 2.2 Home visits for ANC & PNC
	$ 20 x 4,000 visits
	80,000
	80,000

	Activity 2.3 Incentive for health care providers
	$ 5 x 100 staff x 31 HCs,      $ 100 x 10 staff x 5 DHs
	20,500
	20,500

	Activity 2.4 SBA & MNCH skills training
	$ 20 x 100 pers. x 15 days
	30,000
	30,000

	Activity 2.5 Interpersonal communication training
	$ 20 x 520 pers.
	10,400
	10,400

	Activity 2.6  Support supply and unified logistics of MNCH drugs and equipment including contraceptives
	$ 0
	 0
	 0

	Objective 3
	
	
	

	Activity 3.1 Training VHV & Village leaders for vital statistics
	$ 20 x 2 days x520  pers.
	20,800
	20,800

	Activity 3.2 Training VHV & committee members on promoting MNCH care
	$ 20 x 2 days x 260 pers.
	10,400
	10,400

	Activity 3.3 Support regular meetings of VHVs & commitee
	$ 100 x 31 meetings x 4 times
	12,400
	12,400

	Activity 3.4 Strengthen use of Child Health Day for remote villages
	$ 820 x 5 districts x 2 times
	8,200
	8,200

	Activity 3.5 Promoting births at health facilities & supporting complications 
	$ 120.00 x 270 complicated births
	32,400
	32,400

	Support costs
	
	
	

	Contingency (5%)
	
	18,992
	18,992

	Management costs
	$ 15,000 ext. audit

$ 12,000 adm. Cost
	27,000
	27,000

	M&E support costs
	$ 2,000 x 5 dist

$3,959 natl./prov. supervision
	13,959
	13,959

	Technical support (WHO, UNFPA, UNICEF, JICA)
	
	
	0

	TOTAL COSTS
	
	
	438,398


A table for detailed budget and workplan is attached separately (Table 2).
To the applicant: section 8.2
· Please calculate the amount of funds available per year from GAVI for the proposed GAVI HSS activities, based on the annual number of births and GNI per capita
 as follows (Table 8.2):

· If GNI < $365 per capita, country is eligible to receive up to $5 per new born
· If GNI > $365 per capita, country is eligible to receive up to $2.5 per new born
Note: The following example assumes the birth cohort in the year of GAVI application is 100,000, and gives the total fund allocations if the GNI < $365 per capita and if the GNI > $365 per capita.

Examples: GAVI HSS country allocation calculation (note these are examples only)
	GAVI HSS Allocation (GNI < $365 per capita)
	Allocation per year (US$)

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

	Birth cohort
	100,000
	102,000
	104,000
	106,000
	

	Allocation per newborn
	$5
	$5
	$5
	$5
	

	Annual allocation
	$500,000
	$510,000
	$520,000
	$530,000
	$2,060,000


	GAVI HSS Allocation (GNI > $365 per capita)
	Allocation per year (US$)

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

	Birth cohort
	100,000
	102,000
	104,000
	106,000
	

	Allocation per newborn
	$2.5
	$2.5
	$2.5
	$2.5
	

	Annual allocation
	$250,000
	$255,000
	$260,000
	$265,000
	$1,030,000


8.2: Calculation of GAVI HSS country allocation (this number should be consistent with data used in other GAVI applications and annual progress reports)
	GAVI HSS Allocation
	Allocation per year (US$)

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

	
	2010…
	20…
	20…
	20…
	20…
	20…
	

	Birth cohort (number)
	175,359
	
	
	
	
	
	

	Allocation per newborn ($)
	2.50
	
	
	
	
	
	

	Annual allocation ($)
	438,398
	
	
	
	
	
	


Birth cohort:  175,359
Source:
MOH Department of Panning & Finance Notice 2009
To the applicant: section 8.3
· Please summarize the overall available funding for the Heath System Strengthening efforts related to improving the immunization coverage and the coverage of other child health services. 
· Immediately following the table, please provide a concise explanation to demonstrate how the proposed GAVI HSS funding will be used to complement these existing and/or planned efforts to strengthen health systems capacity.

Note: GAVI HSS funds must be additional to the government’s health budget – and the funds should not displace resources allocated to the health sector. 
Note: Please specify the contributions from the Government, GAVI and the main funding partners or agencies. If there are more than four main contributors, please insert more rows. Please indicate the names of the partners in the table, and group together all remaining expected contributions.  Please indicate the source of the data (Public Expenditure Review, MTEF, donor reports etc).
8.3: Sources of all expected funding for health systems strengthening activities
	Funding Sources
	Allocation per year (US$)

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

	
	2010
	20…
	20…
	20…
	20…
	20…
	

	GAVI
	438,398
	
	
	
	
	
	

	Government 
	2,533,000
	
	
	
	
	
	

	Planning, Management, Training, Primary Health Care Development, MNCH Services

	Donor 1. ADB
	4,000,000
	
	
	
	
	
	

	Planning, Management, Training, Primary Health Care Development, MNCH Services

	Donor 2. Lux-Dev
	4,509,113
	
	
	
	
	
	

	Donor 3. World Bank
	3,219,182
	
	
	
	
	
	

	Planning, Management, Training, Primary Health Care Development, MNCH Services

	Total Other
	7,318,079
	
	
	
	
	
	

	TOTAL FUNDING
	22,017,772
	
	
	
	
	
	


Source of information on funding sources:
GAVI:
GAVI HSS Award
Government:
Official Gazette
Donor 1:
MOH ODA database
Donor 2:
MOH ODA database
Donor 3:
MOH ODA database
Total other:
MOH ODA database
To the applicant: section 8.4 
· Please provide a concise explanation to demonstrate how the proposed GAVI HSS funding will be used to complement these existing and/or planned efforts to strengthen health systems capacity.
8.4: Describe how GAVI HSS funding will complement other sources of HSS funding
Currently the MOH has three main priorities, which are:
· Reduction of maternal and child mortality through expansion of MNCH integrated services
· Strengthening human resources, especially for skilled birth attendants

· Reforming health financing system

The new GAVI HSS application addresses all three of these through advancing expansion of the new MNCH integrated package of services to five more districts and giving capacity to the central and provincial levels for directing expansion to other districts; providing training (including skilled birth attendants) to health workers, village health volunteers and village leaders; and the GAVI HSS stresses harmonization of existing budgets while at the same time attempting to provide equity for health financing by supporting a scheme for birth fee waivers and support for emergency transportation.
Section 9:  Terms and Conditions of GAVI Support

To the applicant:

· This Section sets out the terms and conditions for GAVI HSS support. By signing and endorsing this application form, you confirm you have read and agree to GAVI’s terms and conditions for HSS support. 
GAVI ALLIANCE

TERMS AND CONDITIONS

FUNDING USED SOLELY FOR APPROVED PROGRAMMES

The applicant country (“Country”) confirms that all funding provided by the GAVI Alliance for this application will be used and applied for the sole purpose of fulfilling the programme(s) described in this application .  Any significant change from the approved programme(s) must be reviewed and approved in advance by the GAVI Alliance.  All funding decisions for this application  are made at the discretion of the GAVI Alliance Board and are subject to IRC processes and the availability of funds. 

AMENDMENT TO THIS PROPOSAL

The Country will notify the GAVI Alliance in its Annual Progress Report if it wishes to propose any change to the programme(s) description in this application.  The GAVI Alliance will document any change approved by the GAVI Alliance, and this application will be amended.

RETURN OF FUNDS

The Country agrees to reimburse to the GAVI Alliance, all funding amounts that are not used for the programme(s) described in this application.   The country’s reimbursement must be in US dollars and be provided, unless otherwise decided by the GAVI Alliance, within sixty (60) days after the Country receives the GAVI Alliance’s request for a reimbursement and be paid to the account or accounts as directed by the GAVI Alliance.    

SUSPENSION/ TERMINATION

The GAVI Alliance may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in this application , or any GAVI Alliance-approved amendment to this application.  The GAVI Alliance retains the right to terminate its support to the Country for the programmes described in this application  if a misuse of GAVI Alliance funds is confirmed.

ANTICORRUPTION

The Country confirms that funds provided by the GAVI Alliance shall not be offered by the Country to any third person, nor will the Country seek in connection with this application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.

AUDITS AND RECORDS

The Country will conduct annual financial audits, and share these with the GAVI Alliance, as requested. The GAVI Alliance reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country. 

The Country will maintain accurate accounting records documenting how GAVI Alliance funds are used. The Country will maintain its accounting records in accordance with its government-approved accounting standards for at least three years after the date of last disbursement of GAVI Alliance funds.  If there is any claims of misuse of funds, Country will maintain such records until the audit findings are final.   The Country agrees not to assert any documentary privilege against the GAVI Alliance in connection with any audit. 

CONFIRMATION OF LEGAL VALIDITY 

The Country and the signatories for the government  confirm that this proposal is accurate and correct and forms a legally binding obligation on the Country, under the Country’s law, to perform the programmes described in this application .

CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARANCY AND ACCOUNTABILITY POLICY

The Country confirms that it is familiar with the GAVI Alliance Transparency and Accountability Policy (TAP) and will comply with its requirements. 

ARBITRATION

Any dispute between the Country and the GAVI Alliance arising out of or relating to this application that is not settled amicably within a reasonable period of time, will be submitted to arbitration at the request of either the GAVI Alliance or the Country. The arbitration will be conducted in accordance with the then-current UNCITRAL Arbitration Rules. The parties agree to be bound by the arbitration award, as the final adjudication of any such dispute. The place of arbitration will be Geneva, Switzerland. The language of the arbitration will be English. 

For any dispute for which the amount at issue is US$ 100,000 or less, there will be one arbitrator appointed by the GAVI Alliance.  For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: The GAVI Alliance and the Country will each appoint one arbitrator, and the two arbitrators so appointed will jointly appoint a third arbitrator who shall be the chairperson. 

The GAVI Alliance will not be liable to the Country for any claim or loss relating to the programmes described in this application , including without limitation, any financial loss, reliance claims, any harm to property, or personal injury or death.  Country is solely responsible for all aspects of managing and implementing the programmes described in this application.  

Section 10: Endorsement of the Application   
To the applicant: sections 4.1, 4.2, 4.3 and 4.4
· The GAVI HSS proposal cannot be reviewed without the necessary signatures and endorsement from the Minister of Health and Minister of Finance, the Chair and members of the Health Sector Coordinating Committee (HSCC)
· All HSCC members should sign the minutes of the meeting where the GAVI HSS application was endorsed. This should be submitted with the application and any issues identified during the meeting that may affect the proposal’s implementation or monitoring should be highlighted by HSCC members (numbered and listed in Annex 1). 

· Please give the name and contact details of the person for GAVI to contact if there are queries. 
Note: The signature of HSCC members represents their agreement with the information and plans provided in this application, as well as their support for the implementation of the plans. It does not imply any financial or legal commitment on the part of the partner agency or individual.

10.1: Government endorsement
The Government of Lao PDR 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.

Please note that this application will not be reviewed or approved by the Independent Review Committee without the signatures of both the Minister of Health & Finance or their delegated authority.
	Minister of Health:
	Minister of Finance:

	Name:
	Name:

	
	

	Signature:


	Signature:

	Date:
	Date:


10.2: Endorsement by Health Sector Coordination Committee (HSCC) or country equivalent

Members of the Health Sector Coordination Committee or equivalent endorsed this application at a meeting on ………21st August 2009…... ………...The signed minutes are attached as Annex 1.
	Chair of HSCC (or equivalent):
	

	Name: Dr. Bounfeng PHOUMMALAYSITH

	Post / Organisation: Deputy Director of Cabinet

	Signature:
	Date:


10.3: Government official to contact in case of programmatic enquiries:


Name: Dr. Prasongsidh BOUPHA
Title: Deputy Director General of Planning & Finance Department 


Tel No: (+856-21) 252 753
Address: Simuang Rd, Vientiane Capital, Laos

Fax No. (+856-21) 217 850

Email: adb2laos@loxinfo.co.th


10.4: Government official who is the focal point for overseeing the financial management of GAVI HSS funds:

Name: Dr. Khamphet MANIVONG 
Title: Director General of Planning & Finance Department

Tel No: (+856-21) 222 630
Address: Simuang Rd, Vientiane Capital, Laos

Fax No. (+856-21) 222 630

Email: khamphetm@yahoo.com


ANNEX 1 Documents Submitted in Support of the GAVI HSS Application and final checklist 
To the applicant:

· Please number and list in the table below all the documents submitted with this application. Please be consistent with the title and number of the background / supporting document when referring to it in the proposal.
Note: The Proposal and attachments must be submitted in English or French, and be accompanied with soft copies of the submitted documents.

	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration 
	Attachment Number

	National Health Sector Strategic Plan (or equivalent) and other MNCH related policies
	
	
	

	Vientiane Declaration
	Yes
	2006 -
	Annex 1.1

	Terms of Reference, SWC Mechanism for Health
	Yes
	2009
	Annex 1.2

	Health Strategy up to the Year 2000
	Yes
	2000-2020
	Annex 1.3

	6th National Socio-Economic Development Plan
	Yes
	2006-2010
	Annex 1.6

	6th Five-Year Health Sector Development Plan
	Yes
	2006-2010
	Annex 1.7

	Strategy and Planning Framework for the Integrated Package of Maternal Neonatal and Child Health Services
	Yes
	2007-2011
	Annex 1.9

	Directive of the President of Lao PDR to the Ministry of Health on Model Healthy Villages - Summary of Model Healthy Village Program
	Yes
	2008 - 2010
	Annex 1.10

	Skilled Birth Attendance Development Plan
	Yes
	2008 - 2012
	Annex 1.11

	National Reproductive Health Strategy
	Yes
	2005-
	Annex 1.12

	Child Survival Profile: Lao PDR
	Yes
	2007
	Annex 1.13

	National Health Information System Strategic Plan 
	Yes
	2009-2015
	Annex 1.27

	National Policy on Human Resources for Health
	Yes
	2009-
	Annex 1.30

	Review of Ongoing Health Financing Reform in Lao PDR and Challenges in Expanding the Current Social Protection Schemes
	Yes
	2008
	Annex 1.31

	cMYP
 


	
	
	

	Comprehensive Multi-Year Plan for the National Immunization Program
	Yes
	2007-2011
	Annex 1.8

	MTEF
 


	N/A
	
	

	PRSP8    

	
	
	

	National Growth and Poverty Eradication Strategy
	Yes
	1996-2020
	Annex 1.14

	Poverty Reduction Support Operation
	Yes
	2006-
	Annex 1.28 

	Recent Health Sector Assessment documents


	
	
	

	Assessment of Skilled Birth Attendance in Lao PDR
	Yes
	2008
	Annex 1.15

	Report of Assessment of MCH/EPI service synergies along life-course of mothers and children in Lao PDR
	Yes
	2008
	Annex 1.16

	2008 Lao PDR Data Quality Self Assessment (DQS) [PPT presentation]
	Yes
	2008
	Annex 1.17

	A Review of Expanded Programme on Immunization in Lao PDR
	Yes
	2006
	Annex 1.18

	Multi-Cluster Indicator Survey
	Yes
	2006
	Annex 1.19

	Lao Reproductive Health Survey
	Yes
	2005
	Annex 1.20

	HSCC minutes, signed by Chair of HSCC


	
	
	

	Minutes of EIP/MCH TWG
	Yes
	5 August 2009
	Annex 1.4

	Minutes of EIP/MCH TWG, with a list of participants
	Yes
	21 August 2009
	Annex 1.5

	Others –  MNCH/HSS support work by Development Partners

	
	
	

	Health System Development Project (ADB)
	Yes
	2007 - 2011
	Annex 1.21

	Health Services Improvement Project (World Bank)
	Yes
	2005 – 2010
	Annex 1.22

	Lao-Luxembourg health Initiatives support programme (Luxembourg)
	Yes
	2008-2012
	Annex 1.23

	Young Child Survival and Development program Summary (UNICEF)
	Yes
	2007-
	Annex 1.24

	First-line Health Care: The Integrated Community Health Centers  (Belgium)
	Yes
	2004-2007
	Annex 1.25

	Save the Children Australia
	Yes
	1991-2004
	Annex 1.26

	Others – Government financial regulations
	
	
	

	Government Accounting Regulations, Ministerial Decision No.1301/MOF, 28 June 2002
	Partial [Only index pages were sent in an electronic file. The whole document was sent by hard copy.]
	2002-
	Annex 1.29

	Others -  Tables and Figures (in separate files)
	
	
	

	Section 4.2. Health Systems Bottlenecks and GAVI HSS Objectives, Expected Results and Activities
	
	
	Table 1

	Section 5.3. Costed implementation plan for the first year of implementation
	
	
	Table 2

	Figure 1. Lao District map
	
	
	Figure 1

	Figure 2. Lao Incidence of Poverty map
	
	
	Figure 2

	Figure 3. Lao Density of Poverty map
	
	
	Figure 3


ANNEX 2 Banking Form  
[Attached in a separate file]
Note: It cannot be stressed enough that without a banking form that contains complete, accurate banking details (IBAN, SWIFT code, corresponding US bank and account details) it is impossible to transfer funds. Lack of full and correct information in this section WILL cause many unnecessary delays. This needs to be endorsed by UNICEF country representative on letter headed paper.
	GLOBAL ALLIANCE FOR VACCINES AND IMMUNISATION

	
	Banking  Form

	

	SECTION 1 (To be completed by payee)

	
	

	In accordance with the decision on financial support made by the Global Alliance for Vaccines and Immunisation dated . . . . . . . . . . . ,  the Government of . . . . . . . . . . . . . . . . . . . 

hereby requests that a payment be made, via electronic bank transfer, as detailed below:



	Name of Institution:

(Account Holder)
	BANQUE POUR LE COMMERCE EXTERIEUR LAO

	Address:
	

	
	No.1 Pangkhan Street, Box 2925 Vientiane – Lao PDR

	
	

	City – Country:
	LAO PDR

	Telephone No.:
	(856-21) 213 200
	Fax No.: 
	(856-21) 218 976

	Amount in USD:  
	(To be filled in by GAVI Secretariat)
	Currency of the bank account:
	USD

	For credit to:       Bank account’s title
	010.9.11.01.00100

	Bank account No.:
	MINISTRY OF HEALTH

	At:                    Bank’s name
	BANQUE POUR LE COMMERCE EXTERIEUR LAO 

	Is the bank account exclusively to be used by this program?
	YES  (   )    NO   ( X )

	By whom is the account audited?
	State Audit Authority

	Signature of Government’s authorizing official:



	
Name:
	
	Seal:



	Title:
	
	

	Signature:
	
	

	Date:
	
	

	
	
	


	SECTION 2 (To be completed by the Bank) 

	

	FINANCIAL INSTITUTION
	CORRESPONDENT BANK 

(In the United States)

	Bank Name:
	BANQUE POUR LE COMMERCE EXTERIEUR LAO
	

	Branch Name:
	HEAD OFFICE
	

	Address:


	No.1 Pangkhan Street, Box 2925 – 
	

	
	Vientiane
	

	City – Country:
	Lao PDR
	

	
	
	

	Swift code:
	COEBLALA
	

	Sort code:
	
	

	ABA No.:
	
	

	Telephone No.:
	(856-21) 213200
	

	Fax No.:
	(856-21) 218 976
	

	
	
	

	I certify that the account No. . . . . 010.9.11.01.00100... Is held by (Institution name) . . . . . . . . MINISTRY OF HEALTH . . . . . . . . . . at this banking institution.
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6th National Socio-Economic Development Plan 2006-10 (Annex 1.6);


6th Five-Year Health Sector Development Plan 2006-10 (Annex 1.7);


Comprehensive Multi-Year Plan for the National Immunization Program 2007-2011 (Annex 1.8);


Strategy and Planning Framework for the Integrated Package of Maternal Neonatal and Child Health Services 2009-2015 (Annex 1.9) ; and


Directive of the President Lao PDR to the Ministry of Health on Model Healthy Villages, January 2008 (Annex 1.10).





Develop a nation-wide health delivery service that is fair and equal according to gender, age, social rank, tradition, religion, ethnicity, and geographic location; 


 Provide basic health services that respond to the peoples’ needs and expectations and that gain peoples’ trust; and 


Achieve substantial improvement in peoples’ health status, especially of the poor people. 








The objectives of these goals are to:


Reduce the incidence of diseases including communicable diseases such as diarrhoea, malaria, dengue fever, tuberculosis, lepros ; 


Reduce maternal and child mortality rates; and 


Provide health care services and enable people to access high quality medical services.








Information, Education and Communication (IEC)


Expansion of the Rural Health Service Network


Upgrading the Capacity of Health Workers


Maternal and Child Health Promotion


Immunisation


Water Supply and Environmental Health


Communicable Disease Control


HIV/AIDS/STD Control


Village Drug Revolving Fund Development


Food and Drug Safety


Promotion of Collaboration/Complimentarity between Traditional and Modern Medicine 


Strengthen Financial Sustainability of the Health Sector








Other important policies, regulations and assessments in relation to MNCH/EPI are as follows:





Skilled Birth Attendance Development Plan 2008 -2012 (Annex 1.11)


National Population and Development Policy, 2006 


National Reproductive Health Strategy, January 2005 (Annex 1.12)


Child Survival Profile: Lao PDR, 2007 (Annex 1.13)


The Provincial Report of the Lao Reproductive Health Survey 2005


Regulation on Maternal and Child Health, 2005








Support the NSEDP6 by 2010 paying specific attention to reduction of poverty in 47 poor districts and to move Lao PDR from Least Developed Country status by 2020; 


Achieve Millennium Development Goals by 2015 with particular emphasis on reduction of maternal and infant mortality rates (MDG 4 and 5) 


Expand Primary Health Care 


Undertake health system reform and strengthening and 


Contribute to achievement of the objectives of the 2020 Health Master Plan.








Up-grading health care at the village level a Healthy Model Village concept based on delivery of priority Primary Health Care (with functions, services and priorities yet to be defined)


integration of the delivery of health services and programs as a core activity, in space, in time and in terms of effectiveness; 


Immunization (EPI), the core and central activity; 


MCH activities as a top priority including safe motherhood package and child survival package; 


Other PHC developments including: Water and Sanitation, drug revolving funds and traditional medicine 


Reorganization of services: Central level normative centralization and executive decentralization; Province level strategic unit; District level planning and financing unit ; Health center or village implementing unit; Village action focal point Family, schools and High risk group in family: mother and child. 


Continuous provision of fixed site preventive and curative care at health centers, district, provincial, central hospitals; 


At least 4 rounds of outreach integrated activities during the dry season 


Improve Efficiency: Avoid duplication; Increase strong impacts of health; Diminish personnel and financial needs; increase productivity; Increase team spirit; Allow more participation, more control; results focus. 














Strengthening leadership and governance for MNCH;


Develop financing mechanism for increasing access to MNCH services; 


Improve health information for better planning, monitoring and evaluation of MNCH and related services; 


Strengthening the delivery of MNCH services;


Develop sufficient and skilled health workforce for the provision of MNCH integrated services


Improve the management of medical products and technology for MNCH services


Create a supportive environment for the involvement of individuals, families and communities in MNCH


Develop community participation mechanisms for better MNCH











To increase Primary Health Care services coverage in target zones of focal points for development to become healthy model villages


To strengthen District Health Systems and Health Centres in order to be able to manage grass root level operations


To Strengthen the community to be aware of their own health promotion








Strategies: 


Focus on villages as the implementing unit;


Focus on disadvantaged populations in the districts, including ethnic groups and women and children in poor remote areas;


Strengthening of Primary Health Care ;


Strategic Development according to the Model Healthy Village concept.

















Strengthening District and Health centre staff capacity to be able to manage and advise the development of model healthy village at grass root level. 


Strengthening manager and technical staff capacity and village health workers for implementing 8 PHC components





Diagram 2





Diagram 1.





Increasing access to Health Education (Wash hands, cook food and use latrines


Clean water-environmental sanitation (Access to improved Water and Latrines, Waste Management, remove animals from under the house)


Nutrition (Iodized salt, Vitamin A and Iron supplements and De-worming)


Immunization for Children and Women in Reproductive Age for Measles and Tetanus


Mother and Child Health (IMCI through family Planning/STD & HIV prevention, at least 3 Antenatal visits Deliveries by skilled birth attendants and referral to health facility if complications & receive at least 1 post natal care; Child health and newborn care and breast feeding)


Control of Common Diseases (Malaria, Dengue, Gastro-Enteritis and Acute Respiratory Infections)


Primary Care


Drug Revolving Fund (DRF) Village Drug Kits and increasing use of Traditional Medicine














Strengthening head of the community capacity for development


Advocacy and establishing community activities in order to be involved in developing the Model Healthy Village.











� National Census 2005.


� The MDG targets for Lao PDR by the year 2015 are: Maternal Mortality Rate = 260 per 100,000 live births (MDG 5), Under-five mortaliy = 55 per 1,000 live births (MDG 4), IMR = 45 per 1,000 live births (MDG 4), and Reduce prevalence of malnourished under-five children by one quarter between 2005 and 2010 (MDG 1).  (Source : MNCH Strategy)


� Millennium Development Goals Progress Report: Lao PDR, 2008.


� Report on Assessment of MCH/EPI service synergies along life-course of mothers and children in Lao PDR. September 2007 – January 2008. The study was conducted in Sayaboury, Vientiane, Savannaketh and Saravan Provinces.


� National Census 2005.


� The MNCH integrated package of services are composed of: Non-pregnancy Reproductive Health care, Pregnancy care (at least 4 routine antenatal care visits), Newborn care, Postnatal care, and Child health care (MNCH Strategy, pp.13-14.)


� Strategy and Planning Framework for the Integrated Package of Maternal Neonatal and Child Health Services 2009-2015, p.38.


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





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


� National Census 2005.


� The MDG targets for Lao PDR by the year 2015 are: Maternal Mortality Rate = 260 per 100,000 live births (MDG 5), Under-five mortaliy = 55 per 1,000 live births (MDG 4), IMR = 45 per 1,000 live births (MDG 4), and Reduce prevalence of malnourished under-five children by one quarter between 2005 and 2010 (MDG 1).  (Source : MNCH Strategy)


� Millennium Development Goals Progress Report: Lao PDR, 2008.


� Within the last 3 years.


� The Project covers 8 provinces: Special Region Xaisomboun, Bolikhamxai, Khammouane, Savannakhet, Champasak, Salavan, Sekong and Attapu.


� Strategic Plan for Strengthening Health Systems in the WHO Western Pacific Region, WHO WPRO, 2008.


� The World Health Report 2008, Primary Health Care: Now More Than Ever, WHO, 2008.


� Skilled Birth Attendance Development Plan, Lao PDR 2008-2012. Revised February 2009. Page 54-55.


� If number of districts is provided than the total number of districts in the country must also be provided.


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


� Important for easy accessing and cross referencing


� Please summit a copy of the Aide Memoire


� Please summit a copy of the agreement/memorandum of understanding, which governs the joint financing mechanism and a copy of the document which describes how the joint financing mechanism is currently functioning.


� Please note that the mechanism selected must comply with the minimum requirements of GAVI’s Transparency & Accountability Policy


� Please summit a copy of the procedures and legislation, which applies to the annual budgeting process for the use of GAVI HSS funds and documentation, which describes how the budgeting process for GAVI HSS funds would be conducted


� Please summit a copy of the procedures, which apply to the financial management (accounting, recording and reporting) of GAVI HSS funds and documentation, which describes how the financial management of GAVI HSS funds would be functioning.


� Please summit a copy of the procedures, which apply to the external audit of GAVI HSS funds and documentation, which describes how the external audit of GAVI HSS funds would be conducted


� “External audit” defined as the audit conducted by the Government’s Supreme Auditing Agency.


� Please summit a copy of the procurement  procedures for GAVI HSS funds and documentation, which describes how the procurement would be processed


� See GAVI HSS Guidelines for countries respective funding levels under Allocation


� National Policy on Human Resources for Health, MOH, 2009 (Annex 1.30)


� Review of Ongoing Health Financing Reform in Lao PDR and Challenges in Expanding the Current Social Protection Schemes, 2008 (Annex 1. 31)


� If available – and if not, the National Immunisation Plan plus Financial Sustainability Plan


� if available please forward the pages relevant to Health Systems Strengthening and this GAVI HSS application





�NEEDS TO BE DOUBLECHECKED
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This is a proposed framework by WHO










