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COUNTRY NAME:  MADAGASCAR

DATE OF APPLICATION: MAY 01, 2014
This proposal form is for use by applicants seeking to request Health System Strengthening (HSS) cash support from the GAVI Alliance. Countries are encouraged to participate in an iterative process with GAVI Alliance partners, including civil society organizations (CSOs), in the development of HSS proposals prior to submission of this application for funding.
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Please note that, if approved, your application for HSS support will be made available on the GAVI website and may be shared at workshops and training sessions. Applications may also be shared with GAVI Alliance partners and GAVI’s civil society constituency for post-submission assessment, review and evaluation. 
GAVI’s Key Elements for Health System Strengthening Grants 

The following key elements outline GAVI’s approach to health system strengthening and should be reflected in an HSS grant: 

· One of GAVI’s strategic goals is to “contribute to strengthening the capacity of integrated health systems to deliver immunization”. The objective of GAVI HSS support is to address system bottlenecks to achieve better immunization outcomes, including increased vaccination coverage and more equitable access to immunization. As such, it is necessary for the application to be based on a strong bottleneck and gap analysis, and present a clear results chain demonstrating the link between proposed activities and improved immunization outcomes.

· Performance based funding (PBF) is a core approach of GAVI HSS support. All applications must align with the GAVI performance based funding approach introduced in 2012. Countries’ performance will be measured based on a predefined set of PBF indicators against which additional payments will be made to reward good performance in improving immunization outcomes. Under the PBF approach for HSS, the programmed portion of HSS grants must be used solely to fund HSS activities. Countries have more flexibility on how they wish to spend their reward payments, as long as they are still spent within the health sector. Neither programmed nor performance payments may be used to purchase vaccines or meet GAVI’s requirements to co-finance vaccine purchases, and shall not be used to pay any taxes, customs, duties, toll or other charges imposed on the importation of vaccines and related supplies.

· GAVI’s HSS application requires a strong M&E framework, measurement and documentation of results, and an end of grant evaluation. The performance of the HSS grant will be measured through intermediate results as well as immunization outcomes including diphtheria-tetanus-pertussis (DTP3) coverage, measles-containing vaccine first dose (MCV1) coverage, fully immunized child coverage, difference in DTP3 coverage between top and bottom wealth quintiles, and percent of districts reporting at least 80% coverage of DPT3. Additionally, so as to systematically measure and document immunization data quality and data system improvement efforts, independent and recurrent data quality assessments and surveys will be a condition for all HSS applications. 

· GAVI’s approach to HSS includes support for strengthening information systems and improving data quality. Strong information systems are of fundamental importance both to countries and to GAVI. GAVI requires that countries have in place routine mechanisms to independently assess the quality of administrative data and track changes in data quality over time. Countries are strongly encouraged to include in their proposals actions to strengthen data systems, and to demonstrate how their grant will be used to help implement recommendations or agreed action items coming from previous data quality assessments. The process of conducting periodic data quality assessments and monitoring trends should be credible and nationally agreed. For example, incorporating an independent element to the assessments could involve national institutions that are external to the program that collects or oversees the data collection.

· GAVI supports the principles of alignment and harmonization (in keeping with Paris, Accra and Busan declarations and the International Health Partnership, IHP+). The application must demonstrate how GAVI support is aligned with country health plans and processes, complementary to other donor funding, and uses existing country systems, such as for financial management and M&E. The IHP+ Common Monitoring and Evaluation Framework are used as a reference framework in the Supplementary Guidelines for HSS Applications. 

· GAVI supports the use of Joint Assessment of National Strategies (JANS). If a country has conducted a JANS assessment the findings can be included in the HSS application. The Independent Review Committee (IRC) will use the findings of a JANS assessment to gain an understanding of the policy and health sector context that will inform their assessment of the credibility and feasibility of the HSS proposal.

· GAVI requests the countries to identify and build linkages between HSS support and new vaccines implementation (GAVI New Vaccines Support - NVS) – linkages to routine immunization strengthening, new vaccine introduction, and campaign planning and implementation must be demonstrated in the application. Countries should demonstrate alignment between HSS grant activities and activities funded through other GAVI cash support programs, including vaccine introduction grants and operational support for campaigns.

· As part of vaccine introduction, GAVI HSS support should be used during pre-and post-introduction for strengthening the routine immunization system to increase the coverage e.g. through social mobilization, training, supply chain management etc. (Ref. grant categories in table 1) for all the vaccines supported. This should complement other sources of funding including vaccine introduction grants from GAVI. 
· GAVI’s approach to HSS includes support for community mobilization, demand generation, and communication, including Communication for Immunization (C4I) approach. 

· GAVI supports innovation. Countries are encouraged to think of innovative and catalytic activities for inclusion in their grants to address HSS bottlenecks to improving immunization outcomes. 
· GAVI strongly encourages countries to include funding for Civil Society Organizations (CSOs) in implementation of GAVI HSS support to improve immunization outcomes. CSOs can receive GAVI funding through two channels: (i) funding from GAVI to Ministry of Health (MOH) and then transferred to CSO, or (ii) direct from GAVI to CSO. Please refer to Table 1 for potential categories of activities to include in budget for CSOs and Annex 4 for further details of GAVI support to CSOs. 
· Applications must include details on lessons learned from previous HSS grants from GAVI or support from other sources such as previous New Vaccine Support, the Effective Vaccine Management (EVM) assessment or Post Introduction Evaluation (PIE) tools, EPI reviews etc. 

· Applications must include information on how sustainability of activities and results will be addressed from a financial and programmatic perspective beyond the period of support from GAVI.

· Applications must include information on how equity (including geographic, socio-economic, and gender equity) will be addressed.

· Applications will need to show the complementarity and added value of GAVI support to reducing bottlenecks and strengthening the health system, relative to support from other partners and funding sources and relative to other funding from GAVI specific to new vaccines and/or campaigns.

· Applicants are encouraged to identify technical assistance (TA) and capacity building needs for implementation and monitoring of the HSS grants. Applicants are required to include details of short term and long term TA if they are requesting TA as part of the HSS application to ensure strong implementation and effectiveness of GAVI HSS support. 
	PART A - SUMMARY OF SUPPORT REQUESTED AND APPLICANT INFORMATION

	For further instructions, please refer to the Supplementary Guidelines for HSS Applications


Checklist for a Complete Application 

A completed application comprises the following documents. Countries may wish to attach additional national documents as necessary.
	HSS Proposal Forms and Mandatory GAVI attachments

→ Please place an ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

	1.  
	HSS Proposal Form 
	X

	2.  
	Signature Sheet for Ministry of Health, Ministry of Finance and Health Sector Coordinating Committee (HSCC) members
	X

	3. 
	Minutes of HSCC meeting endorsing Proposal
	X

	4. 
	Minutes of three most recent HSCC meetings
	X

	5.  
	HSS Monitoring & Evaluation Framework 
	X

	6.  
	Detailed budget, gap analysis and work plan 
	X

	7. 
	Detailed Procurement Plan (18 months)
	X


	Existing National Documents - Mandatory Attachments 

Where possible, please attach approved national documents rather than drafts. For a decentralized country, provide relevant state/provincial level plan as well as any relevant national level documents.

→ Please place an ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

	8.  
	National health strategy, plan or national health policy, or other documents attached to the proposal, which highlight strategic HSS interventions
	X

	9. 
	National M&E Plan (for the health sector/strategy)
	X

	10. 
	National Immunization Plan
	X

	11.  
	Country cMYP
	X

	12.  
	Vaccine assessments (EVM, PIE, EPI reviews), if available
	X

	13. 
	Terms of Reference of Health Sector Coordinating Committee (HSCC)
	X


	Existing National Documents - Additional Attachments

Where possible, please attach approved national documents rather than drafts. For a decentralized country, provide relevant state/provincial level plan as well as any relevant national level documents.

→ Please place an ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

	14.  
	Joint Assessment of National Health Strategy (if available)
	

	15.   
	Response to Joint Assessment of National Health Strategy (if available)
	

	16. 
	If funds transfers are to go directly to a CSO or CSO Network, please provide the 3 most recent years of published financial statements of the lead CSO, audited by a qualified independent external auditor
	


	1. Applicant Information

	Applicant:
	MINISTRY OF PUBLIC HEALTH

	Country:
	MADAGASCAR

	Proposal title:
	HSS SUPPORT REQUEST 2015 – 2017

	Proposed start date:
	JANUARY 2015

	Duration of support requested:
	3 Years

	Total funding requested from GAVI:
	USD $ 16,639,999

	Contact Details

	Name
	KOLO REGER

	Organization and title
	MINISTRY OF PUBLIC HEALTH

	Mailing address
	BP 88 AMBOHIDAHY

	Telephone
	+261 20 22 236 98 / +261 20 22 236 97

	Fax
	

	E-mail addresses
	


	2. The Proposal Development Process

	This section will give an overview of the process of proposal development, outlining contributions from key stakeholders. 
→ Address all the items listed below. Indicate if any of these are not applicable and explain why:

1. The main entity, which led the proposal development and coordination of inputs. It is possible to have multiple lead implementers, however the country must decide which department will lead the proposal development process. 

2. The roles of HSCC and ICC. 
3. Cooperation between EPI program and the other departments of MOH involved in the proposal development (including Departments of Planning, Child Health, HMIS, etc.). 

4. Involvement of subnational level (provincial, district, etc.) entities.

5. The role of CSOs in the proposal development. Applicants must describe whether the HSCC/ICC worked with any CSO platforms/coalitions, or just with individual organizations. Please provide the names of the specific CSOs, with contact details, or of the CSO platforms involved.

6. The names and roles of other specific development partners/donors. 

7. The role of the private sector, if applicable.

8. Description of technical assistance received during the proposal development. Include the source of technical assistance and a comment on the quality and usefulness of that technical assistance.

9. Description of the overall process of proposal development: duration, main steps of the proposal development, analytical work involved in the proposal development, links between the proposal development and national health sector planning/budgeting, links between the proposal development and JANS (if applicable).

10. Description of the most challenging elements during the proposal development and how they were resolved.

	TWO PAGES MAXIMUM

The process of developing a new GAVI-HSS Proposal began on July 4, 2014 on the initiative of the Ministry of Public Health. The idea was brought up at the launch-sharing meeting for a fresh application for GAVI HSS support.

This was followed by multiple regular technical meetings through a participative process involving all central stakeholders (Directorate and Departments of the Ministry of Public Health: General Secretariat, Directorate General of Health, Directorate of Studies and Planning, Directorate of Human Resources, Directorate of Administration and Finance, Health Districts Directorate, Directorate of Children, Mothers and Reproduction, Department of Health Statistics/Directorate of Information Systems), peripheral services (Regional Directorate of Health, Department of Healthcare Districts), as well as technical and financial partners of the health sector and Organization of Civil Societies (CSO).

Madagascar benefitted from:

· Support from TFP (WHO, UNICEF) in the proposal preparation process 

· WHO experts’ support to the national team during two technical missions (December 9-13, 2013 and April 9-17, 2014) for an improved final application.

The order of these workshops are given below and the most intensive ones were those which were organized after the Peer Review Workshop on the WHO GAVI-HSS Proposal in Cairo, Egypt, June 17-20, 2013, with the participation of the following Madagascar delegation: (i) two representatives of the Ministry of Health: Director of DDH and Head of Immunization Department, (ii) three partner representatives, two from WHO and one from UNICEF and (iii) one representative of the Organization of Civil Societies (CSO), the Coordinator of the NGO ASOS.

The different steps of finalizing the document are in the order of the meetings given below along with participating entities:

· 2nd week of July 2013: Constituting the Technical Working Group (TWG), responsible for initiating the preparation of the Proposal, consisting of members of the Cairo Workshop delegation and technicians from Directorates and Departments mentioned above;

· July 5-17, 2013: Collecting all working documents required for preparing the new proposal, via email or direct submission at DDH by the members of TWG, and starting to draw up the request for support by a restricted group designated by the Director of DDH after discussions with the HSS Focal Point in WHO. A draft 0 was created and shared with all the members. Feedback and comments were gradually collected through emails to help include suggestions or amendments after each meeting;

· July 18, 2013: HSCC-ICC technical committee meeting to present draft 0 of PART C described in the guidelines for request for support (Analysis of the situation, including an analysis of the bottlenecks: Key statistics regarding health and the health system; Description of the national health sector; National health strategy and joint evaluation of the national health strategy; Monitoring and evaluation plan for the national health plan; Bottlenecks in the health system that impede immunization results; Lessons learned and experience acquired;

· July 25, 2013: Technical Group meeting and the next part of the valedictory process for Part C;

· August 1, 2013: Presenting draft 0 of Part D regarding objectives and activities proposed after the proposals have been summarized over emails exchanged between the drafting group and members of the Technical Committee. Validation of bottlenecks identified in draft 0, by members of the Technical Committee;

· The week of August 5-12, 2013: Improving on the draft and sharing documents by email for the following financial years;

· August 22, 2013: Validating objectives and activities;

· August 29, 2013: Validating intermediate results for the results chain;

· September 3, 2013: Meeting presided over by the Secretary General to strengthen the organization to respect the dispatch date;

· The week of September 4, 2013: Reserved Workshop for the Technical Committee with the representatives of all stakeholders at Espace Lion d’Or to finalize the document;

· September 10, 2013: Pre-final draft valedictory meeting by HSCC-ICC members;

· September 11, 2013: Finalizing the Technical Committee proposal;

· September 13, 2013: Signing and dispatching the GAVI proposal

· August 2013: IRC recommendations to improve the proposal

· December 2013: Reviewing improvements to be made for a stronger proposal compared to its September version with the CAIRO team and WHO GAVI Technical Assistant 

· December 10, 2013: TWG meeting

· Strengthening the proposal that requires arbitration

· Prioritizing target districts 

· Discussion on objectives and a review of activities

· December 11 and 12, 2013: Reserved Workshop with the Consultant, Dr. Jean Charles Dubourg

· Points on strengthening the proposal that requires arbitration

· Group work on:

· Monitoring and Evaluation Plan: Redefining intermediate results for the narrative part, choice of indicators to be retained for monitoring and evaluation (Excel portion)

· Budget: arbitration on division of year for the purpose of budget 

· Lessons learned: with revised and validated objectives and risk analysis

· Managing the proposal: implementation modality and supply and financial management modality

· December 27, 2013: TWG meeting
· Arbitrating on the E-budget portion after recommendations of the WHO consultant 

· Dividing tasks for collecting complementary information for the narrative.
· December 31, 2013: TWG meeting

· Presenting of the improved budget 

· Entity-wise integration of work, 

· January 7, 2014: TWG arbitration meeting on Implementation Coordinator’s case and on the finalization plan for new GAVI funding request 2014 – 2018

· January 10, 2014: HSCC-ICC approval meeting 

· January 24, 2014: Sending the new proposal, which was discussed at the WHO pre-review on January 31, 2014.

· February 10 and 11, 2014: Finalization meeting for request for clarifications on the 4th part of the first proposal and collecting concerns of RDPH and MI which serve as the basis for TWG to develop the proposal.

· March 19 and 20, 2014: TWG meeting for the New GAVI guidelines and pre-review recommendations of January 31

· March 26 and 27, 2014: TWG meeting to improve the content of the section on bottlenecks in Proposal 2 compared to the pre-review recommendations of January 31, 2014

· April 10 to 16, 2014: TWG and International Technical Assistance meeting in a Reserved Workshop with a Consultant, Dr. Yao to finalize GAVI-HSS Proposal 2 

· April 17, 2014: Technical Committee pre-valedictory meeting for the new proposal in the presence of RDPH 

· April 25, 2014: HSCC-ICC approval meeting

	


	Signatures: Government endorsement 

	Please note that this application will not be reviewed or approved by GAVI without the signatures of both the Ministers of Health & Finance and their delegated authority.

Minister of Health                                                              Minister of Finance

Name:     Dr. KOLO ROGER                                            Name: Pr. Jean RAZAFINDRAVONONA
Signature:[image: image1.png]wEaR



               Signature: [image: image2.png]30 APR 20




Date:  April 29,2014                                                          Date: April 30,2014



	Signatures: Health Sector Coordinating Committee endorsement 

	We the members of the HSCC, or equivalent committee met on the ____April 25, 2014__ (date) to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation that is attached. The minutes of the meeting endorsing this proposal are attached to this application. 



	Please list all HSCC members
	Title / Organization
	Name
	Please sign below to indicate the attendance at the meeting where the proposal was endorsed
	Please sign below to indicate the endorsement of the minutes where the proposal was discussed

	Chair
	
	
	
	

	Secretary
	
	
	
	

	MOH members
	
	
	
	

	Development partners
	
	
	
	

	CSO members
	
	
	
	

	WHO
	
	
	
	

	UNICEF 
	
	
	
	

	Other
	
	
	
	


	Please tick the relevant box to indicate whether the signatories above include representation from a broader CSO platform: Yes (√        No (
                                                              


	
	

	




	PART B – EXECUTIVE SUMMARY


	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	3. Executive Summary

	→ Please provide an executive summary of the proposal, of no more than 2 pages, with reference to the items listed below:

The main bottlenecks for achieving immunization outcomes addressed within this proposal and how proposed objectives in this application will address these bottlenecks and improve immunization outcomes. 

A summary description of the population to be covered by the intervention (i.e. total population targeted). 

Objectives and the related budget for each objective. 

1. The proposed implementation arrangements including the role of government departments and civil society organizations. Please include a summary of financial management, procurement and M&E arrangements. 

	TWO PAGES MAXIMUM

Madagascar covers an area of 587,040 km2 with an estimate population of 24,434,817 million inhabitants according to GPHC4 1993 projections, including 43% of the population at less than 15 years of age and 67% living in the rural areas. Infant and child mortality was 72 for 1000 live births and maternal mortality rate was stagnant at 498 for 100,000 live births. Incidence of poverty was at 76.5% in 2010 against 68.7% in 2005. Madagascar was 151st among 164 countries according to the 2012 human development index.

DTP Hep3 vaccine coverage rate was 90% in 2013 (Source: Immunization service, JRF 2013)

In the absence of the new HSDP, health system development is guided by the Operational Plan for implementing Madagascar’s commitment to the United Nations Secretary General’s Global Strategy for Women and Child Health over the 2012-2015 period. It consists of the following four strategic areas: (i) increasing demand for promotional, preventive and curative health services; (ii) improving the availability and access to quality services at all levels of the health system; (iii) Putting high-impact interventions to scale and establishing new approaches; (iv) Strengthening institutional support that promotes adolescent, women and child health.

It has 21 specific objectives including eight (8), which are related to health system and immunization. By 2015, it aims to: (1) Increase the number of healthcare centers from 22 to 194 providing access to emergency obstetric and neonatal quality care for all; (2) Increase tetanus vaccine coverage of pregnant women from 57% to 80%; (3)

Increase the rate of deliveries assisted by qualified healthcare workers from 44% to 75%; (4) Extend neonatology services in all district hospitals; (5) Extend the supply of integrated services for managing children’s illnesses in 100% of PHCs; (6) Achieve 90% vaccine coverage for all antigens in at least 80% districts; (7) Ensure implementation of community-level IMCI in 100% districts; (8) Increase health sector budgetary allocation from 9% to at least 12% of the State budget.

But achieving these objectives is limited by the following constraints in the health system: (i) poor access to immunization services and care, (ii) poor availability of quality vaccines and human resources, (iii) poor coordination in the sector, (iv) an under-funded sector, (v) inadequacies in the health information system, vi) poor utilization of healthcare services by the people.

These bottlenecks are also consistent with those used in  the Comprehensive Multiyear Plan  for EPI 2011-2015 and are covered by the following objectives namely:

These bottlenecks are also consistent with those used in Comprehensive Multiyear Plan EPI 2011-2015 and are covered by the following objectives, namely :

· Improving vaccine coverage in an equitable manner and better protection against avoidable diseases by immunizing the people,

· Guaranteeing access to quality vaccines across the nation by ensuring injection safety and waste management as per norms

The GAVI-HSS grant with the overall objective to contribute to integrated health system strengthening to ensure equitable vaccine coverage will clear bottlenecks that have been prioritized in the health system because they restrict the outcome of the immunization exercise. It also aims to reduce factors of inequity in coverage and utilization of healthcare by the people.

GAVI-HSS grant interventions were defined in close complementarity with the GAVI-HSS proposal which is under preparation as well as other TFP’s and the State of Madagascar’s support to the health system. The interventions will be implemented in 72 districts selected on priority out of 112 districts in the country, on the basis of the following criteria (Ref. annex Justification from health districts):

· Penta3 vaccine coverage rate < 80% (JRF 2013)

· Penta 1-3 dropout rate higher than 10% (JRF 2013)

· Health districts with the number of unimmunized children > 1000 and/or rate of unimmunized children > 10% (DHS 4) District with PHC / people in isolated areas 

· Urban districts of Antananarivo (uncontrolled/out of control denominators, unimmunized marginalized people).

However, according to the nature of activities, the means required and objectives to be achieved, some interventions will be extended to other districts too. On the other hand, GAVI-HSS grant will carry forward the series to support priority activities at the time of closing projects respectively in 2015 and 2016. Planned interventions are disaggregated into the following five strategic objectives:

Objective 1: Extend the coverage of primary healthcare and quality of immunization in the Healthcare Facilities (US$ 5,614,836).
This objective aims at removing the bottlenecks in the poor accessibility related to the absence or non-functioning of healthcare facilities due to lack of staff, to the availability of HW and to the quality of basic healthcare services and contributes to improve (i) accessibility of the people to basic healthcare services by construction/rehabilitation/equipment of PHC and support to the completion of advanced immunization strategies and (ii) availability and quality of basic healthcare services by improving bio-medical waste management, strengthening MTD capabilities, strengthening institutional capabilities of central EPI for a better coordination of activities by supporting formative supervisions of decentralized levels (including EVM), strengthening managerial competencies of EPI participants at all levels (MLM), improving the availability, equality in distribution and motivation of PHC staff and their competencies.

Objective 2: Reinforce storage capacity of the cold chain for EPI inputs at national, regional, district levels and in the PHCs (US$ 4,640,800)
This objective aims at removing the bottlenecks in terms of lack of storage capacities for vaccines and EPI inputs related to the inadequacy of Infrastructures and CC system to receive new vaccines and to an efficient and perfectible vaccine management. The interventions are directly a part of the recommendations of the EVM evaluation in 2011 and the resulting efficient vaccine management strengthening plan. This objective mainly contributes to improving the availability of vaccines at PHCs through the (i)improvement of cold chain capabilities for storing all the vaccines (traditional and new vaccines) at regional/district levels by implementing the refrigerator replacement plan, support to the Cold chain maintenance, support to the provision of petrol for the functioning of refrigerators, securing vaccine transportation using refrigerated trucks; (ii) improvement of efficient vaccine management.
Objective 3: Improve the healthcare IT system to produce high quality data to be used at all levels to facilitate monitoring and evaluation (US$ 2,682,033)
This objective aims at removing the bottlenecks in terms of poor performance of the health information system related to the poor management capabilities and the non-harmonisation of data at all levels and under-utilisation of data for monitoring-evaluation and strategic planning. It is a part of the Strategic Plan for Strengthening the Health Information System 2013 - 2017 which will support the implementation. 
This objective contributes in (i) improving the availability and quality and use of health information data, (ii) improving monitoring-evaluation of the health system by organizing integrated quarterly reviews for monitoring-evaluation of the health programs et and strategic planning and (iii) strengthening community monitoring for MEVs.
Objective 4: Expand the use of healthcare services by stimulating demand (US$ 2,298,820)
This objective aims at removing the bottlenecks in terms of poor community participation and lack of use of health services related to the poor coordination and harmonization of activities between HW, HA, CSO;. It is a part of the National Community Health Policy (2009) which will support the implementation.  This objective contributes in (i) strengthening the community participation in favor of immunization in the active search for the ignorant and non-immunized children, (ii) intensifying the social mobilisation for immunization and (iii) improving the coordination and harmonisation of activities between HW, HA and CSO

Objective 5: Enhance the sustainability of immunization funding (US$ 65,190)  
This objective aims at removing the bottlenecks related to the lack of financing by the State for health and immunization and contributes to strengthening the resource mobilisation for financing the health in general and immunization in particular.
The progress made will be evaluated using the following indicators:   

· Infant-child mortality rate and infant mortality rate.

· Indicators for immunization results:  (1) DTP HEP B HIB 3 coverage rate (% of surviving infants who received three doses of a diphtheria, tetanus and pertusis, hepatits B and Heamophilus Influenza B vaccine); (2) MV coverage rate; (3) Geographical equality of DTP HEP B HIB 3 coverage (% of districts which have a DTP HEP B HIB 3 coverage greater than or equal to 80%); (4) Socio-economic equality in immunization coverage (DTP HEP B HIB 3 coverage in the poorest quintile is less than 8.2% than the coverage in the richest quintile); (5) Ratio of completely immunized children (% of children aged between 12 and 23 months who received all the basic vaccines in the systematic immunization program of the country); (6) Drop-out rate; (7) Number of non-immunized children (children aged 0 to 11 months); 

· Indicators for intermediate results
Objective 1: (1) Number of staff trained in planning/MLM, (2) Number of AWP prepared, (3) Number of rehabilitated health centers

Objective 2: (4) Number of PHCs equipped with solar refrigerators, (5) Number of refrigerated trucks available for the central level, (6) Number of regions equipped with refrigerated trucks

Objective 3: (7) Number of districts equipped with IT kits, (8) Number of districts who used DQS in checking data quality, (9) Rate of promptness of MAR EPI reports, (10) Rate of completeness of MAR EPI reports

Objective 4: (11) Percentage of local radios who signed the commitment letter for creating awareness and broadcasting the immunization theme 

Objective 5: (12) Percentage of PHCs who experienced a shortage in vaccine stock

The GAVI-HSS grant will be implemented under the leadership and responsibility of the Ministry of Public Health, will involve various organizations and/or national structures, central, intermediate and peripheral levels of MPH, and CSOs and TFPs and will be compliant with the terms of the GAVI-MPH Aide-Memoire signed in July 2012 and in strict compliance with the interventions and budget described in the GAVI-HSS proposal and also in accordance with the recommendations with APS 2013. 

The project coordination will be executed through the Coordination Committee (ICC/HSCC) consisting of representatives from the Government, TFPs and CSOs, through regular meetings.

The administrative and financial management methods are those defined in the Administrative, Accounting, Financial and Procurement Procedures Manual for the use of GAVI funds validated in March 2013.

 The administrative and financial management of the grant will be ensured by the Management Unit (GAVI-HSS MU) under the authority of the Director of Health Districts as Coordinator for implementing all program activities.The fund utilization will be verified internally  by the Health Services Inspection cell (HSIC) of MPH for interventions at all levels (District, Regional, Central)

To ensure a better use of GAVI funds, the Ministry of Public Health will collaborate with the GAVI Secretariat to ensure that the Transparency and Accountability Policy (TAP) at Madagascar meets the required criteria. Audits will be initiated by ICC/HSCC and results of each audit will be discussed at ICC/HSCC to take appropriate measures to correct any deficiencies in managing funds.
An independant external audit firm will conduct an annual financial audit for the grant on all the activities of the Program and fiduciary aspects.

The central level, through the main execution organizations (DDH, DCMRH/ID, DIS/SSS, DEP), will be responsible for planning the activities supported by the grant especially in the Annual Work Plans (AWP) and the coordination of activities conducted at intermediate and peripheral levels, monitoring, achieved control of results/compliance of schedules/procedures. 

The intermediate level, through RDPH, will be responsible for supervising the planning and implementation of activities at the district level, mainly validation of requests and monitoring and control of effectiveness of expenditure, compliance of procedures and documentation.

At the operational level, (i) the PHDS will be responsible for planning/supervision and MEO of activities at PHC under the supervision and authority of RDPH, (ii) Basic public health centers will be responsible for the operational implementation of routine EPI activities (including fixed or advanced/mobile strategies) and supervise HW.

The Civil Society Organizations (CSO), as members of ICC/HSCC, will participate in decision-making. At the community level, these CSOs will conduct planning, coaching, training and supervision of Community Workers (CW). 

Implementing the following Government reforms currently being undertaken in the health sector will help ensure continuity in achievements from GAVI support: (1) voting in and applying the immunization funding act, (2) increasing the proportion of the total budget allocated to health, (3) improving technical capabilities in management and governance, and (4) improving service quality.

The total amount of GAVI support which will extend over three years from 2015 to 2017 goes up to 16,639,999 US dollars and will help immunize 2,409,467 children less than one year of age having survived DTPHepBHib3 and 2,906,864 pregnant women having survived Yellow fever and more during this 3-year period, and will use up the funding already available (State, and other partners).

Further, the Government will contribute to implementing the new 2015-2017 demand for buying petrol and vaccines and restoring PHCs in a budget of 7,941,741 US dollars.




	4. Acronyms

	→ Please detail the full version of all acronyms used in this proposal, including in the HSS M&E Framework (Attachment 3) and in the Budget, Gap Analysis and Work plan Template (Attachment 4).

	Acronym
	Acronym Meaning

	ADB
	African Development Bank (BAD)

	AEVM
	Assessment of Effective Vaccine Management (EGV)

	AEFI
	Adverse Effects Following Immunization (MAPI)

	AFD
	French Development Agency

	AFM
	Assessment of Financial Management (EGF)

	AFP
	Acute Flassid Paralysis (PFA)

	ASOS
	Socio-sanitary action and relief organization

	AWP
	Annual Work Plan (PTA)

	BATS
	Bottleneck Assessment Tools

	PHC
	Primary Healthcare Centre (CSB)

	CHDC
	Communal Health Development Commission (CCDS)

	CHW
	Community Healthcare Worker (AC)

	CISS
	Healthcare Services Inspection Cell

	cMYP
	EPI comprehensive Multi-Year Plan (PPAC)

	CPA
	Cash Program Audit (APS)

	CRIS
	"Know, Identify, Inform, Monitor" Approach

	CSO
	Civil Society Organization (OSC)

	DAF
	Department of Administration and Finance (SAF)

	DMCRH
	Directorate of Maternal, Child and Reproductive Health (DSMER)

	DDP
	District Development Plan (PDD)

	DH
	District Hospital (CHD)

	DHD
	Directorate of Health District (DDS)

	DHR
	Directorate of Human Resources (DRH)

	DHS
	Demographic Health Survey (EDS)

	DSP
	Directorate of Studies and Planning (DEP)

	DTP
	Diphtheria, tetanus and pertussis vaccine (DTC)

	DQS
	Data Quality Self-Assessment

	DU
	Data Utilization

	EPI
	Expanded Program on Immunization (PEV)

	EU
	European Union

	FANOME
	Funding for the non-stop provision of essential medicines

	GAVI
	Global Alliance for Vaccines and Immunization

	GAVI-HSS MU
	GAVI-HSS Management Unit

	GCPH
	General Census of Population and Housing (RGPH)

	GB
	General Budget (BG)

	GDP
	Gross Domestic Product (GDP)

	HCom
	Health Committee (COSAN)

	HF
	Healthcare Facilities (FS)

	HSD
	Health Statistics Department (SSS)

	HSDP
	Health Sector Development Plan (PDSS)

	HSS
	Health System Strengthening (RSS)

	HW
	Healthcare / Health Worker (AS) 

	ICC
	Inter-Agency Coordination Committee (CCIA)

	IC
	Interpersonal Communication (CIP)

	IFL
	Initial Finance Law (LFI)

	IHP+
	International Health Partnership and related initiatives

	IP
	Interim Plan

	IS
	Immunization Service

	JANS
	Joint Assessment of National Health System

	JRF
	Joint Reporting Forum

	NHSCC
	National Health Sector Coordination Committee (CCSS)

	MAR
	Monthly Activity Report (RMA)

	MC
	Management Committee (COGE)

	MDG
	Millennium Development Goals (OMD)

	MOPH
	Ministry of Public Health (MSANP)

	MIS
	Management Information System (SIG)

	MTEF
	Medium-Term Expenditure Framework (MTEF)

	MV
	Measles Vaccine (VAR)

	NCHP
	National Community Health Policy (PNSC)

	NDPHRH
	National Development Plan for Human Resources in Health (PNDHRS)

	NGO
	Non-Governmental Organization (ONG)

	NHA
	National Health Accounts (CNS)

	NHP
	National Health Policy (PNS)

	PACSS
	Joint Health Sector Support Program

	PAIS
	Integrated supply program for healthcare inputs

	PASSOBA
	Support program for basic social sectors in the health sector 

	PAUSENS
	Emergency support program for the health and education sectors 

	PBF
	Performance Based Funding (PBF)

	PhaGeCom
	Community-Managed pharmacy

	RBF
	Results Based Funding (ABR)

	PMA
	Minimum Packet of Activities

	PRPP
	Person Responsible for Public Procurement (PRMP)

	RBM
	Results Based Management (GAR)

	RDP
	Regional Development Plan (RDP)

	RDPH
	Regional Directorate of Public Health (DRSP)

	REC
	Reach Every Child (ACE)

	REC
	Reach Every Community (ACC)

	RED
	Reach Every District (ACD)

	DRH
	District Referral Hospital (CHRD)

	SALAMA
	Buying group for medicines and healthcare inputs

	SARA
	Service Availability and Readiness Assessment

	SwAp
	Sector Wide Approach 

	TFP
	Technical and Financial Partners (PTF)

	THE
	TOTAL HEALTH EXPENDITURE (DTS)

	TT
	Tetanus toxoid (VAT)

	TWG
	Technical Working Group (GTT)

	UIC
	Unimmunized Children (ENV)

	UNICEF
	United Nations Children’s Fund

	USAID
	United States Agency for International Development

	WB
	World Bank (BM)

	WHO
	World Health Organization (OMS)

	


	PART C– SITUATION ANALYSIS


	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	5. Key Relevant Health and Health System Statistics

	→ Please provide the most recent statistics for the key health, immunization, and health system indicators by attaching most recent EPI Review, Health Sector Review or DHS. 
→ Where possible, data on the key statistics should be presented showing wealth quintile differences, and disaggregated by sex. 

→ If available disaggregated data for the key statistics indicators showing differences by geographic location (region / province) and urban / rural should be included in the space provided after the table.

→ Please provide information on vaccines currently used by the Immunization Program as well as on any vaccines planned for future use. 


	Key statistics 

	Indicator
	Source
	National average
	Difference in percentage for the richest and poorest quintiles
	Gender

(Kindly provide disaggregated data, if available)
	Year

	
	
	
	
	M
	F
	Total
	

	DTP HEP B HIB 3 coverage
	DHS IV
	73%
	39.2
	72.6 %
	73.0 %
	72.8 %
	2008-09

	
	Health Statistics Department
	66%
	
	
	
	
	2012

	
	WHO/UNICEF estimates
	86%
	
	
	
	
	2012

	
	Official estimates (JRF)
	86%
	
	
	
	
	2012

	Coverage of the first dose of measles vaccine
	DHS IV
	69.6 %
	39.5
	69.1 %
	70.2 %
	69.6%
	2008-09

	
	Health Statistics Department
	64 %
	
	
	
	
	2012

	
	WHO-UNICEF estimates
	69%
	
	
	
	
	2012

	
	Official estimates (JRF)
	84 %
	
	
	
	
	2012

	Dropout rate between 1st and 3rd dose of DTP
	DHS IV
	11.4
	11.8
	
	
	
	2008-09

	
	Health Statistics Department
	10.8
	
	
	
	
	2012

	
	WHO/UNICEF estimates
	10
	
	
	
	
	2012

	
	Official estimates (JRF)
	10
	
	
	
	
	2012

	Percentage of districts with a DTP HEP B HIB 3 coverage > 80%
	DHS IV (Regions)
	64%
	
	
	
	
	2008-09

	
	Health Statistics Department
	14.3%
	
	
	
	
	2012

	
	WHO/UNICEF estimates
	71%
	
	
	
	
	2012

	DTP HEP B HIB 3 coverage in the poorest quintile is +/- X % points of coverage in the richest quintile
	DHS IV (region-wise strata)
	39.2%
(Regions)
	
	
	
	
	2008-09

	% of fully-immunized children
	Administrative data (JRF)
	84%
	
	
	
	
	2012

	
	DHS IV
	61.6%
	41.2
	61.3%
	61.8%
	61.6%
	2008-09


	Additional statistics on the Health System

	Indicator
	Source
	Value
	Year

	Mortality of less than 5-year-olds
	DHS IV
	72 for 1000
	2008-09

	
	Others* (HSD) (mention the source)
	
	

	Total health expenditure in percentage of GDP
	National Health Accounts
	4.2%
	2010

	
	Others* (mention the source)
	
	

	Per capita health expenditure
	Administrative data (NHA 2010)
	USD 20.78 
	2010

	
	WHO (ODA)
	USD 19
	2011

	Total health sector budget for the year of request
	Administrative data (GB 2013/DSP)
	USD 47, 563,254 
	2013

	
	Others* (mention the source)
	
	

	Percentage of the health sector budget funded by the Government
	Administrative data (IFL 2013/DSP)
	38.71%
	2013

	
	
	
	

	EPI budget for the year of request
	Administrative data (DSP)
	USD 2, 766,597.20 
	2013

	Percentage of centers at the sub-national level whose cold chain capacities correspond to the intended use (based on WHO’s definition on “intended use”) (at the IS)
	Administrative data
	
	

	
	EPI inventory
	85%
	2012

	Punctuality and completeness of reports from centers and districts (or equivalent)
	Health Statistics Department
	Promptness

Completeness
	68.0% 

92.3%
	2012

	
	IS data (JRF)
	Promptness

Completeness
	66.7% 

100%
	2013


Significant differences exist between vaccine coverage rates from Madagascar’s Health Statistics Department’s (HSD’s) administrative data and the Immunization Service data (JRF official estimates): a 20-point gap for Penta3 and measles vaccine in 2012. The country’s official estimates (JRF) are identical to the WHO-UNICEF estimates except for measles (a 15-point gap). On the whole, vaccine coverage rate from the DHS4 2008-2009 and the vaccine coverage survey 2008 are less than the JRF official estimates of 2012 (a 13-point gap for Penta3 and a 15-point gap for measles). Several hypotheses can be made to explain the differences:

· Presence of two modalities in reporting immunization data without an actual integration between the HSD and the IS, including differences in terms of promptness and completeness and the difference in quality of the two systems. 

· Lack of control over the denominators of EPI target populations estimated on the basis of the GCPH results projection dated 1993. For example, 16% of the districts have Penta3 coverage higher than 100% in 2012 (JRF). Population estimates of the capital and big cities continue to be very broad due to lack of knowledge of the real growth rate, which in turn is affected by rural immigration.

· Lack of control over the denominator: inadequate reporting quality, completeness that calls for improvement, problems in promptness because some healthcare facilities are isolated and weaknesses in the communication systems, poor availability of EPI management tools and vaccine record notebooks.  8% of the districts have Penta3 coverage rates higher than Penta1 in 2012. Close to 40% children did not have a vaccine record notebook at the time of DHS4. There is no systematic quality control for health information data or for EPI in particular. These points will be strengthened in the GAVI-HSS grant framework.

In terms of equality, there was no significant gender-related difference between vaccine coverage rates estimated in DHS4 (Penta3 coverage rate was 72.6% in male children and 73% in female children). However, a gender-related difference was observed in fully unimmunized children (15% in boys and 11.6% in girls).

	Socio-demographic characteristic
	BCG
	DTP
	
	
	Polio
	
	
	
	Measles
	All vaccines3
	No vaccine
	Percentage of children with a vaccine record notebook

	
	
	1
	2
	3
	0
	1
	2
	3
	
	
	
	

	Male
	80.4
	82.8
	78.8
	72.6
	40.9
	83.2
	79.0
	69.9
	69.1
	61.3
	15.0
	59.5

	Female
	85.8
	85.6
	80.5
	73.0
	44.4
	85.4
	80.4
	69.9
	70.2
	61.8
	11.6
	61.4


DHS 4 on the other hand shows marked inequalities in vaccine coverage rates based on economic characteristics (39-point difference for DTP3 between the poorest and richest quintile), based on residence area (17.8-point difference for DTP3 between the urban and rural areas) and based on mothers’ level of education (40-points difference between children of uneducated mothers and those of mothers with secondary-level or higher education). 

There are also severe geographical inequalities based on health regions or districts. According to DHS4, only 69% of the regions (that is 14/22) have a DTP3 coverage rate higher than 80%. According to the country’s 2012 official estimates (JRF), 79% of the health districts (that is 89 out of 112) have a Penta3 coverage rate higher than 80%.

For the year 2013, 29.46% of the health districts (that is 33 out of 112) have a Penta3 coverage rate of less than 80%.
	Vaccines Currently Used by the Immunization Program

	Vaccine
	Year of introduction 
	Comments (including planned product switches, wastage etc.)

	TT
	1982
	

	HEP B
	2002
	

	HIB
	2008
	DTP Hep B Hib 10 doses in 2010

	PCV 10
	2012
	

	HPV
	2013
	Demonstration, 2 pilot districts

	ROTARIX
	2014
	

	OPV
	1982
	Change in IPVEN 2015

	MV
	1985
	Change in MR-MMR





	Vaccines Planned for Future Use by the Immunization Programme

Note: This section should include any future vaccines currently under consideration by the country and does not represent a commitment by the country to introduce the vaccines listed below.

	Vaccine
	Month / Year of Introduction 
	Comments (including planned product switches, wastage etc.)
	Plan for vaccine introduction taken into account in HSS application? If not, why not?

(Requirements for cold chain, human resources etc.)

	Example: IPV 10 dose
	July 2014
	Considering a switch to a 5-dose presentation when available. 
	Yes

	IPV, 5 doses
	April 2015
	
	Yes: increase in storage capacity

	HPV, 2 doses
	2016
	At the national level
	Yes: storage capacity

	MR
	2016
	
	No

	Malaria 
	2017
	
	No

	Please use the space below to provide:

· Further disaggregation of the data provided in the supporting documentation (if available). This data will be used to illustrate equity differences by geographic location and urban/rural. 

	ONE PAGE MAXIMUM




	6. Description of the National Health Sector

	This section will provide GAVI with the country context, which will serve as background information during the review of the HSS proposal. 

→ Please provide a concise overview of the national health sector, covering both the public and private sectors, including CSOs, at national, sub-national and community levels, with reference to NHP or other key documents.

→ Please include a copy of the National Health Strategy/Plan as Attachment 5. If the NHP is in draft format please provide details of the process and timeline for finalizing it. If there is not an NHP, or if other documents are referenced in this section, please provide these other key relevant documents.

It is recommended that applicants refer to GAVI’s health system strengthening grant categories detailed in the Supplementary Guidelines for HSS Applications (Table 1). Please refer to the list of health sector aspects in the Supplementary HSS Guidelines and if any are not included in your reference documents then please provide a short commentary. In order to keep this section concise, please summaries the key elements in the context of the HSS support being asked for, and provide reference to the relevant section in the National Health Plan for further detail. 

	THREE PAGES MAXIMUM

GENERAL INFORMATION

An extremely uneven terrain and an inadequately developed communication network, which strongly contributes to isolating some rural areas, characterize Madagascar, with an area of 587,040 km2.

In 2013, the Madagascan population was estimated at 24,434,817 million inhabitants according to GPHC4 1993 projections, including 43% of the population at less than 15 years of age and 67% living in the rural areas. 
Average density was 38 inhabitants par km2 with huge regional disparity. In 2010, life expectancy was estimated at 65 years for the entire population. According to DHS 4, 2008-09, infant and child mortality was 72 for 1000 live births and maternal mortality rate was stagnant at 498 for 100,000 live births. Madagascar was 151st among 164 countries according to the 2012 human development index.

The continuous socio-political-economic crisis since 2009 accentuated by the world financial crisis and suspension of aid from certain lenders has made the Madagascan economy quite fragile and led to a severe social crisis characterized by severe socio-economic inequalities and an impoverished population (incidence of poverty at 76.5% in 2010 against 68.7% in 2005). This crisis led to a pronounced deterioration in the performance of the health system, especially the immunization system.

The National Health Sector is described according to the six pillars of the Health System

SERVICE DELIVERY
The structure of the public health system in Madagascar revolves around 4 levels of service: (i) the central level with 6 University Hospitals (UH), (ii) the intermediate level with 16 Regional Referral Hospitals (RH), (iii) the peripheral level with 146 District Referral Hospitals including 86 Public Referral Hospitals (54 DUH1 and 32 DUH2) and 60 Private Referral Hospitals (4 DUH1 and 56 DUH2) as well as 3,073 basic health centres (2,559 public PHC and 514 private PHCs) [Source: DHD, 2013], (iv) the community level which offers promotional, preventive and referential services and encompasses 1,550 communes and 18,603 Fokontany (HSS Sectorization, 2012).

The private sector, comprising private healthcare professionals and private healthcare centres (profit-making associations or non-profit-making associations including religious or nonreligious NGOs), is poorly integrated into the health system and its contribution to healthcare is barely appreciable.

In general, we see an extremely inadequate quality of PHC services due to: (i) poor geographical accessibility to basic healthcare services (60% of the population lives more than 5km away from the PHC) and (ii) poor coverage and underutilization of PH services. Various mechanisms (supervision, surveys, etc.) help in theory, to ensure the quality of the services provided. At the same time, some healthcare centres implement quality assurance measures. Also, as a pilot attempt in 22 regions of the country, the MOPH with the support of the TFP is developing a performance-based funding approach.

PERSONNEL AND HUMAN RESOURCES 

Inadequate staff, ageing healthcare workers, characterizes the current offer of healthcare personnel and uneven geographical distribution of healthcare workers with a significant proportion of clinical staff employed in administrative posts much at the cost of services. Consequently, there is an imbalance in coverage, skills and human resource allocation, particularly in rural and urban zones. This further weakens accessibility and availability of quality healthcare in rural or remote areas.

The number of paramedics across all industry channels passing out annually from Institutes of Inter-regional Training of Paramedics is around 340 (including 120 general nurses and 120 midwives). The number of graduate general practitioners is approximately 140 per year. Around a hundred private paramedics training institutes have come up but only 11 are authorized, and the inadequate number of budget items inhibits the State from recruiting paramedics from these institutes into public service. At the national level, in December 2013, 63.14% of public PHCs had only one healthcare worker per centre. From the point of view of density, there is one doctor for 17,200 inhabitants currently in Madagascar, one general nurse for 13,600 inhabitants and one midwife for 23,700 inhabitants (we are far away from the norm: one doctor for 10,000 inhabitants and one midwife for 5,000 inhabitants). There is also a problem of concentration of healthcare workers in main villages and communes. It is essential to redeploy these workers to peripheral zones but there is no clarity about how to implement that particularly since there is no reference framework to officially guide human resource management. The objective is to bring back balance in healthcare services provided at the national level, for better equity. 
In order to improve service accessibility, the Ministry of Public Health creates various mechanisms to ensure employee retention in isolated areas. Also, the National Human Resources Development Plan for Health (NHRDPH) is under preparation.

MANAGEMENT SYSTEM FOR PROCUREMENT AND SUPPLY CHAIN 

In 2008, the Ministry of Public Health has initiated an Action Program for Integrating Health inputs (APIH) with the objective to integrate logistics and supply chain management in the unique system via the buying group SALAMA to become more efficient and effective in health system strengthening. The objective is to ensure constant availability of good quality health inputs at the right time and right place and at a better cost. It enjoys the status of a self-managed Non-Profit-making Association. It is the preferred instrument of the National Pharmaceutical Policy. According to the 2012 evaluation conducted by AFAQ –AFNOR, SALAMA managed to retain the ISO 9001-2008 certification.

Vaccines are currently managed by the vertical programs supply system. The current transport logistics includes 5 non-refrigerated trucks to quarterly replenish vaccine stocks in the regions. A recent cold chain stock-take (2012) revealed that stock volumes at the district and regional levels are not sufficient, more so from the perspective of new vaccine introduction. Cold chain equipment is allocated as per requirement either by frequent cuts in electricity supply or petrol supply.

Healthcare workers carry out preventive maintenance of the equipment whilst the district technicians handle curative maintenance. The percentage of functional refrigerators is only 61% at the national level. This is mainly due to cuts in petrol supply and spare parts. A cold chain-strengthening plan was developed in 2011 in relation to efficient vaccine management (EVM) conducted in 2011. However, the immunization system has not yet encountered any glaring shortage of vaccines despite inadequate logistics.

HEALTH INFORMATION SYSTEM

The health information system regularly supplies data and information on routine services in the health system at different levels. The Monthly Activity Reports (MAR) prepared on a monthly basis help report the change in indicators for all healthcare centres. The recently prepared community MAR with information provided by the community healthcare workers, tells us about activities at this level. However, its use is not yet effective. The information thus put together from the Healthcare Centres’ MAR are summarized and used by MOPH’s Department of Health Statistics. Some vertical programs still use their own management tools and monthly report frameworks (for example, for EPI, their monthly report framework should be sent to Afro WHO before the 7th of the month), a reason why incomplete information gets processed in the official system. EPI also conducts vaccine coverage surveys at regular intervals.

A Strategic Health Information System Strengthening Plan will be implemented in view of HIS harmonization and coordination. For EPI, institutionalization of monthly harmonization meetings and data analysis meetings associated with implementation of DQS aims to improve data quality for better decision-making.

COMMUNITIES AND OTHER LOCAL STAKEHOLDERS

Regarding National Community Health Policy (NCHP), the communities represented by community healthcare workers (CHWs) grouped within the HCom constitute the first level of the health pyramid. Civil Society Organizations (CSO) including NGOs encompass and support CHWs in implementing community activities in the communes, under the coordination of the Communal Health Development Commission (CHDC) and Community Approach Coordination Committee (CACC) in the regions and districts.

Community-based service comprises 35,213 community healthcare workers and is an integral part of the Health System. Motivation modalities for community health workers are: (i) non-financial based on: recognition, capacity building, provision of various incentives, payment in kind (ii) or financial based on: implementation of approaches like Performance-Based Funding (PBA/PBF), indemnity related to participating in workshops, trainings and campaigns.

LEGAL, POLITICAL AND REGULATORY ENVIRONMENTS 

Law No. 2011 – 002 of the Public Health Code, revised in 2011, defines general principles of Health Sector organization and functioning. The code calls for supplementation by decrees or orders.

National Policy on Health (2004-2008) drawn from the Public Health Code requires to be updated. The Health Sector Development Plan (2007-2011) expired in 2011 was carried forward by an Interim Plan (2012- 2013) extended to 2014. MOPH plans to finalize the HSDP document started in 2013.

In addition, Madagascar committed itself to implementing the IHP+ principle in 2008, but considering the continuing socio-political crisis in the country, the process was suspended. Madagascar could not carry out the National Compact despite being eligible for IHP+. For this purpose, organizing joint reviews in the form of JANS evaluation can be planned while developing the new version of HSDP. Regarding world initiatives for achieving MDGs 4 and 5, Madagascar has an Operational Plan (2012-2015) since 2011, for implementing United Nations Secretary General’s Global Strategy for Women and Child Health.

FUNDING HEALTH AND COMMUNITY SYSTEM 

An analysis of the channels used for directing fund flows to the health sector (Ref. NHA 2010) reveals strong centralization of funds management. The national deconcentration/decentralization policy foresees an eventual, more significant allocation of funds at the intermediary and peripheral levels. It also applies to the current practice of TFPs who tend to provide direct support to these very levels.

As for the community system, GAVI-HSS and TFP projects/programs are the main sources of funding. 

The current health expenditure (CHD) per inhabitant in 2010 was estimated at MGA 43,562.76 or USD 20.78. While referring to the old NHA nomenclature and while using the aggregate of the Total Health Expenditure (THE), the per-inhabitant THE in 2010 was MGA 50,543.23 or USD 24.11. 

2007 figures were equal to MGA 31,453.71 (USD 16.40) resulting in a 61% increase in MGA and a 47% increase in USD considering the difference in exchange rate used for the two periods. This increase in THE (Total Health Expenditure) per inhabitant equals an average annual growth of 18.1% between 2007 and 2010. [Source: NHA 2010, Economic and Financial Report].

The current funding system involves direct payment and therefore, the system is not adapted to the poverty situation in Madagascar. The Ministry of Health should in principle look for an insurance or health insurance type pre-payment system. But, our health insurance is financially not viable. Through Universal Health Coverage (UHC) each individual should get health services of appropriate quality as per requirement, whereas in the current funding system, the community faces financial difficulties. The idea of UHC encompassing principles of even access and use of services, quality of service and financial protection for those who need it has not taken effect but free immunization is already in place.

Setting up a budget framework

The MOPH has six Programs to help set up a budget framework: (a) program "024" – Administration and coordination, (b) program "502" – Providing basic health services, (c) program "503" – Providing institutional healthcare services, (d) program "504" – Providing medicines, consumables and other products, (e) program "505" – Disease control, (f) program "506" – Mother and Child survival and development. 

The budget structure comprises two levels: (i) central level (Directorates and central services), (ii) peripheral levels (Regional directorates and associated services, Health District service, Universal Hospitals, Hospitals in regions and districts, and Basic Healthcare Centres, level I and II). A text governing tax relief on acquiring equipment provided by GAVI-HSS is being developed while the “Note de conseil de gouvernement” (Government advisory note) No. 021/2013-PM/SGG/SC dated March 13, 2013 regarding tax relief on imports is already available (Ref. annex).


	7. National Health Strategy and Joint Assessment of National Health Strategy (JANS)

	This section will be used to determine how immunization is addressed in the national health plan, and what the key findings of an independent JANS assessment of the strategy were. The Independent Review Committee (IRC) will use the findings of a JANS assessment to gain an understanding of the policy and health sector context that will inform their assessment of the credibility and feasibility of the HSS proposal.
→ Please provide a reference to the relevant sections and pages in the NHP that outline immunisation policies, objectives, and activities. 

→ If a Joint Assessment of the National Health Strategy (JANS) has been conducted, please provide the JANS report as an attachment.

→ Please provide a summary of how the government and partners have addressed the weaknesses and recommendations identified in the JANS or attach the country’s response.

	ONE PAGE MAXIMUM

NATIONAL HEALTH STRATEGY AND JOINT ASSESSMENT OF NATIONAL HEALTH STRATEGY (JANS)

The Health Sector and Social Protection Development Plan (HSSPDP 2007-2011) expired in December 2011.

Given the political and institutional situation, the Country developed an interim strategic development plan covering the period 2012-2013. It consists of three strategic guidelines and a monitoring and evaluation framework. None of these documents were part of the joint evaluation (JANS type) however; it was developed through an inclusive participatory process with a huge involvement by the stakeholders.

Revision of the National Health Policy and development of the HSDP 2014-2018 was planned for 2013 but the process was not finalized and has to be continued in 2014 with the help of GAVI-HSS grant. In the absence of these documents, health system development is guided by the Operational Plan for implementing Madagascar’s commitment to United Nations Secretary General’s Global Strategy for Women and Child Health which covers the period 2012-2015. This consists of the following four strategic guidelines:

- Increasing demand for promotional, preventive and curative health services;

- Improving availability and access to quality services at all levels of the health system;

 -Putting high-impact interventions to and establishing new approaches;

- Strengthening institutional support that promotes adolescent, women and child health.

It has 21 specific objectives including eight (8) that are specifically related to immunization and it incorporates a framework and a complete monitoring and evaluation plan.


	8. Monitoring and Evaluation Plan for the National Health Plan

	This section will provide background information on how the country organizes M&E arrangements and whether this proposal is aligned and complementary to national M&E plans. 
→ Please attach a copy of the M&E Plan for the national health plan. 
→ Please provide a summary of how the National M&E Plan is implemented in practice. In your answer refer to relevant sections of the M&E Plan in the national health plan for further details. 

→ Please attach a copy of data quality assessment report(s) conducted within the last 3 years and data quality improvement plans.

→ Please provide a description of how development partners are involved in the M&E of the national health plan implementation and funding. Is there a Joint Annual Health Sector Review (JAR) and if so how and when are they are conducted? Please outline the extent of GAVI involvement in the JAR process. 
→ Please explain how immunization program reviews are linked to the Joint Annual Review (JAR), and if they are not linked currently, what will be done to establish linkages. 

	ONE PAGE MAXIMUM

There is no unique monitoring and evaluation national plan for the health system in Madagascar.

The Operational Plan 2012-2015 for implementing Madagascar’s commitment to United Nations Secretary General’s Global Strategy for Women and Child Health has a monitoring and evaluation plan which extends beyond 2013. It has 21 specific objectives including 8, which are related to the health system and immunization. By 2015, it aims to:

· Increase the number of healthcare centres from 22 to 194 providing access to emergency obstetric and neonatal quality care for all;

· Increase the tetanus vaccine coverage of pregnant women from 57% to 80%;

· Increase the rate of deliveries assisted by qualified healthcare workers from 44% to 75%;

· Extend neonatology services in all district hospitals;

· Extend the supply of integrated services for managing children’s illnesses in 100% of PHCs;

· Achieve 90% vaccine coverage for all antigens in at least 80% districts; 

· Ensure implementation of community-level IMCI in 100% districts;

· Increase health sector budgetary allocation from 9% to at least 12% of the State budget.

· Monitoring and evaluating the Operational Plan consists of 56 indicators including 3 which are specific to immunization:

· The rate of children less than one year of age immunized with measles vaccine (target 90% in 2015).

· The rate of children less than one year of age immunized with Penta3 vaccine (target 90% in 2015).

· The rate of children less than one year of age completely immunized (target 90% in 2015).

The EPI monitoring and evaluation plan integrated into cMYP 2011-2015 (revised in 2012) also has indicators and targets for the period. 

Monitoring and evaluation mechanisms of the National Strategic Plans and the Operational Plan in particular, rely on the NIHS, different subsystems of data collection and data analysis implemented in the programs and on specific surveys. 

The survey plan envisages: (i) a DHS every 5 years (the latest survey was conducted in 2008-2009), (ii) a vaccine coverage survey in 2016 (results of the on-going FIC 2013), (iii) Effective Vaccine Management survey every 3 years (last conducted in 2011) and (iv) a biannual SARA survey from 2014.

Monitoring implementation of the national strategic plan relies on the following main mechanisms and bodies:

At the central level, the Health Sector Coordination Committee (HSCC) created in 2009 and merged with IACC, is the decision-making multi-sectorial body (incorporating CSOs) presided over by the Ministry of Health, responsible for approving project proposals (including GAVI-HSS), coordinating health interventions and their monitoring and evaluation. It relies on a technical committee and ad hoc thematic committees constituted on request. The HSCC-IACC holds quarterly ordinary and extraordinary sessions, if required.

Bodies for coordinating, monitoring and evaluating healthcare activities at subsidiary levels (region, district, etc.) were formed by MTR and MTD on one hand and on the other by CHDC/HCom in collaboration with CSOs and chief PHCs at the community level.

Joint biannual health sector reviews were instituted in 2007, but the effectiveness of these meetings was compromised due to the political crisis across the country since 2009. The National Coordination Committee Meeting (NCCM) was instituted in 2012 and should help ensure an annual pace, implementation monitoring and evaluation, and operational planning for health interventions. GAVI-HSS grant will contribute to holding the meetings on a regular basis.

The country is planning to conduct a mid-term evaluation and a final evaluation of the GAVI-HSS project 2014-2018.

The survey plan (Ref. table below) envisages: (i) a DHS every 5 years (the latest survey conducted in 2008-09), (ii) a vaccine coverage survey in 2016 (production and analysis of on-going FIC 2013 results), (iii) Effective Vaccine Management survey every 3 years (last conducted in 2011) and  (iv) a biannual SARA survey from 2014.

Indicators/surveys

2008-09
2010
2011
2012
2013
2014
2015
2016
2017
Vaccine coverage

X
X
X
DHS/MICS

X
X
EVM

X
X
X
DQRC

X
X
X
X
X
X
[Source : Immunization Department 2013



	9. Health System Bottlenecks to Achieving Immunisation Outcomes

	This section will be used to understand the main bottlenecks affecting the health system performance. The analysis here underpins the application, ensuring the proposed activities are designed to address the bottlenecks. 
→ Please describe key health and immunization system bottlenecks at national, sub-national and community levels preventing your country from improving immunization outcomes. Consider bottlenecks to providing services to specific population groups, such as the under reached, marginalized or otherwise disadvantaged populations. The country is also asked to consider gender related barriers to accessing quality services.
In order to keep this section concise, please summaries the key elements in the context of the HSS support being asked for, providing a reference to the relevant section in the National Health Plan for further detail. 
→ Please refer to bottlenecks which impact on gender and equity-related access to immunization.
→ Please reference the analytical work that led to identification of the bottlenecks. 

→ Describe the bottlenecks identified in any new vaccine proposals submitted to GAVI, the National Health Plan, and any recent health sector assessments such as the Effective Vaccine Management (EVM) assessment or Post Introduction Evaluation (PIE).

→ Which of the above specified bottlenecks will be addressed by the current proposal? Which bottlenecks are addressed by other national or externally supported programs?
In order to keep this section concise, please summarize key bottlenecks and provide references to the relevant sections in existing bottleneck analyses. Please ensure the referenced analyses are provided as attachments.

	FOUR PAGES MAXIMUM

The analytical work which resulted in the identification of bottlenecks was drawn up from different sources like studies on equity, vaccine coverage surveys, HRD data, EPI External review, JRF, document on implementation of CSO platform (terms of reference), UNICEF’s Madagascar Equity Immunization April 2013, NCHP. Other factors of the analysis are related to the cold chain situation. 

Bottlenecks identified affect the six pillars of the health system and an analysis of bottlenecks was mainly concerning EPI issues, particularly in comparison to new vaccine introduction, and on equity issues.

In Madagascar, the data available does not allow to confirm that gender specificity exists.

However, there are unimmunized children in marginalized social classes for various reasons: problem of financial accessibility, isolation, lack of communication, mothers’ unavailability (lack of time to get the children immunized), rumours and sometimes religion.

This was also observed in big villages (street children, for example).

Leadership and governance

In terms of planning, non-updating of the NHP 2005 and HSDP 2007-2011 resulted from an unconstitutional change in 2009. Instability in the government and policy discontinuity halted the process of developing a new HSDP and the process of implementing Compact and partner-cooperation.

This absence of strategic orientation affects planning, particularly EPI micro planning, in the regions and districts. Moreover, absence of training (MLM) and a framework are a handicap for the people responsible for managing immunization program at the peripheral level. 

Bottlenecks lead to consequences particularly at the system’s operational level and a situation of inequity with persistent numbers in unimmunized children in isolated areas or even those with access in the big cities (geographical and socio-economic inequity).

Furthermore, lack of leadership from the Ministry of Public Health led to weaknesses in governance and lack of coordination. 

Severe weakness was also observed in intra- and inter-sectorial coordination, health system monitoring and evaluation, and supervision and control of health interventions. There was vertical structuring of interventions. Decentralization of the sector remains to be completed.

Provision of healthcare services 

Bad quality infrastructure and the  poor condition of the PHC could be the reason why CHW leave (PHC shut down due to the derelict condition of the building) and hence there is a problem of equity because these communities can no longer benefit from services. Lack or absence of resources (financial, human, infrastructure, etc.) makes effective implementation and good quality interventions difficult (103/113 advanced immunization strategies are implemented; source GAVI-MU, 2013).

Bottlenecks in immunization are mostly present due to (i) absence or non-functioning of healthcare centres, (ii) unavailability of CHW, and (iii) service quality:

· 40 commune administrative centres without healthcare centres, 60 PHC shut down in 2013 (insecurity, non-functional building or absence of personnel), exclusive of PHC in poor state;

· Lack of CHW in PHC (approximately 60% of one-man-show PHC in 2013, DHR data): 2 CHW are required for an effective EPI and this is one of the reasons for non-implementation of advanced strategies (a need to update norms);

· CHW, particularly those who are the only ones at their posts, are in more demand than can be fulfilled and hence do not manage to provide adequate services be it in terms of quality or quantity nor do they manage to go beyond a certain radius (fokontany, 20 kilometres away from the HC). CHW have to absent themselves for various reasons (monthly reviews, advanced strategies, training, administrative measures, leaves, illness, etc.). They are absent for a longer period of time in PHC that are isolated because they might require up to three to four days just to reach the district administrative centre. (More than 1000 PHC are at more than 50 km distance from district administrative centres that are difficult to reach - source SSB/DHD).

· 60% of the Madagascan population lives at more than 5 km from a basic healthcare centre.

· Specific issues regarding service quality concern the unavailability of vaccines (75% for lack of immunization) due to bad quality of vaccine program management and CC breakdown;

· The above situations have repercussions on planning and organization in C. Also, the lack of data analysing and using culture for taking decisions and action does not allow any micro planning based on the real situation. 

· Lack of funding in waste management restricts the implementation of the National Policy on waste management. Only 35 PHC out of 2559 public PHC have incinerators for proper waste management and for guaranteeing injection safety. 

Human resources in health (HRH)

Absence of a human resources policy and the lack of a forecasting approach to HR management translates into poor coordination and harmonization, resulting in a poor distribution (concentration in big cities) and unavailability of HR at the peripheral level (isolated areas):

1 doctor/ 17,200 inhabitants, 1 midwife/23,700 inhabitant and 1 nurse/13,600 inhabitant (CHW work in public PHC, source DHR, 2013);

· 60% medicines are in urban centres and cover 21% of the population;

· 37% of PHC2 do not have medicines, particularly at the peripheral level;

· Rural and isolated areas are neglected and the standard of having at least 2 healthcare workers per PHC is rarely achieved;

· 60 PHC closed down in 2013;

We also witness an ageing staff: around 50% of the staff in public HC are more than 50 years of age and 1/4 of PHC1 are maintained by healthcare aides (healthcare assistants) who are soon going to retire.

A strongly demotivated staff at the posts and lack of supervision and control result in frequent illicit practices and a high absenteeism rate. CHW do not want to go to isolated postings and have no motivation. 

As an alternative, the former proposal tried to fill this gap by hire healthcare workers on contractual basis.

Equipment, infrastructure and inputs

Generally, bottlenecks are related to:

- Dilapidated condition of infrastructure and equipment,

- Lack of maintenance,

- Lack of mobile resources, particularly for supervision and advanced strategies and transport for inputs.

Some PHCs are only accessible by boats or dugouts.

EPI-specific bottlenecks related to inputs and infrastructures are mainly there in logistics and CC.

Logistics:

-  Insufficient infrastructure for vaccine safety in places of storage, at all levels;

-  Unsecured vaccine transport due to lack of refrigerated trucks;

-  Lack of funding for adding EPI management tools;

Cold chain:

Insufficient CC system for receiving new vaccines. It is worth noting that efforts to improve the situation were made or are in progress by way of acquiring cold chain equipment and refrigerators, but bottlenecks still remain;

-  Inadequate CC maintenance;

-  Low availability of vaccines at the PHC (often due to a stopped petrol refrigerator) and districts (management and supply problems). According to a 2013 study of inequity factors analysis, vaccine stock shortages were observed in 32% PHC and 27% of district warehouses. According to another study, 75% of instances of children who come to the PHC and were unimmunized were due to unavailability of vaccines.

Poor performance of health information system and monitoring and evaluation

The health information system managed by the health statistics service is limited to the official system for routine information on health centres (MIS/MAR). The other sub-components or sub-systems (like the Epidemiological Surveillance System, Vertical Programs Information System, and Information System for resources (human, inputs/equipment and infrastructure), Information System for births and deaths and the Community system) are under the responsibility of other directorates or entities (commune or project).

Main bottlenecks identified in the health information system are:

- Lack of a framework as a benchmark and a framework for integration and coordination of the health information systems resulting in multiple tools (more than 30 reports apart from the MAR) and modalities for collecting and analysing information.

- Inadequate implementation of stipulated strategies in the Strategic Plan for Health System Information Strengthening focused on harmonization and coordination of information processing tools. In fact, the PHC-MAR integrated canvas and the community MAR, incorporating all EPI information, have already been developed but their utilization is not yet effective given that the GESIS software is to be updated and the community software remains to be created;

- Absence of an integrated mechanism for monitoring and evaluation and for keeping a regular check on availability, reliability and quality of information (promptness and completeness). Management tools are inadequate, retro-information does not reach the PHC;

- Lack of a culture of using the data for appropriate action, at all levels.

- Difficulty in the means of data transmission (hard copies to be sent) with a 70.5% promptness rate and 89.2% completeness (2013 data, source DSI/Department of Health Statistics).

EPI specific bottlenecks related to the information system are there in (i) data reporting, (ii) data quality and (iii) using the data locally.

- Poor management capacity even in areas that are accessible (behaviour, habits, etc.);

- Lack of data harmonization at all levels: disparate denominators, multitude of indicators and results (discrepancy in percentages that do not properly reflect the exact situation);

- Review, Monitoring, DQS: non-utilization of information at the local level (inadequate DQS culture, lack of monitoring)

Health system funding 

Bottlenecks in funding the health system are related to:

- Suspension of aid from some funders since the marked socio-political and economic crisis since 2009

- Inadequate State budget allocation for health stagnating at 8% since 2008 instead of the usual 15%,

- Also, the decline in total State budget (45% reduction in State budget exclusive of the balance since 2012, source DSP);

- Extremely inadequate per-inhabitant total expenses on health: USD 19 in 2011 out of which USD 12 provided by the State and USD 7 privately vs. the recommended USD 30.

- High dependence of the national health budget on lenders (68% in 2013) whereas there is an approximately 50% fall in external contributions since 2010 (source DEP)

- Unachieved vaccine independence: 50% funding for traditional vaccines is ensured by the TFPs in 2013 and funding for new vaccine acquisition depends on GAVI). Total cost of vaccines is USD 29,839,815.38 (source JRF 2013)

- Difficulties in mobilizing State funding for other expenses related to immunization activity (transport);

- Near inexistence of health insurance system, high predominance of direct payments given the increasingly impoverished population (poverty incidence of 76.5% in 2010), high vulnerability to financial risks related to illness and very poor financial accessibility to healthcare (23% of the population does not look for treatment due to lack of financial resources–WB 2010);
EPI-specific bottlenecks related to funding:

- Problem of making vaccine acquisition a constant considering the withdrawal of TFP;

- Difficulty in mobilizing sufficient resources for funding traditional vaccines and co-funding new vaccines, which increases every year (respecting State priorities in terms of planning, immunization being a State priority).

Community and other local stakeholders

· Generally, bottlenecks faced are related to:

- Inadequate coordination and lack of continuity in collaboration between HW and CHW in the Minimum Packet of Activities at the PHC because of not applying (NCHP implementation guide is however already available);

- The community’s ineffective commitment due to lack of harmony in CHW activities: multiplicity of stakeholders that simultaneously intervene with community healthcare workers who are in turn mobilized through several programs with different approaches.

- Lack of implementation of the EPI Communication Plan along with inadequacy of some messages directed towards the community.

· Immunization-specific bottlenecks in the community and concerning other local stakeholders are essentially related to:

- Coordination and harmonization of activities between HW, CHW, CSO;

- CSO do not yet cover the entire country.

- Lack of a common understanding among CSO about the RED, REV, REC approaches with the need to guide CSO experiments in EPI;

- Lack of CHWs’ comprehension about the contents of health notebook (EPI, nutrition, etc.);

- Implementation of Community Activities Package including EPI not yet put to scale 

- Lack of harmonization of experiments on CHWs’ motivation;

- Existing experiments related to PBF do not take EPI into account.

The current GAVI-HSS proposal will contribute to resolving the following bottlenecks:

- Inadequate accessibility, availability, use and quality of basic healthcare services and particularly immunization services;

- Limited cold chain capacity (inadequate vaccine and EPI inputs storage, transport and vaccine management);

- A poorly-integrated healthcare information system and low quality and utilization of the data produced, particularly data related immunization activities

- Poor participation of communities and CSO in immunization activities (in case of isolated or marginalized people) 

- Insufficient State funding for health and especially immunization, mobilizing and making the funding constant;

- Inadequacies in staff, unequal geographical distribution of healthcare staff at the cost of service provision. 

The interventions to remove these bottlenecks are defined in close complementarity with interventions of the current GAVI-HSS proposal and the supports by other TFP and Malagasy State to the health system.

These activities will be implemented on priority in 72 of the 112 districts selected based on the following criteria: (i) Penta3 Vaccine coverage rate < 80% (JRF 2013), (ii) Penta 1-3 dropout rate greater than 10% (JRF 2013), (iii) Health districts with number of non-immunized children > 1000 and/or ENV rate > 10% (DHS 4) District with PHC / remote population, (iv) Urban districts of Antananarivo (denominators not controlled, marginalized population not immunized). (Ref. appendix: List of 72 Districts)

The activities are likely to be redirected to other Districts depending upon the immunization results after annual evaluation based on the above mentioned criteria.

On the other hand, based on the nature of activities, the means required and objectives to be achieved, certain interventions will be expanded to other districts. However, the GAVI-HSS grant will take over to support the priority activities at the end of some projects in 2015 and 2016 respectively.
.




	10. Lessons Learned and Past Experience

	This description will highlight to GAVI how lesson learning has been incorporated into the design of the activities. It will provide the documentary evidence demonstrating that the proposed activities will be effective, and that their implementation will achieve the desired intermediate results and immunization outcomes. 
→ Please use the table in the proposal form to summarize the evidence base and/or lessons learned related to each of the objectives in the proposal. Applicants are asked to detail the lessons learned from relevant interventions specific to their country that were successful.
→ In addition, please illustrate the challenges to successful implementation. 
* Where possible, please provide evidence of this learning by providing a reference or a web-link to a published document related to the specific interventions. 

	Objective
	Lessons learned, highlighting both successes and challenges; include any lessons learned from grant implementation

	Objective 1: Extend the coverage of primary care and quality of immunization in the Healthcare Facilities.
	Concerning the implementation of the previous GAVI-HSS grant, the choice of having a unique criterion for vaccine coverage in intervention zones excluded some children from large agglomerations. The criterion for unimmunized children should be taken into consideration to avoid geographical inequity and socio-cultural inequity.

Working on hiring by contract with GAVI’s support and some partners helped in reopening the PHC that was closed due to lack of staff. This helped improve access, quality and service utilization. However, considering the RED approach to implementation, some PHC expressed the need for more staff to carry out advanced strategy activities.

In terms of the performance based funding (PBF) approach, Madagascar started the experience in one region but it is still in its pilot stage. There are no results available, and the EPI program is not taken into consideration in this PBF experiment.

Despite higher implementation costs, the urban strategy developed by the Ministry of Public Health related to high sensitization and social mobilization helped reduce by half the number of unimmunized children in the urban areas;

Institutionalization of the Mother and Child Health Week (MHCW) along with sensitization and social mobilization activities helped the unimmunized children catch up and facilitated new vaccine introduction.

	Objective 2: Reinforce storage capacity of the cold chain for EPI inputs at national, regional, district levels and in the PHCs
	New vaccine introduction was the opportunity to strengthen cold chain at the national and regional levels through the acquisition of cold chambers with GAVI’s and other partners’ support but it is still inadequate in the districts and PHC.

Despite trainings conducted during installation of equipment, their maintenance of equipment and vaccine management continue to cause major concern. 
Moreover, although storage capacity has improved, the condition of vaccine transport from the national level to the regions, districts and health centres needs improvement to guarantee good quality vaccine and to avoid stock shortages.

Given the frequent shortage of petrol and spare parts, a gradual replacement of petrol-run refrigerators by solar equipment and electric refrigerators was initiated with GAVI’s and other partners’ support (compliant to the cMYP 2011-2015).

	Objective 3:  Improve the healthcare IT system to produce high quality data to be used at all levels to facilitate monitoring and evaluation
	Concerning the information system:

In January 2014, the implementation of the Strategic Plan for Strengthening Health Information System allows for the harmonization and implementation of management tools in PHC. With GAVI’s support, the systematic implementation control of the quality of data allowed correcting in time and on site any data error. Applying DQS and the culture of DU (Data Utilization) in the regions and districts is not yet effective.

MIS/MAR chiefs were all trained in DU. However, due to lack of supervision funding, their performance could not be appreciated.

The experience shows that the poor performance of health information system is partly due to its poor integration and a multiplicity of information collection tools. GAVI-HSS grant supports integration and harmonization of the system and contributes to multiple information collection tools in addition to the State Budget. 

Monitoring and Evaluation:
There is no comprehensive monitoring and evaluation national plan. 
However, there are sectorial initiatives in monitoring and evaluation such as DQS, half-yearly review of EPI, and monthly analysis of EPl data regarding immunization service. The challenge lies in harmonizing and integrating all-in-one single tool to make it a comprehensive monitoring and evaluation tool. Use of EPI software requires efficient computers in Healthcare Districts and Regions (activity included in the grant).

Moreover, data utilization in taking a decision and action remains a serious handicap in planning, management and resource allocation. 
The experiment shows the importance of holding regular reviews to identify bottlenecks and implement corrective measures at all levels.

	Objective 4:  Expand the use of healthcare services by stimulating demand
	Setting up community structures constitutes opportunities for developing healthcare activities. However, it is important to harmonize approaches.

Community immunization registers contribute to effective monitoring of the state of vaccines, active search for dropout children in each fokontany, and to evaluate the performance of community healthcare workers, but the use of these registers by the CHW is not uniform.

	Objective 5:  Enhance the sustainability of immunization funding
	The co-funding mechanism helps ensure the availability of vaccines but the delayed deadlines observed in pay-outs from the State funds and the existence of a budget line for executing some auxiliary activities (fuel, forwarding charges, etc.) cause delays in traditional vaccine supply.

The support of GAVI and other TFP helped recruit contractual staff to run healthcare centres and to reduce the problems of geographical inequity. The State took measures to continue the HW recruitment policy, yet their numbers and retention in isolated healthcare centres continue to be a cause for concern.

The financial viability plan is included in the cMYP (comprehensive Multi-annual Plan). It is available and is to be updated according to new vaccine introduction.


	PART D - PROPOSAL DETAILS


	

	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	11. Objectives of the Proposal  


	This section will be used to assess whether the proposed objectives are relevant, appropriate and aligned with the National Health Plan and cMYP, and contribute to improving immunization outcomes. It will also ensure alignment with the bottleneck analysis above. 
→ Please succinctly describe the immunization and HSS objectives to be addressed in this proposal and explain how they relate to, and contribute to, reducing HSS and immunization bottlenecks (identified in section C.9 above) and strengthening of the health system. Please describe how these objectives are aligned with those in the national health plan and cMYP. 

→ The objectives need to be aligned to and numbered in the same way in the HSS M&E Framework (Attachment 5) and also in the detailed Budget, Gap Analysis and Work plan Template (Attachment 6). 

→ For each objective, please describe: 

Which immunization outcomes will be improved by implementing the activities, and how will the activities contribute to their improvement? Please focus on the key activities related to each objective rather than every single activity. Please demonstrate this link in the next section on the results chain. 
Whether and how the proposed objectives relate to the equity and gender related barriers to access as identified in the bottleneck analysis, and how the objectives will result in narrowing the equity gap in immunization coverage and contribute to reaching the under reached, underserved and marginalized populations. Countries are requested to consider gender related and geographic barriers to access of immunization and other health services. 
→ Please list and describe all of the proposed activities in the Budget, Gap Analysis and Work plan Template. If GAVI funding is requested to go into pooled funds, please attach the Annual Work Plan and Budget for the pooled fund and related TORs.

This description will be used to assess if the proposed key activities will be sufficient to achieve the identified immunization outcomes.
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The GAVI-HSS grant will contribute to removing the bottlenecks identified in section 5 and prioritized in the health system since they restrict immunization results. It also aims to reduce the factors of inequality in coverage and the population’s use of healthcare services.

In addition, it falls within the framework of NHP strategies and objectives and the UN Operational Plan for maternal and child health (2012-2015).

· Improvement in mother’s survival and child’s health;

· Intensifying disease control particularly for EPI target diseases;

· Health system strengthening which mainly aims to:

· On one hand, improve health system performance and bring about equality in providing service up to the peripheral level to respond to the needs of the people in a better way, and on the other, to improve healthcare coverage and service quality;

· Bring about equitable coverage in terms of quality personnel;

· Make necessary financial means available to provide healthcare access to the people, particularly the poorest and most vulnerable sections of population;

· Have an efficient information system and monitoring and evaluation system.

These strategies and objectives are in line with the comprehensive EPI Multi-Year Plan 2011-2015:

· Improve vaccine coverage, equity in coverage, and protection of the population against vaccine-preventable diseases.

· Guarantee access to quality vaccines at the national level while providing injection safety and waste management as per standards set.

Finally, GAVI-HSS grant interventions were defined in close complementarity with the GAVI-HSS proposal interventions in progress as well as TFP’s and the Madagascan State’s support to the health system.

Basic activities such as reconstructing the cold chain, developing the Annual Work Plan and all community-level activities are carried out across 22 regions for the purpose of equality in terms of vaccine availability across levels, strengthening community involvement and to have a single consolidated Annual work Plan for the Ministry of Health. 
To improve immunization performance and remove the identified bottlenecks, these activities, which are vital and relevant for the Project, must be carried out in 112 Districts.

On the other hand, in order to consider geographical and socio-economic inequality factors in healthcare service utilization and particularly in immunization, GAVI-HSS grant interventions related to objectives 1 and 4 were mainly centred around 72 districts selected on priority by the MOPH on the basis of the following criteria (Ref. Annex ‘Justification from health districts’):

· Penta3 vaccine coverage rate < 80% (JRF 2013)

· Penta1-3 attrition rate higher than 10% (JRF 2013)

· Regions with rate of unimmunized children > 10% (DHS4)

· District with PHC / extremely isolated population

· Urban districts of Antananarivo (uncontrolled denominator, unimmunized marginalized population).

However, according to the nature of activities, required resources and the objectives to be achieved, the number of target districts varies between 30 and 112.

Among the districts selected, some are currently benefiting from PASSOBA and PAUSENS projects. GAVI-HSS grant will help carry forward the activities prioritized for closing these projects respectively in 2015 and 2016.

Objective 1: Extend the coverage of primary care and quality of immunization in the Healthcare Facilities (USD 5,614,836).

This objective aims to remove bottlenecks related to poor access, availability and quality of basic healthcare services.

It mainly involves:

· Improving access of the population to basic healthcare services by: a) constructing/rehabilitating/equipping PHC and b) supporting execution of advanced immunization strategies

· Improving biomedical waste management by constructing/rehabilitating incinerators in district hospitals and PHC. 

· Strengthening DMT capabilities: a) strengthening personnel skills, b) providing logistics and maintenance, c) supporting training supervisions of PHC, and d) supporting operational planning and coordination. 

· Strengthening EPI institutional capacities, which are central to better coordination of activities, by giving support to training supervisions at decentralized levels (including EVM).

· Strengthening management skills of EPI stakeholders at all levels (MLM).

· Improving the availability, equality in allocation, and motivation of healthcare personnel at PHC.

The main activities funded by GAVI-HSS support are:

Activity 1.1: Renovation/Rehabilitation of 28 dilapidated PHC that can be worked around contracts (painting, entrance, roof, ceiling, protection grill, etc.).

Activity 1.2: Strengthening “bottom-up planning” and management capabilities of Heads across levels.

Activity 1.3: Improving the quality of healthcare by training/upgrading practical immunization by public and private HW and by strengthening training supervision of health workers.

Activity 1.4: Investing in waste management by upgrading incinerators in healthcare centres.

Activity 1.5: Strengthening EPI Management/Leadership capabilities of Heads (Middle Level Management or MLM, practical immunization) at all levels

Activity 1.6: Supporting employee retention by contributing to incentives for State healthcare employees in isolated areas and by continuous contracting of health workers to upgrade the number of employees in healthcare centres.

Expected results include strengthened and a more equitable access, improved availability, and improved quality of basic healthcare, particularly immunization.

Objective 2: Increase the capacity of the cold chain and storage for EPI inputs at the national, regional, district level and in the PHCs (USD 4,640,800). 

This objective aims to remove bottlenecks related to inadequate vaccine storage and EPI inputs storage capacities and an effective vaccine management that can be improved upon. The interventions directly fall under EVM assessment recommendations 2011 and the resultant effective vaccine management strengthening.

It mainly involves:

- Providing sufficient cold chain capacity for storing all vaccines (traditional and new vaccines) in regions and districts.

- Strengthening EPI inputs storage capacities at the central level and decentralized levels. 

- Contributing to implementation of refrigerators replacement plan.

- Supporting cold chain maintenance.

- Contributing to providing petrol for the functioning of refrigerators, in addition to the State support.

- Supporting other aspects of effective vaccine management.

The main activities funded by GAVI-HSS support are:

Activity 2.1: Investing in cold chain equipment and supply of spare parts to all levels by implementing a cold chain improvement plan and by providing petrol to PHC for refrigerators (2,732 batches of spare parts, 220 solar refrigerators, 90 electric and economical refrigerators, 5 cold chambers + generators).

Activity 2.2: Investing in transport by purchasing 2 refrigerated trucks for RDPH and the Central level.

Strengthening the supply, storage and distribution chain for EPI vaccines will result in improved availability and quality of vaccines in Madagascar as well as a decreased wastage rate.

Objective 3: Improve the healthcare IT system to produce high quality data to be used at all levels to facilitate monitoring and evaluation (USD 2,682,033).

This objective aims to remove bottlenecks related to poor performance of the health information system and underutilization of data for monitoring and evaluation purposes and for strategic planning. It falls under the Health Information System Strategic Plan 2013-2017 and will support its implementation.

It mainly involves:

- Improving availability and quality of health information data.

- Strengthening community surveillance of vaccine-preventable diseases.

- Improving monitoring and evaluation of health system and strategic planning.

A final external evaluation of GAVI-HSS grant will also be conducted.

The main activities funded by GAVI-HSS support are:

Activity 3.1: To strengthen technical and material capacities of the information system and monitoring-evaluation

Activity 3.2: To strengthen disease surveillance systems for vaccine-preventable diseases by improving data reporting by CHW in PHC as part of the REC approach 

Activity 3.3: To strengthen/improve the data quality through assessment, training and tool utilization by setting up tools or support material to help assess availability and the state of service preparedness on a regular basis (implementing the SARA tool)

Health system strengthening (improving data quality, distribution and utilization) helps in improved monitoring and evaluation of EPI performance, improved decision-making and corrective measures, and improved strategic planning for health interventions that compete with strengthening effective vaccine coverage and equality.

Objective 4: Expand the use of healthcare services by stimulating demand (USD 2,298,820)

This objective aims to remove bottlenecks related to poor community participation and inadequate use of healthcare services. It falls under the National Community Health Policy (2009) and supports its implementation.

It mainly involves:

- Optimizing social mobilization strategies suitable for immunization.

- Supporting implementation of information-based activities, community sensitization and health promotion activities including active search for the immunization ignorant or missing and unimmunized children by CHW through CSO and in close coordination with the DMT.

- Developing and implementing actions on mass communication focused on promoting healthcare and immunization.

- Carrying out sensitization actions targeting traditional leaders regarding immunization.

- Implementing a communication plan specific to the urban approach in the concerned areas.

The main activities funded by GAVI-HSS support are:

Activity 4.1: To strengthen EIC activities by implementing the EPI communication plan and improving access of the people in remote areas to immunization services.

Activity 4.2: To provide technical and financial support to CSO and Associations working on sensitization and advocacy activities in communities.

Activity 4.3: To collect behavioural information to accordingly adapt communication strategies.

Intensifying social mobilization suitable for immunization along with strengthening community participation in the active search for the immunization ignorant and the unimmunized children will increase equitable use of immunization services and hence vaccine coverage.

Objective 5: Enhance the sustainability of immunization funding (USD 65,190)

This objective aims to remove bottlenecks related to inadequate State funding for health and particularly immunization.

It includes taking steps on advocacy and communication to sensitize opinion leaders and decision-makers to mobilize resources for health in general and immunization in particular. Monitoring State-funding commitment to health will also be strengthened.

The main activities funded by GAVI-HSS support are:

Activity 5.1: Improving medium term viability of health funding, particularly the EPI funding, by advocating and adopting the draft law on the EPI. 

Activity 5.2: Holding an advocacy meeting to strengthen the use of services by improving financial access and resource mobilization at all levels.

Activity 5.3: Conducting activities for continuous and viable immunization through long-term financial access and health system and immunization funding.

The immunization-related results expected are an increase in State funding for immunization to continue the program and to buy traditional vaccines.

	


	12. Description of Activities

	 This description will be used to assess if the proposed key activities will be sufficient to achieve the identified immunization outcomes.
→ Please present a description of key activities organized according to the above-specified objectives in the table below. Clearly explain how the proposed activity is linked to improving immunization outcomes. Please ensure that activities described here are aligned with activities that are included in the Budget, Gap Analysis and Work plan Template. 
→ Countries should demonstrate alignments between HSS grant activities and activities funded through other GAVI cash support, including vaccine introduction grants and operational support for campaigns.



	Objective / Activity
	Explanation of link to improving immunization outcomes

	Objective 1: Extend the coverage of primary care and quality of immunization in Healthcare Facilities.

	Activity 1.1: Renovation/Rehabilitation of dilapidated PHC that can be worked around contracts (painting, entrance, roof, ceiling, protection grill, etc.).
	Increase in the number of immunization services. We will reach a larger population, even those who are inaccessible, and as a result increase vaccine coverage.

	Activity 1.2: Strengthening “bottom-up planning” and management capabilities of Heads across levels.
	Better immunization program management, which will help, improve vaccine availability and vaccine coverage. Regularity in immunization program implementation.

	Activity 1.3: Improving the quality of healthcare by training/upgrading practical immunization by public and private HW and by strengthening training supervision of health workers.
	Better immunization program management that will help improve vaccine availability and vaccine coverage. Regularity in immunization program implementation and improved quality of healthcare with effective coverage.

	Activity 1.4: Investing in waste management by upgrading incinerators in healthcare centres.
	Improved injection safety.

	Activity 1.5: Strengthening EPI Management/Leadership capabilities of Heads (Middle Level Management or MLM, practical immunization) at all levels.
	Better immunization program management that will help improve vaccine availability and vaccine coverage. Regularity in immunization program implementation. Transparency and good governance.

	Activity 1.6: Supporting employee retention by contributing to incentives for State healthcare employees in isolated areas and by continuous contracting of health workers to meet the standard number of employees in healthcare centres.
	Regular maintenance and functioning of immunization services.

	Objective 2: Increase the capacity of the cold chain and storage for EPI inputs at the national, regional, district level and in the PHCs

	Activity 2.1: Investing in cold chain equipment and supply of spare parts to all levels by implementing a cold chain improvement plan and by providing petrol to PHC for refrigerators
	Guaranteeing vaccine quality and availability

	Activity 2.2: Investing in transport by purchasing 2 refrigerated trucks for RDPH and the Central level
	Guaranteeing vaccine quality and availability

	Objective 3: Improve the healthcare IT system to produce high quality data to be used at all levels to facilitate monitoring and evaluation

	Activity 3.1: To strengthen technical and material capacities of the information system and monitoring and evaluation
	Monitoring progress made in improving vaccine coverage. We have quality data.

	Activity 3.2: To strengthen disease surveillance systems for vaccine-preventable diseases by improving data reporting by CHW in PHC as part of the REC approach
	Ensuring vaccine-preventable disease control.

	Activity 3.3: To strengthen/improve the data quality through assessment, training and tool utilization by setting up tools or support material to help assess availability and the state of service preparedness on a regular basis (implementing the SARA tool)
	Monitoring progress made in improving vaccine coverage. We have quality data.

	Objective 4: Expand the use of healthcare services by stimulating demand

	Activity 4.1: To strengthen EIC activities by implementing the EPI communication plan and improving access of the people in remote areas to immunization services
	Improving immunization service utilization and increasing vaccine coverage.

	Activity 4.2: To provide technical and financial support to CSO and Associations working on sensitization and advocacy activities in communities
	Improving immunization service utilization and increasing vaccine coverage.

	Activity 4.3: To collect behavioural information to accordingly adapt communication strategies
	Improving immunization service utilization and increasing vaccine coverage.

	Objective 5: Enhance the sustainability of immunization funding

	Activity 5.1: Improving medium term viability of health funding, particularly the EPI funding, by advocating and adopting the draft law on the EPI.
	Ensuring continuous availability of vaccines.

Ensuring continuous functioning of immunization services.

	Activity 5.2: Holding an advocacy meeting to strengthen the use of services by improving financial access and resource mobilization at all levels.
	Ensuring continuous availability of vaccines.

Ensuring continuous functioning of immunization services.

	Activity 5.3: Conducting activities for continuous and viable immunization through long-term financial access and health system and immunization funding.
	Ensuring continuous availability of vaccines.

Ensuring continuous functioning of immunization services.
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	13. Results Chain    


	This description will detail to GAVI how the proposed activities will result in improved immunization outcomes. 

→ Please present a Results Chain using the template provided in the application form for each objective. This diagram should demonstrate how activities contribute to achieving intermediate results and how intermediate results contribute to achieving immunization outcomes. The intermediate results should link directly to the HSS bottlenecks identified in Section 9 and should address or contribute to addressing the selected bottlenecks for the GAVI HSS proposal. 
(Please only include the key 4-5 activities for each objective that are central to delivery of intermediate results and immunization outcomes. It is not necessary to list all activities for each objective as these are listed in Section 12 “Description of Activities” and in Section 15 “Detailed Budget and Work plan Narrative”.)

→ The Results Chain should be consistent with the HSS M&E Framework. For every activity, intermediate result and immunization outcome listed in the Results Chain there should be corresponding indicators to measure achievement detailed in the box below. These should align to indicators detailed in the HSS M&E Framework and should include the six mandatory immunization outcome indicators listed in the Key Terms Section of the Supplementary Guidelines for HSS Applications. Applicants are encouraged to include other immunization outcome indicators as well which relate specifically to the part of the health system where funds will be used.
→ Please note that a GAVI HSS proposal must include an independent and systematic data quality assessment and an improvement plan described in the Supplementary HSS Guidelines Key Terms Section. Applicants must include specific data quality problem areas where funds will be used.

	Objective 1:  Extend the coverage of primary care and quality of immunization in the Healthcare Facilities.

	
	Key Activities:

Activity 1.1: Renovation/Rehabilitation of 28 dilapidated PHC that can be worked around contracts (painting, entrance, roof, ceiling, protection grill, etc.).

Activity 1.2: Strengthening “bottom-up planning” and management capabilities of Heads across levels.

Activity 1.3: Improving the quality of healthcare by training/upgrading practical immunization by public and private HW and by strengthening training supervision of health workers.

Activity 1.4: Investing in waste management by upgrading incinerators in healthcare centres.

Activity 1.5: Strengthening EPI Management/Leadership capabilities of Heads (Middle Level Management or MLM, practical immunization) at all levels

Activity 1.6: Supporting employee retention by contributing to incentives for State healthcare employees in isolated areas and by continuous contracting of health workers to upgrade the number of employees in healthcare centres.
	
	Intermediate Results: 

· The healthcare centre staff is trained in MLM planning

· The AWP are developed and validated for all districts 

· Healthcare centres are rehabilitated 
	
	Immunisation Outcomes:

· Vaccine coverage is improved

· Geographical inequality is reduced

· Socio-economic inequality is reduced

· Number of UIC is reduced


	

	
	Related Key Activities Indicators:

· Number of training sessions conducted in MLM planning

· Number of sessions to implement AWP

· Number of centres to be rehabilitated
	
	Related Intermediate Results Indicators:

· Number of personnel trained in MLM planning

· Number of AWP developed

· Number of healthcare centres rehabilitated 
	
	Related Immunizations Outcome Indicators:

· DTP Hep B Hib 3 vaccine coverage rate

· Geographical equality in DTP Hep B Hib 3 coverage - % of districts with DTP Hep B Hib 3 coverage higher or equal to 80% 

· Socio-economic equality in vaccine coverage - DTP Hep B Hib 3 coverage in the poorest quintile is +/- X % points of coverage in the richest quintile

· Reduced dropout rate
· Number of UIC
	

	Objective 2:  Increase the capacity of the cold chain and storage for EPI inputs at the national, regional, district level and in the PHCs
	

	
	Key Activities:

Activity 2.1: Investing in cold chain equipment and supply of spare parts to all levels by implementing a cold chain improvement plan and by providing petrol to PHC for refrigerators (2,732 batches of spare parts, 220 solar refrigerators, 90 electric and economical refrigerators, 5 cold chambers + generators).

Activity 2.2: Investing in transport by purchasing 2 refrigerated trucks for RDPH and the Central level.
	
	Intermediate Results: 

· The healthcare centres have solar refrigerators

· There are refrigerated trucks at the central level and in the regions 


	
	Immunisation Outcomes:

· Improved availability and quality of vaccines

· Geographical inequality is reduced


	

	
	Related Key Activities Indicators:

· Number of solar refrigerators acquired 

· Number of refrigerated trucks acquired
	
	Related Intermediate Results Indicators:

· Number of PHC with solar refrigerators

· Number of refrigerated trucks available for the central level

· Number of regions equipped with refrigerated trucks 


	
	Related Immunizations Outcome Indicators:

· Geographical equality in DTP Hep B Hib 3 coverage - % of districts with DTP Hep B Hib 3 coverage higher or equal to 80%
	

	Objective 3:  Improve the healthcare IT system to produce high quality data to be used at all levels to facilitate monitoring and evaluation
	

	
	Key Activities:

Activity 3.1: To strengthen technical and material capacities of the information system and monitoring and evaluation

Activity 3.2: To strengthen disease surveillance systems for vaccine-preventable diseases by improving data reporting by CHW in PHC as part of the REC approach 

Activity 3.3: To strengthen/improve the data quality through assessment, training and tool utilization by setting up tools or support material to help assess availability and the state of service preparedness on a regular basis (implementing the SARA tool)
	
	Intermediate Results: 

· Districts have IT Kits 

· Districts that have conducted DQS to control data quality

· Data is sent on time 
	
	Immunisation Outcomes:

· Vaccine coverage has increased

· Quality data is sent on time

· All activity reports from health centres reach the central level


	

	
	Related Key Activities Indicators:

· Number of information kits acquired 

· Number of DQS conducted
	
	Related Intermediate Results Indicators:

· Number of districts with information kits

· Number of districts that have conducted DQS to control data quality 

· Rate of promptness of MAR

· Rate of completeness of MAR  
	
	Related Immunizations Outcome Indicators:

· DTP Hep B Hib 3 VCR

· MV VCR
	

	Objective 4:  Expand the use of healthcare services by stimulating demand
	

	
	Key Activities:

Activity 4.1: To strengthen EIC activities by implementing the EPI communication plan and improving access of the people in remote areas to immunization services.

Activity 4.2: To provide technical and financial support to CSO and Associations working on sensitization and advocacy activities in communities.

Activity 4.3: To collect behavioural information to accordingly adapt communication strategies.
	
	Intermediate Results: 

· People, particularly vulnerable or remote groups, are informed and sensitized and they adopt behaviours suitable to PHC and immunization


	
	Immunisation Outcomes:

· Number of fully-immunized children increased

· Number of UIC is reduced


	

	
	Related Key Activities Indicators:

·  Number of sensitization sessions conducted

· Number of sensitization tools developed and multiplied 


	
	Related Intermediate Results Indicators:

· Percentage of target districts that have benefited from immunization sensitization through the local radio
	
	Related Immunizations Outcome Indicators:

· Dropout rate

· Rate of fully-immunized children
· Number of unimmunized children
	

	Objective 5:  Enhance the sustainability of immunization funding
	

	
	Key Activities:

Activity 5.1: Improving medium term viability of health funding, particularly the EPI funding, by advocating and adopting the draft law on the EPI.

Activity 5.2: Holding an advocacy meeting to strengthen the use of services by improving financial access and resource mobilization at all levels.

Activity 5.3: Conducting activities for continuous and viable immunization through long-term financial access and health system and immunization funding.
	
	Intermediate Results: 

· Budget line created and national immunization funds are available

· State’s share in assured co-funding
· 100% purchase of traditional vaccines assured by the State


	
	Immunisation Outcomes:

· Good quality vaccines are available in good quantity

· The program functions constantly


	

	
	Related Key Activities Indicators:

· Number of meetings organized with decision-makers


	
	Related Intermediate Results Indicators:

· Percentage of PHC that faced vaccine stock shortage
	
	Related Immunizations Outcome Indicators:

· Rate of fully-immunized children 
	

	IMPACT: Please provide an impact statement and indicator(s)

To achieve MDGs faster, particularly reduction in infant-child mortality and infant mortality, Madagascar will strengthen activities related to Child survival by implementing the proposal.

Main results:

In terms of infant-child mortality and infant mortality, the database available in 2009 shows respective rates of 72 for 1000 live births and 48 for 1000 live births. For 2015, an estimate decrease to the order of 57 for 1000 is expected for infant-child mortality and 34 for 1000 for infant mortality. Since HSDP 2015-2018 is still under preparation, documentary basis for fixing target values as expected at the end of the project which should appear in the monitoring and evaluation plan of the current proposal, are not available.

Indicators used:

- Infant-child mortality

- Infant mortality

- DTP HEP B HIB 3 coverage rate (% of surviving new-borns having received the diphtheria, tetanus and pertussis vaccine)

- Measles vaccine coverage - % of surviving new-borns having received the first dose of measles vaccine

- Geographical equality in DTP HEP B HIB 3 coverage (% of districts that have DTP HEP B HIB 3 coverage higher or equal to 80%)

- Socio-economic equality in vaccine coverage - DTP HEP B HIB 3 coverage in the poorest quintile is less than 8.2% (-8.2%) compared to coverage in the richest quintile

- Proportion of fully-immunized children - % of children between 12 and 23 months who have received all essential vaccines under the country’s systematic immunization program 

- Decreased dropout rate

	ASSUMPTIONS: situations that will help facilitate the implementation of the proposal

· Regularizing the political situation and a peaceful social climate 

· Return of lenders to support health system strengthening

· Good governance in GAVI-HSS grant management

· Higher healthcare staff recruitment by the State and retention of health workers in their positions
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	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	14. Monitoring and Evaluation 

	This description will enable GAVI to assess how program performance will be monitored and to ensure alignment with National M&E arrangements. The proposed M&E framework for the HSS grant should link to the proposed Results Chain. While the Results Chain provides the rationale for how the proposed activities will result in improved immunization outcomes, this section provides details of how the monitoring and evaluation will be undertaken.
Please note that the detail on activities, intermediate results and immunization outcomes and their related indicators represents only a portion of what Monitoring and Evaluation consists of. As highlighted by the IHP+ Common M&E Framework diagram (Figure 3 in the Supplementary HSS Guidelines), the additional elements of data collection, analysis and synthesis, and communication and use are equally important. This section should therefore focus on providing a detailed description of how this proposal intends to tackle these elements.

*Where possible, GAVI asks for both country administrative data as well as data from ‘other’ sources. ‘Other’ recommended data sources include DHS/MICS or recent coverage estimates from WHO/UNICEF. If the difference between these reported data is more than 5% points, the country should include an explanation as to how they plan to strengthen data quality as part of the M&E Framework of the HSS grant. Even if the discrepancy is less than 5 percentage points, countries should institutionalize a periodic process of data verification that has an independent (national or external) component. 
→ Please provide an HSS grant Monitoring & Evaluation Framework as Attachment 3 (please complete the GAVI template). 
→ Please provide a description of how the monitoring and evaluation will be carried out for the grant, indicating how M&E is aligned with the national health plan results framework. 
→ Which sources of data will be used? Please provide an explanation of any disparities between administrative statistics and ‘other’ statistics and details of any plans to improve data quality to address these disparities. Please detail whether these plans are being implemented or if their resourcing and implementation are to be covered in the current HSS application.
→ How much budget will be allocated to monitoring and evaluation, which will include M&E for this grant as well as for national M&E systems strengthening?
→ Please describe the M&E system strengthening activities to be funded through this proposal.
→ Please identify one or more immunisation outcomes for each objective.
→ Please identify a number of intermediate results indicators related to each objective of the grant that shall be used for tracking the overall progress of the grant implementation (these will be used for PBF’s programmable section - Ref. Figure 2 in the Supplementary HSS Guidelines). These are the same intermediate results indicators that are included in the Monitoring & Evaluation Framework, and will be used to measure the outputs / intermediate results that are included in the results chain in Section D.13. 
Please note that GAVI requires that each proposal include an end of grant evaluation in their M&E Framework. 
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Monitoring and Evaluation Plan

GAVI-HSS support monitoring and evaluation system relies on existing mechanisms in the health sector. It is integrated into monitoring and evaluation of the United Nations Operational Plan for Maternal and Child Health.

The main monitoring and evaluation mechanisms are as follows: 

· The Inter-agency Coordination Committee/Health Sector Coordination Committee (ICC-HSCC) is a decision-making body responsible for steering, coordinating and strategically monitoring the proposal. It meets every three months under the leadership of the Ministry of Public Health and validates the GAVI-HSS grant Annual Operational Plan and examines the program and funds implementation reports for the proposal prepared by GAVI-HSS MU. The committee also assesses the level to which the objectives have been achieved as defined in the proposal monitoring and evaluation framework (Ref. annexed Excel sheet for HSS Monitoring and Evaluation).

· The General Directorate of Health will carry out overall supervision and coordination of different technical and functional directorates, particularly:

· Directorate of Health Districts (DHD), responsible for planning and organizing healthcare activities in the district, in collaboration with other directorates responsible for health system strengthening;

· Directorate of Maternal, Child and Reproductive Health (Immunization Service) (DMCRH/IS), responsible for coordinating immunization activities in collaboration with all concerned structures and Technical and Financial Partners particularly as a part of a monthly progress meeting; 

· Directorate of Information System (Health Statistics Department) DIS/HSD is responsible for providing statistical information through NHIS with reference to activities funded by the grant;

· Directorate of Studies and Planning (DSP) will oversee accounting for activities funded by the GAVI-HSS grant in the consolidated AWP of the MOPH.

· Directorate of Human Resources (DHR) enlists the PHC that requires staff, takes charge of following up on contract health workers and eventually their recruiting according to the available budget items to ensure project viability.

Placed within the DHD structure and under the Coordinator’s control, assisted by 4 central technical assistants and 22 regional managers, the HSS Management Unit (consisting of: 1 Manager, 4 Accounting Assistants, 1 Secretary, 2 drivers, 1 area support staff) will be responsible for administrative and budget/finance management of GAVI-HSS grant.

Technical directorates involved (particularly DHD, DSP, DMCRH/IS, DIS/HSD) will together develop the GAVI-HSS grant Annual Operational Plan.

An acquisition plan based on the Annual Operational Plan developed by GAVI-HSS MU will be submitted to the ICC-HSCC Technical Committee for pre-validation. The ICC-HSCC decision-making committee will validate all these documents.

Under the direction of the Coordinator, the MU and the ICC-HSCC Technical Committee will prepare quarterly and annual reports on the grant program and fund implementation which will also indicate the level of achievement as reflected by result indicators and as defined in the monitoring and evaluation framework. The GAVI-HSS MU will monitor the GAVI-HSS grant program and fund implementation on a daily basis.

· At the decentralized level of health administration, RDPH will monitor funding activities implemented under the GAVI-HSS grant operational plan. The contractual CSO will monitor activities and the performance of community health workers and mobilizers.

The GAVI-HSS grant monitoring and evaluation plan (Ref. annexed Excel sheet) details indicators, reference values, target values, and data collection sources.

Monitoring indicators relies on the data collected through NHIS and different data collection and data analysis sub-systems used in the program. It also relies on specific surveys (FIC, DHS/MICS, DQRC, SARA).

GAVI-HSS will provide support through objective 3, strengthening monitoring and evaluation of the health system, particularly health information system for an amount of USD 1,292,450 (7.8% of the overall budget).

The activities for strengthening the monitoring-evaluation system funded by this proposal aim to:

· Improve availability and quality of health information data through: a) strengthening skills of HIS and EPI Heads in the district, b) providing equipment for processing, analysing and transmitting data, c) providing systematic monitoring of HIS data quality by institutionalizing DQS and DQRC, and d) contributing to providing HIS-EPI support structures and management tools in addition to the State funding.

· Strengthen community surveillance of vaccine-preventable diseases by: a) training CHW, b) motivating them (performance-based approach) and c) providing data collection material and management tools.

· Improve health system monitoring-evaluation and strategic planning by providing support to: a) half-yearly monitoring of district data, b) organization of EPI annual reviews and health sector annual meetings, c) conducting surveys and evaluations (SARA, FIC).

In addition to mechanisms internal to the Ministry in-charge of health, the monitoring and evaluation system will involve external consultants.

Finally, the External Technical Assistant will also conduct a final external evaluation of the GAVI-HSS grant.

The overall progress of implementing this benefit will focus on the following interim results along with the relevant indicators. Immunization results constitute the basis for PBF benefit. 

These results and indicators are recorded in the results chain and the performance framework.


PART E – BUDGET, GAP ANALYSIS AND WORKPLAN
	15. Detailed Budget and Work plan Narrative

	This description will be used to assess if the proposed budget shows sufficient justification for the proposed activities and activity costs within the HSS grant.
→ Please provide a detailed budget and work plan as Attachment 6 to this proposal. Please refer to the Supplementary HSS Guidelines for the list of items required from the budget and work plan. It is highly recommended that applicants use the GAVI HSS Budget, Gap Analysis and Work plan template as Attachment 6. However, countries can also provide this information in the format of an existing national Annual Operational Plan or equivalent document.
→ Please include additional information on the assumptions within the budget and justification of unit costs to demonstrate that they are reasonable and supported by in-country planning. These assumptions and unit cost justifications may be inserted here or attached as separate documentation.
→ Please provide a detailed Procurement Plan (PP) for the acquisition of goods, works and consultant’s services covering the first 18 months of program implementation. This should be submitted as Attachment 7 together with the work plan and budget (Attachment 6). This PP shall be reviewed and approved together with the work plan and budget by the HSCC/ ICC of the country. 

	TWO PAGES MAXIMUM

The following table shows the main budget in absolute and relative terms and by objective
Objectives
Amount (U.S.D.)
%
1. Extend the coverage of primary care and quality of immunization in the Health Facilities.
5,614,836
33.74%
2. Increase the capacity of the cold chain and storage for EPI inputs at the national, regional, district level and
4,640,800
27.89%
3. Improve the healthcare IT system in order to produce high quality data to be used at all levels to facilitate monitoring and evaluation
2,682,033
16.12%
4. Increase the use of the healthcare service by stimulating demand
2,298,820
13.82%
5. Enhance the sustainability of immunization funding
65,190
0.39%
Subtotal
15,301,679
91.96%
Application Management
1,338,320
8.04%
Grand Total
16,639,999
100.00%
The total amount of the grant is 16,639,999 U.S.D, including 1,338,320 U.S.D. for project management 
Detailed budgets in the GAVI format and a financial gap analysis, are shown in the Appendix.

The unit costs used in the preparation of budgets have been calculated using:
· National standards currently in force for salaries, per diems, travel expenses and other emoluments
· From the UNICEF GAVI-HSS WHO database for vehicles, specific EVP (Extended Vaccination Program) equipment and cold chain equipment, plus the costs of UNICEF management, distribution, transportation and installation.
· From the experience gained from other current GAVI-HSS projects for other costs, taking into account an inflation factor for the national currency.

The GAVI PBF approach is currently used for the allocation of ISS at national level. In Madagascar, which has a DTP, HEP B, HIB 3 vaccination coverage rate of <90%, this additional funding is calculated based on 30 U.S.D. per additional child vaccinated for DTP, HEP B, HIB 3.

A breakdown of the allocation of this additional funding is given in the table below. The improvement of the cold chain and performance bonuses for community workers takes a significant proportion in priority districts.
Four items are proposed for the use of the additional funds:
· Performance bonuses for community workers for work carried out in this new GAVI-HSS grant, including external evaluations of these workers by CSOs to improve the outcomes of vaccination programs
· Improving cold chains, including maintenance and the acquisition of new cold chain equipment
· Improving skills in poorly performing districts, in management, service delivery and rolling stock equipment (staff training, motorcycles, computer equipment) and using management tools to improve health outcomes
· Provide advocacy for the mobilization of funds
The payment of performance bonuses to community workers under this new GAVI-HSS grant will follow the model of the pilot project, using the RBF, GAVI-HSS, PBF approach, which is currently implemented in the Bongolava region by MSanP in collaboration with the World Bank. At the same time, evaluation of the performance of the community workers in the context of the ABR approach methodology with evaluation tools already available at the Ministry of Health will also be carried out.



Projection for additional PBF funding -
2015
2016
2017
GAVI: Activities for 3 years
1. Performance bonuses for community workers and PHC health workers

22%
22%
20%
2. Improving cold chains
45%
45%
45%
3. Improving the operational capacity of poorly performing districts (management tools, motorcycles, IT equipment)
30%
30%
34%
4. Sustainable Vaccination funding: advocacy for resource mobilization
3%
3%
1%



	16. Gap Analysis and Complementarity

	This description will ensure GAVI is aware of support provided by other donors, thereby avoiding overlap or duplication, and highlighting the value-added of the requested GAVI support. 

→ Please complete a gap analysis that is related to each of the GAVI HSS proposal objectives. The gap analysis should use information as available in National Health Sector Strategy/Plan, cMYP, or other gap analysis conducted, to show the total resource requirements for Health System Strengthening related to each of the proposal objectives. Applicants are encouraged to use the GAVI HSS Budget, Gap Analysis and Work plan Template but can alternatively choose an existing country template.
→ For each of the objectives, applicants should list different resources for HSS funding already in place that contribute to the proposal objective, including government and external donor contributions, the project name if applicable (or indicate budget support), duration of support, funding amount provided (in US$), and geographic location covered by the support. The Supplementary HSS Guidelines provide more detail on the key required elements of the gap analysis.
→ In the box below, please provide a narrative description of other efforts by the Government or development partners that focus on the bottlenecks that are addressed by the proposal objectives, including the timeframe and the geographic location of this support, thereby highlighting the value-added of GAVI support and how the current proposal complements those efforts. 
GAVI encourages the use of data from existing gap analyses, rather than undertaking a new gap analysis.
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Support from various technical and financial healthcare sector partners and making the most efficient use of the resources made available by the GAVI-HSS.

This applies principally to projects and programs:
· 2013 - 2015: European Union (PASSOBA in 9 regions - Sava, Analanjirofo Menabe and Atsimo Andrefana, Anosy Atsinannana, Vakinankaratra, Betsiboka Boeny) for USD 259 890 (to be used for the re-opening of some PHCs and increasing the efficiency of the existing centres, especially in rural and difficult to reach areas. 4 other regions will be added
· 2013 - 2016: World Bank (PAUSENS in 5 regions i.e. Androy Atsimo-Atsinanana, Vatovavy-Fitovinany, Haute Matsiatra and Amoron'i Mania) for 4,531,000 U.S.D. (including 799,835 U.S.D. for staffing, motorcycles and basic amenities, especially for the mother-child health services in 347 PHCs).
· 2011 - 2016: USAID (Santé Net in the South and East and MAHEFA in 4 regions in the West and North, PSI at the national level) for 6,450,000 U.S.D. to expand the community based approach.

2011 - 2014: Agence Française de Développement (French Development Agency) 15,720,000 U.S.D. (for (PACSS JOINT Health Sector Support Program

 In 112 Districts and 2,559 PHCs) (budget support from the State for improving the system)

· 2013 - 2014: UNICEF: For EPI activities the average annual budget is approximately 4,000,000 U.S.D.

· During the implementation of the new GAVI grant for 2015 - 2017, the Government will contribute an annual amount for the purchase of oil for public PHC refrigerators, to the value of approximately 711,580 U.S.D. and 1,037,167 U.S.D. for the purchase of vaccines, and for the renovation of an average of 45 PHCs per year with a budget of 898,500 U.S.D.
For the first half of 2014, in tandem with funds from other PTFs that will ensure the continued expansion of the health system, the Ministry of Public Health has re-programmed its core activities to make more efficient use of the 4 the instalment of funds for the initial proposal, in order to ensure:
· Continuity with the new 2015-2017 request for (i) the contractualization of 197 Community Health Workers, (ii) payment for three months for supply of oil for PHCs, (iii) the districts' performance evaluation (SARA), (iv) support, with periodic reviews, to districts and regions

· Complementing the new application for 2015 - 2017 regarding (i) the renovation of 10 PHCs, (ii) the acquisition of two 4X4 vehicles for the districts, 45 motorcycles for the PHCs, 2 refrigerated trucks at the central level, (iii) the reconstruction of the cold chain (50 solar refrigerators and spare parts), (iv) the implementation of the GAVI-HSS RED/ACC approach at district level, (v) the involvement of CSOs in the evaluation of community workers.

· In conjunction with scheduled program activities.

For its part, WHO will provide general sectorial technical assistance to the country. These various resources are aimed at addressing bottlenecks identified in the current grant application. These are:
· Governance and leadership
·  Financial support for the implementation of the national policy of devolution and decentralization (EU AGREEMENTS II)
· HC capacity building (USAID via Health Net GAVI-HSS Mahefa)
· Technical and financial support for PRSPs and SRHRs (PASSOBA GAVI-HSS PAUSENS)
· Human Resources:
· Contractualizing health personnel to keep open or reopen some basic health training facilities (PAUSENS, PACSS)
· Skill building through personnel training (for example PACSS - basic surgery training, training for anaesthetists and intensive care nursing training)
· Contribution to the development of the National Health Human Resource Plan (PACSS)
· The Provision of Quality Healthcare services:
· Financial support for the districts (PAUSENS GAVI-HSS PASSOBA GAVI-HSS PACSS)
· Supplying specialized equipment, primarily medical-technology equipment (PACSS)
· The outsourcing of the management of certain PHCs to the private sector
· The deployment of the approach based on (PAUSENS/UNICEF/PACSS) performance and results
· Support for the implementation of advanced strategies (UNICEF in 6 priority areas) and immunization (tetanus, measles, polio etc.)
· IT systems
· Contribution to the computerization of data routinely collected from the health facilities (WHO)
· Monitoring of vaccine-preventable diseases: studies and surveys (WHO/PACSS/Institut Pasteur)
· Supply and Input system
· Enhancing the capacity of SALAMA (by recruiting a pharmacist's technical assistance) and participation in recapitalization (PASSOBA)
· The purchase of certain healthcare inputs (PACSS), vaccines (UNICEF) and spare parts for the cold chain (UNICEF)
· Contribution to the establishment of an integrated input supply for the healthcare system (PAIS)
· Financial support for the introduction of new antigens (USAID, WHO, UNICEF etc.)
· Financial resources
· Financial support for the extension of healthcare insurance for workers in the informal sector (PACSS)
· Overall financial support (83% of funding for the fight against diseases will be provided by development partners)


	17. Sustainability

	This description will enable GAVI to assess whether issues of sustainability have been adequately addressed. 

→ Please describe how the government is going to ensure sustainability of the results achieved by the GAVI grant after its completion. This should encompass sustainability of funding for immunization services and health system strengthening, as well as programmatic sustainability of results. 
→ If there are other recurrent costs included in this proposal please describe how the country will cover these costs after the funding finishes.
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· Provisions for the support of the healthcare system:
· Adoption of the draft Vaccination Law that will support the management of funds for immunization activities and manage all monitoring activities. This law will help ensure the purchase of vaccines is carried out entirely by the state.

· A resumption of support from some partners, following the stabilization of the political situation, that will make it possible to resume the activities undertaken earlier and will allow the mobilization of additional resources.

· Progressive recruitment of contract healthcare workers into the Public Service by increasing the budgets for such positions, which will ensure the continuous operation of health centres

· The adoption of the 2015-2019 PDSS (Plan de Développement du Secteur Santé -  National Health Sector Development Plan), followed by the development of the MTEF  (Mid-Term Expenditure Framework Advocacy is underway with the Ministry of Finance to increase the share of the budget allocated to the healthcare sector from the overall state budget.

     -  Regarding the immunization financing, the State always honored its commitments: (i) co-financing of new vaccines. 10% of the cost is supported by the State on an annual basis since 2008; (ii) traditional vaccines: commitment of the State to support 50% of the current annual costs (and 50% by UNICEF) and should be at 100% from 2018.

· Implementation of a national platform for the harmonization and coordination of experiences in terms of PBF is planned by the Ministry of Health

· Maintenance of cold chains and maintenance of rolling stock including insurance will be covered by the State budget.

· Rehabilitation of PHCs for securing Cold chains will be gradually covered by the State

All the above items are an opportunity for the State of Madagascar to ensure the sustainability of the activities financed by GAVI once the grant support has come to an end. 

All the above items are an opportunity for the State of Madagascar to ensure the sustainability of the activities financed by GAVI once the grant support has come to an end. 






	PART F – IMPLEMENTATION ARRANGEMENTS AND RISK MITIGATION


	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	18. Implementation Arrangements

	This section will be used to determine if the necessary arrangements and responsibilities for management, coordination, and technical assistance inputs of the implementing parties have been put in place to ensure that program activities will be implemented. 

Please describe:

→ How the grant implementation will be managed. Identify key implementing entities and their responsibilities with regard to specific grant activities. 

→ Mechanisms that will ensure coordination among the implementing entities.

→ Financial resources from the grant proceeds that will be allocated to grant management and implementation.

→ The role of development partners in supporting the country in grant implementation.

	TWO PAGES MAXIMUM

The implementation of the GAVI-HSS grant is the responsibility of the Ministry of Public Health. It will involve various bodies and national institutions, at central, intermediate and peripheral levels of the MSANP, as well as CSOs and donors.
The implementation of the project will be carried out in accordance with the terms of the GAVI-MSANP Reference Guide signed in July 2012 and in strict compliance with projects and the budget described in the GAVI-HSS proposal. The terms of administrative and financial management are defined in the GAVI-HSS Manual of Administrative, Accounting, Financial and Procurement Procedures approved in March 2013.
Bodies responsible for steerage, coordination and general supervision
The Coordinating Committee (CCIA/HCSS) is the governing body responsible for the steerage, coordination and strategic monitoring of the proposal. Meeting every three months under the chairmanship of the Minister of Public Health, the ICC/HSCC will validate the GAVI-HSS grant's Yearly Operational Plan and review the programmatic and financial implementation reports for the proposal, as prepared by the Technical Committee. This committee will also assess the level of achievement of objectives, as defined in the context of monitoring and evaluation of the proposal.

A Technical Committee composed of representatives of the Ministry of Public Health and donors has been set up. Under the auspices of the ICC/HSCC, it is responsible for preparing the work of the decision-making Committee. It will also regularly liaise with the Technical Departments and the GAVI-HSS AO for financial and programmatic monitoring of the grant.

The General Secretariat of MSANP will oversee the coordination of services and the monitoring of good governance in the implementation of the GAVI-HSS grant.

The Directorate General of Health will supervise and coordinate the various functional and technical bodies involved, including in particular:
· The Health District Directorate (DDS), responsible for planning and organizing the healthcare district operations in collaboration with other departments responsible for improving the healthcare system:
· The Department of Health of the Mother, Child and Reproductive Service (Immunization - DSMER/SV), responsible for the coordination of immunization operations in collaboration with all the relevant bodies and technical and financial partners, by holding a monthly business meeting
· The Directorate of IT Systems (Healthcare Statistics) DSI/SSS is responsible for providing, via the NHIS, statistical information relating to the activities funded by the grant
· The Directorate of Studies and Planning (DEP) will ensure the inclusion in the consolidated Annual Work Plan (AWP) of the MSanP of the activities funded by the GAVI-HSS grant 
· The Human Resources Department (HRD) will identify the PHCs that require additional staff, and is responsible for monitoring contracted agents and their subsequent recruitment within the budget available, to ensure the viability of the Project.
Bodies responsible for the administrative and fiduciary management and control of the grant
Under the authority of the Coordinator appointed by the Health District’s Director, the Management Unit (GAVI-HSS AO) will be responsible for administrative and financial management of the GAVI-HSS grant. This unit, initially set up to manage previously allocated GAVI-HSS funds, will be enlarged to ensure better management of the grant funds.

To this end, additional staff engaged by the PRSPs in 22 regions, will be responsible for monitoring and managing the efficient use of funds, for monitoring the compliance with procedures and for the collection of supporting documentation, in compliance with to the recommendations of the APS, May 2013.

In compliance with the new GAVI-HSS procedures manual, the Directorate of Health Districts and the Program Coordinator will oversee the planning, organization; coordination and implementation of all program activities (Ref. the Procedures Manual, Section 8.1, page 170).

To enable the consistent implementation of the management of managed funds in the country's healthcare system, the project will be subject to a strategic shift. Training in management, leadership and good governance targeting management teams at all levels has been planned.

In accordance with the principles of the GAVI Alliance for the ownership, viability and sustainability of the Project and in compliance with the general organization of the Ministry of Health, this body is responsible for the planning and organization of healthcare activities in the district. The coordinator will be assisted by four Technical Assistants from the central departments involved in the project, which will be given the responsibility of monitoring the implementation of activities, the use of funds and data analysis.

Just like the Coordinator, these additional personnel are state employees who will receive compensation payments under the performance based bonus scheme (PBF) according to their terms of reference (TOR) and on the basis of contract performance for each manager, at each level. At the central level, performance criteria are related to the coordination and management of the project, while at the regional level, the performance criteria will be related to the supervision and support of the region at the peripheral level. The performance evaluation of central and regional levels will take place twice a year and allowances related to these assessments will be paid biannually.

The SG/DSG of MSANP will supervise the activities of the GAVI-HSS AO.

The GAVI-HSS AO will develop, in close coordination with the technical departments involved (including the DDS, DSMER/SV, DSI/SSS), an Annual Operational Plan for the GAVI-HSS grant (including a procurement plan) to be submitted to the Technical Committee of the ICC/HSCC for pre-validation. The validation of documentation will be the responsibility of the ICC/HSCC. The AO will also prepare quarterly reports of the programmatic and financial implementation of the grant and an annual report, which will include the level of achievement of performance indicators as identified by monitoring and evaluation procedures carried out. Finally, the GAVI-HSS AO will provide daily administrative and financial management of the HSS grant.

To avoid any delays in implementation, the provision of funds will be made on a quarterly basis, under the quarterly plan. The replenishment of accounts will be made on the presentation of vouchers approved by the DRSP and in line with the planning for the next quarter.

Procurement will be the responsibility of the Person Responsible for Public Procurement in accordance with the Public Contracts Code of Madagascar and the manual of administrative, financial and accounting procedures and procurement procedures. However, the acquisition of cold chain equipment will be carried out through UNICEF central purchasing, as recommended by the APS in May 2013.

The annual audit of the implementation of this grant will be entrusted to the Inspectorate Unit of the MSANP Healthcare Services (CISS) for interventions at all levels (District, Regional, Central). This does not preclude spot checks made on the recommendation of the Minister or the ICC/HSCC.

An independent external company will conduct an annual financial audit on all program activities and fiduciary aspects of the study.

Implementing Bodies
At central level, the main implementing agencies are the DDS, the DSMER/SV, the ISD/SSS and the DEP. These will be responsible for programming activities supported by the grant, including those set out in the Annual Work Plans (AWP) and for the coordination of activities at the intermediate and peripheral levels, follow-up, and the monitoring of results achieved in with respect to the timeline for each procedure.

At intermediate level, the PRSPs will be responsible for overseeing planning and programming and the MOE for activities at the district level, including the validation of requests and the management of documentation.

The PSDS will be responsible for planning, programming and supervision and the MOE for activities at the PHC level, under the supervision and authority of the PRSP.

At operational level, the Public Basic Health Centres will be responsible for the operational implementation of routine EPI activities (including static or advanced and mobile strategies) and for the supervision of the community workers.

At community level the Civil Society Organizations (CSOs) will be entrusted with the planning, supervision, training and supervision of Community Workers. They will act as executive bodies for the corresponding activities. The Health Committees (HCom) will monitor the activities of the Community Workers.

At municipal level, the Municipal Commission for Health Development (CCSD) will be responsible for the scheduling of activities to be undertaken by HCom.

Role of the TFP

In addition to their representation in the ICC/HSCC, PTFs are involved in the implementation of the proposal in the following way

Organization
HSCC
Member
yes/no
Roles and Responsibilities of this partner in the GAVI-HSS implementation
WHO
Yes
· Participation in the ICC/HSCC
· Advice and technical support to the EPI and HSS
· Financing of certain activities of the HSS and EPI
· Drawing up of contracts with international consultants
UNICEF
Yes
· Participation in the ICC/HSCC
· Advice and technical support to the EPI
· Funding and implementation of certain EPI activities 
· Field support during supervision, coaching and monitoring
· Drawing up of contracts with international consultants
· Acquisition of certain equipment grant GAVI-HSS
USAID
Yes
· Participation in the ICC/HSCC
· Financial support to its implementing agencies and local partners involved in EPI activities and improving community participation
· Technical advice and support
· Field support during supervision, coaching and monitoring
World Bank
Yes
· Participation in the ICC/HSCC
· Financial support for HSS and EPI
European Union Delegation
Financial support for HSS and EPI
Institut Pasteur, Madagascar
· National Laboratory for biological monitoring of EPI target diseases
· Epidemiological surveillance of EPI target diseases
· Studies and epidemiological research on EPI target diseases
· Involvement in the supervision of the Department of Immunization
Part of the grant allocated for management and implementation

The management and implementation of the subsidy entailing the payment of management fees, amounting to USD 1,338,320 or 8.04% of the total amount of the grant. The main items of expenditure are:
· 77.67% allocated to management: Salaries, vacation payments, computer equipment, office furniture, travel expenses and other managerial expenses
· 20.65% allocated to the monitoring and evaluation of the use of funds and effectiveness of activities undertaken: Internal audit, external audit and supervision (34.01% Central level, 65.99% Area and District)
· 1.68% allocated to technical assistance to assist in the development of the new proposal from 2018


	19. Involvement of CSOs 

	This description will be used to assess the involvement of CSOs in implementation of the proposed activities. CSOs can receive GAVI funding through GAVI HSS grants going to the MoH and then transferred to the CSO
. 
→ Please describe how CSOs will be involved in the implementation of the grant activities, indicating the approximate budget allocated to CSOs. 

→ If CSOs will not be involved in implementation please provide an explanation of why they are not involved and what steps will be taken to facilitate future involvement of CSOs in GAVI HSS activities. 

→ Please ensure that any CSO implementation details are reflected within the detailed budget and work plan. 
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CSOs participated in every stage of the process of drafting the proposal, up to the final decision being made by members of the TWG and the ICC/HSCC and helped by providing specific responses to questions.
As a participant at the peripheral level the CSOs, in collaboration with the Regional Directorates of the Health and District Public Health Services, will have a key role to carry out in communities that are difficult to reach to overcome the problems of unequal access to benefits and health services, including immunization, and to reduce the geographical and socio-cultural inequity.

A contract will be drawn up and signed between the CSOs and MSANP for the implementation of activities at the community level.
The capacity of the CSOs on techniques for advocacy will be strengthened with this grant.

At peripheral level, based on the contractual terms, CSOs will be in charge of (i) training community workers, (ii) organizing communities, (iii) promoting community awareness to increase healthcare service attendance, in particular the vaccination program and (iv) participate in the evaluation of the performance of community workers, (v) manage the funds according to the GAVI manual procedure, (vi) comply with official information circulated and submit regular reports to the Ministry of Public Health on the activities carried out.
Through these activities, CSOs will participate in the achievement of healthcare and vaccination objectives while providing enhanced technical and operational capacity for EPI management; a participatory needs assessment and a revitalization of the necessary community structures (CCDS, CCAC, HCom, COGE).
To ensure better coordination and harmonization of projects, EPI mapping should be carried out in advance to identify areas for CSO activities.
The total amount of funding to be allocated to the Ministry of Public Health under the "CSO participation" section of the proposal is estimated at USD 1,402,380.


	20. Technical Assistance 

	This description will show GAVI how technical assistance and National Institutions will support implementation of the proposed activities. 
→ Please describe technical assistance (consultancy services) included in the grant activities. Please describe how this technical assistance will improve the way health systems and immunization program function. 

→ Please outline how technical assistance will improve institutional capacities of government agencies and CSOs and contribute to sustainability.

→ Please explain the role that any National Institutions will be given. This could be for a research or training institution with expertise in data quality assessments and monitoring.
→ If no technical assistance is planned to support implementation of this HSS grant please provide an explanation of why it is not planned. 
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An analysis of bottlenecks exposed a weakness in the managerial skills in program management, the inability of the healthcare system to properly implement the SARA and deficiencies in CSO involvement, particularly in the context of EPI performance-based funding. It was therefore decided in this Proposal to seek technical assistance in these 3 areas, in addition to the external evaluation of project completion and external audits.
Technical assistance training for leadership and management
Weak managerial and leadership skills were identified as a bottleneck in the management of programs, impeding good performance in the healthcare programs in Madagascar. Improving levels of competence among the Leaders involved in program management at both central and peripheral levels has been proposed in the plan to address this deficiency. The technical support of an expert in the organization and delivery of the Management and Leadership course has been requested to ensure the transfer of skills. This improvement of management and leadership skills aims to bring about more robust implementation and more effective management of services that will contribute to a higher quality of service.

Technical assistance on the preparation and implementation of the Service Availability and Readiness Assessment (SARA) and data quality (International Technical Assistance)
It is now standard procedure to carry out an annual assessment of the readiness and availability of services, or SARA (Service Availability and Readiness Assessment). To date, Madagascar does not have the technical skills to do this and should use the services of a consultant to provide the country with these necessary skills.
Technical support for CSO involvement to increase demand on the basis of performance-based funding
The results-based funding approach aims to increase the focus on vaccination performance and results and will be applied throughout the duration of the plan. Technical assistance is requested in order to ensure ownership of results-based funding by the CSOs, which should evaluate the performance of the community workers, in terms of the number of children caught-up.

Technical assistance to support the implementation of activities, end-of-project evaluation and external audits
Technical assistance will be required to support the implementation of activities, the evaluation of the allocations made, that would identify best practices and areas for improvement in the implementation of the Plan, and to make recommendations to make the most of its achievements.

The technical support of auditors is required for carrying out internal audits, monitoring missions and of cash program support audits to better ensure that during the implementation of programs, funding resources are used in accordance with the terms and agreed with GAVI, for the purposes intended, in an efficient, economical and transparent manner. 
Technical assistance for the development of the following proposition. 
Technical assistance will be required to support the development of the new proposal from 2018. 
A Technical Assistance Plan is attached to this document.






	21. Risks and Mitigation Measures

	This information reflects the risk of a country not being able to implement the proposed activities within this grant proposal and/or spend the funds as approved by GAVI. It is expected that the Lead Implementer will be responsible for assessing and ensuring that risk mitigation measures are actually implemented.
→ If the country has existing health sector risk analysis please attach these assessments and provide here a brief reference to the relevant sections.

→ If the country does not have existing health sector risk analysis, please complete the table below for each of the proposed objectives. Please refer to the Supplementary Guidelines for HSS Applications for a description of the various types of risk. If the risk is categorized as ‘high’, please provide an explanation as to why it is ‘high’. 

	Description of risk


	PROBABILITY

(High, medium, low)
	IMPACT

(High, medium, low)
	Mitigation Measures

	Objective 1: Extend the coverage of primary care and quality of immunization in the Healthcare Facilities.

	Institutional Risks: Weak managerial skills to implement or carry out the activities
	Low
	Medium
	· Improvement of managerial skills at all levels
The use of external technical assistance

	Fiduciary Risks:

· Delays in execution or disbursement
· Misuse of funds (embezzlement, ineligible expenditure)
Non-compliance with GAVI procedures and GAVI-HSS or procurement procedures
	Low
	Medium
	· Effective use of the Manual of Procedures, for administration, financial, accounting and procurement procedures.
· Improve the ability to monitor the administrative and financial management of the GAVI-HSS AO (Project Coordinator/Regional Directors/Technical Assistants at central level).
Strengthening internal and external audits of the grant.

	Operational Risks:

Lack of resources (human, technical, logistics agents to carry out activities.
	Low
	Medium
	Recruitment of contractual health and the establishment of a system of incentives based on performance and to retain staff in remote areas - Train district teams in micro-planning using a participatory and bottom-up approach

	Programmatic and Performance Risks: 

Overlap of several programs, especially when there is only one agent in position
	Medium
	Medium
	· Setting up a system of incentives based on performance
· Coordinated planning of all activities
Training management teams in planning

	Other Risks: No risk identified
	
	
	

	Overall Risk Rating for Objective 1
	Low
	Medium
	

	Objective 2: Increase the capacity of the cold chain and storage for EPI inputs at the national, regional, district level and in the PHCs

	Institutional Risks:

Lack of an updated CDF renovation plan
	Low
	Low
	Assessment of the current state of progress in the Situational Analysis

	Fiduciary Risks:

· Delays in execution or disbursement
· Misuse of funds (embezzlement, ineligible expenditure)
Non-compliance with GAVI procedures and GAVI-HSS or procurement procedures
	Low 
	Medium
	· Effective use of the Manual of Procedures
· Strengthening internal and external audits of the grant.
· Acquisition of equipment for the cold chain through UNICEF
· Annual update of the acquisition plan for cold chain equipment
Application of the legislation for the exemption from duties and taxes on the importation of machinery and equipment for vaccination

	Operational Risks:

· Insufficient skill of the national service providers with regard to the maintenance of the solar-powered cold chain equipment
No controls in place to manage the deadlines for the delivery and installation of equipment
	Low
	Low
	· Developing a plan for delivery and installation with the support of UNICEF
Improving the technical and logistical skills of the national service providers with regard to the maintenance of the solar-powered cold chain equipment

	Programmatic and Performance Risks: 

No risk identified
	
	
	

	Other Risks: No risk identified
	
	
	

	Overall Risk Rating for Objective 2
	Low
	Low
	

	Objective 3: Improve the healthcare IT system to produce high quality data to be used at all levels to facilitate monitoring and evaluation

	Institutional Risks:

Poor skill levels in the analysis and use of data
	Low
	Low
	Skill building in the analysis and use of data

	Fiduciary Risks: No risk identified
	
	
	

	Operational Risks:

· Lack of resources (human, technical, logistic) for the collection and analysis of data.
Non-availability of communication channels for data transmission
	Medium
	Medium
	· Improving supervision
· Improving technical and logistical skills
Improving ICT skills

	Programmatic and Performance Risks: 

No risk identified
	
	
	

	Other Risks: No risk identified
	
	
	

	Overall Risk Rating for Objective 3
	Medium
	Medium
	

	Objective 4: Expand the use of healthcare services by stimulating demand

	Institutional Risks:

· Partial implementation of the National Policy for Community Health
CSOs refusal to sign contracts with MSANP
	Low
	Low
	· Expanding advocacy
Dissemination of the NPCH and the NPCH implementation guide

	Fiduciary Risks: 

· Late release of funds
· Non-payment of bonuses for community workers
Misuse of funds (embezzlement, ineligible expenditure)
	Low
	Low
	· Respect of contracts signed
· Dissemination of official rates allocated to Community Workers
Provision of funds on a quarterly basis

	Operational Risks:

· Lack of motivation of the Community Workers
· Lack of, or insufficient awareness of, available materials
Duplication of activities
	Medium
	Medium
	· Implementation of incentives
· Production and dissemination of materials to increase awareness 
Improving the supervision by CSOs

	Programmatic and Performance Risks: 

No risk identified
	
	
	

	Other Risks: No risk identified
	
	
	

	Overall Risk Rating for Objective 4
	Low
	Low
	

	Objective 5: Enhance the sustainability of immunization funding

	Institutional Risks:

Lack of government commitment to increase funding for healthcare and immunization in particular
	Medium
	Medium
	- Increased advocacy

	Fiduciary Risks: No risk identified
	
	
	

	Operational Risks: No risk identified
	
	
	

	Programmatic and Performance Risks: 

No risk identified
	
	
	

	Other Risks: No risk identified
	
	
	

	Overall Risk Rating for Objective 3
	Medium
	Medium
	

	Institutional risks • No risk identified

	Fiduciary risks • No risk identified

	Operational risks • No risk identified

	Programmatic and performance risks: • No risk identified

	Other risks: • No risk identified
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	22. Financial Management and Procurement Arrangements

	In this section applicants are requested to describe:

→ a) The proposed financial management mechanism for this proposal

→b) Financial Management Arrangements Data Sheet: The proposed processes and systems for ensuring effective financial management of this proposal, including the organization and capacity of the finance department and the proposed arrangements for oversight, planning and budgeting, budget execution (incl. treasury management and funds flow), procurement, accounting and financial reporting (incl. fixed asset management), internal control and internal audit, and external audit. CSOs can receive GAVI funding through two channels: (i) funding from GAVI to MOH and then transferred to CSO, or (ii) direct from GAVI to CSO. Please refer to Annex 4 of the Supplementary HSS Guidelines for further details
→ c) The main constraints in the (health sector’s) financial management system. Does the country plan to address these constraints/ issues? If so, please describe the Technical Assistance (TA) needs in order to fulfil the above functions.

4 pages (more pages necessary if more than one lead implementer)

	Question (a):  applicants should indicate whether an existing financial management mechanism or modality will be employed (pooled funding, joint funding arrangements or other), or if a new approach is proposed. If an agency-specific financial arrangement will be used, specify which one. A rationale for this choice should be provided.
	The financial administrative procedures, accounting and procurement manual defines the roles, responsibilities and duties of all participants and stakeholders in the management of the implementation of the grant.
This manual formalizes the main administrative, financial, accounting and procurement procedures It aims to:
· Provide a formal framework for the implementation of operations
· Describe the organization of all financial, administrative, accounting and procurement procedures
· Describe the procedures for the implementation of expenditure, under the conditions which will ensure effective internal control
· Formalizes controls to be put in place
· Ensure the fairness and regularity of operations
· Serve as a reference for the implementation of operations
· Describe the procedures to be implemented by those involved in the program's execution (administrative, financial and technical accounting staff and other partners) as well as the tasks for which they are responsible
· Use all the resources available, namely: human, material and financial, in the most efficient and optimal way.
This manual is structured in such a way that it is easy to use and is updated to adapt to the changing conditions of both the organization and any formalized procedures. It consists of nine parts:
· Manual Introduction
· Organizational Structure 
· Administrative Procedures
· Procedures for Procurement, 
· Financial Management and Accounting 
· Monitoring and Evaluation
· Monitoring and periodic reports 
· Flow chart 
· Appendixes



	Question (b): Financial Management Arrangements Data Sheet

	Any beneficiary organization/country proposed to receive direct funding from GAVI must complete this Data Sheet (for example, MOH and/or CSO receiving direct funding). 

	1. Name and contact information of Focal Point at the Finance Department of the recipient organisation.
	Focal point: Directorate of Health Districts-Androhibe – 101

Antananarivo Tel (261) 33.08.242.45 –
E-Mail: dds@sante.gov.mg

	2. Does the recipient organization have previous experience with GAVI, World Bank, WHO, UNICEF, GFATM or other Development Partners (e.g. receipt of previous grants)?
	YES

	3. If YES

· Please state the name of the grant, years and grant amount.
· For completed or closed Grants of GAVI and other Development Partners: Please provide a brief description of the main conclusions with regard to use of funds in terms of financial management performance.

· For on-going Grants of GAVI and other Development Partners: Please provide a brief description of any financial management (FM) and procurement implementation issues (e.g. ineligible expenditures, mis-procurement, misuses of funds, overdue / delayed audit reports, and qualified audit opinion).
	The country is currently the recipient of a GAVI-HSS grant worth 11 million U.S.D., allocated in 2007, which covers the period 2008-2014.
Following the EGF - September 2011, the 2011 External Audit and APS - May 2013, problems of financial management and procurement were reported at various levels:
1. Planning. Budgeting and Coordination:
· Improper GAVI-HSS budgetary allocation and expenses not recorded in the State's budgetary monitoring statements
2. Budget Preparation
· The arrangements made for the program's bank account signatures were not compliant with the spirit of the Reference Guide

· Lack of agreement between the Bank and the Program on banking conditions (bank interest rates, bank charges, etc.)

· Contracted agents taxes and social security contributions undeclared

· A failure of internal control regarding the quality of the supporting documents submitted (allowances, travel expenses etc.), as well as deficiencies in the monitoring of the effectiveness of the activities undertaken by the Regions and Districts.

3. Procurement
· Lack of transparency in the procurement process.

· Non-compliance with the principle of "value for money"

· Technical specification and evaluation criteria created on the fly.

· Non-compliance with the Code of public contracts for the purchase of supplies and consultancy services

4. Accounting and Financial Reporting

· Inadequate staffing of the Program Management Unit, leading to a duplication of functions incompatible with the GAVI-HSS management system, and that reduce its effectiveness
5. Audit
· Lack of internal controls in the MSANP Health Services Inspection Unit  
· Delay in the implementation of the External Audit

	Supervision, Planning and Budgeting

	4 Which body will be responsible for the in-country oversight of the programme? Please briefly describe membership, meeting frequency as well as decision making process.
	The Coordinating Committee of the ICC/HSCC was created in 2002 and reformed in 2012 by Ministerial decree No.11593/2012 of 12 June 2012, which sets out its composition and functions. This Committee will monitor and supervise the program at national level. This body meets every three months and is composed of representatives of the state, technical and financial partners and CSOs.

	5 Who will be responsible for the annual planning and budgeting in relation to GAVI HSS?
	The annual planning and budgeting forecasts related to the GAVI-HSS are set by the DDS. The DEP ensures integration with the Consolidated PTA Department

	6 What is the planning & budgeting process and who has the responsibility to approve GAVI HSS annual work plan and budget?
	Since 2013 the process of planning and budgeting by the Ministry of Public Health is participatory and takes place from the bottom-up and is integrated under the leadership of the DEP. It produces an Annual Work Plan of the Ministry, which includes the activities and resources related to the GAVI-HSS program. Upstream, elements specific to the annual tranche of the GAVI-HSS program are prepared by the GAVI-HSS AO and pre-approved by the Technical Committee and validated together with the use of funds plan, the procurement plan and the disbursement plan, by the ICC/HSCC.

	7 Will the GAVI HSS programme be reflected in the budget of the Ministry of Health submitted every year to the Parliament for approval?
	YES

	Budget Execution (incl. treasury management and funds flow)

	8 What is the suggested banking arrangement? (I.e. account currency, funds flow to programme)  Please list the titles of authorised signatories for payment release and funds replenishment request. 
	Bank accounts opened at the central level, under the HSS funding program, can be classified into 2 categories:
1. Primary bank account in foreign currency (U.S.D.)
This bank account is for receiving funds from the GAVI Alliance and should be used to replenish the central bank account in MGA and to pay for subsequent major expenditures. Replenishment of the account will take place periodically by GAVI Alliance, in accordance with the disbursement rate of the program and the annual and multi-annual work programs.
2. The central bank account in MGA
This bank account is for receiving funds from the foreign currency account and will be used to make payments into the accounts opened in the Regions and Districts and thereafter to pay for any other program expenses.
The account signatories are:
The Secretary General of MSANP and, for the second signature, the Head of Immunization Services or the Director of DDS, for both accounts.
1. The initial deposit is calculated on the basis of budgeted expenditures for the first six months of program but the replenishment of the account will be quarterly and calculated on the basis of justified expenses incurred during the last quarter and budgeted expenditures for the next quarter.

	9 Will GAVI HSS funds be transferred to a bank account opened at the Central Bank or at a commercial bank in the name of the Ministry of Health or the Implementing Entity? 
	HSS/GAVI funds will be transferred to a business bank account on behalf of the Ministry of Public Health HSS/GAVI, which will be used exclusively for grant funds. This MSanP bank account will then be used to transfer money to the accounts (in MGA) opened in each Region and District to pay expenses related to the activities supported by the grant.
The signatories of these accounts:
· Region: the PRSP and its SAF head
· District: the Medical Inspector and his Administrative Assistant (AA)
Deposits into these accounts will take place in the form of a quarterly advance of funds, following funding requests approved by the DDS, after they have verified the effectiveness of expenditure.

	10 Would this bank account hold only GAVI funds or also funds from other sources (government and/or donors- “pooled account”)?
	YES
Only GAVI-HSS funds will be deposited into this bank account

	11 Within the HSS programme, are funds planned to be transferred from central to decentralised levels (provinces, districts etc.)? If YES, please describe how fund transfers will be executed and controlled.
	YES
Deposits into accounts opened in the health districts will be in the form of an advance of funds to be justified and following the receipt of funding requests and TDRs of the activities to be carried out, organized by these Health Districts.

No new funds will be authorized if the reports and payment records of all previous advances have not been submitted.

	Procurement

	12 What procurement system will be used for the GAVI HSS Programme? (e.g. National Procurement Code/Act or WB/UNICEF/WHO and other Development Partners’ procurement procedures)  
	The national procedures for public procurement in accordance with the Public Procurement Code (Act 2004-009 of 26 July 2004 on the Public Procurement Code (CMP) are described in the Manual of Procedures. They will apply, save in the case of exemptions as provided for in paragraph 13 below, to all supply contracts for goods, works and hiring of consultants. Procurement will be shall be carried out under the responsibility of the MSanP Director of Public Procurement (SPP) that will appoint one of its agents, such as Head of Procurement GAVI-HSS AO.

	13 Are all or certain items planned to be procured through the systems of GAVI’s in-country partners (UNICEF, WHO)?
	YES
The acquisition of cold chain equipment will be carried out through the UNICEF central purchasing unit, in accordance with paragraph 3.1.9 of the Handbook of Procedures, in the absence of any national procedure

	14 What is the staffing arrangement of the organisation in procurement?  
	The method of recruitment of personnel for the organization responsible for supplying will follow the national procedures below, under the auspices of the Public Administration. This recruitment is carried out under the supervision of the ICC/HSCC.

	15 Are there procedures in place for physical inspection and quality control of goods, works, or services delivered?
	YES
Procedures are in place for the physical inspection and quality control of goods, works or services provided. The Reception Committee, comprising representatives from the relevant departments of MSANP, will carry out systematic inspections.

	16 Is there a functioning complaint mechanism? Please provide a brief description. 
	YES
The procurement procedures to be used are described in the Procedures Manual. This manual contains all the methods to be used, and the procedures for issuing invitations to tender and the evaluation of tenders. The dispute resolution provisions for conflicts of interest are set out in the Public Procurement Code.

	17 Are efficient contractual dispute resolution procedures in place? Please provide a brief description. 
	Yes, the dispute resolution provisions are set out in the Public Procurement Code.

	Accounting and financial reporting (incl. fixed asset management)

	18 What is the staffing arrangement of the organisation in accounting, and reporting?
	The GAVI-HSS AO, under the supervision of the Coordinator, has financial personnel qualified to perform these duties. They consists of a manager with the skills and experience sufficient for the implementation of the program's activities and four Accounting Assistants, who will assist the Manager in bookkeeping and in the preparation of financial reports. The structure will be extended by empowering 22 Regional Directorates of Health to monitor and control the effectiveness of expenditure, compliance with procedures and the collection of documentation. Supporting documentation is to be coordinated by the Health Districts Directors, as well as the GAVI-HSS Project Coordinator.

	19 What accounting system is used or will be used for the GAVI HSS Programme? (I.e. is it a specific accounting software or a manual accounting system?)
	Following the APS in May 2013, a specific accounting software package, consistent with the provisions of the General Accounting Plan 2005, will be used from 2014 for the GAVI program.

	20 How often does the implementing entity produce interim financial reports and to whom are those submitted?  
	The GAVI-HSS AO, under the supervision of the Coordinator, will submit accounting statements (overall balance, analytical balance, ledgers and journals etc.) on a quarterly basis to the ICC/HSCC. The financial statements for GAVI (resources and jobs, balance sheet, income statement) are drawn up annually

	Internal control and internal audit

	21 Does the recipient organisation have a Financial Management or Operating Manual that describes the internal control system and Financial Management operational procedures?
	YES

	22 Does an internal audit department exist within recipient organisation? If yes, please describe how the internal audit will be involved in relation to GAVI HSS.
	YES
The Procedures Manual is the document that describes the internal operational procedures and financial management control system.
Internal controls, to which all services, bodies and related structures of MSanP are subject, are provided by the Health Services Inspection Unit (CISS) which reports directly to the Minister of Health. As such the CISS is required to annually audit GAVI-HSS AO and all the decentralized bodies alternately.

	23 Is there a functioning Audit Committee to follow up on the implementation of internal audit recommendations?
	YES
In the ICC/HSCC the Technical Committee is entrusted with the role of the Audit Committee to monitor the implementation of the recommendations of the internal audit.

	External audit

	24 Are the annual financial statements planned to be audited by a private external audit firm or a Government audit institution (e.g. Auditor General)?
 
	YES
This annual audit is entrusted to external auditors, based on a set of specifications prepared by the Technical Committee and approved by the ICC/HSCC and GAVI. The use of external auditors does not prejudice the audit carried out by the Court of Auditors on public institutions including the Ministry of Health.

	25 Who is responsible for the implementation of audit recommendations?
	GAVI-HSS AO is responsible for the implementation of the recommendations of the external audit.

	

	Question (c):  Please indicate the main constraints in the (health sector’s) financial management system. Does the country plan to address these constraints/ issues? If so, please describe the Technical Assistance (TA) needs in order to fulfil the above functions
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Health System Strengthening (HSS) Cash Support











Application Package – Proposal Form 








As an important supplement to this document, please also see the ‘General Guidelines for Expressions of Interest and Applications for All Types of GAVI Support, available on the GAVI web site:


� HYPERLINK "http://www.gavialliance.org/support/apply/" �http://www.gavialliance.org/support/apply/�





The General Guidelines serve as an introduction to the principles, policies and processes that are applicable to all types of GAVI support, both Health Systems Strengthening (HSS) and New and Underused Vaccines Support (NVS). 








This Information Note serves as an introduction to the principles, policies and processes that are applicable to all types of GAVI support, both Health Systems Strengthening (HSS) and New and Underused Vaccines Support (NVS). 




















All applicants are encouraged to read and follow the accompanying ‘Supplementary Guidelines for Health System Strengthening Applications in 2014’ in order to correctly fill out this form. Each corresponding section within the Supplementary HSS Guidelines provides more detailed instructions and illustrative instructions on how to fill out the HSS proposal form. 








Individual members of the HSCC may wish to send informal comments to: � HYPERLINK "mailto:HSFP@gavialliance.org" �gavihss@gavialliance.org� 


All comments will be treated confidentially.








� In special circumstances grant funds can go directly from GAVI to a CSO, please refer to the Supplementary  HSS Guidelines for further information. 


� If the annual external audit is planned to be performed by a private external auditor, please include an appropriate audit fee within the detailed budget.
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