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Global Alliance for Vaccines and Immunization (GAVI Alliance)

APPLICATION FORM FOR COUNTRY PROPOSAL: PHASE 2

For Support to the Ministry of Health and Social Welfare of the Government of Liberia for 

Health Systems Strengthening Support (HSS)
1 March 2007

This document is accompanied by an electronic copy on CD for your convenience. 

Please return a copy of the CD with the original, signed hard-copy of the document to:

GAVI Secrétariat; c/o UNICEF, Palais des Nations, 1211 Genève 10, Switzerland.

All documents and attachments must be in English or French.

Please direct any enquiries to: Enquiries to: Dr Julian Lob-Levyt, jloblevyt@unicef.org or representatives of a GAVI partner agency.  All document and attachments must be in English or French.
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1. Executive Summary

The civil crisis that raged in the country between 1989, 1997 and 2000-2003 had a most devastating effect on the functioning and performance of the health sector. Public spending for health dropped from 10.2% of the National Budget in 1981 to 5.6% in 1990 and virtually zero in 1996. In 1997, the Government of Liberia spent a total of US$737,500 on health, which accounted for about 5.1% of public spending. The new Government of Liberia has allocated in 2006, 8% for health out of the U$129 million annual Government budget for 2006-2007. The total health budget as a proportion of Gross Domestic Product (GDP) falls significantly below the 15% stipulated by the Heads of States of the African Union.

Liberia remains among the countries in Africa with the highest infant and under-five mortality rates of 157 and 235 per 1,000 live births respectively (UNICEF 2006). The Food Security & Nutrition Survey and health sector rapid assessment conducted in 2006 shows that the prevailing endemic diseases of malaria, acute respiratory infections, diarrhoea exacerbated by malnutrition are the main causes of infant and childhood morbidity and mortality in Liberia.
Liberia lacked post conflict base line health information to define national priority goals, objectives and targets to use for revision of the national health policy and for development of strategic health plan leading to sustainable development of the health sector and to fully operationalize International and Regional Goals and targets. To this end the Ministry of Health of the Government of Liberia has conducted a rapid health assessment in April 2006 and identified gaps in health interventions (delivery of services), human development for health, health systems management, Health financing, Health Infra-structure and coordination of stakeholders in health. The rapid health sector assessment was validated by all health stakeholders and strategic recommendations were made for each component. Based on the gaps identified and recommendations made a draft National Health Policy and National Health and Social Welfare Plans were developed in consultations with all stakeholders (both document are attached).     
The purpose of the proposal document is to submit the Ministry of Health and Social Welfare (MOHSW), of the Government of Liberia’s request to GAVI for Health Systems Strengthening Support (HSS) within the renewed GAVI Phase 2 commitment for 2007-2010 in line with the National health and Social welfare Plan 2007 – 2011 and the end of cMYP 2010. The main goal  the proposal is to promote the health of children and women by implementing plans to significantly reduce infant, childhood and maternal mortality and morbidity aimed at reaching the MDGs. The objectives are 1) to implement BPHS with child survival as an entry point; 2) to link health services with the community by expanding community-based workforce; and 3) to strengthen evidence-based management of primary health care service provision by managing BPHS with emphasis on community-based health services. The request for GAVI HSS support which falls entirely within the context of the National Health Policy and National Health and Social Welfare Plan, includes specifically the strengthening of primary health care services through the development and implementation of Basic Package of Health Services (BPHS), with child survival package as an entry point for operationilizing the plan, increased population access to health services and evidence based management of primary health care service provision; human resources development for health through expansion of community-based health workers, and development and use of a strategy to ensure better use and manage of existing community health workers at the county level to offer integrated BPHS.    
In order to operationalize part of the three main components of the national health policy and plan where GAVI HSS funds will be used, 18 action points and 22 activities have been identified to be delivered between July 2007 and June 2008 in line with the Government Planning and Budgeting cycle as the GAVI HSS support will be synchronized with it. The main indicators for measuring progress of implementation of activities remain the coverage: DTP3 in 2007 followed by the Pentavalent vaccine starting 2008, measles vaccine coverage and the use of Insecticide Treated Nets (ITNs) by under five year old children. The indicators will be reviewed by the HSCC and ICC annually.   

The total amount requested for the GAVI HSS support for one year i.e for the fiscal year July 2007-June 2008 is US$ 1,022.380 out of the total allocation of U$ 4,089,520 for Liberia, as the Government has synchronized the HSS proposal with the Government planning and budgeting cycle. However, the activities of the HSS will end in June 2011 in line with the Government planning and budgeting cycle as the initial HSS implementation is expected to start in July, 2007, though the EPI cMYP ends at the end of 2010. 
The proposal has been developed through an interactive and inclusive process of partners addressing identified gaps and within the priorities of the national health policy and plan, led by the Deputy Minister of Planning, Research and Development of the MOHSW and the Chief Medical Officer/deputy Minister for Preventive and Curative Services of the MOHSW. The proposal is reviewed and endorsed by the National Health Sector Coordination Committee and the ICC as per the GAVI guidelines. 
The HSS budget is expected to be adjusted in line with the outcome of the review. Progress report will be sent to GAVI using the GAVI Annual Progress Reporting Format as per the GAVI requirement.  
2. Signatures of the Government and National Coordinating Bodies 
Government and the Health Sector Coordination Committee 
The Government of Liberia commits itself to developing national immunization services on a sustainable basis in accordance with the multi-year plan presented with this document. 
Districts’ performance on immunization will be reviewed annually through a transparent monitoring system. The Government requests that the Alliance and its partners contribute financial and technical assistance to support immunization of children as outlined in this application.

	Ministry of Health:
	Ministry of Finance:

	
	

	Signature:

	Signature:


	Title:    Minister of Health & Social Welfare
	Title:  Minister of Finance

	Date:
27 February 2007
	Date: 27 February 2007


National Coordinating Body: Health Sector Coordination Committee:

We, the members of the National Coordinating Body, the Health Sector Coordination Committee (HSCC) met on the 27 February, 2007 to review this proposal.  At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.  

· The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: 1
	Agency/Organisation
	Name/Title
	Signature

	MOHSW
	Dr. W. T Gwenigale, Minister of Health and Social Welfare
	

	Ministry of Finance 
	Ms. Antoinette Sayeh, Minister of Finance
	

	Ministry of Planning and Economic Affairs 
	Mr. Togar G. Mcintosh, Minister of Planning and Economic Affairs
	

	Ministry of Internal Affairs  
	Mr. Ambulai Johnson, Minister of Internal Affairs
	

	WHO 
	Dr. Eugene Nyarko, WHO Representative
	

	UNICEF
	Ms. Rozanne Chorlton, UNICEF Representative
	

	UNFPA
	Ms. Rose Gakuba, UNFPA Representative
	

	USAID
	Dr. Wilbur Thomas, USAID Country Director
	

	NGO Coordinator
	Ms. Susan Grant, Safe the Children UK-Country Director
	

	
	
	


In case the GAVI Secretariat has queries on this submission, please contact:

	Name: Dr. S.Tornorlah Varpilah
	Title: Deputy Minister for Planning, Research and Development 

	
	

	Tel No.: +231-6519765

	Address: Ministry of Health and Social Welfare Capitol Bypass, Monrovia, Liberia

	
	

	Email: stvarpilah@yahoo.com
	



The GAVI Secretariat is unable to return submitted documents and attachments to individual countries.  Unless otherwise specified, documents may be shared with the GAVI partners and collaborators.

Government and the Inter-Agency Coordinating Committee for Immunization 
The Government of Liberia commits itself to developing national immunization services on a sustainable basis in accordance with the multi-year plan presented with this document. 

Districts’ performance on immunization will be reviewed annually through a transparent monitoring system. The Government requests that the Alliance and its partners contribute financial and technical assistance to support immunization of children as outlined in this application.

	Ministry of Health:
	Ministry of Finance:

	
	

	Signature:

	Signature:


	
	

	Title: Minister of Health and Social Welfare
	Title:
Minister of Finance

	
	

	Date: 27 February, 2007
	Date: 27 February, 2007


National Coordinating Body: Inter-Agency Coordinating Committee for Immunization:

We, the members of the ICC met on the 27 February, 2007 to review this proposal.  At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.  

· The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: 1
	Agency/Organisation
	Name/Title
	

	Ministry of Health and Social Welfare
	Dr. Walter T. Gwenigale, Minister of Health and Social Welfare
	Signature

	Ministry of Finance
	Ms. Antoinette Sayeh, Minister of Finance
	

	Ministry of Planning and Economic Affairs
	Mr. Togar G. Mcintosh, Minister of Planning and Economic Affairs
	

	Ministry of Internal Affairs
	Mr. Ambulai Johnson, Minister of Internal Affairs
	

	World Health Organization
	Dr. Eugene Nyarko, WHO Representative
	

	United Nations Children’s Fund
	Ms.Rozanne Chorlton, UNICEF Representative
	

	United States Agency for International Development
	Dr. Wilbur Thomas, USAID Country Director
	

	Rotary International
	Mr. David Vinton, RI Coordinator
	


In case the GAVI Secretariat has queries on this submission, please contact:

	Name: Dr. Mohammed Sankoh
	Title: ICC Secretary and EPI Programme Manager

	
	

	Tel No.: +231-6528882
	Address: Ministry of Health and Social Welfare

	
	Capitol Bypass, Monrovia, Liberia

	Email: sankohmohammed@yahoo.com
	


The GAVI Secretariat is unable to return submitted documents and attachments to individual countries.  Unless otherwise specified, documents may be shared with the GAVI partners and collaborators.

The Inter-Agency Coordinating Committee for Immunization

Agencies and partners (including development partners, NGOs and Research Institutions) that are supporting immunization services are co-ordinated and organised through an inter-agency coordinating mechanism (ICC).  The ICC is responsible for coordinating and guiding the use of the GAVI ISS support.  The following is information about the ICC in Liberia.

Profile of the ICC:
	Name of the ICC: The Inter-agency Coordinating Committee for Immunization

	Date of constitution of the current ICC: 1999

	Organisational structure (e.g., sub-committee, stand-alone): The ICC has a Technical Coordinating Committee

	Frequency of meetings: Quarterly

	Composition:

	Function
	Title / Organization
	Name

	Chair


	Minister of Health and Social Welfare/ MOHSW 
	Dr. Walter T. Gwenigale

	Secretary
	EPI Programme Manager/MOHSW
	Dr. Mohammed Sankoh

	Members
	· Minister of Health & Social Welfare

· Minister of Finance/MOF 

· Minister of Planning and Economic Affairs/MPEA

· Minister of Internal Affairs/MIA

· Minister of Information, Culture and Tourism/MICAT 

· WHO Representative/WHO

· UNICEF Representative/UNICEF
· Humanitarian Coordinator/UN

· USAID Country Director/USAID
· Rotary International Coordinator/RI
· World Bank Representative/ Programme Manager/WB
· EU Charge d’Affaires/EU

	· Dr. W. T Gwenigale
· Ms. Antoinette Sayeh

· Mr. Toga G. McIntosh
· Mr. Ambulai Johnson 
· Dr Lawrence Bropleh
· Dr. Eugene Nyarko
· Ms, Rozanne Chorlton
· Mr. Jordan Ryan 
· Dr. Wilbur Thomas
·       Mr. David Vinton
·       Mr. Luigi Giovini
·      Mr. Geremi JeanTunnauitte


	
	
	


Major functions and responsibilities of the ICC:
1.  To foster solid partnership by coordinating all inputs and resources from inside and outside the

     country in order to maximize resources for child survival and development.

2.  To review EPI policy and strategy

3.  To deliberate EPI technical, social mobilization and educational issues

4.  To review and endorse EPI comprehensive multi year plans, work plans and budgets
5.  To mobilize resources from within the country and externally for use by EPI programme
6.  To enhance transparency and accountability by reviewing use of funds and other resources at
     regular intervals
7.  To strengthen management and authority of the national EPI programme
8.  To support and encourage information sharing and feedback at all levels of implementation and

     among all partners within and outside the country.
Three major strategies to enhance the ICC’s role and functions in the next 12 months:
1. To include ICC members in the annual review of the EPI programme.  
2. To ensure high level political commitment of the EPI programmes by briefing the president of 

    Liberia on child survival and development;

3. To organize quarterly meetings of ICC members with key stakeholders to review status of child survival and mobilize resources for the EPI programme
3. Immunization Programme Data
Please complete the immunization fact sheet below, using data from available sources.

Immunization Fact Sheet

Table 1: Basic facts for the year 2006 (most recent; specify dates of data provided)
	
	Figure
	Date
	Source

	Total population
	3 383 550
	1/1/2006
	Derived from estimated national population of 2005. Ministry of Planning and Economic Affairs

	Infant mortality rate (per 1000)
	157/1000
	01/07/2006
	UNICEF & WHO estimates Immunization Summary 2006

	Surviving Infants*
	142 617
	1/1/2006
	Ministry of Planning and Economic Affairs

	GNI per capita (US$)
	170 $US
	Nov. 2006
	Ministry of Finance

WB 2006 Aide Mémoire

	Percentage of GDP allocated to Health
	8%
	July 2006
	Ministry of Finance

	Percentage of Government expenditure on Health
	6%
	2006
	Ministry of Finance


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

Table 2: Trends of immunization coverage and disease burden 

(as per last two annual WHO/UNICEF Joint Reporting Form on Vaccine Preventable Diseases)

	Trends of immunization coverage (in percentage)
	Vaccine preventable disease burden

	Vaccine
	Reported
	Survey
	Disease
	Number of reported cases

	
	2004 
	2005
	2004
	20..
	
	2004
	2005

	BCG
	60
	82
	69
	
	Tuberculosis*
	NA
	NA

	DTP


	DTP1
	48
	92
	65
	
	Diphtheria
	NA
	NA

	
	DTP3
	31
	87
	27
	
	Pertussis
	NA
	NA

	Polio 3
	33
	77
	52
	
	Polio
	32 AFPs 
(0 confirmed) 
	56 AFPs
(0 confirmed) 

	Measles (first dose)
	42
	94
	41
	
	Measles
	21 suspected
 (3 confirmed)
	8 suspected 
(1 confirmed) 

	TT2+ (Pregnant women)
	29
	72
	21
	
	NN Tetanus
	1
	13

	Hib3
	
	
	
	
	Hib **
	NA
	NA

	Yellow Fever
	13
	89
	34
	
	Yellow fever
	89 suspected 
(4 confirmed)
	41 suspected 
(0 confirmed) 

	HepB3
	
	
	
	
	hepB sero-prevalence* 
	NA
	NA

	Vit A supplement


	Mothers                               (<6 weeks post-delivery)
	17
	25
	
	
	
	
	

	
	Infants                             (>6 months)
	28
	75
	86
	
	
	
	


* If available ** Note: JRF asks for Hib meningitis

If survey data is included in the table above, please indicate the years the surveys were conducted, the full title and if available, the age groups the data refers to:

EPI Cluster Survey was conducted in June 2005 covering children 12-23 months

Comprehensive Multi-Year Immunization Plan

· A complete copy (with an executive summary) of the Comprehensive Multi-Year Plan for Immunization is attached, as DOCUMENT NUMBER: 2
The following tables record the relevant data contained in the cMYP, indicating the relevant pages.

Table 3: Current Vaccination Schedule: Traditional, New Vaccines and Vitamin A Supplement

(cMYP pages 30-31 service deliver: Please refer to the WHO-UNICEF Joint reporting Form for 2005)
	Vaccine 

(do not use trade name)
	Ages of administration                

(by routine immunization services)
	Indicate by an “x” if given in:
	Comments

	
	
	Entire country
	Only part of the country
	

	BCG
	At birth to <12 months
	X
	
	

	DPT
	At 6, 10, 14 weeks 
	X
	
	

	OPV
	At birth, 6, 10 14 weeks
	X
	
	

	Measles
	At 9 months
	X
	
	

	TT
	Pregnant and WCBA
	X
	
	

	Yellow fever
	At 9 months
	X
	
	

	Vitamin A
	Infants >6 to <12 and Post partum 
	X
	
	


Summary of major action points and timeframe for improving immunization coverage identified in the cMYP 

	Major Action Points (cMYP pages 27-29)

	Timeframe

	1. To ensure the availability of required cold chain and logistic systems at all levels by 2010
	2006-2010


	2. To ensure no stock-outs of vaccines and immunization supplies nationally by 2007 to 2010. 
	2006-2010


	3. To ensure the security of vaccine supplies and to increase financial sustainability of the programme

	2007 and beyond
(Liberia as post conflict country the increment will be by 5% starting from 2007 for operational funds and 2008 for vaccines)

	4.To offer a minimum integrated basic health package at all levels in line with national policy
	2006-2007


	5.To build capacity of health workers to implement policies and ensure the use of quality vaccines and safe immunization practices by 2010
	2006-2010


	6. To improve organization of immunization services to guarantee sustainable and equitable immunization for every child by 2010  
	2006-2010

	7. To improve the national surveillance system in line with the global goals by 2010
	2006-2010


Table 4: Baseline and annual targets (cMYP pages 24-26).
	Number
	Baseline and targets

	
	Base-year
	Year of GAVI application
	Year 1 of program
	Year 2 of program 
	Year 3 of program
	Year 4 of program
	Year 5 of
Program

	
	2005
	2007
	2007
	2008
	2009
	2010
	

	Births
	164 250
	173 914
	173 914
	178 784
	183 790 
	188 936
	

	Infants’ deaths
	29 565
	27 305
	27 305
	28 069
	27 017
	27 774
	

	Surviving infants
	131 400
	146 610
	146 610
	150 715
	156 773
	161 163
	

	Pregnant women
	164 250
	173 914
	173 914
	178 784
	183 790
	188 936
	

	Infants vaccinated with BCG 
	134 993
	160 001
	160 001
	168 057
	176 438
	181379
	

	BCG coverage*
	82%
	92%
	92%
	94%
	96%
	96%
	

	Infants vaccinated with OPV3 
	101 278
	131 949
	131 949
	135644
	144231
	148270
	

	OPV3 coverage**
	77
	90%
	90%
	90%
	92%
	92%
	

	Infants vaccinated with DTP3*** 
	114 572
	131 949
	131 949
	135644
	144231
	148270
	

	DTP3 Coverage**
	87%
	90%
	90%
	90%
	92%
	92%
	

	Infants vaccinated with DTP1***
	121 369
	134 881
	134 881
	141672
	150502
	154716
	

	Wastage
 rate in base-year and planned thereafter
	15
	10
	10
	10%
	10%
	10%
	

	Infants vaccinated with 1st dose of Yellow Fever 
	116 649
	129 017
	129 017
	132629
	141096
	145047
	

	Wastage1 rate in base-year and planned thereafter 
	15
	10
	10
	10
	10
	10
	

	Infants vaccinated with Measles 
	123 641
	129 017
	129 017
	132629
	141096
	145047
	

	Measles coverage**
	94%
	88%
	88%
	88%
	90%
	90%
	

	Pregnant women vaccinated with TT+ 
	118 055
	121 740
	121 740
	134088
	147032
	151149
	

	TT+ coverage****
	72%
	70%
	70%
	75%
	80%
	80%
	

	Vit A supplement (targets only)
	Mothers 

(<6 weeks from delivery)
	25%
	35%
	35%
	35%
	40%
	40%
	

	
	Infants  (>6 months
	75%
	80%
	80%
	80%
	85%
	85%
	


       *  Number of infants vaccinated out  of total births 


       **  Number of infants vaccinated out of surviving infants
       ***  Indicate total number of children vaccinated with either DTP alone or combined

       **** Number of pregnant women vaccinated with TT+ out of total pregnant women


Please indicate the method used for calculating TT coverage:

Number of pregnant women vaccinated with TT+ out of total pregnant women
Table 5: Estimate of annual DTP drop out rates

	Number
	Actual rates and targets

	
	2005
	 2006
	 2007
	 2008
	 2009
	 2010
	20... 
	20...

	Drop out rate                                    [ (  DTP1 - DTP3 ) / DTP1 ]  x 100
	20%
	15%
	15%
	10%
	10%
	10%
	
	


Table 6: Summary of current and future immunization programme budget (cMYP page 41)
	 
	Expenditures & Future Resource Requirements



	Cost Category
	2005
	2006
	2007
	2008
	2009
	2010
	2006 - 2010

	1] Routine recurrent cost
	 US$ 
	 US$ 
	 US$ 
	 US$ 
	 US$ 
	 US$ 
	 US$ 

	Vaccines (routine vaccines only)
	$646 589
	$561 798
	$506 364
	$2 235 601
	$1 817 161
	$1 738 145
	$6 859 069

	Traditional vaccines
	$410 273
	$362 026
	$338 251
	$184 621
	$189 175
	$194 472
	$1 268 544

	New and underused vaccines
	$236 315
	$199 772
	$168 113
	$2 050 980
	$1 627 986
	$1 543 673
	$5 590 524

	Injection supplies
	$78 305
	$118 965
	$124 901
	$143 718
	$152 100
	$156 148
	$695 832

	Personnel
	$453 876
	$520 482
	$589 819
	$632 179
	$665 605
	$700 115
	$3 108 200

	Salaries of full-time NIP health workers
	$287 316
	$320 235
	$340 872
	$370 612
	$393 611
	$417 382
	$1 842 713

	Per-diems for outreach activities
	$92 400
	$103 306
	$150 067
	$160 709
	$169 119
	$177 801
	$761 003

	Per-diems for supervision and monitoring
	$74 160
	$96 941
	$98 880
	$100 857
	$102 874
	$104 932
	$504 484

	Transportation
	$14 270
	$17 195
	$25 282
	$29 807
	$33 497
	$27 992
	$133 772

	Fixed site and vaccine delivery
	$10 060
	$12 691
	$17 670
	$21 333
	$24 323
	$20 052
	$96 069

	Outreach activities
	$4 210
	$4 504
	$7 611
	$8 474
	$9 174
	$7 940
	$37 703

	Maintenance and overhead
	$128 722
	$209 818
	$288 004
	$291 333
	$299 980
	$232 126
	$1 321 262

	Cold chain maintenance and overheads
	$44 054
	$78 620
	$106 203
	$103 021
	$105 081
	$80 073
	$472 998

	Maintenance of other capital equipment
	$42 338
	$88 021
	$137 761
	$143 392
	$149 080
	$105 317
	$623 572

	Building overheads (electricity, water…)
	$42 330
	$43 177
	$44 040
	$44 921
	$45 819
	$46 736
	$224 693

	Short-term training
	$0
	$153 000
	$114 964
	$11 700
	$229 017
	$13 420
	$522 101

	IEC/social mobilization
	$20 000
	$81 600
	$65 025
	$58 499
	$62 652
	$100 223
	$367 999

	Disease surveillance
	$184 500
	$209 432
	$224 302
	$228 527
	$257 283
	$262 129
	$1 181 672

	Programme management
	$468 750
	$499 227
	$638 712
	$572 633
	$613 291
	$656 835
	$2 980 698

	Other routine recurrent costs
	$50 500
	$130 586
	$94 339
	$99 446
	$72 411
	$114 068
	$510 850

	Subtotal Recurrent Costs
	$2 045 511
	$2 502 101
	$2 671 712
	$4 303 443
	$4 202 997
	$4 001 201
	$17 681 454

	2] Routine capital costs
	 
	 
	 
	 
	 
	 
	 

	Vehicles
	$0
	$25 500
	$98 838
	$84 897
	$32 473
	$0
	$241 708

	Cold chain equipment
	$144 596
	$502 350
	$582 624
	$91 158
	$18 293
	$94 841
	$1 289 265

	Other capital equipment
	$53 912
	$227 205
	$276 663
	$11 673
	$21 335
	$0
	$536 876

	Subtotal Capital Costs
	$198 508
	$755 055
	$958 125
	$187 728
	$72 101
	$94 841
	$2 067 849

	3] Campaigns
	 
	 
	 
	 
	 
	 
	 

	Polio
	$4 970 854
	$0
	$0
	$0
	$0
	$0
	$0

	Vaccines
	$935 000
	$0
	$0
	$0
	$0
	$0
	$0

	Other operational costs
	$4 035 854
	$0
	$0
	$0
	$0
	$0
	$0

	Measles
	$0
	$0
	$755 642
	$0
	$0
	$0
	$755 642

	Vaccines and supplies
	$0
	$0
	$140 180
	$0
	$0
	$0
	$140 180

	Other operational costs
	$0
	$0
	$615 462
	$0
	$0
	$0
	$615 462

	MNT campaigns
	$0
	$397 701
	$813 335
	$826 695
	$0
	$0
	$2 037 731

	Vaccines and supplies
	$0
	$72 242
	$145 362
	$145 362
	$0
	$0
	$362 965

	Other operational costs
	$0
	$325 459
	$667 974
	$681 333
	$0
	$0
	$1 674 766

	Subtotal Campaign Costs
	$4 970 854
	$397 701
	$1 568 977
	$826 695
	$0
	$0
	$2 793 373

	4] Other costs
	 
	 
	 
	 
	 
	 
	 

	Shared personnel costs
	$81 699
	$90 126
	$95 592
	$103 395
	$109 523
	$115 744
	$514 379

	Shared transportation costs
	$17 207
	$17 551
	$17 902
	$18 260
	$18 625
	$18 998
	$91 336

	Construction of new buildings
	$0
	$2 601
	$11 236
	$0
	$0
	$0
	$13 837

	Subtotal Optional
	$98 906
	$110 278
	$124 730
	$121 655
	$128 148
	$134 741
	$619 553

	GRAND TOTAL
	$7 313 779
	$3 765 135
	$5 323 544
	$5 439 520
	$4 403 246
	$4 230 783
	$23 162 229

	Routine (Fixed Delivery)
	$2 084 073
	$3 063 165
	$3 020 377
	$3 538 156
	$3 368 156
	$3 254 201
	$16 244 056

	Routine (Outreach Activities)
	$258 852
	$304 270
	$734 190
	$1 074 669
	$1 035 090
	$976 582
	$4 124 800

	Campaigns
	$4 970 854
	$397 701
	$1 568 977
	$826 695
	$0
	$0
	$2 793 373


The Government expenditure for EPI operational started in July 2005 (40,000USD) followed by a second contribution in July 2006 with 100,000USD

Table 7: Summary of current and future financing and sources of funds (cMYP page 43)
	Resource Requirements, Financing and Gaps
	2006
	2007
	2008
	2009
	2010

	Total Resource Requirements
	$3 654 857
	$5 198 814
	$5 317 865
	$4 275 098
	$4 096 042

	Total Resource Requirements (Routine only)
	$3 257 156
	$3 629 837
	$4 491 170
	$4 275 098
	$4 096 042

	per DTP targeted child
	$26,3
	$27,5
	$33,1
	$29,6
	$27,6

	% Vaccines and supplies
	21%
	17%
	53%
	46%
	46%

	Total Secured Financing
	$3 633 299
	$4 395 322
	$3 988 726
	$2 285 124
	$2 167 764

	Government
	$117 688
	$465 698
	$331 676
	$331 519
	$353 972

	Sub-national Gov.
	$0
	$0
	$0
	$0
	$0

	WHO
	$719 650
	$986 336
	$315 227
	$0
	$0

	UNICEF
	$2 013 525
	$2 479 213
	$1 326 324
	$329 505
	$274 114

	GAVI
	$704 916
	$464 075
	$2 015 499
	$1 624 100
	$1 539 678

	USAID
	$77 520
	$0
	$0
	$0
	$0

	Funding Gap (with secured funds only)
	$21 558
	$803 492
	$1 329 139
	$1 989 974
	$1 928 278

	Total Probable Financing
	$0
	$415 033
	$960 664
	$927 949
	$756 651

	Government
	$0
	$14 466
	$0
	$0
	$0

	Sub-national Gov.
	$0
	$25 024
	$0
	$0
	$0

	WHO
	$0
	$140 000
	$100 857
	$530 572
	$481 514

	UNICEF
	$0
	$136 663
	$0
	$324 966
	$275 137

	GAVI
	$0
	$0
	$0
	$0
	$0

	USAID
	$0
	$98 880
	$572 633
	$72 411
	$0

	ECHO
	$0
	$0
	$287 174
	$0
	$0

	Funding Gap (with secured & probable funds)
	$21 558
	$388 459
	$368 475
	$1 062 025
	$1 171 627

	% of Total Needs
	1%
	7%
	7%
	25%
	29%


4. Health Systems Strengthening Support (HSS)

Please provide details of the most recent assessments of the health system in your country (or significant parts of the system) that have been undertaken and attach the documents that have a relevance to immunization (completed within three years prior to the submission of this proposal).

· Attached is a complete copy (with an executive summary) of the Comprehensive Multi-Year Plan for Immunization, as DOCUMENT NUMBER 2
Recent assessments, reviews and studies of the health system (or part of the system):

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates
	DOCUMENT NUMBER 

	Rapid Health Sector Assessment*
	WHO, UNICEF, UNFPA & MOHSW 
	· Health Intervention
· Health Infrastructure

· Human Resources

· Health systems Management 

· Health Financing

· Stakeholders 
	April-August 2006 (including validation of assessment) 
	3

	* Validation of the Rapid Health Sector Assessment and strategic design was conducted jointly by MoH, USAID and WHO with the participation of all health partners in Liberia.  DOC. No 4


The major strengths identified in the assessments:
	
	Strengths

	1.
	The formulation of National Health Policy in 2000, though not operationalized due to the civil conflict in the country.

	2.


	The functioning of 354 health facilities of which 18 are hospitals, 50 health centers and 286 clinic in post war Liberia. 

	3.


	Starting decentralization of Health Management at county level with County Health Teams in place headed by County Health Officers despite post conflict operational difficulties in the counties.

	4.
	The existence of coordination mechanisms, though needs further strengthening: 

· At national level the Health Sector Coordination Committee;

· At County level the County Coordinating Committee; and

· At the Community level the Community health Committees


The major problems with relevance to immunization services identified in the assessments:
	Problems (obstacles / barriers)

	1.


	Health Intervention :
· High under-five mortality rates – 249 per 1000 live births for males and 220 for females with an average of 235 for both.

	2.


	Health Infrastructure: 
· Destroyed, dilapidated and Sub-standard health infrastructures, which is being rehabilitated. 
· An average of 10,000 populations per health facility served in the sub-standard health facilities.

	3.


	Human Resources : 
· Serious gaps in human resources development for health (about 20% gap) and irregular payment of salaries and incentives. 

	4.


	Health Systems Management : 
· Poor quality of existing Health management and Information system

	5.
	Health Financing : 
· Lack of resources to support health services; 
· Limited knowledge of the overall budget; National Budget preparation process
      needs strengthening; 
· Lack of Matrix of Potential sources; 
· Need of clear policy direction and commitment; Collect taxes to finance the health
      system; 
· Need consensus for privatization and contractual agreements; Ability of the population to pay for services

	6.
	Stakeholders :
· Lack of information being provided by partners to the MOHSW (i.e., who is doing what, where, and how?) and poor coordination within government (i.e., where should the partners go to register?); 
· Constant change of personnel by all stakeholders;
· Low morale of personnel due to low incentives; 
· Lack of transparency at all levels (i.e., NGOs do not share plans, budgets, etc., and donors have their own priorities, which are not clear); 
· Lack of standards (i.e., NGOs differ in their approaches); 
· Willingness to cooperate and provide support and incentives at the county level;
· The government does not have ownership of the health sector as evidenced by the lack of national health plan and lack of reviewed and operationalized national health policy and strategies to give direction to partners;
· Lack of financial resources at the community level, which affects resources available to health facilities to deliver services; 
· The reliance of donors on international NGO has diminished the capacity of the local NGOs, due to lack of resources.


The major recommendations in the assessments:
	Recommendations

	1.


	Health Interventions:
Basic health and nutrition package:
· Clearly define and develop the minimum package for each service delivery level including community/home;
· Include community/home based care as a mode of service delivery level. 
· At the secondary level of health care; testing, counselling and treatment of HIV/AIDS patients should be delivered.

Treatment Protocols & Guidelines: 
· Adapt and develop clear standard treatment protocols and guidelines based on international standards; 
· Develop policy for dissemination to all stakeholders and partners, 
· Establish a training unit, and defining roles and responsibilities of the unit and of its staff
Increase population access to health services: 
· Ensure community/home-based care is clearly defined at a care level;
· Include home-based care for HIV/AIDS and community IMCI as an approach at the community level;
· Include Preventing Mother to Child Transmission (PMTCT), and Voluntary Counselling and Testing (VCT) and treatment for HIV/AIDS;
· Revise the agenda to include components of the essential health packages;
· Integrate interventions during outreach activities, while assuring good quality.

	2.


	Health Infrastructure: 

Physical structure:
· Review decentralization options, including the possibility of “Health Zones”;
· Conduct a Needs-Assessment study;
· Develop Rehabilitation Plan from the results of the needs assessment (level of health facility where the need most felt is given priority)

Equipment: 
· Conduct inventory of all existing equipments; 
· Create a repository/database of all equipment; 
· Establish budgetary allocations to procure required new equipment or replace damaged equipment; 
· Solicit donations of relevant and appropriate equipment from donors, private sector, and individuals;
· Define policies for disposal of hazardous medical and non-medical materials and equipment; 
· Establish quality control policies for equipment procurement. 

Maintenance: 
· Emphasize Preventative Maintenance
Accreditation and  criteria for new, rehabilitated, and reconstructed facilities:
· Develop policies to guide the accreditation process

New Construction: 
· Conduct an assessment to determine the need for new construction; 
· Leverage different sources of funding for new construction (e.g., community, private sector, donors, and government); 
· Standardization: Issues for physical structures, medical and non-medical equipment, etc. are reflected in the policy.



	3.


	Human Resource: 
· Establish a Task Force Team to focus on development of an HR plan (assuring
      linkages with other policy decisions about MOHSW role and package of basic 
      health services);  
· Expand categories of health professionals, including specialists and community-
      based health workers; 
· Training data on the lower cadres of workers (Nurse Aids);
· Use HR data from rapid assessment to initiate the establishment of an HR
      database;
· Develop a mechanism for periodic HR assessments and use of data; 
· Develop a briefing paper that examines the pros and cons of creating an HR unit
      within the MOHSW for HR forecasting and actions, and discussion with high level
      stakeholders; 
· Identify Technical Assistance (TA) to assist with developing an HR plan (and
      potentially organizing an HR unit) and strengthening MOHSW HR management;
· Develop a strategy to ensure better use of existing lesser-trained cadres at the
      county level (e.g., fast-tracking a new health worker cadre or increasing 
      Community Health Worker [CHW] roles and skills to make better use of local 
      people);
· Curricula be standardized across training schools for all cadres (including NAs,
      etc);
· Develop skill-competency testing for proficiency of lesser-trained cadres; 
· Consider establishing a broader joint accreditation body that goes beyond
      individual specialty boards; 
· In collaboration with the Ministry of Education, explore the possibility of
      establishing an accelerated health professional training program;
· Assess the status of current Community Health Workers (CHWs) (missing piece in
      rapid assessment) and incorporate this information into the HR database;
· Standardize CHW curricula; 
· Define functions and responsibilities of CHWs, and their role in implementing
      specific interventions within a package of basic health services; 
· Develop supervisory and QA methods to ensure safe practices of CHWs; 
· Encourage the MOHSW to dialogue with the Civil Service Agency to revitalize
      civil service reform; Establish a system to link salaries to education and
      performance

	4.


	Health System Management : 

Overly Centralized Management:
· Define “decentralization” within NHP; revise decentralization sections to emphasize the importance and roles of County Health Teams (CHTs), including  aspects of Social Welfare; 
· Reduce managerial levels as much as possible to promote efficiency; review names and Terms of Reference (TOR) for various governing bodies;
· MOHSW should formally take the lead in laying out roles and standards of partner agencies;
· Reinforce social welfare mandate and integration of services into the county health system.

Community involvement in management: 
· The National Health Policy (NHP) should address and emphasize the linkages between communities and the formal health system structure  (e.g., health clinics);
· Update the NHP with the new TOR for community structures, as proposed in the MOHSW workshop held in April 2006; 
· Emphasize the role of CHTs, CHWs and Trained Traditional Midwives (TTMs) within the health system, including guidelines for their role and staffing;
· Encourage planning and program ownership at the county level (e.g., county development plans that are customized to local conditions); 
· Encourage operations research for innovative community-based services and BCC/IEC.

Quality of HMIS:
· Create an integrated HMIS system and MOHSW database; 
· Require health workers at all levels to receive training for data collection, analysis, and management

Drug supply line:
· Allow for diversified procurement that respects MOHSW guidelines and standards; 
· Develop standards for imported drugs based on an updated essential drug list; 
· Create an enforcement mechanism for drug standards;
· Establish stock management and logistics procedures; 
· Consider adding a policy for regional or decentralized depots.

Non-standardized management policies:
· Provide guidelines and standard operating procedures for agencies providing health services

Monitoring and Evaluation (M&E): 
· Establish an M&E system and require its regular use and emphasize the use of M&E in policy making.

	5.
	Health Financing:
· Need to develop a matrix for current and potential sources of funding and specific health financing coordination mechanism;
· Need for clear policy direction, action, commitment, transparency and accountability from the government;
· The need to find alternative mechanisms to fund the health system and ensure access to quality health care to the population with emphasis on the most vulnerable groups;
· Financial efficiency in the delivery of quality health care services

	6.
	Stakeholders :

Private Not-For-Profit Organizations (NGO, FBO):
· Include in national policy with definitions of Not-For-Profit Organizations, and including an accreditation and review process (Missing from 2000 NHP);
· Prioritize and establish an information system that includes partner activities, locations, and contact details; 
· The MOHSW/NGO Coordination Office should be supported and empowered by providing technical assistance, staffing, logistical support, etc. 

Leadership Role:
· Ensure MOHSW as the leader of the health sector; define roles and expectations of partners in the health sector;
· Develop an informed comprehensive NH Plan and Priorities for all sector levels; 
· Develop TOR and implement the Technical Advisory Committee at a HIGH level of the Ministry, including Donor and NGO representatives;
· Include reactivation of the Technical Advisory Committee in the policy document and support the HSCC in partnership with a technically strong NGO at the county and national levels;
· National Plan and Priorities should be jointly developed and shared and should include indicators, a monitoring and evaluation plan, and feedback and record keeping mechanisms;
· Develop a Taskforce which includes key Ministries and Partners (Donors, UN, and NGO);
· Strong emphasis and lobbying should be placed on the promotion of the Health Policy, work plan, and priorities. This should be done through various means, including at cabinet meetings, with the legislature, with donors, and through the media;
· Develop a MOHSW website to share information and be a tool for public relations.

Morale and Incentives:
· Include a section in the national health policy on the harmonization of incentives and salaries for health care providers and Ministry Employees working with stakeholders—NGOs, and across National Programs funded by International Programs, such as the GFATM.

Financial Management:
· Ensure clear statement and plan on financial accountability and how this will be established at the national and county levels. This needs to be highlighted and promoted to attract increased investment.
Community Financial Empowerment:
· Alternatives to user fees, such as income generation at the clinic or hospital levels should be addressed in the national policy.


Progress with implementation of the recommendations of the assessment reports:

	Recommendations
	Progress

	1. A National Health Policy has been developed in 2006 with involvement of all stakeholders, which incorporated all recommendations following the identified gaps in the rapid health sector assessment. The National Health Policy is attached as DOCUMENT NUMBER : 5  



	2. A National Health and Social Welfare Plan (2007-2011) has been developed that addresses all gaps of the assessment and the child survival package as entry point for operationalization of the plan within the Basic Package of Health Services (BPHS). The National Health and Social Welfare Plan is attached as DOCUMENT NUMBER: 6  

As Liberia is recovering and is geared towards building a solid and sustainable foundation of health services, all other recommendations following the gaps identified during the Rapid Health Sector Assessment are expected to be delivered within the context of Liberia and in line with the National Health and Social Welfare Plan 2007 – 2011.


Components or areas of health systems that are yet to be reviewed (with dates if planned):

	
	Component or area to be reviewed (with review month / year if planned)

	
	The National Rapid Health Sector Assessment conducted in early 2006 was summarized in six critical themes with recommendations for initiation of total recovery of the health sector, which are embedded in the National Health and Social Welfare Plan. Liberia is expected to first recover provision of health services in line with the plan and then review in time its progress as to take into consideration other health sector components such as detailed health system financing; e.g. Health insurance, etc. 




Proposed GAVI Health Systems Strengthening Support

In the two boxes below, please give:

(i) a description of the HSS proposal for your country including the objective, the main areas that GAVI HSS will support, how your proposal links to the core themes identified by GAVI, the major action points and activities, and the expected timeframe for success; and 

(ii) a justification for why these areas and activities are a priority for strengthening capacity, and how the proposed activities will achieve sustained or increased immunization coverage.

· Please find below, the proposed programme of activities and justification for support, which is in line with the National Health and Social Welfare Plan 2007-2011. The National Health and Social Welfare Plan is attached as DOCUMENT NUMBER 6.
	Description 

Liberia remains among the countries in Africa with the highest infant and under-five mortality rates of 157 and 235 per 1,000 live births respectively (UNICEF 1999). The prevailing endemic diseases of malaria, acute respiratory infections, diarrhoea exacerbated by malnutrition are the main causes of infant and childhood morbidity and mortality in Liberia according to the Food Security & Nutrition Survey and the health sector rapid assessment conducted in early 2006.

The HSS proposal aims at improving and sustaining immunization programme by improving the health system in Liberia from 2007 to 2010 as cMYP for immunization ends in 2010. The main goal of the the proposal is to promote the health of children and women and implement aapropraite plans to significantly reduce infant, childhood and maternal mortality and morbidity aimed at reaching the MDGs. The objectives are 1) to implement BPHS with child survival as an entry point, 2) to link health services with the community by expanding community-based health workforce, and 3) to strengthen evidence-based management of primary health care service provision with emphasis on community-based health services.  
Areas that GAVI HSS is expected to support include:

· the strengthening of primary health care services through the Basic Package of health Services (BPHS), with child survival as an entry point to operationalize the national health plan, 
· the development of clear guidelines and training plans and implementation of plans, increased population access to health services; 
· evidence based management (support systems) of primary health care service provision; and
·  the human resources development for health through expansion of community-based health workers, development and use of a strategy to ensure efficient performance of  existing community health workers at the county level in offering integrated BPHS.
Due to the prevailing peace in the country after UN intervention, a plan of action was drawn by the new administration of the Ministry of Health and Social Welfare to prioritize the revision of the National Health Policy and to develop a National Health and Social Welfare Plan following a rapid health sector assessment. The rapid health sector assessment has been conducted in early 2006 and the recommendations of the rapid health sector assessment are now incorporated in the National Health Policy and have formed the bases for the development of the National Health and Social Welfare Plan. In the National Health and Social Welfare Plan the priority health interventions include  strengthening of primary health care services with main focus on child and maternal health and the human resources development for health with required evidence based health information and resources management systems. All GAVI support topics are directly linked with the priorities of the National Health Policy and National Health and Social Welfare Plan. 
The action points and activities are:

Health Interventions:

Action point 1) To revise (all components of essential health package), clearly define and develop the minimum package for each service delivery level including community/home; 
Activity 1: Develop and disseminate an Integrated Basic Package of Health Services, which include maternal and newborn health; child health and immunizations; Nutrition; Communicable Diseases; and Health promotion and Behavioural Change Communications                                                           

Time-frame: July-December 2007
Action point 2) To establish community/home based care as a mode of service delivery level. 

Activity 2: Define the role of the community in the delivery of nutrition, integrated management of childhood illnesses, treatments for diarrhea diseases, malaria, pneumonias and home based care for HIV/AIDS and other basic health services.

Time-Frame:  July - December 2007
Activity 3: Develop roles and responsibilities of identified community health workers, develop training materials and train community health workers based on integrated BPHS for community health workers.

Time-Frame: July-December 2007
Action point 3) To establish a technical training unit at the MOHSW.
Activity 4: Establish a technical training unit and define roles and responsibilities of the unit which should be composed of representatives from each health unit of the MOHSW and relevant technical partners.
Time-Frame: July-December 2007

Activity 5: Develop or revise treatment protocols and guidelines, including those for health promotion and behavioural change.

Time-Frame: July-December 2007 

Activity 6: Adapt training manuals for the integrated BPHS, including training materials for training health institutions.

Time-Frame: July-December 2007
Action point 4)  To integrate and implement many basic health interventions in outreach activities while assuring good quality

Activity 7: Plan and implement outreach sessions using the defined integrated BPHS for outreach activity, while ensuring quality of services and impact.

Time-Frame: January 2008 – June 2008.
Action point 5: Establish an inter-sectoral collaboration within all relevant line ministries and health partners to assure access to the various components of the Basic Package of Health Services and also to discuss key issues affecting health and social welfare. 
Activity 8: Conduct the 2008 annual meeting with all relevant line ministries and health partners to assure that various policy elements within the BPHS are addressed.

Time-Frame: June 2008. 

Action point 6) To purchase two vehicles for smooth coordination of the training unit.
Activity 9: Purchase two vehicles for smooth coordination and mobility of training unit and plan for maintenance system. 

Time-Frame: July-August 2007

Human Resources Development:
Action point 7) To strengthen MOHSW HR management and develop an HR plan (assuring linkages with other policy decisions about MOHSW role and package of basic health services);  

Activity 10: Develop HR plan and initiate the establishment of an HR database with periodic HR assessments and use of data for decision making. 
Time-Frame: July 2007 – June 2008 
Activity 11: Provision of local technical Assistance (TA) to assist with developing an HR plan (and potentially organizing an HR unit and link it with the training unit) and strengthening of MOHSW HR management;

Time-Frame: July  2007 – June 2008
Action point 8) Communities to identify and select community-based health workers, two linking with each health facility to offer integrated BPHS and CHW’s to be provided with operational support funds;
Activity 12: Identification and selection of 800 community health workers, two for each health facility, by the communities using given criteria and provision of operational support funds to the CHWs.
Time-Frame: July – December 2007  
Action point 9) To standardize curricula of community health workers across training schools, develop skill-competency testing for proficiency of CHWs and develop a strategy to ensure better use of existing CHWs at the county level; 

Activity 13: Standardize curricula of CHW, develop skill-competency testing train new CHWs and increase the skills of existing community health workers in implementing specific interventions within the BPHS.
Time-Frame: July-December 2007

Action point 10) To purchase one vehicle for smooth coordination of HR activities.
Activity 14: Purchase one vehicle for smooth coordination of HR activities.
Time-Frame: July-August 2007 

Health System Management : 

Action point 11) To establish the linkages between communities and the formal health system structure  (e.g., health clinics); 
Activity 15: Establish formal linkages between communities and health facility by defining and putting in place community based surveillance and information systems.

Time Frame: July 2007-June 2008

Action point 12) To plan and review plans regularly with all development stakeholders using the integrated BPHS as a base for planning for program ownership at the county level. 
Activity 16: Conduct district and county micro-plans of the integrated BPHS at the county level with all stakeholders and review plans regularly to enhance programme ownership at the local level.
Time-Frame: December 2007 and June 2008

Action point 13) To encourage operations research for innovative community-based services and BCC/IEC.

Activity 17: Plan and conduct operational research for community based services and BCC/IEC to enhance linkages of health facilities with the community for improved community participation and involvement.

Time-Frame: January –June 2008   

Action point 14) To develop a quality integrated HMIS system and MOHSW database to ensure smooth management of health interventions and human and financial resources management aimed at evidence based decision making for policy makers.
Activity 18: Develop and implement quality HMIS and database for smooth management of health information and human and financial resources of the BPHS.
Time-Frame:  July 2007-June 2008
Action point 15) To provide data management tools and train key health workers at all levels on data collection, analysis, and management of information and resources.
Activity 19: Provide data management tools and conduct regular training and refresher training of key health workers on data collection, analysis, management of information and resources.
Time Frame: July 2007- June 2008 
Action point 16) To establish stock management and logistics procedures to support the distribution of drug, supplies and equipments supply line.

Activity 20: Plan and establish a computerized stock management and logistics system to support the forecasting and distribution of drugs and supplies and rehabilitation of equipments.

Time-Frame: January – June 2008

Action point 17) To establish an M&E system and require its regular use; 
Activity 21: Establish an M & E system to monitor and evaluate the regular and appropriate use of the National Health Information and management system.

Time Frame: July 2007-June 2008 

Action point 18: To purchase one vehicle for smooth coordination of the health information and management system.

Activity 22: Purchase one vehicle to ensure smooth coordination and monitoring of the health information and management system.
Time-Frame: July-August 2007
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	Table 10: Support Systems to be Strengthened at Various Levels 
see National Health and Social Welfare Plan 2006-2011)

	Support Systems

	Central

	County

	District

	Community


	Policy Formulation & Implementation

	Formulate national policy with input from all levels

	Develop local policies for county health planning guided by National Health Policy

	Policy Implementation and problem resolution at community level

	Policy Implementation for community-based activities.


	Planning & Budgeting

	Provide policy framework and technical guidelines for BPHS.

	Prepare the county development plan and manage resources, e.g. bank account.

	Plan service delivery to health facility catchment populations.

	Community Development Council plan service delivery for their communities.


	Health Management Information System

	Monitor and Evaluate implementation of the National Health Plan

	Compile, analyze and provide data to central level and feedback to districts

	Compile, analyze and provide feedback to Communities

	Collect Health information/data from CHWs


	Supervision, M&E and Research – park rationalize M&E

	Develop supervisory checklists for each system level

	Regular supervision of districts and health facilities using checklists

	Supervision of health facilities using checklists

	Supervise community-based activities, e.g., CHWs, and TTMs.


	Drugs & Medical Supplies

	Develop policy and system for ordering, storing, and distributing essential drugs and supplies

	Develop a county system to receive, store and distribute essential drugs and supplies

	Coordinate distribution and supervise drugs and supplies in clinics and health centres
	Encourage the care-seeking behaviour for proper treatment at health facilities 


	Logistics & Communication 

	Formulate logistics and communication policies 

	Detail  logistic and communication plan and operational procedures

	Organize and implement L&C activities

	Maintain communication between community and health facility


	Facility &  Equipment Maintenance

	Develop standard plans and equipment lists by health system level 

	Develop a facility/equipment component of the county development plan 

	Implement facility and equipment component of the county development plan 

	Ensure the protection of equipment at the health facility 


	Human Resources Management

	Develop HR policy and strategy, standardize scheme of service and job descriptions for each category and health level.

	Develop plan and maintain HR database to staff health facilities, including deployment, training, and incentives.

	Implement and supervise the HR plan for health clinic and health centre personnel.

	Provide feedback on service providers’ behaviour.


	Stakeholder Coordination

	MOH aligns counties with donors and projects that provide countywide support; develop norms and mechanisms for coordination

	County Coordination Meetings coordinate county plan and resources, including NGO-managed projects 

	District Health Committee and/or Community Development Committee coordinate local stakeholders.

	Community Health Committee coordinates local resources, e.g., CHWs, TTMS, building staff housing. 



	The service provision of integrated BPHS by well trained community health workers at the community level with continuous monitoring of community and facility based health information and adequate management of resources is consistent with both national health policy objectives that are aimed at making substantial progress towards achievement of the health-oriented MDG Goals. This integrated delivery of services is expected to strengthen the capacity of health systems and thus to improve and sustain the immunization coverage aimed at reaching the global goals within the framework of GIVS that is the significant reduction of infant, childhood and maternal morbidity and mortality.


Coordination and Monitoring of Progress of the GAVI HSS support:

In order to assure continuous follow-up of the trends in immunization coverage, the identified key activities will be continuously reviewed by all stakeholders through key coordination and management mechanisms of the Inter-Agency Coordinating Committee (ICC) for Immunization and the Health Sector Coordination Committees (HSCC), of which the department of planning and the chief medical officer of the Ministry of health are responsible for health interventions, human resources for health development, planning and programme reviews. 

At national level, intra-sectoral collaboration is promoted through the Health Sector Coordinating Committee (HSCC). Representation of the HSCC includes the Minister of health with his four deputies and advisors, heads of all health actors who would influence the quality of the health sector in Liberia and Coordinators of NGO’s and Civil Society Organizations, the private sector,  and multi & bi-lateral missions with health development objectives. The HSCC is chaired by the Minister of Health and Social Welfare and is the main coordination and decision making body in the health sector.

The ICC for immunization is the coordination and decision making body for immunizations. The Minister of Health chairs the ICC with the EPI Manager as secretary. The WHO, UNICEF, UN HC/RC, WB, Rotary International, USAID, EU, MOF, MICAT, MIA and MPEA  are members of the ICC.  Technical issues related to EPI are discussed during the Technical Co-ordination Committee (TCC) meetings called monthly by the EPI Manager and attended by MOHSW, WHO, UNICEF, UNMIL, Red Cross Society and NGOs Coordinator. 
In line the integrated BPHS, a technical committee for child survival has been formed to coordinate and to provide strategic directions of child survival interventions and advice the HSCC on policy issues among others, and the immunization programme falls under this committee.
At County level the County Health Team is the management structure and is headed by the County Health Officer. The CHTs are responsible for co-ordination of all activities at the health facility level. Once the linkage is established between the community and health facilities, the health officers at district level and community health workers will carry out integrated basic health package activities in health facilities and communities under the supervision of the County health Officers. Resources for the integrated health package and operational support funds will be channelled through the County Health Teams who takes responsibility for distribution to all health facilities. The Supervision and monitoring of the delivery of integrated BPHS and well functioning community based health care delivery systems will be co-ordinated by County Health Teams, who are responsible for reporting of activities to the department of planning and chief medical officer of the MOHSW at national level with copies to responsible programme managers. The CHT will be supported by the national programme officers in monitoring and evaluation as well as supportive supervise of the interventions.

The MOHSW will create a Programme Management Unit (PMU) The PMU will, in consultation with partners, design the programmes and projects to implement the National Health & Social Welfare Plan.  Contracting mechanisms with NGOs will be selectively used for both geographic and programmatic focused projects.

For the effective implementation of the National Health Plan, a comprehensive system for monitoring and evaluation will be put in place based on the outlined policy targets and agreed set of indicators. The following progress indicators will be used to monitor progress in the implementation of the National Health and Social Welfare Plan. 
Table 11: Milestone Indicators for Health: 2006 – 2015 
(see National Health and Social Welfare Plan 2007-2011)
	Parameters
	2006
	2008 
	2011 
	2015 

	% of health facilities providing the BPHS
	40%
	70%
	90%
	100%

	Immunization Coverage 6 Childhood Diseases(DPT/Penta)
	88%
	92%
	95%
	97%

	Counties with a LT health development Plan
	0%
	70%
	100%
	100%

	Counties with Key Social Welfare Services
	30%
	40%
	60%
	80%

	GOL Health Expenditure Per Capita
	US$4.79
	$7
	$11
	$28.2

	% of population with access to safe drinking water
	46%
	58%
	76.7%
	82%

	Access to Sanitary excreta disposal
	30%
	40%
	60%
	80%

	Contraceptive prevalence rate
	5%
	9%
	15%
	20%

	Awareness of STIs/HIV/AIDS prevention & control 5 of pop
	70%
	75%
	90%
	95%

	Malnutrition – Under nutrition  (H/A)
	39%
	37%
	35%
	30%


However for the selected specific indictors for monitoring progress of the GAVI HSS support and the expected progress overtime are indicated in table 12 and 13.
Table 12: Selected indicators for monitoring progress at every stage of the GAVI HSS support

	
	Indicator(s)
	Data source(s)

	HSS Inputs
	- % of primary health facilities with functional community-based delivery of operationalized integrated BPHS. 
- % of counties with functional health information and resource management system.

- % of timely and complete reports received at national level from counties with functional information and resource management system. 
	Routine quarterly reports of County health teams and quarterly review and planning by the national planning department of the MOHSW

	HSS Activities (3 main)
	- % of counties implementing BPHS, which include maternal and newborn health; child health and immunizations; Nutrition; Communicable Diseases; and Health promotion and Behavioural Change Communications in all primary health facilities within the given implementation time frame..
- % of identified and recruited community health workers by the communities two for each health facility and provision of operational support funds to CHW.  

- % of counties implementing quality HMIS and database for smooth management of health information and human and financial resources of the BPHS.
	Routine quarterly reports of County health teams and quarterly review and planning of the national planning department of the MOHSW.

	Outputs (Impact on the capacity of the system)
	- % of health facilities with delivery of improved quality of integrated primary health care services at the lower level. l 
	Annual review and planning meetings  

	Impact on immunization
	· Coverage of DTP3 (Pentavalent after 2008)
· Coverage of Routine Measles vaccination
	Routine Administrative coverage

	Impact on child mortality
	· Under 5 Mortality 
	Routine and Active surveillance and/or surveys


Table 13: Expected progress in indicators over time
	Indicator(s) 
	Indicators: baseline and targets

	
	Base-year
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementat.
	

	
	2005 
	2007
	2007
	2008
	2009
	2010
	

	HSS Inputs
	0%
0%

0%
	0%
0%

50%
	50%
50%

70%
	70%
70%

80%
	90%
90%

85%
	100%
100%

90%
	

	HSS Activities (3 main)
	0%
	0%
	50%
	70%
	90%
	100%
	

	Outputs (Impact on capacity of the system)
	20%
	30%
	40%
	50%
	60%
	70%
	

	Impact on Immunization

· DTP3

· Routine Measles
	87%
94%
	90%
95%
	90%
95%
	90%
95%
	92%
96%
	92%
96%
	

	Impact on Child Mortality

· Under 5 
	235
	235
	230
	225
	200
	170
	


HSS Financial Analysis and Planning 

The total funding required from government, GAVI and other partners to support the identified activities and areas for support (please refer to the National Health and Social Welfare Plan: Document No 6). 
The costing and financing of the Health Systems Strengthening within the priority areas of interventions selected by Liberia is part of the overall costing and financing of the National and Social Welfare Plan and its approaches assume that all resources of the National Budget, Special programs, and bilateral/multilateral programs are included in the calculation. The total cost of delivering the investments assistance, also includes the transitional costs of the NGO withdrawal. .

The National Health Plan budget as indicated in the table totals approximately $283 million for four years. There are a number of key variables (assumptions) in the table that must be noted. 

1) The yearly budget is calculated by multiplying the per capita figure by the population; 

2) The 2007 population is estimated at 3.4 million with an annual increase of 2.45%;

3) The per capita per year figure begins at $12, increases to $18 by year 3, and then decreases to $17 as is used in some post conflict countries (see National Health & Social Welfare Plan).; 

4) Infrastructure investments are concentrated in years three and four; and

5) The cost of Support Systems remains around 20% of the per capita cost.

Table 14: Proposed Budget for Health and Social Welfare: 2007-2010 
	AREA
	INTERVENTIONS
	YEAR
	Total

	
	
	2007
	2008
	2009
	2010
	

	 Human Resources for Health 
	 Conduct HRH Needs Assessment 
	0.30
	-
	-
	-
	0.30

	
	 HRH Unit, Plan & Database Development 
	1.00
	0.15
	0.11
	0.08
	1.34

	
	 Training Health Service Providers (scholarships & workshops)  
	5.00
	6.00
	6.25
	6.25
	23.50

	
	 Support current Training Schools (6-schools) 
	5.00
	6.00
	6.25
	6.25
	23.50

	
	 Strengthening County Health Teams (Capacity Building) 
	1.00
	2.50
	2.50
	2.25
	8.25

	
	 Health Personal Employed 
	3.00
	4.50
	4.50
	5.25
	17.25

	 Sub-Total Human Resource for Health 
	15.30
	19.15
	19.61
	20.08
	74.14

	 Health Support System 
	 Health Financing Assessment & Trust Fund 
	0.50
	0.50
	0.25
	0.23
	1.48

	
	 Logistics (Ambulances, Bicycles, Motorcycles, Communications) 
	2.50
	3.00
	3.50
	5.00
	14.00

	
	 HMIS Development (National & County levels) 
	0.80
	0.25
	0.13
	0.13
	1.31

	
	 Community Level Support System 
	0.50
	0.50
	0.50
	1.49
	3.00

	
	 County/District Level Support Systems (vehicles, equipment) 
	1.00
	1.21
	1.25
	2.50
	5.96

	
	 Central Level Support (Admin, Plans, Policies, etc.) 
	1.50
	1.50
	1.50
	1.60
	6.10

	 Sub-Total Health Support System 
	6.80
	6.96
	7.13
	10.95
	31.85

	 Basic Package (PHC) 
	 Reduce maternal, infant & <5 mortality rates 
	2.00
	1.50
	1.50
	2.33
	7.33

	
	 Routine EPI 
	1.50
	2.00
	3.00
	3.00
	9.50

	
	 Nutrition interventions 
	0.25
	0.50
	0.50
	0.50
	1.75

	
	 Quality PHC Services (drugs, equipment, etc) 
	1.00
	1.50
	2.00
	2.50
	7.00

	
	 Malaria treatment, IPT & ITNs (facility & home-based) 
	1.00
	1.15
	2.00
	1.00
	5.15

	
	 Referral Services & Treatment 
	0.50
	1.00
	0.50
	0.50
	2.50

	
	 STIs/HIV/AIDS 
	2.00
	3.00
	3.00
	4.00
	12.00

	
	 Scaling up TB & Leprosy control 
	1.50
	1.50
	1.50
	2.00
	6.50

	
	 Strengthen Reproductive Health (Safe Motherhood) 
	0.30
	1.00
	1.50
	2.00
	4.80

	
	 Selected social welfare services 
	0.25
	0.50
	0.71
	1.00
	2.46

	
	 Emergency Preparedness Respond (EPR) 
	1.00
	1.50
	0.40
	0.25
	3.15

	
	 Essential Drugs and Medical Supplies 
	4.00
	4.00
	3.00
	1.00
	12.00

	 Sub-Total Basic Package (PHC) 
	15.30
	19.15
	19.61
	20.08
	74.14

	 Infra-structure 
	 Infrastructure Assessment & Planning 
	0.20
	-
	-
	-
	0.20

	
	 Rebuilding Health Infrastructures (201- facilities) 
	0.50
	0.50
	4.50
	6.00
	11.50

	
	 Rehabilitate Health Infrastructures (70% of 354 facilities) 
	0.50
	0.50
	3.50
	5.00
	9.50

	
	 Logistical Support (vehicles, furniture, etc) 
	0.20
	0.25
	0.31
	0.75
	1.51

	
	 Rehabilitate 3-mental health facilities 
	0.15
	0.25
	0.30
	0.50
	1.20

	
	 Re-construct, equip and support 3- midwifery Schools 
	0.15
	0.24
	0.30
	0.53
	1.22

	 Sub-Total Infrastructure 
	1.70
	1.74
	8.91
	12.78
	25.13

	Social Welfare 
	 Rehabiliate 3-Special Rehab Facilities  
	0.75
	0.50
	0.50
	0.50
	2.25

	
	 Support 150 orphanage homes 
	0.50
	0.50
	0.50
	0.50
	2.00

	
	 Logistical Support 
	0.20
	0.25
	0.28
	0.30
	1.03

	
	 Social Work Service, eg., Mental Health  
	0.15
	0.25
	0.25
	0.27
	0.92

	
	 Capacity Building for Social Workers 
	0.10
	0.24
	0.25
	0.30
	0.89

	 Sub-Total Social Welfare 
	1.70
	1.74
	1.78
	1.87
	7.08

	 Total Excluding transitional gap 
	40.80
	48.74
	57.04
	65.76
	212.34

	 Transitional Gap 
	12.00
	14.25
	17.00
	19.00
	62.25

	 Health Plan Implementation Cost 
	1.60
	2.00
	2.02
	2.86
	8.48

	 Grand Total 
	54.40
	64.99
	76.06
	87.62
	283.06


Although the proposed GAVI HSS support for the given interventions is embedded in the costing and financing of the National health and Social Welfare Plan, the GAVI HSS support will be specifically used for the following selected activities as costed in table 15. 
Table 15: Cost of implementing HSS activities: In order to estimate the cost for implementing HSS activities, it is assumed to identify 800 community health workers to be linked to 400 health facilities (two for each health facilities) at a cost of $200.00/year/CHW. The creation of a training unit for adaptation of BPHS, the planned trainings at different levels and the need fro technical expertise and operational costs as well as development of quality HMIS with operational monitoring and evaluation. 
	Activity / Area 

for Support
	Cost per year (US$)

	
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	
	TOTAL COSTS

	
	2006
	2007
	2008
	2009
	2010
	
	

	Activity 1. Develop and disseminate an Integrated BPHS, which include maternal and newborn health; child health and immunizations; Nutrition; Communicable Diseases; and Health promotion and Behavioural Change Communications
	
	35,000
	
	
	
	
	35,000

	Activity 2. Define the role of the community in the delivery of nutrition, integrated management of childhood illnesses, treatments for diarrhoea diseases, malaria, pneumonias and home based care for HIV/AIDS and other basic health services.
	
	17,000
	
	
	
	
	17,000

	Activity 3. Develop roles and responsibilities of identified community health workers, develop training materials and train community health workers based on integrated BPHS for community health workers.
	
	75,000
	75,000
	50,000
	50,000
	
	250,000

	Activity 4. Establish a training unit and define roles and responsibilities of the unit which should be composed of representatives from each health unit of the MOHSW and relevant technical partners.
	
	15,000
	
	
	
	
	15,000

	Activity 5. Develop or revise treatment protocols and guidelines, including those for health promotion and behavioural change.
	
	10,000
	
	
	10,000
	
	20,000

	Activity 6. Develop training manuals for the integrated BPHS, including training materials for training health institutions.
	
	25,000
	
	
	
	
	25,000

	Activity 7. Plan and implement outreach sessions using the defined integrated BPHS for outreach activity, while ensuring quality of services and impact.
	
	75,000
	112,000
	112,000
	112,000
	
	411,000

	Activity 8. Conduct annual meetings will all relevant line ministries and health partners to assure that various policy elements within the integrated BPHS are addressed.
	
	15,000
	15,000
	15,000
	15,000
	
	60,000

	Activity 9. Purchase two vehicles for smooth coordination and mobility of training unit and plan for maintenance system.
	
	50,000
	
	
	
	
	50,000

	Activity 10. Develop HR plan and initiate the establishment of an HR database with periodic HR assessments and use of data for decision making.
	
	30,000
	15,000
	15,000
	15,000
	
	75,000

	Activity 11. Provision of local technical Assistance (TA) to assist with developing an HR plan (and potentially organizing an HR unit) and strengthening of MOHSW HR management;
	
	30,000
	20,000
	15,000
	15,000
	
	80,000

	Activity 12. Identification and selection of 800 community health workers, two for each health facility, by the communities using given criteria and provision of operational support funds to the CHWs.
	
	200,000
	250,000
	250,000
	250,000
	
	950,000

	Activity 13. Standardize curricula of CHW, develop skill-competency testing train new CHWs and increase the skills of existing community health workers in implementing specific interventions within the BPHS.
	
	50,000
	50,000
	50,000
	50,000
	
	200,000

	Activity 14. Purchase one vehicle for smooth coordination of HR activities.
	
	25,000
	
	
	
	
	25,000

	Activity 15. Establish linkages between communities and formal health by defining and putting in place community based surveillance and information systems.
	
	30,000
	30,000
	30,000
	30,000
	
	120,000

	Activity 16. Conduct district and county micro-plans of the integrated BPHS at the county level with all stakeholders and review plans regularly to enhance programme ownership at the local level.
	
	30,000
	30,000
	30,000
	30,000
	
	120,000

	Activity 17. Plan and conduct operational research for community based services and BCC/IEC to enhance linkages of health facilities with the community for improved community participation and involvement.
	
	30,000
	30,000
	30,000
	30,000
	
	120,000

	Activity 18. Develop and implement quality HMIS and database for smooth management of health information and human and financial resources of the integrated BPHS.
	
	120,000
	180,000
	190,000
	190,000
	
	680,000

	Activity 19. Provide data management tools and conduct regular training and refresher training of key health workers on data collection, analysis, management of information and resources.
	
	20,000
	50,000
	50,000
	50,000
	
	170,000

	Activity 20. Plan and establish a computerized stock management and logistics system to support the forecasting and distribution of drugs and supplies and rehabilitation of equipments.
	
	20,000
	30,000
	30,000
	30,000
	
	110,000

	Activity 21. Establish an M & E system to monitor and evaluate the regular and appropriate use of the National Health Information and management system.
	
	20,000
	40,000
	40,000
	30,000
	
	130,000

	Activity 22 Purchase one vehicle to ensure smooth coordination and monitoring of the health information and management system.
	
	25,000
	
	
	
	
	25,000

	Management costs
	
	50,000
	70,000
	90,000
	90,000
	
	300,000

	Technical support
	
	25,380
	25,380
	25,380
	25,380
	
	101,520

	Total Costs
	
	1,022.380
	1,022.380
	1,022.380
	1,022.380
	
	4,089.520


Sources of funding: 

The financing plan of the National Health and Social Welfare Plan identifies adequate sources of funds to implement the budget.  It is assumed that funding will come from a number of primary sources (see the National Health and Social Welfare Plan – Doc No 6):

1) The Government of Liberia budget

2) Special budgets for National Vertical programs

3) Bilateral/Multilateral funding 

4) Other funding sources 

Table 16: Financing of the National Health and Social Welfare Plan
	Source of Funding (in millions USD)
	2007
	2008
	2009
	2010
	2011
	Total

	National Budget
	 129 
	 155 
	 186 
	 223 
	 245 
	 

	% of budget for MOHSW
	8%
	12%
	15%
	15%
	15%
	 

	MOHSW Budget (+ JFK)
	 10 
	 19 
	 28 
	 33 
	 37 
	 127 

	Per Capita MOHSW contribution
	 3.04 
	 5.34 
	 7.82 
	 9.16 
	 9.84 
	 

	National Programs

	Global Fund HIV/AIDS
	8.1
	8.1
	8.1
	8.1
	8.1
	 44 

	Global Fund Malaria
	-
	-
	-
	-
	-
	-

	Global Fund TB
	-
	-
	-
	-
	-
	-

	EPI
	2
	2
	2
	2
	2
	 10 

	Other programs
	1
	1
	1
	1
	1
	 5 

	Bilateral/Multilateral 

	USG – OFDA… Check PMI
	10
	5
	0
	0
	0
	 15 

	USG – USAID
	10
	10
	15
	20
	20
	 75 

	EU / ECHO
	10
	10
	10
	10
	10
	 50 

	World Bank
	 
	5
	10
	10
	10
	 35 

	DFID
	=
	=
	=
	=
	=
	

	WHO
	1.1
	1.35
	1.35
	1.45
	1.45
	6.7

	OTHER UN Agencies
	
	
	
	
	
	

	Other Funding, e.g., CHAL;GAVI
	2
	2.5
	3
	3.5
	4
	 15 

	TOTAL
	 51 
	 65 
	 80 
	 91 
	 95 
	 382 


1.
The Government of Liberia budget (see National Health and Social Welfare Plan 2007 – 2011).
In is anticipated that funding for the MOHSW from the national budget will provide 1/3 of the total funding required for the five-year National Health Plan, i.e., the equivalent of 127 million USD. This estimated revenue is based on the following assumptions:

1) That the current budget of the MOHSW in approximately 10 Million USD (including funding for JFK hospital) and represents 8% of the total national budget of 129 million.

2) That the national budget will grow yearly by a factor or 20% resulting in a budget of 245 million in 2011.

3) That the MOHSW share of the national budget will increase to 12% for the 2008 budget (July 2008-June 2009) and to 15% in subsequent budgets.

4) Based on those assumptions, the MOHSW contribution to the National Health Plan would be 127 Million

5) The per capital contribution would increase from $3 in year 1 to $19 (Ministry of Finance estimates).

2. 
National Programs

There are four major national programs that are already receiving significant yearly funding, i.e., EPI, Malaria, TB and HIV/AIDS. In addition there is a more modest funding level provided annually for other programs, e.g., River Blindness and leprosy. The funding of these programs should be considered as a contribution to the National Plan, especially since some key components of the BPHS are funded by these programs, e.g., immunizations. However, to include them properly, more information will be needed about their yearly funding levels to identify their contribution to the overall health sector.

3.  
Bilateral/Multilateral Funding 

The financing of bilateral and multilateral funding for both humanitarian and developmental programs is taken into consideration. While the figures currently included in the table are illustrative, they do indicate an anticipated trend, i.e., that humanitarian funding will be phased out by the end of 2008, and the developmental funding needs to be phased in as soon as possible. In addition, current Global Fund support for Malaria and TB programs is ending in February 2007.

4.  
Other Sources of Funding

There are other sources of funding for the Liberian health sector. Faith based organizations currently manage 44 health facilities, including a number of county hospitals, under the auspices of the Christian Health Association of Liberia (CHAL). This and other contributions should be factored into the financing of the health sector.

In line with the National Health and Social Welfare Plan financing GAVI funds for HSS support will fall under other sources of funding. 
Management and Accountability of GAVI HSS Funds

Please describe the management and accountability arrangements for the GAVI HSS Funds

a) Who is responsible for approving annual plans and budgets for use of GAVI HSS?

The Government of Liberia with close consultation of the HSCC
b) Which financial year is proposed for budgeting and reporting?

2007/2008. The government planning and budgeting cycle is July to June. To synchronize the HSS with the cycle the release of HSS funds is proposed latest by May/June 2007. The reporting will be as per the GAVI guidelines with the GAVI Annual Progress Report  
c) How will HSS funds be channelled into the country?

Through the Ministry of Health and Social Welfare Bank account number: ECOBANK Account Number: 10-6100163-12-011
d) How will HSS funds be channelled within the country?

Funds will be released based on planned implementation schedule of all concerned as approved by the Ministry of Health and Finance 
d) How will reporting on use of funds take place (financial and activity/progress reports)?

Reporting on the use of funds will be tailored according to the specified requirement of GAVI through the Annual Progress Report.
e) If procurement is required, what procurement mechanism will be used?
Depending on the threshold, amounts of U$ 100,000 and below require advertising on the news paper locally. Any amount above requires international bidding. 
f) How will use of funds be audited?
Through the General Auditing Office of the Government of Liberia and any other Auditors as may be required by GAVI condition. 
g) What is the mechanism for coordinating support to the health sector (particularly maternal, neonatal and child health programs)? How will GAVI HSS be related to this?
Through the HSCC and ICC. GAVI HSS will be discussed and reviewed by HSCC and ICC as appropriate as advised by the TCC for child survival programmes.  
Involvement of Partners in GAVI HSS Implementation

The active involvement of many partners and stakeholders is necessary for HSS to be successful.  

The key actors in Health in Liberia and their responsibilities are given below. 
	Title / Post
	Organisation
	Roles and Responsibilities related to GAVI HSS

	Minister of Health and Social Welfare
	MOHSW
	HSCC and ICC chairperson, and signatory to GAVI/HSS

	Minister of Finance
	MOF
	Member of HSCC and ICC, and Signatory to GAVI/HSS

(Allocation of health budget to the Ministry of health, review of the use of the allocated budget in conjunctions with finance section of the MOHSW)

	WHO Representative
	WHO
	Member of the HSCC and ICC, and signatory to the GAVI/HSS (Provision of technical & financial support to the MOHSW)

	UNICEF Representative
	UNICEF
	Member of the HSCC and ICC, and signatory to the GAVI/HSS (Provision of technical and financial support to the MOHSW) 

	UNFPA Representative
	UNFPA
	Member of the HSCC and signatory to the GAVI/HSS (Provision of technical and financial support to the MOHSW)

	Minister of Internal Affairs
	MIA
	Member of the HSCC and ICC, and signatory of the GAVI/HSS (Provision of support to the County Health Teams through the County Superintendents)

	Minister of Planning and Economic Affairs
	MPEA
	Member of the HSCC and ICC, and signatory to the GAVI/HSS (Provision of technical support in the review and planning of the health sector plans and budget)  

	Ministry of Information, Culture and Tourism
	MICAT
	Member of the HSCC and ICC (Provision of support in promotion of health promotion and communications through available channels) 

	UN Resident/ Humanitarian Coordinator
	UN
	Member of the HSCC and ICC (Provision of support to the Health sector through the Civil Affairs section of UNMIL and UNDP) 

	Rotary International Coordinator for Liberia
	Rotary International
	Member of the ICC and signatory to the GAVI/HSS (Provision of financial support to the PEI in Liberia)

	USAID Country Director
	USAID
	Member of the HSCC and ICC, and signatory to the GAVI/HSS (Provision of technical and financial support to the health sector)

	EU Charge d’ Affaires
	EU
	Member of the HSCC and ICC (Provision of financial support to the health sector through ECHO) 

	WB Representative
	WB
	Member of the HSCC and ICC (Anticipated provision of financial support to the health sector)  

	NGO’ Coordinator
	Safe the Children
	Member of the HSCC and TCC and signatory to GAVI/HSS (Coordination of Health NGOs)  

	HSCC
	HSCC
	Coordination of the health sector

	ICC
	ICC
	Coordination of Immunization  

	EPI Programme Manager
	MOHSW
	Secretary to ICC and Chairperson of the TCC

	Chinese Embassy 
	Bi-lateral mission
	Bilateral Relations with Government of Liberia


5. Additional comments and recommendations from the National Coordinating Body (Health Sector Coordination Committee / ICC) 
· The national Health Sector Coordination Committee and the ICC are pleased to submit this proposal to GAVI for Health Systems Strengthening Support. However, the GAVI secretariat is aware of the many challenges ahead to the Liberian Government and in particular to the health sector where population access to health is extremely low and the infant and child morbidity and mortality rate is the highest in the African sub-continent. This is attributed to the devastating civil conflict that raged the country for many years. Liberia is a fragile post conflict country and is still in transition to recovery. The first partners forum for Liberia was held recently on 13-15 February 2007 in Washington DC, where many if not all actors in health were represented. Following the forum, the Government is expecting funding for operationilizing the National Health and Social Welfare Plan 2007-2011, where the Government of Liberia is expecting GAVI to play its role to support health systems. The grouping of countries for the GAVI HSS support by GAVI is perceived as appropriate by the Government of Liberia. However, the prevailing situation of post conflict Liberia warrants an initial maximum financial, material and technical support to enable Liberia to build a good foundation for sustained development of the health sector. In line with this, the HSCC and ICC, urges GAVI to reconsider and increase the allocation for the health systems strengthening support during the GAVI phase II as to meet the financial challenges of recovery and development as outlined in the total budget of the National Health and Social Welfare plan. The support which is much desired at this time will help implementation of the National Health Policy and National Health and Social Welfare Plan to ensure recovery of the health sector in Liberia and build a solid and sustainable health care delivery system.
6. DOCUMENTS REQUIRED FOR HSS SUPPORT
	Document
	DOCUMENT NUMBER
	Duration *

	Endorsed minutes of the National Coordinating Body meeting where the GAVI proposal was endorsed
	1
	27 February 2007

	Endorsed minutes of the ICC meeting discussing the requested GAVI support
	1
	27 February 2007

	Comprehensive Multi-Year Plan (cMYP)
	2
	2006-2010

	Recent Health Sector Assessment document
	3
	April-May 2006

	Report of the Liberia Health Sector Rapid Assessment Validation and Strategic Design Workshop
	4
	(3 days – August 2006)

	National Health Policy 
	5
	January 2007

	National Health and Social Welfare Development Plan
	6
	2007-2011

	Medium Term Expenditure Framework **
	7
	Not Available

	WHO / UNICEF Joint Reporting Form 2005
	8
	                 April 2005

	IPRSP
	9
	2006-2008

	
	
	


* Please indicate the duration of the plan / assessment / document where appropriate 
** Where available
THE FOLLOWING CLARIFICATIONS HAVE BEEN RECEIVED FROM LIBERIA REGARDGING THEIR HSS PROPOSAL
GAVI HEALTH SYSTEM STRENGTHENING PROPOSAL - LIBERIA

CLARIFICATIONS REQUESTED BY THE IRC
29 May 2007
First and foremost the Government of Liberia, through the Ministry of Health and Social Welfare, wishes to thank the GAVI Alliance for the continuous support provided so far for the Liberian child through the immunization programme. The Ministry is also pleased to learn the approval with clarification to the Liberian HSS proposal submitted to GAVI on the 2nd of March 2007, of which clarification is summarized as follows point by point. 

1. There needs to be a clear indication of the possible additionality or complimentarity of funds from different sources. There is a need to clarify whether there might be overlap in support of any aspects of these proposed activities by other funding sources. Also, there seems to be a surplus in government funding of the National Health and Social Welfare plan even before applying to GAVI. This needs to be clarified.  
Clarification: It needs to be stressed that the essence of the HSS proposal is to implement BPHS at the community level which package is deliverable by the community using community workforce in order to increase access to populations, and to use community based information and monitoring system, which links the community with the health facility with the overall coordination, training and management guidance of the county and national health authorities.
There is, indeed, possible complimentarity of funds from Global fund, World Bank, European Union, USAID and other partners to ensure smooth implementation of the proposed HSS activities at the community level and to link it from the primary health facilities to the national level. The Programme Coordination Team (PCT) among others is tasked to avoid overlap of activities. Specific health system strengthening support will be provided by these complimentary funding sources for the following activities; (a) community health workers, (b) health information system, (c) human resource and (d) monitoring and evaluation (see donor support coordination matrix below).

As regards to the seemingly surplus of Government funding referred to, we wish to clarify as indicated in the proposal that the budget was a projection which was expected to be mobilized and not a commitment. Though the Government is activity engaged in mobilizing funds and managed to mobilize 30-40% of its projections, there is still a shortfall of funds e.g. US$10m budgeted from Government but US$ 9.1m only committed with a shortfall of US $ 900,000.00. The World Bank planned US$ 10m, but committed US$8.5m only.

Description of interventions, partner, comments

	Matrix of Complimentary Support from partners for  Health System Strengthening Activities 

	Key Intervention
	Description of Intervention
	Partner
	Comments 

	Community health workers


	Assessment of community health workers in 5 counties.
	USAID/OFDA 
	Direct support for technical assistance to conduct assessment.

	County Planning for BPHS
	Direct technical assistance to develop plans for the implementation of BPHS in 5 counties.
	USAID/OFDA 
	Direct support for technical assistance to conduct validation workshop and develop county plans for the implementation of BPHS.

	Health Management Information System


	Provision of IT equipment, logistics and data flow from health facility and national training institutions to national level
	World Bank/WHO 
	Funds committed by the Bank and WHO direct technical assistance for installation of software and tanning.

	Monitoring and Evaluation


	Expand capacity of data collection, database management, and reporting systems within 20 sentinel sites; train 40 individuals (2 per site) in data management and coordination of standardized case reporting.
	Global Fund
	Funding approved under HIV/AIDS Global Fund grant to strengthen the data management and reporting of health information. 

	
	Procure computer hardware, peripherals and software for 20 sites for data management purpose. 
	Global Fund
	Funding approved under HIV/AIDS Global Fund grant to improve and strengthen the data management system within the public health sector.

	Clinical Equipment and transport
	Procure 1 surveillance vehicle to support samples during annual survey, and to conduct quarterly monitoring visits for HIV/AIDS program.
	Global Fund
	Funding approved under HIV/AIDS Global Fund grant improve the monitoring system.  

	
	Equip 10 new antenatal sentinel clinics with kerosene powered refrigerator and a cool box.

Renovate and provide equipment for reference laboratories.
	Global Fund
	Funding approved under HIV/AIDS Global Fund grant strengthen the cold chain management at the primary health level.

	Electrical Energy Supply
	Equip 33 health facilities to receive blood supply with solar-powered refrigerators. 
	Global Fund
	Funding approved under HIV/AIDS Global Fund grant to improve blood safety.

	
	Acquisition of basic medical supplies, medical emergency equipment, radiology and laboratory equipment, communications equipment, energy generating equipment, internet connection equipment, ambulances fro clinics, and health centers, county hospitals, and national tertiary referral hospital. 
	World Bank
	Funds committed under the 3 year Health System Reconstruction Project to improve access to health care.

	Human Resources
	Conduct 5-day training for 210 laboratory technicians within 5 years.

Hire professional health workers to fill in human resource gap. 

Providing technical assistance and training to enhance the education level of medical doctors, nurses, and allied health workers.
	Global Funds
	Funding approved under HIV/AIDS Global Fund grant.

	
	Hiring of medical officers, laboratory technicians and radiographers to fill in critical staffing in health clinics and hospitals 

Hiring of clinical teachers, including medical doctors, nurses, midwives and allied health workers for training.
	World Bank
	Funds committed under the 3 year Health System Reconstruction Project to increase the number and quality of health workforce.


2. There needs to be a better specification of the input, progress, and output indicators and a clearer indication of how these are integrated with the BPHS.
Clarification: In line with your request please find better specification of the said indicators linking them with the BPHS. Please see below (tables 12 & 13 of the proposal)

Table 12:  Selected indicators for monitoring progress at every stage of the GAVI HSS support

	
	Indicator(s)
	Data Source(s)

	HSS Input
	% of identified and recruited community health workers by the communities two for each health facility.  
	Routine quarterly reports of County health teams and quarterly review and planning by the national planning department of the MOHSW

	
	% of community health workers trained on BPHS  
	

	
	% of counties with functional health information and management system of BPHS


	

	HSS activities (3 main)
	% of health facilities implementing BPHS at the community level by community health workers.
	Routine quarterly reports of County health teams and quarterly review and planning by the national planning department of the MOHSW

	
	% of counties implementing HMIS and database for smooth management of BPHS.
	

	
	% of health facilities submitting a HMIS report to the County health teams on BPHS for previous month
	

	Outputs ( Impact on the capacity of the system)
	- % of health facilities with delivery of improved quality of integrated BPHS at the lower level. 
	Annual review and planning meetings  

	Impact on Immunization
	Coverage of DTP3 (Pentavalent after 2008)


	Routine Administrative coverage

	
	Coverage of Routine Measles vaccination
	

	Impact on child mortality
	Under 5 Mortality
	Routine and Active surveillance and/or surveys


Table 13: Expected progress indicators over time
	Indicator
	Indicators, baseline and targets in percentage

	
	Base Year
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation

	
	2005
	2007
	2007
	2008
	2009
	2010

	HSS Input
	0
	0
	50
	70
	90
	100

	
	0
	0
	50
	70
	90
	100

	
	0
	0
	50
	100
	100
	100

	HSS Activities (3 main)
	0
	0
	50
	70
	90
	100

	
	0
	0
	50
	100
	100
	100

	
	0
	0
	50
	80
	90
	100

	Outputs (impact on capacity of the system)
	20
	30
	40
	50
	60
	70

	Impact on immunization DTP
	87
	90
	90
	90
	92
	92

	Impact on Immunization Routine Measles 
	94
	95
	95
	95
	96
	96

	Impact on Child Mortality  under 5
	235
	235
	230
	225
	200
	170


3. The roles, responsibility and activities of the Project Management Unit need to be more clearly specified as well as its relation to the organizational and implementation structures of the Ministry of Health. Further, it needs to be clarified whether the PMU arrangement is expected to be of short or long term duration. 
Clarification: As indicated in the proposal the MOHSW intended to create a Program Management Unit (PMU) to coordinate partners and resources for implementing the National Health Plan. After several consultations and discussions with partners and donors, a decision was taken in April 2007 with the following donor partners, Unicef, USAID, World Bank, WHO, Irish Aid, DFID to replace the PMU concept with the Program Coordination Team (PCT). This decision was influenced by the fact that the establishment of the project management unit does not relate to the organizational and implementation arrangement of the Ministry and therefore provide a short term solution. Additionally, the unit provides little opportunity for institutional capacity building.  

The thrust of the national health policy and plan is local capacity development and participation. The MOHSW requires that the basic elements of all projects should be designed to strengthen the capacity of the MOHSW and related institutions in running the existing health service and health education system – not to set up an independent program that would run in parallel to the main functions of the ministry. The PCT concept therefore provides the best option for institutional capacity building, both at the management and organizational level.  All technical assistance that will be provided for the implementation of national health plan should therefore be fully integrated into the function and physical location where staff in MOHSW work.  The PCT structure below provides an excellent opportunity for a local counterpart to work along will all external staff recruited for strategic management and implementation support for the implementation of the National Health and Social Welfare Plan.

Structure of the Program Coordination Team
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Structure of the Program Coordination Team (PCT): The PCT will consist of the four deputy ministers supported by technical experts. Each technical expert will report to a deputy minister within the as shown in the draft organizational chart above (with the three positions highlighted in pink): The team will be headed by the Chief Medical Officer/Deputy Minister of Health Services. The team will coordinate the implementation of the national health plan and report to the Minister of Health who also chairs the Health Sector Coordination Committee (HSCC). 

HSCC: The HSCC meets quarterly to review the progress of the implementation of the health plan to meet the MDG target.  Members of the HSCC include, the donor partners, NGO representative, and government ministries.

Donors’ support to PCT: The MOHSW has firm commitments from the World Bank, European Unit, DFID, and USAID to support the PCT structure through the provision of technical assistance for financial management, procurement, policy development, and health management information system, and overall implementation of BPHS.

Donors’ support for financial management and procurement: The Department for Foreign and International Development (DFID) of the British Government will set up an Office for Financial Management (OFM) to strengthen the financial management system within Ministry of Health and Social Welfare.  The financial functions of the administration branch of the MOHSW will be strengthened through technical assistance provided by DFID in several main areas of activity:  budget, disbursement, accounting, payroll, program management, auditing, donor coordination etc (see figure below).  In addition, the World Bank will also hire a financial management specialist, internal auditor, and two more procurement specialist who will support the finance and procurement staff working with the OFM. 
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Donors’ support for health services management: The Bank will hire two or more program management specialists who will support the technical teams responsible for implementing the programs under the Deputy Minister of Health Services. It will also hire doctors, nurses, and clinical specialist to work in health facilities as well as teach in health training institutions. European Commission and USAID will hire two health management specialists to support the implementation of the BPHS.  
Donors’ support for policy and human resources development: It will hire several specialists to support the technical staff who will work on policy development under the Deputy Minister of Planning in executing the planned policy development studies for decentralization, health financing, and labor market dynamics. The European Commission has expressed commitment to provide short-term and long technical assistance in the areas of human resources, health infrastructure, and health planning to support the Deputy Minister of Planning, Research and Development. The PCT is now already operational.  

4. There should be further clarification and justification of the Management Cost in the line budget.

Clarification: The GAVI HSS proposal has budget lines for the purchase of vehicles and motorbikes for monitoring and evaluation, outreach, supportive supervision etc,. The proposal has also many activities e.g. quarterly reviews and needs operational support funds for trainers, supervisors and monitors to operationalize the proposal. There is no budget allocation for fuel, repair and maintenance of those vehicles, no operational support funds budget lines for stationeries, allowances/DSAs etc for the action points of the proposal. It is also expected that items and vehicles will depreciate with extra maintenance cost while at the same time more activities are expected to be carried out in line with the HSS plan of action after 2008, thus the increase in management cost in time.  Therefore, management cost will covered these areas of support. 

	Activity/Area for Support
	Cost per year (US$)

	
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	Total Costs

	Management Cost

1. Fuel and lubricants (Vehicles, motor bikes); 2. Repairs and maintenance of vehicles and motor bikes; 3. Operational Support cost (stationery, allowances/per diems, etc,.)
	
	50,000


	70,000
	90,000
	90,000
	300,000


5. The IRC appreciates the inclusion of Technical support in the proposal. It would like to know which areas of technical support have been identified to support implementation of the proposal. 
Clarification: Human Resources for Health is a priority of the Ministry of Health. During the national rapid health sector assessment it was identified as gap and all stakeholders on health have recommended the technical support to potentially organize HR unit and support the development of human resources plan and strengthen the Ministry of Health HR management (see page 15 of the proposal). In line with that and as is indicated on page 20 and 23 of the proposal, activity number 11, the required technical assistance is for a local (not external) technical support to assist with developing HR plan (and potentially organizing an HR Unit) and to strengthen the HR management for the Ministry of Health and Social Welfare. 
6. There are a number of fairly minor discrepancies in some of the figures that should be addressed. These are:

a. Information from the Rapid Assessment of the Health Sector does not always match. For example, population figures are inconsistent between the proposal, the WHO JRF form, and the National Health Policy document;

b. Data on IMR varies from 135 to 157 in various documents;

c. GNI data are inconsistent (the WB site has $130; the proposal has $170) and eh government’s share of expenditure also varies by source of data – with 8% being on the high side of the spectrum (see data from WHO, World Bank HNP data base);

d. The immunization coverage trends are not always consistent. The EPI Cluster Survey data is higher for 2004 than the administrative data. Also the disease burden data is inconsistent with JRF (measles). Concerning the estimated drop out rates, the rate of 20% in Table 5 is much higher than the calculation from Table 4 of 5.6%.
Clarification a & b: The last population census in Liberia was conducted in 1984 and the last DHS in 2000 due to the recurrent civil wars in Liberia. As a result, in-coming and outgoing humanitarian and developmental partners had to use different population figures and conduct many unauthenticated health study results as a working population and health developmental indictors respectively due to the lack of appropriate coordination mechanisms. Although, the best reliable population figures in the health sector appears to be the immunization database as it collates information from the primary health facilities regularly, the new government of Liberia has initiated two groups for two main studies to deal with the population problems and health developmental indicators. The Liberia Institution for Statistics and Geo-information Services (LISGIS) is responsible to deal with population census and the DHS which is already on going in 2007. However, while appreciating your critical look at the information and in anticipating the outcome of the DHS, we would like to inform you that the information as contained in the iPRS document should be used for the purpose of the proposal as it is an official Government document. 

c:  While using the GNI data of the iPRS document, we would like to confirm the governments share of expenditure to health is 8% of the US$129m Annual Government Budget.      

d: The immunization coverage trends in Liberia are the most consistent in the health sector as the immunization infrastructure has being put in place in all rehabilitated health facilities. As regards to the EPI coverage survey and administrative data of 2004, one needs to place him/her self in the context of Liberia in 2004-5. In 2004, the country was in UN security phases 4 and 5 which indicate classified Liberia as a high risk and emergency country. This means that, it was difficult to collect administrative data from facilities to the national EPI. The survey was conducted in the first half of 2005, where the security has been improved at the time the routine immunization and surveillance activities had to be reactivated. 

Referring to the inconsistency on the measles disease burden in the 2004 & 2005 JRF, specifically referred to the number of confirmed cases, and again due to prevailing situation in Liberia, all samples had to be shipped to Ivory Coast for laboratory investigation in the WHO accredited laboratory in Abidjan. As a result, we had difficulties in obtaining accurate information from the laboratory, which issues has been resolved after Liberia started confirmation of measles in Liberia in 2006. The Abidjan lab is now used as a quality control laboratory for measles.

As regards to the actual drop-out rate for 2005 the oversight will be rectified and the drop-out rate will read 5.6%.    
� The formula to calculate a vaccine wastage rate (in percentage): [ ( A – B ) / A ] x 100.   Whereby : A = The number of doses distributed for use according to the supply  records with correction for stock balance at the end of the supply period; B =  the number of  vaccinations with the same vaccine in the same period. For new vaccines check table (  after Table 7.1.


�Countries are encouraged to use existing health sector accounts for Health System Strengthening  System funds
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