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Application of the Islamic Republic of Mauritania to obtain GAVI Alliance support for Health System Strengthening (HSS)
Deadlines for submission of 2009 applications: May 1st and September 1st
An electronic version of this application form is available on the GAVI Alliance website (www.gavialliance.org).
Please send this electronic application with attachments (including the signatures page) to the following e-mail address: proposals@gavialliance.org
Enquiries to: proposals@gavialliance.org or representatives of a GAVI partner agency.  The proposal and attachments must be submitted in English or French

Please ensure that the application is received by the GAVI Secretariat on or before the day of the deadline. Proposals received after that date will be the first to be considered during subsequent reviews. GAVI will not be responsible for delays or non-delivery of proposals by courier services.

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

If hard copies are being submitted please send them to the following address:
Nouvelles demandes / New Proposals
Secrétariat de GAVI Alliance, 
Chemin de Mines 2.
CH 1202 Genava,
Switzerland
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Abbreviations and Acronyms
To the applicant
· Please ensure that all abbreviations and acronyms used in the application and supporting documents are included in the following list.
	BHU
	Basic Health Unit

	CAMEC
	Centrale d'achat des médicaments et consommables [Purchasing Center for Drugs and Supplies]

	CDSSM
	Conseil de développement socio-sanitaire de la Moughataa [District Social and Health Development Council]

	CHW
	Community Health Worker

	cMYP
	Comprehensive Multi-Year Plan

	CRDSS
	Conseil régional de développement socio-sanitaire de la Moughataa [Regional Social and Health Development Council]

	CSM
	Circonscription sanitaire de Moughataa [District Health Division]

	DIMM
	Direction des infrastructures, matériel et maintenance [Directorate of Infrastructure, Equipment, and Supplies]

	DP
	Dispensary

	DPCIS

	Direction de la Programmemation, de la Coopération et de l'Information Sanitaire [Directorate of Planning, Aid, and Health Information]

	DPR
	Dépôt pharmaceutique régional

	DRASS
	Direction régionale de l'action sanitaire et sociale

	DRPS
	Direction de la promotion de la santé

	DSSB
	Direction des services de santé de base

	DTP
	Diphtheria, Tetanus, and Pertussis Vaccine 

	ED
	Essential Drug

	EPI
	Expanded Programme on Immunization

	GAVI
	Global Alliance for Vaccines and Immunization

	GDP
	Gross National Product

	GNI
	Gross National Income

	HC-A
	Type “A” Health Center

	HC-B
	Type “D” Health Center

	HHR
	Health Human Resources

	HIV
	Human Immunodeficiency Virus

	HSS 
	Health System Strengthening

	IDE
	Infirmier d'Etat [Registered Nurse]

	IMR
	Infant Mortality Rate

	IMS
	Infirmier médico-social [Social and Medical Nurse]

	MAED
	Ministère des Affaires Economiques et du Développement [Ministry of Development and Economic Affairs]

	MCM
	Médecin chef de Moughataa [Head District Physician]

	MEF
	Ministère de l'Economie et des Finances [Minister of Economy and Finance]

	MICS
	Multi-Indicator Cluster Survey

	MMR 
	Maternal Mortality Ratio

	MoH
	Ministry of Health

	MoSAS
	Ministère de la Santé et des Affaires sociales [Ministry of Health and Social Affairs]

	Moughataa
	Health District

	MTEF
	Medium-Term Expenditure Framework

	NHIS
	National Health Information System

	NHP
	National Health Policy

	RACHAD
	Réseau automatisé de la chaine des dépenses [Automated Expenditure Chain Network]

	RBM
	Results-Based Management

	SC
	Steering Committee

	SFDE
	Sage femme d’Etat [Registered Midwife]

	SFFP
	Strategic Framework for the Fight Against Poverty

	SLS
	Système local de santé [Local Health System]

	SW
	Social Worker

	TFP
	Technical and Financial Partners

	TG
	Technical Group 

	TIA
	Target Intervention Area

	TSS
	Technicien supérieur de santé [Advanced Health Worker]

	U5MR 
	Under 5 Mortality Rate

	UM
	Currency Unit of Mauritania 

	UNDP
	United Nations Development Programme

	UNFPA
	United Nations Population Fund

	UNICEF
	United Nations Children’s Fund

	USD
	United States Dollar

	WHO
	World Health Organization

	Wilaya
	Region


Executive Summary
To the applicant
· Please provide a summary of the proposal, including the goal and objectives of the GAVI HSS application, the main strategies/activities to be undertaken, the expected results, the duration of support, and total amount of funds requested with baseline figures and targets for the priority indicators selected.
The principal policy and strategic documents drafted in past years (at the government level and in the health sector) consider health – particularly maternal and child health – to be a national priority. Health is the cornerstone of the country’s development.
The reduction of under-five and maternal mortality is one of the primary areas of focus of the Strategic Framework of the Fight against Poverty (2006-2015 SFFP) developed by Mauritania in response to the commitments undertaken by the nations of the Millennium Summit, particularly with respect to their objectives (4 and 5). (see CSLP/PA 2006-2010; document no. 15; pp. 11, 96)

The 2006-2015 National Health Policy, the sectoral embodiment of this will, articulates values and principles such as implementing – by the start of the year 2015 – a modern, proactive, efficient health system accessible to the country’s entire population, independent of place of residence, educational level, age, sex, origin, economic status, etc. The Policy gives priority consideration to maternal and child health and establishes as one of its objectives the continuation of the high-priority activities carried out over the past few years to reduce the maternal mortality ratio by three-quarters and child mortality by two-thirds between now and 2015 (PNS; document no. 2; p. 20).
However, it should be recognized that infant and under-five mortality rates remain high in spite of the progress that Mauritania has achieved in the past few years in the Fight against Disease. The infant mortality rate is estimated at 77 per thousand compared to an under-five mortality rate of 122 per thousand. This rate is nowhere near 47/1000, the WHO target for 2015 (2007 MICS; document no. 10; page 6).
A significant number of these death could have been avoided if the public and private health systems had offered accessible and high-quality health care to the entire Mauritanian population.
Unfortunately, such is not the case in present-day Mauritania. Indeed, even though the national DTP3 immunization coverage is 75%, there are significant disparities among districts. Only 20% of the moughataas (districts) have a DTP3 immunization coverage over 80%; 17% of the moughataas are still below 50% (2007 MICS; document no. 10; p. 15).

To confront this situation, Mauritania has drafted this proposal for health system strengthening in accordance with the proposal guidelines for GAVI Alliance Health System Strengthening (GAVI HSS) support.  This proposal takes into consideration the country’s specific situation, which is characterized by a vast land area, a low demographic density, a dispersed population, poverty, and the seasonal population movements.
The proposal aims to increase and maintain immunization coverage by strengthening the capacities of the health system to provide immunization and other health services, with a focus on maternal and child health in the isolated and/or remote poverty-stricken areas with a DTP3 immunization coverage ≤ 50%.
The 9 areas identified using these criteria are known as the Target Intervention Areas (TIA) in the context of this proposal. In addition to and in synergy with other initiatives, GAVI HSS support will grapple with the bottlenecks now blocking the provision of services, as well as with barriers present in the health system of the TIAs.
The document review identified several barriers/bottlenecks in the health system that hinder the provision of high-quality health services: i) inadequate quantity and quality of human resources; ii) limited financial accessibility to health services among the poor; iii) poor health information system; iv) insufficient oversight of the health system; v) low mobilization of health funding; vi) low levels of community participation; vii) inadequate partnerships among various stakeholders in health; viii) insufficient infrastructure and equipment; ix) irregular procurement of quality drugs.
While the Government and the TFPs are currently conducting various activities to overcome many of these bottlenecks, additional efforts are indispensable to improving the efficiency of the country’s health system.
Accordingly, the government – aware of the need to improve health indictors to contribute to the achievement of the MDGs – has committed itself to increasing the resources allocated to health. The health budget was raised by an average of 16% over the 2003-2008 period, with a peak increase of 24% between 2005 and 2007.  These resources have helped to fund Area and Expertise Bonus Pay (PTZ) to help foster the retention of qualified health personnel in remote areas.
Furthermore, as part of strengthening the national health information system (NHIS), the Ministry of Health is currently receiving support from WHO and UNICEF. It is important to mention here that as part of the Global Fund’s Round 8 HSS proposal, which was approved, funding in the amount of 1,130,961 USD is being provided to strengthen the NHIS over the next five years.
In addition, strategies aimed at improving financial accessibility to health services among the poor have been implemented and are reporting encouraging results, such as the obstetric risk insurance pilot programme established in a few moughataas of the country with the support of Coopération Française and the UNFPA.
In spite of all these efforts by the government and the TFPs to strengthen many components of the health system, the following barriers continue to create bottlenecks in immunization services and other maternal and child health services: i) inadequate quantity and quality of health human resources; ii) limited financial access to health services among the poor; iii) low levels of community participation and partnership among health stakeholders; iv) difficulties ensuring the regular procurement of quality drugs; v) the low level of funding at the peripheral level.
This proposal addresses these barriers/bottlenecks through the demonstration of originality and creativity by promoting innovative strategies to overcome the system’s bottlenecks.  These strategies take into consideration the country’s specific, unusual characteristics cited above.
Accordingly, the proposal contributes to the attainment of the 2008-2012 cMYP’s (Document No. 3) objective for immunization coverage, namely: to reach and maintain an immunization coverage of at least 90% on a national level and at least 80% in each Moughataa (district) for all EPI vaccines.
The proposal is based on the following 3 objectives: i) strengthening the TIA capacities with 148 qualified HHR using 3 innovative strategies between now and 2015; ii)  taking 4 steps to increase use of health services on behalf of mothers and children aged 0-5 years throughout the TIAs between now and 2015; iii) expanding services to communities by establishing 27 operational BHUs in the TIA villages between now and 2015.
To attain these 3 objectives, 14 activities will be conducted in the TIAs over the period covered by the proposal.
Accordingly, the following activities have been designated to strengthen health human resources in order to mitigate the insufficient quantity and quality of these human resources: i) task shifting, in which selected tasks once reserved for highly-specialized personnel are assigned to less-qualified personnel, who are to receive in-depth guidance and training; ii) outsourcing to provide the training and monitoring of TIA health personnel; iii) improving retention/maintenance of personnel throughout the TIAs: create better living and working conditions for these personnel through the construction of housing units for the head of the health facility and his or her team.
The objective of taking 4 steps to increase use of health services on behalf of mothers and children aged 0-5 years, which aims to increase the supply and demand of services and represents an response to the issue of the limited financial access among the poor, makes use of the following interventions: i) establishment of a mechanism to meet the costs of healthcare provided to mothers and children aged 0-5 years; ii)  implementation of a proximity/nomadic/seasonal medical strategy in order to factor in the seasonal movements of the population and to thereby increase the supply of services for these individuals ; iii) making quality drugs and working equipment available; iv) strengthening the management capacities of health establishments.
With respect to the objective of expanding services to communities by establishing 27 BHUs in villages, which will address the issue of low levels of community participation, this objective aims to increase the availability of services at a more peripheral level through the following three activities: i) revitalizing basic health units (BHUs); ii) reactivating health committees; iii) developing a partnership for health among villages with a special emphasis on local elected leadership.
Monitoring and evaluation of these activities will be ensured by impact indicators (infant mortality rate and DTP3 coverage) as well as by three process indicators (health personnel knowledge of task shifting; availability of essential drugs; percentage of operational BHUs) and three process indicators (number of TIA personnel affected by task shifting; number of mothers and children aged 0-5 in the TIAs receiving free health services; number of operational BHUs in the TIAs).
The proposal will contribute to the attainment of the 2006-2015 NHP objectives, which have been developed on the basis of the following 5 strategic areas of focus: i) improving access to quality health services; ii) the fight against disease; iii) adequate funding for the health system; iv) assessing health system performance; v) strengthening of the sector’s performance.
It should be emphasized that – to maximize its impact – GAVI support is aligned with the country’s 2006-2015 National Health Policy. This is the reason why GAVI support will cover what remains of this period, specifically 2009-2015 (7 years).
Furthermore, with its gross national income of 686 USD per capita and based on birth cohorts for the 2009-2015 period, Mauritania should receive around 2,774,438 USD of GAVI HSS support for this period.
This support will be managed in accordance with public sector accounting practices and inspected by all of the national institutes for inspection (the audit office, the State Inspectorate General, and the Inspectorate General for Health).
Accordingly, 4 quarterly monitoring and evaluation missions conducted jointly with the DAF and the DSSB at the peripheral level, one annual inspection performed by the Inspectorate General for Health, and an audit carried out by an independent consultant will all be done on at least an annual basis to ensure compliance and proper use of this support.
With respect to the process of developing the proposal, the Minister of Health has established a Working Group (WG) in charge of writing the application with training and supervision from a Steering Committee (SC).
The Steering Committee – chaired by a technical advisor from the Ministry of Health and composed of the managing directors of the Ministry of Health, a representative from the Ministry of Finance, a WHO representative, a UNICEF representative, and two representatives from civil society – is in charge of supervising, training, and validating the efforts of the Working Group.
The WG, chaired by the Director of Planning, Cooperation, and Health Information (DPCIS) includes technicians from the Ministry of Health’s managing directorates, the Ministry of Finance, WHO, UNICEF, and UNFPA, as well as a representative from civil society and a private sector representative.
The composition of the ST and the WG is an embodiment of the MoH’s will to involve all stakeholders from this sector in the development of this application.
The WG was put in charge of performing a situation analysis of Mauritania’s health system, identifying the weaknesses – even bottlenecks – within this system, and creating an action plan to correct the lack of consistency and the poor alignment with the objectives from the 2006-2015 National Health Policy and the actions/interventions of the other technical and financial partners of the sector.
With respect to the viability, it should be emphasized that Mauritania has made a commitment to strengthen the district health system and is using the primary health care approach within the framework of the implementation of the Ouagadougou Declaration on Primary Health Care and Health Systems in Africa. The framework for the implementation of this Declaration, which was adopted during a national conference held February 9-10, 2009, lays out the priority activities to be undertaken in the coming years to strengthen the country’s health system in the eight following priority areas: i) leadership and governance; ii) health services delivery; iii) health human resources; iv) health financing; v) health information system; vi) community ownership and involvement; vii) health development partnerships; viii) health research.
Because of current trends in the evolution of the State budget, of which an average of 16% is allocated to health, as well as other efforts and initiatives in the context of ongoing bilateral and multilateral aid, sustainability will be ensured for the support, which represents only 7% of the 2008 health budget for 7 years (1% per year).
Finally, the guiding principle of this proposal is to promote innovative interventions.  On the basis of these interventions, the country will no doubt build on the best practices and lessons learned in order to expand them into other areas of the country.
Section 1: Application Development Process
To the applicant: section 1.1
In this section, please describe the process for developing the GAVI HSS application.
· Please begin with a description of your Health Sector Coordinating Committee or equivalent (Table 1.1).
1.1: HSCC (or country equivalent)
	Name of the HSCC (or equivalent):

With its origins in the thematic group – the primary coordinating body of the sector – the Steering Committee was first created on the basis of Memorandum No. 306 of September 2, 2008 (Document No. 13).  The group was subsequently enlarged in Memorandum No. 061 of February 8, 2009 to endow it with a more participatory character.
The SC is chaired by the technical advisor of the Ministry of Health and includes the following members:
· Technical advisor from the Minister for Finance

· DSSB/MoH
· DMH/MoH
· DLM/MoH
· DPCIS/MoH
· DIMM/MoH
· DRH/MoH
· DAF/MoH
· DPL/MoH
· NGO “ADRE”
· NGO “ADPE”
· A representative from the private sector

· A UNICEF representative

· Two WHO representatives


	HSCC operational since:
The SC has been carrying out all of its assigned tasks since September 2008.  It directs and supervises the Working Group (WG) in accordance with strategic guidelines in the area of health, good governance, and the fight against poverty.
The chair of the technical group is also a member of the Steering Committee, thereby representing a direct link between the two committees in charge of developing the GAVI HSS application.

	Organizational structure (e.g., subcommittee, stand-alone):
The WG, in charge of developing the proposal, was established with Memorandum No. 303 dated August 31, 2008 (document no. 13).
The Group is chaired by the Director of Planning, Cooperation, and Health Information. It is composed of technicians from the managing directorate of the Ministry of Health, including the Expanded Programme on Immunization (EPI), technicians from the Ministry of Finance, development partners (WHO, UNICEF), a representative from civil society, and a private sector representative.  This includes:
· A DPCIS/MoH technician
· A DAF/MoH technician
· A DPCIS/MoH technician
· A DPCIS/MoH technician

· A DPCIS/MoH technician
· A DPCIS/MoH technician
· A DLM/MoH technician

· A DMH/MoH technician

· A DRH/MoH technician

· A DPL/MoH technician

· Two DSSB/MoH technicians
· The president of the NGO “AFVHS”
· A MoF technician
· A EPI/MoH technician
· A UNICEF technician

· Two WHO technicians

The composition of the WG enacts the will of the MoH, which is to involve all parties in this sector in the development of this application.


	Frequency of meetings

To carry out its mission in a suitable manner, the Working Group held meetings at an estimated frequency of three meetings per month; the Steering Committee met four times (i.e. – an estimated frequency of one meeting every two months).

.

	Overall role and function:

As specified in the memorandum establishing the Steering Committee, the committee is in charge of supervising, guiding, and validating the efforts of the Working Group.

With respect to the WG, it is in charge of: i) ensuring the full involvement of all stakeholders in the development of the proposal; ii) conducting a situation analysis of the 6 components of the health system (leadership/governance, delivery of services, human resources, health information, drugs and health-related technologies, funding); iii) determine strengths and weaknesses; iv) identifying the priority problems of the health system, including bottlenecks,  in the area of immunization services and other maternal and child health services; v) developing the proposal’s action plan (objectives, activities, timeline, budget) and the monitoring and evaluation mechanism; vi) tracking the implementation of the SC recommendations; vii) drafting and validating the proposal.




To the applicant: section 1.2

· In this section, please describe the process your country followed in preparing this GAVI HSS application (Table 1.2)

Note: Without supporting documentation (signed minutes from HSCC meetings) and a thorough outline of the application preparation process, it will not be possible for the GAVI Independent Review Committee (IRC) to assess the involvement of key stakeholders (civil society, bilateral, private sector, and representatives from remote populations) in the process. The signed minutes of the HSCC meetings related to the HSS proposal preparation should be attached (Document Number....) as supporting documentation, together with the signed minutes of the meeting (Document Number....) during which the application was endorsed by the HSCC.

1.2: Overview of application development process

	Who coordinated and provided oversight to the application development process?

The DPCIS, acting as a member of the Steering Committee and the chair of the technical group, supervised and coordinated the proposal development process in close collaboration with other members of the SC.



	Who led the drafting of the application? Was any technical assistance provided?
Under the supervision of the SC, the WG led the process of drafting the application with support from the WHO. Additionally, the Group received technical assistance from an expert in health system strengthening from the West Africa Inter-country Support Team for the WHO, who conducted two missions to the country for proposal development support. The first mission was conducted on November 19-30, 2008 and the second on February 12-14, 2009.



	Provide a brief timeline of the activities, meetings, and reviews that led to the submission of the proposal.

Summary Table of the Primary Steps in the Application Development Process

                                                              GAVI HSS
Steps of the process

Date

  Sources of

  confirmation

Notes

 Application for support for the development of the GAVI HSS application

May 26, 2008

Letter from the Minister of Health No. 233 from May 26, 2008 

 Document No. 13

GAVI agreement

June 10

GAVI/08/204/CB/ba Letter

 Document No. 13

Establishment of the Working Group         

 August 31, 2008

Memorandum No. 303

 Document No. 13

Establishment of the Steering Committee
September 2, 2008

Memorandum No. 306

 Document No. 13

Submission to GAVI Alliance

September 1, 2008

Minutes from the technical group meeting

Document No. 12

Adoption of the work plan and budget

September 5, 2008

Minutes from the technical group meeting

Document No. 12
Validation of the work plan by the Steering Committee
September 8, 2008

Minutes from the Steering Committee meeting

Document No. 12
Organization of the document review

October 1-10, 2008

Working group meeting minutes

Document No. 12
Selection of priority problems

October 15, 2008

Working group meeting minutes

Document No. 12
Development of an action plan

November 23-30, 2008

Working group meeting minutes

Document No. 12
Creation of the first DRAFT

December 1-5, 2008

Review and validation of the 1st DRAFT 

6 December 2008

Steering committee meeting minutes

Document No. 12

1st review by peers in Ouagadougou

December 9-11, 2008

Synthesis of observations

Document No. 12

Work to integrate comments from Ouagadougou

February 11-19, 2009 

Meeting report

Document No. 12

Organization of missions in 7 Wilayas
February 11-20, 2009 

Mission report

Document No. 19

Validation of the second DRAFT by the Steering Committee
March 5, 2009

Meeting minutes

Document No. 12

Second review by peers in  Ouagadougou

March 17-20, 2009 

Comment synthesis

Document No. 12

Retreat of the drafting committee to finalize the application 

March 30 to April 10, 2009

Final draft of the application

Final validation by the Steering Committee 

April 13-16, 2009

Final application document 



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

The application was reviewed once by the Steering Committees and twice by peers during the Ouagadougou workshops.

 

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

During its April 16, 2009 meeting, the Steering Committee validated the application.

It was signed by the Minister of Health and the Minister of Finance on April 26, 2009.

Was funding received form GAVI for HSS proposal development? If so, how much, when was it received, and what was it used for, or what will it be used for?

The Ministry of Health did indeed receive funding in December of 2008 in the amount of 50,000 USD to support the development of the GAVI HSS application. The use of this amount is shown in the table below.

 Use of GAVI funds intended to support the development of the GAVI HSS application

ACTIVITIES

TOTAL (MRO)

TOTAL (USD)

1- SITUATION ANALYSIS
4,124,505

16,520

2- DEVELOPMENT OF THE ACTION PLAN
3,630,000

14,539

3- DRAFTING THE APPLICATION
1,660,000

6,649

4- VALIDATION OF THE APPLICATION
3,040,000

12,176

TOTAL

12,454,505

                49,884




To the applicant: section 1.3

· Please describe the roles and responsibilities of key partners in the development of the GAVI HSS application (Table 1.3).

Note: All key partners should be included in the process: the Ministry of Health including the planning department and the immunization unit; Ministry of Finance; bilateral and multilateral partners; relevant coordinating committees; NGOs and civil society; and the private health sector. If there has been no involvement of civil society, the private health sector or other key stakeholders in the development of the GAVI HSS application, please explain this below (1.4).

1.3: Roles and responsibilities of key partners (HSCC members and others)

	Title/Position
	Organization
	HSCC member yes/no


	Please list the specific roles and responsibilities of this partner in the GAVI HSS application development

	Technical advisor


	Ministry of Health
	YES
	Supervises the application development process and chairs the Steering Committee meetings

	Technical advisor


	Ministry of Finance
	YES
	Provides a statement of the financial orientations of other partners to avoid an overlap or duplication of interventions throughout the recipient areas

	Presidents of the “ADRE” and “ADPE” NGOs


	Civil society
	YES
	Provides information regarding the non-profit network, notably in the target areas. Helps to evaluate civil society and offers solutions to improve relations between civil society and the health sector.

	Technical Advisor/HSS


	WHO
	YES
	Supports the process by providing qualified technical assistance to the ministry.

	Child survival programme head


	UNICEF
	YES
	Technical support through his or her involvement in the efforts of the WG and in situation analysis missions.

	Basic Health Services Director (DSSB)


	Ministry of Health
	YES
	Provides any information needed on the political and strategic direction of the Department in the area of community health.

	Human Resources Director (DRH)
	Ministry of Health
	YES
	Informs the Working Group about the department’s primary focus of its human resource policy, notably in the legal context through initiation of Area and Expertise Bonus Pay.

	Director of the Fight against Diseases (DLM)
	Ministry of Health
	OUI
	Explain health indicators to the WG, particularly maternal and child indicators; informs the WG about the strategies established by the department to fight against diseases.

	Director of Infrastructure, Supplies, and Maintenance (DIMM)
	Ministry of Health
	YES
	 Provides the WG with information on the state of health infrastructure and on the state of equipment as well as on the department’s plans for construction, equipment, and maintenance activities.

	Director of Hospital Medicine (DMH)
	Ministry of Health
	YES
	Keeps the WG informed about any new hospital reforms.



	Director of Pharmacies and Laboratories (DPL)
	Ministry of Health
	YES
	Helps to identify drug-related problems and trends, notably regarding the procurement networks, prescriptions, and rational drug use.

	Director of Financial Affairs (DAF)
	Ministry of Health
	YES
	Provides the WG with information on health expenditures, fund transfer methods for the peripheral level, and on problems tied to funding the health sector.

	Director of Planning, Cooperation, and Health Information
	Ministry of Health
	YES
	Coordinates the entire process, starting with the situation analysis, and then the development, drafting, and validation of the action plan.




To the applicant: section 1.4

· Partners and members of the HSCC are encouraged to provide feedback and let the GAVI Secretariat know of any concerns or anticipated issues with implementation, monitoring, or financial arrangements.

· If the HSCC wishes to make any additional comments or recommendations on the GAVI HSS application to the GAVI Secretariat and Independent Review Committee, please do so below.

· Please explain if there has been no involvement of civil society or the private sector, and state whether they are expected to have a service delivery or support role in the implementation of GAVI HSS support.

· If this is a resubmission, please describe the main changes that were introduced to this proposal.

· Please describe any lessons learned or useful practices developed during the development of the HSS proposal.

1.4: Additional comments on the GAVI HSS application development process

Two factors related to the proposal develop process bear mentioning. They are: i) the expansion of the Steering Committee and ii) the non-participation of the private sector in the development process.

The SC expansion was initiated in September 2008 and took place in December 2008 following the observation that not all of the stakeholders were represented in the SC. This had an impact on the participatory nature of the process. This gap was filled rapidly by means of Memorandum No. 061 of February 8, 2009 (Document No. 13), which accordingly gave the process a more participatory character that was inclusive of all the stakeholders. At this point, it should be recalled that all stakeholders did participate in the work of the WG as soon as it was initiated in September of 2008.

With respect to the non-participation of the private sector in the process, this can be explained by the fact that this sector is very undeveloped in Mauritania and that such activities are focussed in the capital of Nouakchott and a few other large population centers around the country. As a result, this sector is scarcely present in other locations around the country, most particularly in the 9 TIA, which are – let us recall – all poor and remote areas.

This is the reason why the present proposal contains various interventions, such as the mechanisms to promote the use of health services among mothers and children aged 0-5, the promotion of community involvement, and partnerships with elected officials.  All of these interventions will foster the involvement of civil society, including the private sector, in health services throughout the TIAs.

Section 2: Country Background Information
To the applicant: section 2.1

· Please provide the most recent socioeconomic and demographic information available for your country. Please specify dates and data sources. (Table 2.1). If these differ from or are inconsistent with those used in other GAVI applications or monitoring, an explanation should be provided

2.1: Current country sociodemographic and economic information

	Information
	Value
	Information
	Value

	Population [2007]
	3,162,338
	GNI per capita (2006)
	686 [$USD]

	Annual birth cohort [2008]
	144,028


	Under-5 mortality rate [2007]
	122/1000

	Surviving infants* [2008]
	133370
	Infant mortality rate [2007]
	77/1000

	Percentage of GDP allocated to health [2008]


	1.4%


	Percentage of Government expenditures toward health [2008]
	4.4 %

	DTP3 coverage rate (by sex, where available) [2007]


	75%
	
	


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

	Total population
	3,162,338 inhabitants



	Population density
	3 inhabitants/km²



	Population growth rate
	2.4% year



	Mother-child pairs
	66%



	Life expectancy at birth

Men

Women
	55 years

60 years



	Poverty (< 1 USD per day)
	46%


To the applicant: section 2.2

· Please provide a brief summary of your country’s Health Sector Plan (or equivalent), including the key objectives of the plan, the key strengths and weaknesses that have been identified through health sector analyses, and the priority areas for future development (Table 2.2).

· Please highlight any specific socioeconomic barriers to accessing immunization services that may include: hard-to-reach populations or any gender inequality.

2.2: Overview of the National Health Sector Strategic Plan (Document Number 2) and how it links to the cMYP (Document Number 3)

Strategic areas of focus of the national policy

· Improved access to quality health services.

· Fight against disease.

· Adequate funding for the health system.

· Assessment of health system performance.

· Strengthening sector performance.

2005-2015 National Health Policy Objectives

· To reduce the maternal mortality ratio by three-quarters and child mortality by two-thirds between now and 2015.

· To improve nutritional status to help reduce morbility and mortality due to malnutrition, including micronutrient deficiencies among children under-five years of age and pregnant women (vitamin A deficiency, anemia, iodine deficiency disorder).

· To stabilize the prevalence of HIV/AIDS to below 1% of the general population and provide care for all newly-discovered cases.

· To reduce the prevalence of malaria, hepatitis B, and tuberculosis.

· To develop prevention, screening, and surveillance activities for emerging non-infectious diseases.

Health system organization
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Overview of health indicators

	Neonatal mortality rate


	43/1000

	Infant mortality rate


	77/1000

	Under-five mortality rate


	122/1000

	Maternal mortality ratio


	686/100,000 live births

	HIV prevalence among pregnant women


	0.8%

	Proportion of population in malaria-risk areas

 
	80%

	Tuberculosis prevalence


	130 / 100000

	Hepatitis B prevalence


	10 - 24%

	Children under-five with global acute malnutrition


	38%

	Percentage of pregnant women with anemia


	40 to 67%

	Population with iodine deficiency disorders


	30,9%

	Diarrhea prevalence in children under 5 years of age


	18%

	ARI prevalence in children 6-11 months of age


	17%

	Office visits among children < 5 due to intestinal parasitosis


	10%

	Hypertension among patients 15-64 years of age


	22.4%

	Hyperglycemia (Diabetes)


	6.0%

	Obesity


	20,9%


Overview of health system performance indicators

	Health human resources


	Acute shortage

	Health coverage within a 5 km radius


	67%

	DTP3 coverage


	75%

	MCV coverage


	67%

	PNC3 coverage

  
	65%

	Proportion of attended births


	61%

	Rate of caesarian sections


	1.10%


Table of strengths and weaknesses of the sector

	Strengths
	Weaknesses

	Political engagement translates into ongoing rise in budget share allocated to health


	Insufficient health coverage (33% of the population living further than 5 km from a dispensary or health center.

	
	Qualitative and quantitative HHR weaknesses linked to the poor performance of the provisional management systems as well as basic training and continuing education.

	The integration of health services tends to improve along with the efforts made to strengthen the hospital level.
	Accessibility and unpredictable availability of drugs, vaccines, and supplies due to the inexact management of stock, a poorly-understood and inequitable tariff system, and a level of quality affected by the lack of adequate inspections.

	A pharmaceutical law has been adopted in order to improve the circulation and inspection of drugs.
	Poor quality of health services translate into  poor hospital hygiene and a non-functioning referral/contra-referral system, among other problems.

	Promotional mechanisms have been described and implemented to motivate personnel, particularly those assigned to remote and isolated areas.
	Lack of recognition for Traditional Medicine due to the difficulties in creating organization and structure in this medium.

	To some extent, public finance reform of the health sector has permitted an improved flow of funds and has made funds available for the periphery.
	Health promotion and IEC are no sufficiently promoted and as such they are not in a position to encourage the adoption of behaviors favorable to good health.

	
	Inconsistent institutional hygiene and sanitation framework.

	
	Financial barriers to access of health services among the poor.

	
	Low level of funding at the operational level as a consequence of difficult disbursement procedures and centralized fund management.

	
	Low level of contribution from the private sector to improve access to health care due to the lack of standardization for this activity and dubious quality of care.

	
	Weaknesses in the NHIS, including unreliable data; this NHIS suffers from difficulties linked to the collection, transfer, and analysis of data.

	
	The partnership is not very effective, particularly at the local level, where communities and local elected officials remain mostly uninvolved (decentralization).


Section 3: Situation Analysis / Needs Assessment

To the applicant: section 3.1

GAVI HSS Support: GAVI HSS support cannot address all health system barriers that have repercussions for immunization services and other maternal and child health services. GAVI HSS support should look for opportunities to complement and leverage other funding for health system strengthening, as well as fill “gaps” in current health system development efforts, without duplication.
· Please provide information on the most recent assessments of the health sector that have identified health system barriers. (Table 3.1)
Note: Assessments can include a recent health sector review (conducted in the last 3 years), a recent report or study on sector constraints, a situation analysis (such as the one conducted for the cMYP), or any combination of these documents. Please attach the reports of these assessments to the application (with executive summaries, if available). Please number them and list them in Annex 1.
Note: If there have not been any recent in-depth assessments of the health system (in the last 3 years), at the very least, a desk review identifying and analyzing the key health systems bottlenecks will need to be undertaken before applying for GAVI HSS support. This review should identify the major strengths and weaknesses in the health system, and identify where capacity needs to be strengthened to increase immunization coverage and to maintain it at its current level.

Note: Issues affecting the specific nature of reaching the hard to reach populations and increasing coverage within assessments or the National Health Plan should be highlighted (such as gender or other socioeconomic issues).

3.1: Recent health system or immunization assessments

	Title of the assessment
	Participating agencies
	Main outcomes in terms of infant mortality, immunization coverage, or health systems weaknesses
	Dates

	2006-2015 National Health Policy

(Document No. 2)
	Ministry of Health, Ministry of Economic Affairs and Development, and other state institutions involved in the field of health, the WHO, and other partners


	In terms of under-five mortality rate, these indicators remains high, with 116 deaths for each 1000 children under 5, including 74 deaths in the first year of life and 53 in the first month of life.

The primary causes of under-five mortality are ARI, diarrhea, malaria, malnutrition, and measles epidemics (NHP page 9).

Hepatitis in general, and viral hepatitis specifically, is a national concern. In fact, studies conducted on various groups have estimated the prevalence of hepatitis B to be between 10% and 24%. Cirrhosis of the liver represents a significant cause of hospitalization and death in national and regional hospital departments. (NHP p. 10)

Health coverage remains insufficient with 33% of the population living farther than 5 km from a dispensary or health center. It is inequitably distributed and ranges from 52% in Hodh El Gharbi to 98% in Nouakchott. (NHP p. 15)


	November 2005

	2008-2010 MTEF

(Document No. 4)


	Ministry of Health
	IMR: 78%; U5MR: 116%; MMR: 747%

Weaknesses: (i) poor health coverage (ii) insufficient quality and quantity of human resources and health services; (iii) insufficient availability of drugs, vaccines, and essential supplies; (iv) low financial access to health services among the poor; (v) hygiene and sanitation problems; (vi) weakness of the national health information system (vii) problems linked to the lack of compliance with current regulations among the private sector. pages
	October 2007

	2008-2012 EPI Comprehensive Multi-Year Plan

(Document No. 3)
	Ministry of Health
	The cMYP, developed according to the WHO/UNICEF guide, is a reference and management tool. The plan is followed by the development of an annual plan for the first year.
The trends of the primary health indicators for the past 5 years remain relatively static; in fact, according to the results of the 2003-2004 Malaria and Infant Mortality Survey (EMIP), the U5MR was 123%; according to the MICS-III survey, it was 122% in 2007. The Total Fertility Rate (TFR) has stabilized around 4.6 in the 2000-2004 period.  The HIV/AIDS prevalence rate has also remained relative stable at around 0.5%. According the NHIS data and the health map, 67% of the population is located within a 5 km radius of a health facility. However, the utilization rate for facilities located at least 5 km from home is dropping and has gone from 73% to 58.2% in 2000 and 2004, respectively.  This rate underwent a significant decline in rural areas: 55% in 2000 versus 34.5% in 2004. (cMYP p. 13)
The immunization coverage rate for routine EPI vaccines recorded a gradual increase up to 2002.  At first, there were low coverage rates up to 2000, but due to renewed immunization activities, very satisfactory results were obtained, thereby enabling DTP3 immunization coverage to go from 26% in 1999 to 82% in 2002 and then to 75% in 2007. (cMYP p 17).

Currently, only 20% of moughataas have an DTP3 immunization coverage higher than 80%, hence the need to emphasize the low-performance districts using feasible and sustainable strategies to achieve the regional and global objectives between now and 2010, while also being sure to increase the number of vaccines to protect children (pentavalent and pneumococcal). (cMYP p. 18).
	April 2008

	Situational analysis of reproductive health in Mauritania

(Document No. 5)


	Ministry of Health, United Nations Population Fund, and the National Office of Family and Population (ONFP), Tunisia
	MMR: 747%

Weaknesses: (i) 33% of health services not available; ii) obsolete equipment and multiple manufacturers; (iii) inadequate maintenance; (iv) insufficient human resources, particularly in under-served areas; (v) low level of involvement of communities and civil society; (vi) difficult budgetary procedures; (vii) lack of an effective guidance/referral system among the peripheral facilities and the referral facilities; (viii) lack of the information and education needed in communities to make rapid decisions regarding whether to seek medical assistance; (ix) insufficient quality of patient/guest services; (x) limited access to family planning services; (xi) socio-cultural barriers; (xii) insufficient IEC.

	August 2006

	2006-2015 Strategic Plan for the Development of Human Resources (PDRH)

(Document No. 6)
	Ministry of Health, WHO, UNICEF, and UNFPA
	The strategic plans covers the 2006-2015 period and is centered around the national context, the overview of the primary conclusions and recommendations of the situation analysis, the strategic and political options, planned needs, the logical framework, the implementation, monitoring and evaluation of the implementation, as well as funding.
The availability of efficient human resources at all levels of the health pyramid is a significant deciding factor in the achievement of the “health” sections of the Millennium Development Goals as specified in the guidelines of the Strategic Framework of the Fight against Poverty. The National Health and Social Action Policy, covering the period 2005-2015, has emphasized this importance by defining a strategic area of focus for the development of this resource. This explains the position occupied by this strategic area of focus in the short- and medium-term agenda of the health sector. Indeed, since 2002 the Department of Health and Social Affairs has been implementing a national strategy centered around six areas of focus. One of these areas of focus is to ensure the sustainable availability of human resources essential to all public facilities, particularly in remote and poor areas.
Over the past three years, health sector reviews have been in agreement about ranking the lack of qualified personnel as the first obstacle to the attainment of sector objectives. (PDRH p.14)

	May 2006

	Rapid assessment of the four health districts of Mauritania

(Document No. 7)
	MoH, WHO
	The assessment shows that health district in Mauritania do have:

· equipped health facilities, endowed with qualified personnel and drugs, and globally accessible to 2/3 of the population.

· surgical support centers permitting care for high-risk pregnancies.

· the minimum capabilities needed for (i) the integrated management of childhood illnesses, (ii) the treatment of malaria and tuberculosis and (iii) HIV screening.

· non-negligible financial resources (from 2.5 to 11 dollars).

However, weaknesses persist and hinder progress toward health objectives; this primarily involves:
· poor distribution of human resources to the detriment of remote and poorer areas.
· the inaccessibility of services for the remaining 30% and the weakness of the referral system.
· the poor quality of health services, which significantly decreases their output.
· inequality in the allocation of resources to health.
· inadequate.expansion of the scope of IMCI and care for tuberculosis and malaria cases.
The primary recommendations of this assessment are:
· To redeploy personnel and re-equilibrate funds for remote and poor areas.
· To implement a human resources development system that takes into consideration the country’s priorities.
· To systematize the assessment of all health districts to better identify the various areas of intervention, thereby ensuring true health district functionality.
· To review the entire process of planning, budget writing, implementation, and monitoring/evaluation in the health sector in order to provide the district with the responsibilities, means, and methods necessary to attain the health objectives.
· To promote the establishment of performance-based contracts with the decentralized facilities of the health system in order to promote results-based management.
· To revitalize the District Management Team.
· To revitalize and establish a community participatory system based on operational health committees that truly represent the target populations.

	February 2008

	Analysis of Mauritania’s Health System

(Document No. 8)
	MoH, WHO
	For more than 30 years, from 1980 to the present time, Mauritania's health policy has been characterized by full compliance with the recommendations of major international forums on public health. Between 1981 and 1985, Health Plan IV endeavored to steer national health policy toward guidelines of the Alma-Ata Conference (1978): priority given to prevention, establishment of primary health care, targeting activities toward certain selected groups, particularly the “mother-child” group and rural populations. Later, following the 37th session of the Regional Committee of the WHO, which called upon African countries to promote the Bamako Initiative (BI), the Ministry of Health and Social Affairs (MoSAS) mobilized his staff and actively sought out the support of sector partners – at the forefront of whom were WHO and UNICEF – to implement cost recovery, community participation, and other measures recommended by the BI.

The policy option aimed at organizing the decentralization process around the Regional Directorate of Health and making the DRASS responsible for initiating and monitoring all areas of local health activity – this policy option is akin to a paradigm. Though not explicit, this paradigm, consisting of managing the peripheral level on a regional basis, nevertheless articulates a clear, formative political vision. Based on its characteristics, it could be understood as the paradigm of “regional management of decentralization”. (p. 4)


	July 2008

	Situation Analysis of the BHUs and community-based approaches

(Document No. 9)
	MoSAS
	Based on the conclusions drawn from the study, it can be stated that BHUs offer those populations living the farthest away from referral facilities an opportunity to have access to a health establishment. Treating simple cases and reducing the mean treatment costs both help to relieve the burden for generally under-served and frequently isolated populations. A community’s acceptance of a community health worker originating from that community does facilitate communication. and could also give the BHU the opportunity to develop in a stable and trusting environment.

However, in terms of both location and time, the position of basic health units has declined in the Mauritanian health system over the course of this decade of experimenting with the BI in Mauritania. First, in terms of accessibility among the population:

Though official statistics in 1996 reported a geographic coverage rate of BHUs nationwide of around 7%, at the present time, this rate would only be around 4.7%. Additionally, if current trends continue, over half of these basic health establishments will likely cease to exist in the near future.
As such, this decline in BHUs is quantitative. But it is also qualitative: the availability of essential drugs at reasonable prices, which is the deciding factor of the Bamako Initiative, experienced a decline starting in 1996 and is now in a particularly sensitive position. Drug shortages are long-lasting, frequent, and all the more worrisome since they reveal the inadequacy of the national procurement system. Because the BHU is the last link in the chain and is in a dependent relationship, it experiences the direct consequences of these drug shortages more than other health facilities.

Cost recovery, one of the keystones of the system, is being seriously compromised by the poor rotation of drugs, leading in some cases to a progressive decapitalization of the initial working capital, problems rebuilding stock, and an absent or insignificant financial motivation among CHWs. The compensation formula for community health workers – based on two assumptions: one high, one low – shows that the mean CHW income will not exceed a thousand ouguiya per month under any circumstances. This income is far from the expectations of CHWs, who end up using their profession as simple sideline work.

The performances of the aggregated BHUs are poor. But these observations should not detract from the idea that these villages visited do deserve to have these establishments! (study conclusion)


	April 2007



The situation analysis, conducted as the basis of a document review, enabled the strengths and weaknesses of the 6 components of the health system to be identified. (See: Document Review Report; Document No. 11)

The “constraint matrix” tool helped the WG to identify common problems in the health system, consisting of bottlenecks in immunization service and other maternal and child health services. The problems identified are: limited financial accessibility to health services among the poor; iii) poor health information system; insufficient supervision of the health system; iv) low levels of fundraising for health; v) low levels of community participation; ii) inadequate partnerships among various stakeholders in health; vii) insufficient infrastructure and equipment; viii) irregular procurement of quality drugs.

To the applicant: section 3.2

· Please provide information on the major health system barriers to improving immunization coverage identified in the recent assessments listed above. (Table 3.1). These could also highlight any socioeconomic or political causes; the role of men and women in society, family or among the workforce; attitudes towards boys or girls; and any perceptions that could affect the immunization coverage of specific ethnic groups or men and women.

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

	Health system components


	Barriers to immunization

	Delivery of services


	· Inadequate logistics for mobile and outreach immunization activities

· Insufficient immunization personnel

· Insufficient cold chains to scale up established immunization units

· Lack of preventative maintenance for the cold chains

· Insufficient promotional activities



	Information and data management


	· Lack of a tool to monitor the evaluation indicators

· Shortage of data collection tools

· Absence of clear guidelines for recording, backing up, archiving, and reporting immunization data

· Low capacity among the district management teams to analyze immunization data



	Funding


	· Available financial resources do not enable the Millennium Development Goals to be reached, particularly the goal of reducing child mortality

· Lack of resources for the delivery and preservation of vaccines as well as the management of activities linked to performing this operation, particularly in remote areas (awareness-raising, mobile teams, motivation of personnel, etc.) (The EPI budget is 2.2% of the health budget; the health budget is 4.6% of the general budget)

· Procedural difficulties at times cause a significant delay in the procurement of vaccines

· Very high cost in remote areas where the populations are largely poor and illiterate

	Leadership and administration


	· Insufficient supervision and monitoring of immunization activities

· Frequency of missed opportunities

· Immunization section not systematically mapped to DRAS organizational charts

· Insufficient availability of immunization services (units implemented in each establishment)

· Insufficient involvement of civil society in the implementation of immunization activities

· Community management bodies are insufficiently operational (CRDDS, management committees, etc.)



	Health human resources;


	· Inadequate number of qualified personnel (nurses) in remote areas

· Poor living and working conditions

· Low level of remuneration and motivation



	Drugs and health technologies


	· Insufficient means to inspect drug quality

· Difficulties coping with the procurement network

· Ill-suited legal framework characterized by insufficient statutory and regulatory material

· Insufficient resources for pharmaceutical inspection and lack of a body of drug inspectors




The primary problems were weighted using a scoring technique (multivoting) in order to determine the highest-priority problems.

The consensus of the WG was to select the 5 following problem as the highest-priority problems that create barriers to immunization and other maternal and child services:

· Inadequate quality and quantity of human resources.

· Limited financial access to health services among the poor.

· Low levels of community participation and partnership among health stakeholders.

· Difficulties ensuring the regular procurement of quality drugs.

· Low level of funding at the peripheral level.

To the applicant: section 3.3

· Please provide information on those barriers that are being adequately addressed with existing resources (Table 3.3). These could be socioeconomic, political, or else related to gender and based on social science research.

3.3: Barriers that are being adequately addressed with existing resources

Activities are underway with other partners to overcome many of the barriers mentioned above.

Accordingly, in the context of strengthening the national health information system (NHIS), the Ministry of Health is currently receiving support from WHO and UNICEF. It is important to note that as part of the Global Fund’s Round 8 HSS proposal, which was approved by the Global Fund to Fight AIDS, Tuberculosis and Malaria, funding in the amount of 1,130,961 USD is being provided to strengthen the NHIS over the next five years.

Furthermore, many strategies targeted toward improving financial accessibility to health services among the poor have been implemented and are reporting satisfactory results, such as the experience of obstetric risk insurance established in some locations of the country with the support of Coopération Française and the UNFPA.

With respect to human resources, significant training activities have been implemented in partnership with the WHO and World Bank as part of the Health and Nutrition Support Project (HNSP). The launching of the National Health Human Resources Monitoring Programme (ONRHS) is planned for May 200 [missing year -​trans.], which will help to meet one challenge of the current acute shortage in personnel, specifically that relating to the problem of the quality and reliability of HHR data.

To the applicant: section 3.4

· Section 3.4 should outline the most important barriers that have not been adequately addressed and give reasons why they have been designated as high-priority, such as those not currently funded by other sources, those that will have maximum impact or that will catalyze other activities, or for geographic or social reasons. If there is an obvious lack of a national policy that emphasizes a human rights-based approach to accessing health care (including for reasons of gender) or a lack of competencies at various levels of the health system, then it should be mentioned here.

3.4: Barriers that have not been adequately addressed (in order of priority)

In consideration of the aforementioned, the bottlenecks/barriers selected by the Working Group to receive GAVI support for optimization of the impact of immunization-related interventions are:
· Inadequate quality and quantity of human resources.

· Limited financial access to health services among the poor.

· Low levels of community participation and partnership among health stakeholders.

· Difficulties ensuring the regular procurement of quality drugs.

· Low level of funding at the peripheral level.

Primary barriers and challenges

The geographic and climatic context is the first constraint with which the health system is confronted, as well as the entire social system. With respect to the human population, in 2006 it was estimated at 2,871,410 inhabitants, which results in one of the lowest demographic densities in the world, on the order of 2.4 inhabitants/km2. The example of the Assaba region is illuminating: 242,265 inhabitants for 895 towns for an average of 271 inhabitants/town. In the moughataa (region) of Kankossa, one of five regions in Assaba, the density falls even further to 176 inhabitants per town. As such, the challenge to be met is the result of the existence of small communities scattered throughout an immense land area. Although a portion of this population is nomadic, another sedentary portion of the population lives in desert areas located beyond conventional communication routes. The demographic context of population concentration represents the second constraint with which the MoH decision-makers are faced.

However, it is probable that Mauritania poverty is the most critical constraint when it comes to the health policies and strategies to be implemented. Indeed, in 2005 almost half of the Mauritanian population (46.7%) lives below the poverty line, while nearly one third of the population lives under conditions of extreme poverty.

The constraints that were just described exert strong pressures of the health system, the organization of services, the capacity of providers to respond appropriately to the expectations and actual health needs of the populations in question.

1.  Inadequate quality and quantity of health human resources.

Regarding the public health system, the gateway to which is represented by the dispensaries, increasingly recurrent functional problems affect their ability to provide suitable care to the populations in question. In 2005, there were some 394 dispensaries, 344 of which (87%) were functional. According to the size of the under-served population, the dispensaries lack the standards of 1 registered nurse, 1 medico-social nurse, and one auxiliary midwife. With respect to health centers (HC), located at the moughataa-level (regional), these centers represent the first level of referral care. In theory, the “A” health centers, numbering 21 – including 4 in Nouakchott – are equipped with over 10 hospital beds, one laboratory, one radiology room, one delivery room, and a dental chair; they are staffed by 2 physicians, 1 dentist, 3 health workers (TSS), 2 registered midwives (SFDE), 2 registered nurses (IDE), 4 medico-social nurses (IMS), 1 social worker (AS), and 3 orderlies. Also in theory, the “B” health centers, numbering 49, feature 10 hospital beds, one delivery room, and one small laboratory and are led by 1 head physician assisted, in principle, by 1 TSS/PTA, 2 SFDE, 1 IDE, 4 IMS, and 3 orderlies. Based on these standards, which result from Regulation No. 198 / MSAS / 2003, among others, it seems that: (i) 75% of type “B” health centers meet the defined standards, (ii) only 41.2% of type “A” health centers have the required personnel to function minimally, and (iii) only 53% of dispensaries are operating with the necessary personnel.

As demonstrated in the literature, and since this has been documented by reports resulting from action research in Mauritania, motivation is a determining factor of the quality of care. However, due to the constraints in Mauritania described above, there are particularly significant curbs on the motivation of health workers. The living and working environment provided to public healthcare providers is particularly degraded. Aside from the supplies and health equipment, which are completely failing or inappropriate to the practice of good medicine, health personnel must make do with a rudimentary living environment. In particular, it should be noted that only a minority of them have decent housing.

This situation takes on a more critical dimension in the case of the BHUs. Indeed, these individuals, selected from within the most remote communities of Mauritania, and who share their conditions of life, are penalized because of their acceptance of the very role of community health worker. In most cases, these community health workers must use a part of their own home – already cramped – to carry out health activities. Very rare of the villages where a separate place is made available to the CHW. A study on the performance of the BHUs reports a lack of urgency among communities to assume their responsibilities toward the CHWs that they did nevertheless freely chose: more than 85% of CHWs responded “yes” to the question: “do you need community support”; only 21% of them responded “yes” to the question: “have you obtained this support?”

2. Low financial access to health services among the poor

In Mauritania, the cost recovery system has been in effect since the adoption of the 92-027 decree instituting a cost recovery system and expanding the participatory management of health services (replaced by Decree No. 2003-006 of February 4, 200[missing year]), of pharmaceutical products, and of essential drug cost recovery, and since the adoption of the Regulation No. 387/MSAS of August 24, 1993, regulating the functioning of cost recovery management committees. This decree and regulation create an obligation for the population in aggregate to pay for their health services.

Since the periods of extreme dryness that the country experienced in between 1973 and 1874, the rainfall situation has improved. However, the nutritional status of populations directly affected by these extreme climatic conditions, who are often isolated and confined to the country’s isolated areas, remains precarious.  This poses a challenge to the public authorities all the more significant since it involves communities with greater vulnerability due to their acute poverty.

The poorest regions are still marked by a high incidence of infectious and parasitic diseases and by a worrisome nutritional status: a global malnutrition rate of 40%, including 6% to 8% in its severe forms. Among pregnant women, 60%  have anemia and 5%-12% of newborns have a weight at birth of less than 2.5 kg.

The BHU mechanism was inspired and conceived as a tool to fight against poverty. By establishing the objective of solving the healthcare access problem for populations of isolated, rural areas, the BHU sponsors simultaneously targeted those populations stigmatized by poverty. Furthermore, by means of their practices and methods, BHUs explicitly aimed to reduce the cost of health services and drugs. However, available assessments of the implementation of the Bamako Initiative (BI) in Mauritania reveal that the Local Committee for Primary Healthcare (CLSSP), whose mission is to support CHWs and to direct its interventions toward the majority’s interest, is not playing the role that it was expected to play in terms of the fight against marginalization, which victimizes the poor. In particular, it has been shown that the members of the local BHU committees are not taking any initiative for the benefit of the most under-served, and simply believe that this issue does not involve them.

However, Article 15 of Regulation No. 51 MSAS, cited above, stipulates that the “management committees of public health establishments and BHUs are authorized to charge a moderate fee for health services, including essential drugs, per disease episode”. However, the concern afforded the poor are most clearly expressed in Decree No. 2003-006 of February 4, 2003. Public authorities request that management committees afford populations equitable access to high-quality care and provide for the care of under-served patients. The use of the revenue generated by cost recovery is regulated such that: (i) an encumbrance line is reserved for the care of indigents treated on an outpatient basis, and (ii) a safety fund is created, with priority given to the care of under-served patients.

The political will to fight financial marginalization, which victimizes the poor, is implemented in an even more organized manner via Article 8, which stipulates that the distribution of the fees recovered in health establishments must follow an allocation process that takes into consideration an area’s remoteness (isolated character) and poverty index.

However, the protection granted to the poor under this legal arsenal remains theoretical. Actual practice, as observed in basic health facilities, frequently goes against what is prescribed in the enactments. In isolated areas, the inadequate involvement of the CLSSPs in local health management results in the exercise of insufficient control of CHWs. Lacking adequate training, it is not unusual for CHWs to set drug prices above the ceilings prescribed by the State. In such a context, the financial accessibility of under-served populations can no longer be ensured in a satisfactory manner using activities based on healthcare supply. It becomes imperative to work directly on demand and to seek out the appropriate means to restore – outside of traditional schemes – a minimal financial capacity to the poor.

At the same time, it must be remembered that the activity packet that community health workers are authorized to offer does not officially include immunization activities, even though some CHWs engage in this practice on an informal basis as part of a concealed task shifting. The definition of the job description of CHWs is poorly documented. Evidence for this is supplied by Decree 2003-006, which no longer contains any reference to the tasks assigned at this level of care.  This is in opposition to Decree 92-027, which exhaustively and inclusively addressed all levels of the national health system and did not limit itself to the public system. This situation should engage the health authorities and motivate them to urgently focus on the means to ensure the continuum of care up to and including the outermost regions of the nation. Meanwhile, just as it is necessary to act in an innovative manner to strengthen the financial capacity of the demand for healthcare, it is also essential to envision outside-of-the-box supply-based activities. This involves dealing with the Mauritanian context, which does not resemble any other context in West Africa. With respect to maternal and child immunization, it is not currently possible to delivery immunizations in isolated areas without dealing with the job description of CHWs or without  providing dispensaries (the referral level of the BHUs) with the ability to reach those communities and families dispersed throughout the remote areas. One such supply-based activity has the advantage of excluding vulnerable groups from the payment of expenses for travelling to the dispensaries – a cost that is a financial burden that they are incapable of bearing.

3. Weakness of the accessibility and availability of quality essential drugs

Prevention activities are more attractive when they are offered in health facilities staffed with sufficient qualities and quantities of personnel, equipped with appropriate equipment, and above all stocked with a well-managed supply of drugs, which ensures the continuous availability of the medications in the highest demand. As such, maternal interest in immunization is raised.

Drugs represent a significant source of socioeconomic data for the Strategic Framework of the Fight against Poverty: in Mauritania, an estimated 2/3 of household health expenditures are allocated to the purchase of drugs (each Mauritanian is reported to spend 1800 UM on average for his or her drugs – equivalent to 5.5€ per capita). The drug subsector is considered to be an important area. In the public sector, it is funded by both the State budget (with primary support from the World Bank), in the amount of 400 million UM, as well as by the peripheral sale of drugs (500 million UM).

Between 1995 and 2001, following the Pharmapro reform (MSAS central drug procurement), Mauritania endured an acute crisis characterized by the gradual removal of oversight of a decreasing physical flow of drugs and an increasing flow of money generated by cost recovery. The public sector would experience semi-permanent stock disruptions and develop a veritable culture of shortage. Since the creation in 2001 of the Mauritanian Procurement Center for Drugs, Supplies, and Equipment, more modern and efficient management methods have been introduced. Nevertheless, it should be noted that the public distribution network is still very porous. Drugs originating from the public sector can be found in the private sector (diversion). At the same time, the presence of drugs from the private sector has been observed. Such drugs go on sale in the public sector, the reason being the opportunity for attending personnel to sell these drugs and to pocket a substantial profit due to his or her circumvention of the official cost recovery network. It is also strongly suspected that collusion exists between prescribers from the public sector and dispensing pharmacists from the private sector. This point is illustrated by the clustering of private pharmacies at the entries of public health establishments.

Originally, CHWs rarely moved around to restock their drugs kits. This task was relegated to supervisors, who replenish the BHU supplies during their field trips. Ever since cost recovery became widespread, regional pharmaceutical warehouses (DPR) have been established, from which public health establishments and health committees are supplied. At first simple units of the Regional Directorate of Health, these DPRs now have a legal status and have become agencies of CAMEC, which is itself a semipublic company.
Such changes do not always translate into radical improvement in supplying the peripheral level. Multiple surveys report that drug disruptions are a part of the chronic difficulties that CHWs now face. The reason lies with both the recurrent transportation problems that CHWs encounter, notably during the winter period and the flooding period as well as the persistent functional problems of the DPRs. To overcome these difficulties, CHWs have turned to empirical solutions consisting of supplying themselves “wherever they can”: private sector, dispensaries, health centers, etc. These informal practices carry a significant risk to fairness since they lead to the start of the prescription of speciality drugs, whose prices considerably exceed the financial capacities of the population. A recent study revealed that the drugs that are most frequently found in the possession of CHWs are the following: chloroquine 100mg, mebendazole 100 mg, cotrimoxazole 480 mg, acetylsalicylic acid 500 mg, amoxicillin 500 mg, aluminium hydroxide 500 mg, iron sulfate tablets 200 mg, paracetamol 500 mg, tetracycline ointment 1%, neomycin/bacitracin ointment, ORS packets, Betadine solution. In the analysis of the contents of this kit, it is noted that only the chloroquine and iron sulfate are in conformance with the standards, which consist of prescribing a drug in its generic form. The other medications correspond to the proprietary form, as is distributed to private offices.

In summary, cost recovery, which represents the keystone of the system, is seriously compromised by the low turnover of drugs. More and more frequently, this leads to a progressive decapitalization of the initial working capital and serious problems replenishing stock. The theoretical framework for the procurement of drugs from regional pharmaceutical warehouses is not operational and puts the BHUs in a critical situation. Consequently, CHWs have more and more difficulty collecting their share of drug sales reserved as an incentive for them (30%), which can negatively influence their performance.

4. Low levels of funding of the operational level

Starting with Decree No. 89-064 of May 17, 1989, which abrogated and replaced Decree No. 77-174 of July 1977, the decentralization of the health system – commonly called “decentralization reform” by Mauritanian officials – was formally initiated. The former health and social units of the administrative regions were then transformed into Regional Directorates of Health and Social Action (DRASS). Eleven years later, in December 2000, decentralization took a new step with the emergence of the Regional Directorate for Health and Social Promotion (DRPSS), which took the place of the DRASS and revived the decentralization process.

From a financial perspective, decentralization allowed the health regions to make use of their own budget and as a result to carry out self-management. In fact, during the first years (1989/1992) that followed the adoption of Decree No. 89-064, the budget for the regions was not assigned to them and remained under the management of the central level, just as it was done up until that point. The year 1992 was a pivotal year, marked by large increase in the budget given to the regions, with each DRASS receiving an average of 12 million UM. In 2002, the total budget for the regions reached a new high of 605.65 million UM (46.6 million UM per region). Between 2004 and 2008, appropriations under the direct management of the regions as part of devolution/decentralization stabilized around 1 billion UM (80 million UM per DRPSS).

The increase in the volume of public appropriations directly allocated to the operational level in the framework of the decentralization policy for the flow of funds was written into a broader reform of public finances. This reform stipulated that the status of authorizing officer, held until then by the Minister of Finance along for the entire public sector, be given to senior spending ministers. Each Ministry thereby became in charge of authorizing its own budget. This reform drew on a powerful computer tool called R.A.C.H.A.D (Réseau Automatisé de la Chaîne de Dépense or Automatic Expense Chain Network), which simplified the commitment, authorization, and payout process, thereby reducing the delay in executing public expenditures. However, the wali (governor) remains the secondary authorizing officer for public expenditures on the regional level.

In the MoH, credits were initially issued to the DRASS through the wali (administrative governor of the region). In practice, from 1992 to 2002, credits intended for the region’s health facilities were paid over to the revenue office of the regional treasury. This involved a previously-earmarked transfer that the DRASS was to redistribute, in an almost mechanical fashion, to the health divisions of the moughataa (region). In other terms, the regional budgetary management was based on a “targeted funding” logic, which rigidly set the amount of credits allocated to each CSM. Starting in 2003, the MSAS decided to substitute the principle of a “pre-earmarked” allocation with the principle of a "flat-rate" allocation. The DRPSS then saw the opportunity to enroll their management in a “shared basket” system, which would offer it a certain margin of maneuverability with the possibility of envisioning a regional management based on performance and maintenance of equality (taking into account fairness). However, they were not able to translate their vision into concrete actions due to the implementation of a new measure. One year later (2005), in fact, the MSAS underwent further expansion of devolution/decentralization by taking the steps necessary for credits to be henceforth issued to the Head Physician of the Region Health Division (MCM) via the hakem (district prefect).

The primary steps of the MSAS financial reform, which have just been re-interpreted, might suggest that public credits are now available at the operational level thanks to the new mechanisms that have been established, and that consequently there is no difficulty in funding health activities on the periphery. Though it can not be denied that progress has been made, it should be stated that significant bottlenecks remain – barriers that are real disadvantages to maternal and child health.
An analysis of the weaknesses in funding the operational level requires not only analysis of the direct flows of funds (see above), but also necessarily analysis of the planning process, which occurs before the issuance of credits, and which determines both their volume and their distribution. Some documents call to mind a planning process steered by demand (i.e. – capable of identifying the most peripheral health needs and of taking them into consideration). Such a process would meet the requirements of transparence and good governance, as well as the requirements of fairness. From this point of view, such a tool can only be an ideal framework that countries attempt to emulate, with a lesser or greater degree of success. In Mauritania, the planning of implementation methods tends to marginalize and even exclude those populations located in isolated and/or desert areas of the nation. However, these are the very communities that need to be heard the most. Nevertheless, because of the conditions under which the planning occurs, these communities are not given a hearing.

Usually, these needs are identified at the regional level, and – as it might be portrayed in a caricatured manner – in the office of the wali (governor) in which the DRPSS and the MCMs hold meetings. On the basis of their experience and their knowledge of the terrain, these three types of stakeholders in the regional health system sketch out the outlines of the regional budget, which is supposed to address the concerns and expectations of all the sub-regional levels. The iterative process begins with the first adjudication submitted to the wali by the DRPSS. The wali reacts to this adjudication and the new framing is discussed in greater detail, notably by the MCMs, who introduce elements able to increase the appreciation of the realities in the field. This mechanism is the opposite of an inclusive process. On the contrary, it has all the characteristics of a discriminatory process against vulnerable groups, particularly those who traditionally have difficulties in having their voices heard. All things considered, the needs of the geographically- and economically-marginalized communities and groups are not taken into consideration in Mauritania’s own planning schema.

The second risk potentially run by health planning in Mauritania is the risk of poor use of credits. Poor and vulnerable populations are doubly penalized: excluded from a just and equitable identification of their needs, they are faced with the risk of a somewhat significant loss of the budget portion awarded to them due to weaknesses in their public expenditure control and oversight mechanisms at the central level and regional level. In principle, the expenditure centers (head physicians of the moughataa) are required to report the expenditures that they make. Supporting materials and tools created for this purpose have been designed and should be widely distributed. Among these tools, the “utilization plan” represents a suitable means to improve the conformance of expenditures with the previously-defined objectives.  However, this utilization plan is presently only used on a confidential basis, even though it offers the DRPSS the opportunity to efficiently regulate the activities of the lower levels. Based on a review of the “utilization plans”, the DRPSSs are in a position to authorize the continuation of the moughataa funding (the health centers and dispensaries) or else to defer this funding until the incriminated facilities reestablish the flow of the appropriate funding. It is clear that progress in the areas of planning/oversight could secure funding for maternal and child health and improve the delivery of healthcare suitable for mothers and children.

5. Low levels of community participation and weak partnerships among health stakeholders

As was suggested in the prior analyses, community participation in Mauritania is at an impasse. During an initial period, from 1992-2003, the mission to ensure popular involvement in the implementation of health activities at the local level was assigned to bodies named “management committees”. Starting in 2003, the management committees – renamed “health committees” – pursued the activities of the first committees.

The history of the health system of Mauritania reveals that the pilot experiences implemented in 1980 did not disregard the essential support to be provided to the health committees. The development partners, according to their geographic targets, awarded a high level of priority to strengthening community capacities in order to prepare them to assume entirely new responsibilities and roles. The Decrees No. 92-027 and 2003-006 affirmed this recognition of the deciding role of the community. Twenty-eight years after the first experiments, various evaluations of the BI’s implementation – conducted by the principal development agencies – reveal that there has been no sustainability and that the overall assessment remains considerably below expectations.

However, the government has not hesitated to undertake initiatives, with the support of the development partners, to implement simple and sustainable strategies. This was notably the case with the “Guide For The Establishment Of A National Programme For Primary Healthcare At The Village Level”, developed in collaboration with UNICEF.

There is sufficient appreciation of the difficulties inherent in the sustainability aspect only when performance audits on the operations of health committees are conducted.  Many of these audits have experienced real difficulties in meeting with the number of members that they had planned to question. In fact, the authors report that they have only been able to reach, on average, one member per village surveyed. In and off itself, this fact is demonstrative of how these entities operate and their ability to conduct health activities in the service of their community. Likewise, it should be noted that consistency and regular attendance are not strengths of health committees. In theory, these bodies hold meetings every two months; meetings should be sanctioned by minutes addressed to the DRPSS. In reality, the frequency of meetings is much lower and meeting reports are rarely available. One of the explanations frequently advanced concerns the professional status of committee members. Most of them are farmers and put the requirements of their profession above all other considerations. A relatively high illiteracy rate has been also been noted. However, proper functioning of these bodies has always correlated positively with level of education: committees are as well-performing as the level of education among their members is high. Therefore, it is not surprising that they have a low visibility. In general, from one survey to the next, over half of the individuals surveyed are unaware of a health committee in their own village, and barely 5% of them can site concrete activities conducted by their health committee. The final indicator, which shows the inefficiency of community participation and the inability of the community to organize itself to take charge of its health needs, originates in the lack of leadership among the management committees. While it is incumbent on these committees to oversee the interventions of CHWs, to anticipate the hazards and uncertainties linked with their availability, with the end goal of ensuring the continuity of care, studies [missing text?] the frequent absence of CHWs at the time of the survey: around a quarter of them were not at their posts and did not have an appropriate excuse. Likewise, committees are observed who have abandoned their responsibilities in the area of providing care for the under-served. The decision whether to grant credit or to offer free care is the near exclusive domain of CHWs. The committee practically never issues its opinion. At issue is a form of “privatization” of health management that results in a situation in which the BHU– for all intents and purposes – is the primary job of the CHW. In summary, these observations reflect the overall decline of a system in which no actor is actually playing his or her role. In addition, it is not an exaggeration to state that "the health committees have not fulfilled their responsibilities. Their contribution to the proper functioning of the BHUs was, as a general rule, sporadic, anecdotal, and marginal".

The revitalization of the health committees, which has just been described, should be placed within the broader framework of a revitalization of the BHUs. In fact, “upgrading” the management committees by itself will not suffice. The management committee is only one component of the BHU mechanism, which also includes the CHW component. However, the health performance of the CHWs is increasingly under debate. The quality of care that they provide to the community has deteriorated to the extent that they have lost the confidence of the population. They are reproached because of their repeated abandonment of post, insufficient qualifications, poor inventory management leading to chronic drug shortages, and interventions focused on curative care, which is to the detriment of the preventative activities that play a decisive role in maternal and child health. This last point demonstrates the limits of the services provided by the BHUs in the area of reducing under-five mortality.

While it is true that the environment in which the CHWs develop is insufficiently dynamic and while this environment has been noted to exert inhibitory effects on their activities, improvement could nevertheless be made based on a revision of their recruitment requirements. The current educational level of health workers is very low: 90% of them have at the most attended primary school, while more than half have no education or have only studied in Koranic schools. Accordingly, they have to use specific tools for work, such as the collection of information in the form of images and drawings to illustrate various kinds of episodes of illness. This situation significantly hinders the improvement of practices.

Another barrier assumes an institutional character in combination with the central level. At issue is the ability of the Directorate of Primary Healthcare (DSSB) to carry out its functions under suitable conditions. All the upper-level establishments should see to it that basic health establishments are functioning properly, offer logistical and administrative support, and above all organize oversight missions on a regular basis. The DSSB, in particular, should play a foremost role, both as the designer of the oversight mechanism (of which it is a member) and as the guarantor of its implementation. However, for the past several years and due to a generally adverse environment, the DSSB is not longer in a position to carry out a portion of its agenda.  Consequently, it is incapable of helping strengthen the capacities of the BHUs. The current weakness of the DSSB causes a great deal of uncertainty regarding the probability of reestablishing the required level of functionality in the BHUs within a reasonable period of time.

The expansion of administrative decentralization reforms widens the issue of community participation to include new categories of stakeholders. Mayors and municipal advisors now assert themselves as top-level stakeholders and should play an increasingly meaningful role. Following the first open and inclusive election in 1990, which brought to power elected officials whose skills did not meet the needs of local, quality management, the new generations of leaders (municipal advisors rotated in 1994 and 1999) appear better armed for the challenge of providing essential social services. However, because of the complexity of the public health issues, it is illusory to think that the decentralized communities are in a position – in the short-term or medium-term – to organize and coordinate the fight against disease, specifically the “Maternal and Child Health" component. As a result, external units from the Ministry of Health, Regional Directorates, and Health and Social Promotion (DRPSS) and Regional Health Divisions (CSM) should offer municipalities sufficient training and provide for them essential technical support, advice, and oversight to guide their initial forays into the area of health.

Accordingly, this involves developing an inventive partnership, which is particularly indispensable at the peripheral level since decentralization creates a competitive environment among sectors (health, education, road network, agriculture, economic, hydraulic, and sanitation infrastructures, etc.), as part of the process of mobilizing local resources. In the long-term, as soon as an increasing consequential proportion of public funds flows through the municipal budgets, a non-negligible risk of underfunding the local health system (LHS) will materialize, since political decisions will not necessarily be made in favor of health. From this perspective, the example of Senegal provides a gripping illustration of the barriers caused by decentralization reform. Early awareness-raising among mayors and the development of specific forms of support for municipal teams as well as the commissions in charge of health constitute a means of putting health at the forefront of local priorities. At the present, it would be wise to induce the mayors to more actively engage in health using through appropriately targeted advocacy.

To the applicant: section 3.5

· Section 3.5. should outline the barriers to civil society and the private sector in delivering immunization services and strengthening health systems and becoming part of the national process to increase immunization coverage.

3.5: Describe specific barriers to civil society and the private sector in delivering immunization services and strengthening health systems or becoming part of the national process to increase immunization coverage.

The following criteria guided the selection of TIAs:

   -   DTP3 coverage < 50%

   -   Poverty

   -   Isolation/remoteness

Because of these characteristics, access to quality services in these areas is difficult, particularly for the most vulnerable layers of the population (i.e. – mothers and children).

As mentioned above, the private sector is very undeveloped in Mauritania; such activities are concentrated in the capital of Nouakchott and a few other large population centers around the country. As a result, this sector is practically absent in the 9 TIA, which are all poor and remote areas.

By contributing the an increase of supply and demand in the TIAs and by promoting community participation, the proposal will create conditions for development and for the involvement of civil society, including the sector for immunization services and other maternal and child services.

Section 4: Goals and objectives of GAVI HSS support
To the applicant: sections 4.1 and 4.2

· Please describe the goals of GAVI HSS support below (Table 4.1).

· Please describe (and number) the objectives of GAVI HSS support (Table 4.2). Please ensure that the chosen objectives are SMART (specific, measurable, achievable, realistic and time-bound).

· This section should demonstrate a) why the proposed HSS objective is expected to sustain immunization coverage and b) how the proposed activities will ensure the achievement of HSS objectives. It is therefore very important to show the links between identified barriers - goals - objectives - activities and indicators. They should follow a logical sequence and distinct outputs, outcomes and processes should be identified. It should then be evident how the proposed activities will increase or sustain immunization coverage

· Geographic issues: If a discrete sub-national area has been selected for intervention, it should be clear as to how and why the area(s) was selected as well as the rationale for the specific geographic indicators and criteria.

· Any supporting documents or background documents (such as the Human Rights Policy Document Number__, Procurement Policy Document Number__, or the Medium-Term Expenditure Framework Document Number__) should be cited here; references should be specific in terms of the sections and page numbers referred to in the application.

4.1: Goals of GAVI HSS support

	To increase and maintain immunization coverage by strengthening the capacities of the health system to provide immunization and other health services (focused on maternal and child health) in the 9 following target areas: Ouadane, Ouad Naga, Chinguity, R’Kiz, Aoujeft, Tamchekett, Keur Macen, Boumdeid, and Oualata.

Note: These areas were selected according to the criteria below:

i) DTP3 coverage rate ≤ 50%

ii) Poverty

iii) Isolation




OVERVIEW OF TIA DATA

	TIA
	Population
	Children

<5 years
	Women of Childbearing Age


	Distance from Nouakchott


	DTP3

	Oualata
	14,090
	2,395
	4,039
	1210 Km
	47%

	Tamchakett 
	36,213
	6,156
	10,669
	695 Km
	44%

	Boumdeïd 
	10,226
	1,738
	3,034
	650 Km
	45%

	Keur-Macéne 
	31,527
	5,360
	9 474
	265 Km
	44%

	Ouad-Naga 
	28,564
	4,856
	8,583
	55 Km
	31%

	R'Kiz
	76,650
	13,030
	23,033
	250 Km
	35%

	Aoujeft 
	21,182
	3,601
	6,507
	545 Km
	36%

	Chinguetti 
	7,036
	1,196
	2,162
	535 Km
	32%

	Ouadane 
	3,878
	659
	1,191
	645 Km
	31%



4.2: SMART objectives of GAVI HSS support

	BARRIERS
	GOAL
	OBJECTIVES
	ACTIVITIES
	INDICATORS

	1. Inadequate quality and quantity of health human resources.

.
	To strengthen the health system of the p TIAs  to provide immunization and other health services (focused on maternal and child health) to reach a DTP3 coverage rate of at least 80%.


	1. To strengthen the TIA capacities by means of 148 qualified HHR (41 IMS, 9 retired IDE, 5 AI, 69 AA/AN, and 24 CHW) using 3 innovative strategies between now and 2015.
	Implement task shifting on behalf of paramedical staff, community workers, and non-profit personnel.
	Knowledge of health personnel of shifted tasks.

	
	
	
	Contribute to the retention of public sector personnel by improving living and working conditions in poor and remote areas.
	Percentage of housing built and furnished.

	
	
	
	Support the process of outsourcing in order to rapidly implement the National Policy.
	

	
	
	

	2. Financial exclusion of the poor from access to health services. 
	
	2. To introduce 4 measures to promote the use of health services among mothers and children aged 0-5, between now and 2015.


	Establishment of a mechanism to meet the costs of healthcare provided to mothers and children aged 0-5 years;

.
	Percentage of mothers and children aged 0-5 who received free care.

	
	
	
	Implementation of a proximity/nomadic/seasonal medical approach.
	

	3. Weakness of the accessibility and availability of quality essential drugs.

	
	
	Making available quality EDs and functional equipment.
	ED availability rate (Choose a target drug. Then: number of centers with less than 8 days of supply disruption per year). 

	4. Low levels of funding of the operational level.
	
	
	Strengthening the management capacities of health establishments.
	

	
	
	

	5. Low levels of community participation and weak partnerships among health stakeholders.
	
	3. To expand services to communities by establishing 27 operational BHUs in the TIA villages between now and 2015.
	Revitalizing basic health units (BHUs).
	Percentage of operational BHUs offering a MAP and having received oversight visits.

	
	
	
	Reactivating health committees.
	

	
	
	
	Developing a health partnership at the village level.
	


Section 5: GAVI HSS Activities and Implementation Schedule

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

Note: Mechanisms for the technical and financial sustainability should be carefully outlined especially for GAVI support related to infrastructure, equipment, transport and human resources development efforts. This should include how these investments will be sustained after GAVI HSS support has finished. Reference should be made to the Infrastructure, Procurement or Human Resources Development strategies or policy documents (Document Number __), if they exist.
Note: GAVI recommends that GAVI HSS supports a few prioritized objectives and activities only. It should be possible to implement, monitor and evaluate the activities over the life of the GAVI HSS support. 
· For each SMART objective identified in Table 4.2, detail the major activities that will be undertaken to achieve that objective. Include the implementation schedule (duration, annual milestones, and end point if any) for each of these activities.
· Ensure timing of activity duration in Table 5.2 is consistent with the timing of expenditures for each activity shown in Table 5.3  
5.1: Sustainability of GAVI HSS support 

The sustainability of activities planned in the context of the GAVI application is ensured by a mechanism of institutional and financial reform implemented by the government. 

The government has implemented ambitious administrative reforms to strengthen administrative structure and performance through decentralization, which has resulted in the availability of budgets at the level of the moughataas (districts). 
A national policy of good governance has been adopted, which aims to involve every stakeholder in the country’s socioeconomic development and to strengthen the institutional capacities of these stakeholders in order to promote integrated development.

Add to these reforms Mauritania’s commitment toward strengthening its district health system using the primary healthcare approach within the framework of the implementation of the Ouagadougou Declaration.  The framework for the implementation of this Declaration was adopted during the national summit organized February 9-10. It defines the priority activities for the next few years to strengthen the country’s health system under the following eight priority areas: i) leadership and governance; ii) delivery of health services; iii) health human resources; iv) health financing; v) health information system; vi) community participation and ownership; vii) health development partnerships; viii) health research.

The government – aware of the need to improve health indictors to contribute to the achievement of the MDGs – has committed itself to increasing the resources allocated to health. As shown in the table below, the health budget has grown by an average of 18% over the 2003-2008 period, with peak growth of 24% between 2005-2007.

Table: Health budget evolution between 2003-2008

	2003
	2004
	growth
	2005
	growth
	2006
	growth
	2007
	growth
	2008
	growth

	4,826,470,409
	5,127,881,500
	6%
	6,346,269,800
	24%
	7,894,523,281
	24%
	8,803,673,207
	12%
	10,139,550,808
	15%


The 2006-2010 SFFP/AP (Document No. 15) sets the following objectives for 2010: (i) to lower the incidence of poverty at the national level from 51% to below 35% (under 45% in rural areas and under 15% in urban areas), (ii) to ensure a mean annual economic growth rate of over 10% during the document’s period, (iii) to ensure universal access to a basic education, (iv) to lower the illiteracy rate to below 20% among adults aged over 15 years of age, (v) to raise the primary healthcare coverage rate within a 5 km radius to 90%, (vi) to raise to IMR, U5MR, and MMR to at least 60%, 70%, and 400/100,000, respectively and (vii) to raise the rate of access to potable water in urban areas to 48% and the coverage rate in rural and semi-urban areas to 62%. Furthermore, it should be noted that in addition to the government funding, the health system in Mauritania receives support from households through the cost recovery system (payment of user fees) as well as support from the development partners.
Accordingly, particular attention is paid to health as part of bilateral and multilateral aid in multiple programmes, such as the expansion of obstetric risk insurance to all moughataas with the support of UNFPA, which involves the 9 moughataas of the TIAs. 

Mauritania’s recent adoption of the framework for the implementation of the Ouagadougou Declaration on Primary Healthcare and the Health System in Africa: toward the Attainment of Health-Linked Millennium Development Goals, will lead to activities that target the strengthening of the country’s district health system. This will greatly contribute to the sustainability of HSS support in the TIAs. 

Some risk-sharing experiments, like mutual health insurance, can also represent a form of mobilizing funds in TIAs. 

By way of conclusion, and taking into consideration the GAVI HSS support for 7 years, which will represent 7% of the 2008 health budget (1% per year) and if current trends in the growth of the health budget continue, it can be stated that sustainability for the support will be ensured.   

To the applicant: section 5.2
· Note: Please add (or delete) rows so that Table 5.2 contains the correct number of objectives for your GAVI HSS application, and the correct number of activities for each of your core objectives.
· Note: Please add (or delete) years so that Table 5.2 reflects duration of your GAVI HSS application.
· Note: The budget for the first year should demonstrate the use of unit costs and a budget breakdown. This will add to the soundness and sense of realism of the proposal; especially for any activities that may include major training or procurement components.  Budgets should be based on real costs and not based on contingency cost.
· For each objective identified in Table 4.2, please give details of the major activities that will be undertaken in order to achieve the stated objective and the implementation schedule for each of these activities over the duration of the GAVI HSS support.

5.2: Major Activities and Implementation Schedule  

	Major activities
	Year 1

(2009)
	Year 2

(2010)
	Year 3

(2011)
	Year 4

(2012)
	Year 5

(2013)
	Year 6

(2014)
	Year 7

(2015)

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

	Objective 1: To strengthen the capacities of the TIAs with 148 qualified HHR (41 IMS, 9 retired IDE, 5 AI, 69 AA/AN and 24 CHW) using 3 innovative strategies between now and 2015. 
	
	
	
	
	
	
	

	Activity 1.1: Implement task shifting on behalf of paramedical personnel, community health workers, and non-profit staff.
	
	
	
	
	
	
	

	1.1.1 : Develop a “task shifting” policy
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	        - recruit a consultant
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	        - organize a validation workshop
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	        - organize a distribution and dissemination workshop in all TIAs        
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.1.2 : To strengthen the skills of health personnel involved in task shifting (it is estimated that at least 60% of the activities in primary health establishments make de facto use of the approach known as “task shifting”).
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	      - Train 9 trainers for 2 weeks in primary health establishments regarding the shifted tasks 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	      - Train the personnel involved (IMS, AA, AN, CHW) in their respective dispensaries. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	      - Award each HHR employees using shifted task a bonus equivalent to 50% of the bonus pay of an IMS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2: build and furnish housing for public sector personnel in order to retain them through improvement of their living and working conditions in poor and remote areas.
	
	
	
	
	
	
	

	1.2.1: Build 9 housing units for the head nurses (ICP) in the most remote dispensaries  
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.2.2 : Furnish the 9 housing units with solar panels, refrigerators, kitchen, living room, satellite antenna, television, bed, etc. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.3: Support the process of outsourcing in order to rapidly implement the National Policy
	
	
	
	
	
	
	

	1.3.1 : Develop a database on the identity and mission of NGOs active in the area of health
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 - recruit a consultant (for developing and populating the database)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	  - validate the populated database 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.3.2 : Strengthen the capacities of one local NGO/non-profit/CSO per TIA to provide high-quality contracted services
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  train 9 local NGOs in outsourced activities planned for the TIAs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  establish a contract for each NGO and pay the grant required for the implementation of activities linked notably to immunization and MCH
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.3.3 : Contract out with retired civilians and soldiers to strengthen the delivery of maternal and child health services in the target areas (including training) 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  draw up a biannual contract for each retiree and pay the allowance (in the amount of 100,000 UM per month) needed for the support of the delivery of maternal and child health services in the TIAs 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- pay a monthly travel allowance of 30,000 UM for each retiree
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 2: To introduce 4 measures to promote the use of health services on behalf of others and children aged 0-5 years of age between now and 2015.
	
	
	
	
	
	
	

	Activity 2.1: In the target areas, increase the use of immunization services by mothers (for children aged 0-5 years) and pregnant women using an innovative mechanism.
	
	
	
	
	
	
	

	Activity 2.1.1: Ensure that healthcare is free for pregnant women and mothers of children aged 0-5 years in the target areas
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Supply the account of each CSM in four annual tranches in an amount corresponding to the operational costs incurred by patient occupancy of the health facilities in question, with a maximum amount equivalent to 1 contact/year/ of the entire target population of the CSM 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  Pay a sum to compensate for the free care provided from this account in the dispensaries in accordance with the use of services certified by the management committees 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2: Provide healthcare services adapted to isolated communities
	
	
	
	
	
	
	

	-  establish a biannual contract with a qualified HHR to provide seasonal care near the populations in each TIA (for fees in the amount of 100,000 UM))
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- pay a monthly travel allowance of 30,000 UM for each HHR 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.3 : Supplement the equipment of the dispensaries 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  provide 17 dispensaries in the TIAs with standard equipment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.4 : Encourage the practice of preventative maintenance in the TIAs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- organize a mission to raise awareness and to train personnel in the TIA health establishments in preventative maintenance

 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  Provide an annual maintenance bonus of 2000 USD for the TIAs that performed the best maintenance of its equipment and infrastructure during the year

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.5: Delivery essential drugs to health establishments at the operational level
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.5.1: Provide health establishments in the target areas with sufficient working capital
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.5.2 : Train the distribution warehouse supervisors in inventory management
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  organize a training session for the supervisors in question 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.6: Streamline essential drug prescribing at the peripheral level
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.6.1 : Revise the therapeutic guides
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- recruit a consultant 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- organize a validation workshop
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- distribute the guide
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.6.2 : Train physicians, head nurses (ICP), and other peripheral prescribers (including personnel involved through task shifting)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  organize a 3-day workshop for training the trainers (MCM)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  organize one 3-day workshop per moughataa for ICPs and retired nurses who will be in charge of the training of the remaining personnel 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.7: Improve regional planning to improve accounting for real needs at the operational level of healthcare delivery
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.7.1 : Educate and train the personnel of health establishments at all levels in decentralized results-based planning
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  organize one 5-day training workshop on results-based management for the health center team, ICP, and CDSS per moughataa
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.7.2: develop health development plans for the TIAs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  5-day workshop to develop the health development plan for the moughataa 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.8: Improve the procedures and mechanisms for procuring goods and services
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2 8.1 : Train the trainers among personnel in charge of procuring goods and services 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  Train 3 persons from the DAF on goods and services procurement procedures 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.8.2 : Organize training missions on budget implementation procedures on behalf of the management personnel (head physicians and others) of the TIAs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  Organize 3 training missions (1 mission/area of focus) on budget implementation procedures on behalf of management personnel

Area of focus 1: the north (Chinguitty, Aoujeft, Ouadane)
Area of focus 2: the south (Ouad Naga, R’Kiz, Keur-Macene)

Area of focus 3: the east (Tamchekett, Boumdeid, Oualata)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 3: To expand services to communities by establishing 27 operational BHUs in TIA villages between now and 2015.
	
	
	
	
	
	
	

	Activity 3.1: Revitalize Basic Health Units (BHU)
	
	
	
	
	
	
	

	3.1.1 : Conduct a feasibility study on the implementation of operational BHUs in the target areas
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	     - recruit a consultant
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	      - organize a validation workshop 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.2 : Identify the sites
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.3 : Training (conducted by the retired nurses)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.4 : Equipment/supplies
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.5 : Monitoring/evaluation by the MCM in the TIAs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.6 : Publication/distribution of Quarterly Report on the Analysis of BHU System Performance by the DSSB
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  create collection tools


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	   -  collection of data (conducted during missions for monitoring and evaluation of GAVI support)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- publication and distribution of the report 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.2: Reactivate health committees
	
	
	
	
	
	
	

	3.2.1 : Train the members of the management committees.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.3: Develop health partnerships at the village level and leadership among local elected officials
	
	
	
	
	
	
	

	3.3.1 : Train municipal council and mayors on the role of community networks
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.3.2 : Create a network of mayors in the target areas to promote immunization and maternal and child health in the target areas
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- recruit a consultant 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  organize a 5-day workshop gathering all the mayors of the villages of the TIAs in order to create the network and development an Action Plan for the network 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.3.3 : Fund the network’s Action Plan 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


5.3: Costed implementation plan for the first year of implementation 

To the applicant: section 5.3
Note: The first year’s implementation plan should be outlined in section 5.3, giving details of timelines, inputs, outputs and processes to be monitored, with details of  costs (and unit costs at least for the first-year implementation).
Action Plan for the First Year’s Implementation (2009)

	Major activities
	Implementation timeline 
	Cost particulars

	
	Q1
	Q2
	Q3
	Q4
	Unit
	Quantity
	Cost per unit
	Duration
	Total cost

	
	
	
	
	
	
	
	
	Value
	Unit
	

	Objective 1: To strengthen the capacities of the TIAs with 148 qualified HHR (41 IMS, 9 retired IDE, 5 AI, 69 AA/AN and 24 CHW) using 3 innovative strategies between now and 2015.
	
	
	
	
	
	
	
	
	
	

	Activity 1.1: Develop a “task shifting” policy
	
	
	
	
	
	
	
	
	
	

	        - recruit a consultant
	
	
	
	
	Consultant (NOB)
	1
	3362
	3
	Month
	10086

	        - organize a validation workshop
	
	
	
	
	Participant
	20
	100
	2
	Day
	4000

	Activity 1.2: build 9 housing units for the head nurses (ICP) in the most remote dispensaries  
	
	
	
	
	Housing Unit
	9
	16000
	
	
	144000



	Activity 1.3: Develop a database on the identity and mission of NGOs active in the area of health
	
	
	
	
	
	
	
	
	
	

	 recruit a consultant (for developing and populating the database)
	
	
	
	
	Consultant (NOA)
	1
	2560
	2
	Month
	5120

	- validation of the populated database 
	
	
	
	
	Participant
	15
	100
	1
	Day
	1500

	Objective 2: To introduce 4 measures to promote the use of health services on behalf of others and children aged 0-5 years of age between now and 2015.
	
	
	
	
	
	
	
	
	
	

	Activity 2.1:  provide 7 TIA dispensaries among the 17 planned with standard equipment
	
	
	
	
	Equipment kit
	7
	8000
	
	
	56000



	Activity 2.2: organize a mission to raise awareness and to train personnel in the TIA health establishments in preventative maintenance
	
	
	
	
	Mission
	1
	6585


	27
	Day
	6585



	Activity 2.3: Delivery essential drugs to health establishments at the operational level
	
	
	
	
	
	
	
	
	
	

	2.3.1 : Provide health establishments in the target areas with sufficient working capital
	
	
	
	
	Supplement working capital
	9
	4000
	
	
	36000



	2.3.2 : Train the distribution warehouse supervisors in inventory management
	
	
	
	
	
	
	
	
	
	

	- organize a training session for the supervisors in question 
	
	
	
	
	Training session
	14
	800
	
	
	11200



	Activity 2.4: Improve regional planning to improve accounting for real needs at the operational level of healthcare delivery
	
	
	
	
	
	
	
	
	
	

	2.4.1 : Educate and train the personnel of health establishments at all levels in decentralized results-based planning
	
	
	
	
	
	
	
	
	
	

	-  organize one 5-day training workshop on results-based management for the health center team, ICP, and CDSS per moughataa
	
	
	
	
	Workshop
	1
	30155
	5
	Day
	30155

	2.7.2: develop health development plans for the TIAs
	
	
	
	
	
	
	
	
	
	

	-  5-day workshop to develop the health development plan for the moughataa 
	
	
	
	
	Workshop
	1
	24200


	5
	Day
	24200



	Objective 3: To expand services to communities by establishing 27 operational BHUs in TIA villages between now and 2015.
	
	
	
	
	
	
	
	
	
	

	Activity 3.1: Revitalize Basic Health Units (BHU)
	
	
	
	
	
	
	
	
	
	

	3.1.1 : Conduct a feasibility study on the implementation of operational BHUs in the target areas
	
	
	
	
	
	
	
	
	
	

	     - recruit a consultant
	
	
	
	
	Consultant (NOB)
	1
	3362
	2
	Month
	6724

	      - organize a validation workshop 
	
	
	
	
	participant
	20
	100
	2
	Day
	4000

	3.1.2 : Identify the sites
	
	
	
	
	mission
	1
	6405
	18
	Day
	6405

	TOTAL
	345 975


Section 6: Monitoring, Evaluation and Operational Research 
To the applicant: sections 6.1 and 6.2
Note: It is strongly recommended for the chosen indicators to be linked with proposal objectives and not necessarily with activities. Where possible, sex-disaggregated and age-specific data should be used and made available.
· For all indicators, please give a data source, the baseline value of the indicator and date, and a target level and date. Some indicators may have more than one data source (Table 6.1).
Note: The chosen indicators should be drawn from those used for monitoring the National Health Sector Plan (or equivalent) or cMYP and ideally be measured already (i.e. not a new indicator identified specifically for the GAVI HSS support). Examples of additional impact and outcome indicators are given in the tables below. It is recommended that when activities are implemented primarily at sub-national level that indicators are monitored, to the extent possible, at sub-nationally as well. 
· All the data presented in this application form should be consistent with other GAVI proposals and reports and with other official health reports and documents. Any discrepancies between these data and those presented in this proposal or the GAVI Annual Progress Reports should be fully explained and justified. This is especially important for the birth cohort, target populations, and coverage rates.
· All applications should identify a nominated focal point in Government service who oversees the monitoring and evaluation of the GAVI HSS proposal.

· All applications must include the three main GAVI HSS impact / outcome indicators:
i) National DTP3 coverage rate (%)

ii) Number / % of districts achieving ≥80% DTP3 coverage

iii) Under-five mortality rate (per 1000)

· Please identify three additional impact / outcome indicators that can be used to assess the impact / outcome of the GAVI HSS support in improving immunization and other child and maternal health services in Table 6.1 below. 
· Please list up to 6 output and process indicators in Table 6.2 & 6.3 below.

· For all indicators, please give a data source, the baseline value of the indicator and date, a target level and date, as well as a numerator and denominator.
·  Some indicators may have more than one data source. 

· Baseline values should be noted for all indicators and there should be a process indicator for each objective.

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

Examples of outcome indicators linked with the objectives of GAVI HSS (please note that these are only examples)

	Objective
	Possible indicators 

	Improve access to MCH services
	% measles coverage (children under 2 years of age);

% births attended by a skilled birth attendants; 

% contraceptive use among women 15-44 years of age;

% of children under 5 sleeping under insecticide-treated mosquito nets 



	Improve the quality of health services


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

	Improve equity of coverage of PHC services


	DTP3 coverage rates in % by income quintile


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

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

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

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

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

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


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

	Construct 280 dispensaries in rural areas

	Number of dispensaries constructed

	Procure 1000 motorcycles for community health nurses

	Number of motorcycles procured

	Train health workers on family planning methods

	Number of health workers trained

	Procure safe delivery kits

	Number of safe delivery kits procured and delivered


6.1: Outcome and impact indicators (the data should be consistent with the country’s other GAVI applications and annual progress reports)

	Indicator
	Data source
	Baseline value


	Source


	Date of baseline
	Target
	Date of target

	1. National DTP3 coverage (%)
	Routine EPI data 
	75%
	cMYP
	December 2007
	95%
	2015

	2. Number / % of districts achieving ≥80% DTP3 coverage 
	Routine EPI data 
	34%
	cMYP 
	December 2007
	90%
	2015

	3. Under-five mortality rate (per 1000)
	2007 MICS survey
	122 ‰
	2007 MICS
	2007
	55 ‰
	2015

	4. National measles coverage
	Routine EPI data 
	67%
	cMYP 
	December 2007
	90%
	2015

	5. Proportion of districts with MCV coverage of at least 80%
	Routine EPI data 
	15%
	cMYP
	December 2007
	100%
	2015

	6. Proportion of deliveries attended by qualified health personnel
	MICS survey
	61%
	2007 MICS
	2007
	90%
	2015


6.2: Output indicators (one per objective)

	Indicator
	Numerator
	Denominator 
	Data source
	Baseline value
	Source 
	Date of baseline
	Target
	Date of target

	1. Knowledge of health personnel regarding the tasks that have been shifted 
	Mean score of the health personnel in public health centers and BHUs from an oral knowledge test, including case studies
	
	Surveys regarding the health facilities
	Mean score of personnel from the knowledge tests on shifted tasks before the introduction of the task shifting policy
	Knowledge assessment test during trainings on task shifting 
	4th quarter 2010
	Mean score among personnel > 80%
	2015

	2. ED availability (choose a target drug

Followed by: number of centers with less than 8 days of disrupted supply per year)

	Number of days of disrupted drug supply (less than 8 days): drug to be determined
	Total days in the period
	DSSB
	
	Oversight report
	Quarterly starting in 2010
	0%
	1 time per quarter starting in 2010

	3. Percentage of operational BHUs offering a MAP and having received oversight visits


	Number of operational BHUs offering a MAP and having received oversight visits
	Total number of BHUs planned
	DSSB
	
	Oversight report
	Quarterly starting in 2010
	100%
	1 time per quarter starting in 2010


6.3: Process indicators (one per objective)

	Indicator
	Numerator
	Denominator 
	Data source
	Baseline value
	Source 
	Date of baseline
	Target
	Date of target

	1. Percentage of health establishments conducing task shifting of physician/paramedical/community health worker tasks


	Number of health establishments conducing task shifting of physician/paramedical/community health worker tasks
	Total number of establishments
	DSSB
	
	Oversight report
	
	
	1 time per quarter

	2. Percentage of housing units built and furnished
	Number of housing units built and furnished
	Total planned housing units
	DIMM- DSSB
	
	Oversight report


	
	
	1 time per quarter

	3. Percentage of functional committees
	Number of functional committees
	Total expected number of committees
	DSSB
	
	Oversight report
	
	
	1 time per quarter

	4. Percentage of women and children aged 0-5 who have received free care
	Number of women of childbearing age and children aged 0-5 who have received free care
	Total number of the target population (women of childbearing age and children aged 0-5 years) 
	
	
	Oversight report
	
	
	1 time per quarter


To the applicant: section 6.4
· Please describe how the data for the identified indicators will be collected, analyzed and used. Existing data collection and analysis methods should be used wherever possible. Please indicate how data will be used at local levels and ways of sharing with other stakeholders in the last column of Table 6.4 below.
· Data collection: the level at which data are collected and whose responsibly it is to collect it
· Data Use: the level this data is analyzed at in disaggregated form, and who is responsible at local and central levels for ensuring the data is assessed and analyzed.
· Use of data: how will this indicator’s data be used in assessing performance, and in revising or developing plans  and strategies.
6.4: Data collection, analysis and use    

	Indicator
	Data collection
	Data analysis
	Use of data

	Impact and outcome 
	
	
	

	1. National DTP3 coverage (%)


	The information is collected monthly at the base (dispensary, health center) and is sent to the DRAS via the head physician of the moughataa, or directly through the dispensary. The reports then arrive at the DRAS. It should be noted that this data collection is currently performed by the EPI and by the NHIS simultaneously. An integration of these 2 systems is underway.

	The data are analyzed at the DRAS and sent to the EPI at the central level.


	Production of the monthly, quarterly report and the statistical yearbook.

The data are used for planning and monitoring EPI activities and for the performance of services.



	2. Number / % of districts with ≥80% DTP3 coverage


	The information is collected monthly at the base (dispensary, health center) and is sent to the DRAS via the head physician of the moughataa, or directly through the dispensary. The reports then arrive at the DRAS. It should be noted that this data collection is currently performed by the EPI and by the NHIS simultaneously. An integration of these 2 systems is underway.

	The data are analyzed at the DRAS and sent to the EPI at the central level.


	Production of the monthly, quarterly report and the statistical yearbook.

The data are used for planning and monitoring EPI activities and for the performance of services.



	3. Under-five mortality rate 

(per 1000)


	Multiple-Indicator Cluster Survey (MICS) Demographic and Health Survey (DHS) 


	The data are processed by the NOS 


	Production of MICS and DHS reports

Planning, monitoring and evaluation

Monitoring progress toward the achievement of the MDGs and the targets of the SFFP, NHP



	4. National measles coverage
	The information is collected monthly at the base (dispensary, health center) and is sent to the DRAS via the head physician of the moughataa, or directly through the dispensary. The reports then arrive at the DRAS. It should be noted that this data collection is currently performed by the EPI and by the NHIS simultaneously. An integration of these 2 systems is underway.

	The data are analyzed at the DRAS and sent to the EPI at the central level.


	Production of the monthly, quarterly report and the statistical yearbook.

The data are used for planning and monitoring EPI activities and for the performance of services.



	5. Proportion of districts with MCV coverage of at least 80%
	The information is collected monthly at the base (dispensary, health center) and is sent to the DRAS via the head physician of the moughataa, or directly through the dispensary. The reports then arrive at the DRAS. It should be noted that this data collection is currently performed by the EPI and by the NHIS simultaneously. An integration of these 2 systems is underway.

	The data are analyzed at the DRAS and sent to the EPI at the central level.


	Production of the monthly, quarterly report and the statistical yearbook.

The data are used for planning and monitoring EPI activities and for the performance of services.



	6. Proportion of deliveries attended by qualified health personnel 
	The information is collected monthly at the base (dispensary, health center) and is sent to the DRAS via the head physician of the moughataa, or directly through the dispensary. The reports arrive at the DRAS. Data is collected by the NHIS.

	The data are analyzed at the DRAS using the Maurisis software

	Production of the monthly, quarterly report and the statistical yearbook.



	Output 
	
	
	

	1. Knowledge of health personnel regarding the tasks that have been shifted 
	The information is collected once per year in health establishments during oversight missions. A test is administered to personnel to assess their knowledge regarding the shifted tasks.

	The DRH will analyze the data to calculate the mean score.


	Production of an annual report.



	2. ED availability (choose a target drug

Followed by: number of centers with less than 8 days of disrupted supply per year)

	The data are collected during the quarterly oversight visits. 

	They are processed at the DSSB.


	Production of the  quarterly report



	3. Percentage of operational BHUs offering a MAP and having received oversight visits


	The data are collected during the quarterly oversight visits. 

	They are processed at the DSSB.


	Production of the  quarterly report

	Process
	
	
	

	1. Percentage of health establishments conducing task shifting of physician/paramedical/community health worker tasks


	The data are collected during the quarterly oversight visits. 

	They are processed at the DSSB.
	Production of the  quarterly report

	2. Percentage of housing units built and furnished
	The data are collected during the quarterly oversight visits. 

	They are processed at the DIMM.


	Production of the  biannual report



	3. Percentage of functional health committees
	The data are collected during the quarterly oversight visits. 

	They are processed at the DSSB.


	Production of the  quarterly report



	4. Percentage of women and children aged 0-5 who have received free care
	The data are collected during the quarterly oversight visits. 

	They are processed at the DSSB.


	Production of the  quarterly report




To the applicant: section 6.5
· Please indicate if the monitoring & evaluation (M&E) system needs to be strengthened to measure the listed indicators and, if so, describe which areas of the M&E system specifically needs strengthening. (Table 6.5).    
Note: GAVI HSS resources may be used to strengthen the Health Information System itself. If the country chooses, the investment should be harmonized with the support from other donors (such as the Global Fund for AIDS, Tuberculosis, and Malaria and others). Countries can seek GAVI HSS support to include relevant sex-disaggregated data in their health information system. 
6.5: M&E system strengthening

The Health Metric Network has expressed an interest in supporting the MoH to strengthen the NHIS by providing support for both of the following activities to be conducted in 2009: i) comprehensive assessment of the NHIS and ii) development of a strategic plan to strengthen the NHIS. 

Furthermore, strengthening of the NHIS is planned as part of the HSS cross-cutting interventions from Round 8 of the Global Fund to Fight AIDS, Tuberculosis, and Malaria. The activities planned for this purpose are: i) participation in the NHD survey + surveillance of women during PNC; ii) implementing the information management software at the level of the moughataas as well as the necessary equipment; iii) training 120 workers on the NHIS; iv) organizing 4 oversight visits per year to the moughataas; v) training personnel (300) in Integrated Disease Surveillance and Response (IDSR); vi) training the management teams of the moughataas on results-based management and Total Quality Management; vii) participation in international conferences.

These measures, which will be take place during the implementation of the GAVI HSS support, will provide an opportunity to make use of a unique national system of integrated monitoring and evaluation that involves all stakeholders as well as the improvement and distribution of data in order to strengthen fact-based decision-making.  

These measures will contribute to an improved flow in the progress achieved, as well as in activity and outcome indicators.   

To the applicant: section 6.6
· Please indicate if the GAVI HSS application includes elements of operational research that address some of the health systems barriers to better inform the decision making processes. (Table 6.6).
Note: GAVI HSS Support can be used for operational research such as analysis of reasons why populations are not able to access immunization services (whether this be due to social, economic, political or gender), with overall equity in access being the ultimate goal. This funding could also be used to test/examine of specific strategies to see which might work best.

6.6: Operational Research

Conduct a feasibility study on the implementation of functioning BHUs in the target areas.
This study is the decisive factor in the establishment of sustainable BHUs in the TIAs. It will provide factual data and allow the establishment of functional BHUs by drawing on lessons of past experiences.

Based on the study results, the skills and degree of motivation will be assessed among CHWs as will the CHW/community, CHW/health committee, and CHW/public health establishment relationships, with the goal of identifying bottlenecks to the proper functioning of BHUs and to formulate recommendations regarding its implementation.

The study will be conducted by a high-level consultant and its results will be validated during a workshop featuring all participating parties. 

Section 7: Implementation arrangements  
To the applicant: sections 7.1 and 7.2
· Please describe how the GAVI HSS support will be managed (Table 7.1).  Please also indicate the roles and responsibilities of all key partners in implementing the GAVI HSS support (Table 7.2).

Note: GAVI encourages countries to align the implementation arrangements for the GAVI HSS support with existing country mechanisms. Applicants are strongly discouraged from establishing a project management unit (PMU) for the GAVI HSS support. The establishment of PMUs will only be funded under exceptional circumstances, based on a strong rationale. 
7.1: Management of GAVI HSS support

	Management mechanism
	Description 

	Provide details on the management costs and mechanisms (particularly if a partner will be managing parts of proposals for GAVI HSS)


	N/A

	Name of the primary person/unit responsible for managing the application of GAVI HSS / M&E etc.
	As specified in the current management procedures of the MoH (see: Decree Organizing the Ministry of Health – Document No. 14), the person in charge of implementing GAVI HSS support will be the Director of Financial Affairs.

	Role of the HSCC (or equivalent) in the implementation of the GAVI HSS and the M&E
	The Steering Committee (HSCC) is in charge of monitoring the implementation of the Programme subsidized by GAVI and appreciates the level of results to be attained. It meets on a quarterly basis. In case of need and by mutual agreement with GAVI, the committee determines any needed revisions, which can affect the technical execution procedures and the objectives of the proposal.
Its work agenda is to coincide, to the extent possible, with the meeting schedule of the District Social and Health Development Councils/CDSSM. The CDSSM is a deliberative body that exists in each moughataa (district). It is in charge of examining all the issues linked to the operation of the District Health Division/CSM and to make any decisions that arise to this end. A focal point of the Steering Committee will be designated within each CDSSM in order to ensure formal coordination between the two bodies.
Furthermore, it turns out that the head physicians of the 9 moughataa in question form a critical mass of experts who would stand to gain in meeting regularly, conducting advocacy, and sharing experiences throughout the course of the programme.

As part of capitalization and internalization, the institutional anchor of this Group (called the Technical Group for Ownership and Sustainability (GrAP) or G9) will be the Steering Committee.



	Mechanism for the coordination of support for GAVI HSS along with other activities and health system strengthening programmes
	The mechanisms for the coordination of GAVI HSS support along with other health system strengthening programmes is entirely integrated into the national planning cycle for the sector. It fully subscribes to the framework of reform promoted by the MSAS since the start of the 1980s, which consists of a PHC policy based on decentralization. It also aims to advance this reform such that all the bodies and entities in question assume the roles and missions that have assigned to them following decentralization.
To this end, the Moughataa Health Division (CSM), equivalent to a district as defined by the WHO, has been identified as the geographic area of activity harmonization and integration. The head physician of the Moughataa (MCM), corresponding with the Chief District Physician, will ensure the monitoring of operations and assume the leadership expected of him or her, as provided in Decree No. 140-2000 of 12/17/2000 establishing the structure of regional health establishments. As part of his mission, the MCM must lead and coordinate the intervention of all the health partners at the local level. He must guarantee the flow of information needed for all stakeholders to be able to act knowledgeably and willingly and with maximum effectiveness.
In order to ensure the advancement of the reform indicated above, and help it to fulfill its role, it is recommended that the CSM - which currently includes both units – be strengthened. Furthermore, an accounting and administrative support employee will be stationed in the CSMs at issue whenever the needs come up. It will provide the MCMs with the support that they are currently missing.
As such, an actual consultation/harmonization process is expected to take place in each Moughataa throughout the GAVI support period it is also expected to become sustainable. This process should enable an exhaustive expression of needs at the local level as well as reflect the populations’ tracking of health activities. Consequently, the District Social and Health Development Councils (CDSSM) will need to place its part in the choices and adjudications of moughata in so that the Head District Physician does not have escalate them to the regional level.
The final steps include:

-  the development of regional action plans (with the active participation of the Regional Social and Health Development Councils/CRDSS);

-  the organization of planning workshops among the regions that bring together the central level, regional level, WHO, UNICEF, and civil society;

-  the annual sector review that brings together the Ministry of Health and all of the technical and financial partners.




7.2: Roles and responsibilities of key partners (HSCC members and others)

	Title/Position
	Organization
	HSCC member yes/no
	Please list the specific roles and responsibilities of this partner in the GAVI HSS  implementation

	Director of Finance and Evaluation
	Ministry of Development and Economic Affairs 
	YES
	Accounting for health funding (as part of the Medium-Term Budget Framework and other planning and budget tracking documents)

	Director of Financial Affairs


	Ministry of Health
	YES
	Responsible for the management of GAVI HSS support.

He provides:

- financial management of GAVI HSS support.

-  monitoring of the implementation of activities undertaken

using these funds in collaboration with the Director of Basic Health Services.

- the preparation of quarterly technical and financial reports.



	Director of Basic Health Services
	Ministry of Health
	YES
	( Provides monitoring of the implementation of activities funded by GAVI HSS in collaboration with the DAF.

( Prepares quarterly reports on the outcomes achieved.

	Director of Planning, Cooperation, and Health Information
	Ministry of Health
	YES
	( Monitors the coordination of GAVI support with other activities and programmes of the health system.

( Prepares GAVI’s annual progress report.

	Head Physicians of the Moughataas in question


	Ministry of Health
	NO
	( Implements the activities planned as part of GAVI HSS support in their respective moughataas.

( In consultation with others, develops a reflection paper on the lessons learned regarding ownership and sustainability.

Nine (9) Days of Reflection will be organized during the Project in order to bring them together in a private meeting and to support the outsourcing and ownership approach and the forward-looking analysis.



	Inspector General for Health


	Ministry of Health
	NO
	( Conducts periodic inspections of the use of GAVI support as part of his internal inspection mission.

	Human Resources Director 
	Ministry of Health
	YES
	   Assists the process of implementing GAVI support with respect to human resources and builds on his/her experiences so they can be expanded to other districts.

 


To the applicant: section 7.3
Please provide information on the financial management of GAVI HSS support in table 7.3

Note: Applications will not be reviewed or approved by the Independent Review Committee (IRC) if the required documentation on the financial arrangements are not submitted together with the completed application form. 
Note: The GAVI Alliance adopted a Transparency and Accountability Policy (TAP) for cash-based support, including GAVI HSS support, which took effect as of January 1, 2009. 
Note: The Transparency and Accountability Policy outlines a set of minimum requirements for the financial management of GAVI HSS support: 
· Funding is to be used for objectives stated within a proposal.

· Funds must be managed in a transparent manner, and accurate and verifiable financial reports should be provided on a regular basis, as specified by individual funding arrangements. 
· Funds must be managed within accounts that meet national legal requirements for auditing, accounting, and procurement.

Note: Besides the minimum financial management requirements above: 
· Funds should be reflected in the national budget (be on budget).

· Funds should be additional to the government allocation to the health sector, as well as to the contributions of other partners: (e.g. – no funding should be diverted away from the health sector if HSS funds are received).
Note: It is also a GAVI Alliance requirement that all countries receiving HSS support will need to go through a GAVI Financial Management Assessments (FMA) prior to the release of the first years’ support.
7.3: Funding arrangements

	Mechanism / procedure
	Status / Description

	Has a GAVI FMA been conducted? yes / no
	No



	When was the last GAVI FMA been conducted? month/year


	N/A

	If yes: Has an aide-mémoire been signed? yes /no
 (Document Number__)


	N/A

	If yes: Will the present aide-mémoire govern the financial management of the GAVI HSS funds? yes / no


	N/A

	If no: reasons for not following all the agreements in the last aide-mémoire: 


	N/A

	Next FMA scheduled for: month/year


	-

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


	No

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


	N/A 

	If no: reasons for not using the joint financing mechanism.


	N/A 

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


	GAVI support is used in accordance with national public sector general accounting practices.

As such, the GAVI HSS support funds will be released annually into an account opened at the BCM in the name of the Ministry of Health.

At the peripheral level, the transfer of GAVI support funds will be made on the basis of a request with details on the activity to be performed.

This request, sent to the DAF via the MCM (cc: the DSSB) should include details on the physical and financial implementation of the activity (start date, completion date, cost, technical features, selection methods, and supplier payment).
This transfer will be made by wire into an imprest account in the name of the MCM.
Funds are released into this imprest account as follows:
 Upon receipt of the request, the DAF transfers the first tranche in accordance with the implementation plan calculated on the basis of the real cost of activities. The imprest account is replenished upon the reconciliation of the funds of this first tranche. The amount replenished is calculated as the difference between the amount of the second tranche, as it figures in the implementation plan, and the amount reconciled.
The account opened at the BCM is managed jointly by the Director of Financial Affairs (DAF), acting as the authorizing officer, and the Head of the “External Financial Accounting” Department, acting as the accountant (joint signature required). The head physicians of the moughataas in question assume the responsibility of imprest officer for the funds made available to them.
The DAF, the Head of the External Financial Accounting Department, and the head physicians of the moughataas in question, perform the duties in accordance with their titles and assume the responsibilities specified by current national regulations. 



	Title(s) of document(s) governing the annual budgeting process for the use GAVI HSS funds
 
(Document No. 1)
	The present application.

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

(Document No. 16)
	Law No. 89-012 from January 23, 1989 and its modified enactments regarding general regulation of public sector accounting.



	Title(s) of document(s) governing the audit of the GAVI HSS funds
 (Document No. 16)


	Law No. 89-012 from January 23, 1989 and its modified enactments regarding general regulation of public sector accounting.



	Frequency of internal audits planned for GAVI HSS funds


	Quarterly 

	Frequency of external audits
 planned for GAVI HSS funds


	Annually

	Title(s) of document(s) governing procurement procedures for GAVI HSS funds
 
Document No. 16, 17, and 18)
	Law No. 89-012 from January 23, 1989 and its modified enactments regarding general regulation of public sector accounting.

Decree 2002-08 of February 12, 2002 on the public market code.-
Regulation 1176 of July 11, 2006 on the threshold for execution, inspection of public markets, and competency thresholds for the commission of markets.


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

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

7.4: Reporting arrangements

All management, monitoring/evaluation, and inspection and audit of GAVI support reports will be sent periodically to the DPCIS, which will be in charge of compiling the annual progress report signed by the Secretary General of the Ministry of Health and sent to GAVI. 

To the applicant: section 7.5
· Please identify what technical assistance will be required during the life of GAVI HSS support, as well as the anticipated source of technical assistance if known (Table 7.5).

Note: The GAVI Alliance Secretariat can provide countries with one-time financial support to assist with the application process. The procedures for this support are described in the GAVI HSS Guidelines under Technical Support.
Note: Request for resources for technical support to implement and monitor the GAVI HSS support should be made using table 7.5 below.
7.5: Technical assistance requirements

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

	1. Audit 
	20 days
	4th quarter of each year
	  Local

	2.
	
	
	

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	


Section 8: Budgeting and Funding for GAVI HSS supported activities
To the applicant: section 8.1
· Please prepare a budget for all major activities for the duration of the GAVI HSS support. Please add or delete rows / columns to give the right number of objectives, activities and years. (Table 8.1)
Note: Please ensure that all costs for the implementation of GAVI HSS support, including technical assistance, are included in the budget. Please convert all budget figures to US$ (at the current exchange rate), and ensure that GAVI deflators are used for future costs (see guidelines on the GAVI website: www.gavialliance.org). 

Note: The amount requested in table 8.1 should not exceed the amount specified in table 8.2.
Note: Management costs should be kept to a minimum. All management costs should be detailed in the budget and whether the management is through partners; including cost of having other partners responsible for managing part of the implementation of the GAVI supported activities. 

Note: Unit costs and calculations should be attached in a spreadsheet.
For each subsequent year, provide the estimated expenditure (using unit costs) for each activity. Please carefully check that the totals of columns (expenditure by year) are consistent with the totals by Row (for activity and SMART Objective). Calculation errors are a frequent source of delays, as the IRC will ask for clarifications
Ensure the total budget for the entire HSS proposal does not exceed the country allocation calculated in Section 8.2 below 

8.1: Budget for implementing GAVI HSS support

	Area of support
	Cost per year in USD 

	
	Year of the GAVI proposal
	Implementation Year 1
	Implementation Year 2
	Implementation Year 3
	Implementation Year 4
	Implementation Year 5
	Implementation Year 6
	Implementation Year 7
	TOTAL COSTS

	
	2008
	2009
	2010
	2011
	2012
	2013
	2014
	2015
	

	Activity costs
	
	
	
	
	
	
	
	
	

	Objective 1: To strengthen the capacities of the TIAs with 148 qualified HHR (41 IMS, 9 retired IDE, 5 AI, 69 AA/AN and 24 CHW) using 3 innovative strategies between now and 2015.
	
	164706
	81295
	114242
	123264
	123264
	123264
	118984
	849019

	Activity 1.1: Implement task shifting on behalf of paramedical personnel, community health workers, and non-profit staff.
	
	14086
	25415
	49362
	53984
	53984
	53984
	54104
	304919

	1.1.1 : Develop a “task shifting” policy
	
	14086
	15435
	0
	0
	0
	0
	0
	29521



	        - recruit a consultant
	
	10086
	0
	0
	0
	0
	0
	0
	10086

	        - organize a validation workshop
	
	4000
	 
	0
	0
	0
	0
	0
	4000

	        - organize a distribution and dissemination workshop in all TIAs        
	
	0
	15435
	0
	0
	0
	0
	0
	15435

	1.1.2 : To strengthen the skills of health personnel involved in task shifting (it is estimated that at least 60% of the activities in primary health establishments make de facto use of the approach known as “task shifting”).
	
	0
	9980
	49362
	53984
	53984
	53984
	54104
	275398

	      - Train 9 trainers for 2 weeks in primary health establishments regarding the shifted tasks 
	
	0
	7200
	0
	0
	0
	0
	0
	7200

	      - Train the personnel involved (IMS, AA, AN, CHW) in their respective dispensaries. 
	
	0
	2780
	540
	800
	800
	800
	920
	6640

	      - Award each HHR employees using shifted task a bonus equivalent to 50% of the bonus pay of an IMS
	
	0
	0
	48822
	53184
	53184
	53184
	53184
	261558

	Activity 1.2: build and furnish housing for public sector personnel in order to retain them through improvement of their living and working conditions in poor and remote areas.
	
	144000
	4400
	4400
	8800
	8800
	8800
	4400
	183600

	1.2.1 : build 9 housing units for the head nurses (ICP) in the most remote dispensaries  
	
	144000
	0
	0
	0
	0
	0
	0
	144000

	1.2.2 : Furnish the 9 housing units with solar panels, refrigerators, kitchen, living room, satellite antenna, television, bed, etc. 
	
	0
	4400
	4400
	8800
	8800
	8800
	4400
	39600

	Activity 1.3: Support the process of outsourcing in order to rapidly implement the National Policy
	
	6620
	51480
	60480
	60480
	60480
	60480
	60480
	360500

	1.3.1 : Develop a database on the identity and mission of NGOs active in the area of health
	
	6620
	0
	0
	0
	0
	0
	0
	6620

	 recruit a consultant (for developing and populating the database)
	
	5120
	0
	0
	0
	0
	0
	0
	5120

	- validation of the populated database 
	
	1500
	0
	0
	0
	0
	0
	0
	1500

	1.3.2 : Strengthen the capacities of one local NGO/non-profit/CSO per TIA to provide high-quality contracted services
	
	0
	23400
	32400
	32400
	32400
	32400
	32400
	185400

	train 9 local NGOs in outsourced activities planned for the TIAs
	
	0
	7200
	0
	0
	0
	0
	0
	7200

	-  establish a contract for each NGO and pay the grant required for the implementation of activities linked notably to immunization and MCH
	
	0
	16200
	32400
	32400
	32400
	32400
	32400
	178200

	1.3.3 : Contract out with retired civilians and soldiers to strengthen the delivery of maternal and child health services in the target areas (including training) 
	
	0
	28080
	28080
	28080
	28080
	28080
	28080
	168480

	-  draw up a biannual contract for each retiree and pay the allowance (in the amount of 100,000 UM per month) needed for the support of the delivery of maternal and child health services in the TIAs 
	
	0
	21600
	21600
	21600
	21600
	21600
	21600
	129600

	- pay a monthly travel allowance of 30,000 UM for each retiree
	
	0
	6480
	6480
	6480
	6480
	6480
	6480
	38880

	Objective 2: To introduce 4 measures to promote the use of health services on behalf of others and children aged 0-5 years of age between now and 2015.
	
	164140
	198059
	172557
	175302
	219302
	229302
	245302
	1403964

	Activity 2.1: In the target areas, increase the use of immunization services by mothers (for children aged 0-5 years) and pregnant women using an innovative mechanism.
	
	0
	129222
	129222
	129222
	129222
	129222
	129222
	775332

	Activity 2.1.1: Ensure that healthcare is free for pregnant women and mothers of children aged 0-5 years in the target areas
	
	0
	129222
	129222
	129222
	129222
	129222
	129222
	775332

	- Fund the account of each CSM in four annual tranches in an amount corresponding to the operational costs incurred by patient occupancy of the health facilities in question, with a maximum amount equivalent to 1 contact/year/ of the entire target population of the CSM 
	
	0
	129222
	129222
	129222
	129222
	129222
	129222
	775332

	-  Pay a sum to compensate for the free care provided from this account in the dispensaries in accordance with the use of services certified by the management committees 
	
	0
	0
	0
	0
	0
	0
	0
	0

	Activity 2.2: Provide healthcare services adapted to isolated communities
	
	0
	28080
	28080
	28080
	28080
	28080
	28080
	168480

	-  establish a biannual contract with a qualified HHR to provide seasonal care near the populations in each TIA (for fees in the amount of 100,000 UM))
	
	0
	21600
	21600
	21600
	21600
	21600
	21600
	129600

	- pay a monthly travel allowance of 30,000 UM for each HHR 
	
	0
	6480
	6480
	6480
	6480
	6480
	6480
	38880

	2.3 : Supplement the equipment of the dispensaries 
	
	56000
	0
	0
	16000
	16000
	24000
	24000
	136000

	-  provide 17 dispensaries in the TIAs with standard equipment
	
	56000
	0
	0
	16000
	16000
	24000
	24000
	136000

	2.4 : Encourage the practice of preventative maintenance in the TIAs
	
	6585
	2000
	2000
	2000
	2000
	2000
	2000
	18585

	- organize a mission to raise awareness and to train personnel in the TIA health establishments in preventative maintenance

 
	
	6585
	0
	0
	0
	0
	0
	0
	6585

	-  Provide an annual maintenance bonus of 2000 USD for the TIA that ensured the best maintenance of its equipment and infrastructure during the year.


	
	0
	2000
	2000
	2000
	2000
	2000
	2000
	12000

	Activity 2.5: Delivery essential drugs to health establishments at the operational level
	
	47200
	0
	0
	0
	44000
	46000
	62000
	199200

	2.5.1 : Provide health establishments in the target areas with sufficient working capital
	
	36000
	0
	0
	0
	44000
	46000
	62000
	188000

	2.5.2 : Train the distribution warehouse supervisors in inventory management
	
	11200
	0
	0
	0
	0
	0
	0
	11200

	-  organize a training session for the supervisors in question 
	
	11200
	0
	0
	0
	0
	0
	0
	11200

	Activity 2.6: Streamline essential drug prescribing at the peripheral level
	
	0
	25417
	0
	0
	0
	0
	0
	25417

	2.6.1 : Revise the therapeutic guides
	
	0
	8362
	0
	0
	0
	0
	0
	8362

	- recruit a consultant 
	
	0
	3362
	0
	0
	0
	0
	0
	3362

	- organize a validation workshop
	
	0
	4000
	0
	0
	0
	0
	0
	4000

	- distribute the guide
	
	0
	1000
	0
	0
	0
	0
	0
	1000

	2.6.2 : Train physicians, head nurses (ICP), and other peripheral prescribers (including personnel involved through task shifting)
	
	0
	17055
	0
	0
	0
	0
	0
	17055

	-  organize a 3-day workshop for training the trainers (MCM)
	
	0
	4155
	0
	0
	0
	0
	0
	4155

	-  organize one 3-day workshop per moughataa for ICPs and retired nurses who will be in charge of the training of the remaining personnel 
	
	0
	12900
	0
	0
	0
	0
	0
	12900

	Activity 2.7: Improve regional planning to improve accounting for real needs at the operational level of healthcare delivery
	
	54355
	0
	0
	0
	0
	0
	0
	54355

	2.7.1 : Educate and train the personnel of health establishments at all levels in decentralized results-based planning
	
	30155
	0
	0
	0
	0
	0
	0
	30155

	-  organize one 5-day training workshop on results-based management for the health center team, ICP, and CDSS per moughataa
	
	30155
	0
	0
	0
	0
	0
	0
	30155

	2.7.2: develop health development plans for the TIAs
	
	24200
	0
	0
	0
	0
	0
	0
	24200

	-  5-day workshop to develop the health development plan for the moughataa 
	
	24200
	0
	0
	0
	0
	0
	0
	24200

	Activity 2.8: Improve the procedures and mechanisms for procuring goods and services
	
	0
	13340
	13255
	0
	0
	0
	0
	26595

	2 8.1 : Train the trainers among personnel in charge of procuring goods and services 
	
	0
	13340
	6670
	0
	0
	0
	0
	20010

	-  Train 3 persons from the DAF on goods and services procurement procedures 
	
	0
	13340
	6670
	0
	0
	0
	0
	20010

	2.8.2 : Organize training missions on budget implementation procedures on behalf of the management personnel (head physicians and others) of the TIAs
	
	0
	0
	6585
	0
	0
	0
	0
	6585

	-  Organize 3 training missions (1 mission/area of focus) on budget implementation procedures on behalf of management personnel

Area of focus 1: the north (Chinguitty, Aoujeft, Ouadane)

Area of focus 2: the south (Ouad Naga, R’Kiz, Keur-Macene)

Area of focus 3: the east (Tamchekett, Boumdeid, Oualata)
	
	0
	0
	6585
	0
	0
	0
	0
	6585

	Objective 3: To expand services to communities by establishing 27 operational BHUs in TIA villages between now and 2015.
	
	17129
	54420
	55400
	52600
	18200
	18200
	18200
	234149

	Activity 3.1: Revitalize Basic Health Units (BHU)
	
	17129
	13400
	23000
	12200
	12200
	12200
	12200
	102329

	3.1.1 : Conduct a feasibility study on the implementation of operational BHUs in the target areas
	
	10724
	0
	0
	0
	0
	0
	0
	10724

	     - recruit a consultant
	
	6724
	0
	0
	0
	0
	0
	0
	6724

	      - organize a validation workshop 
	
	4000
	0
	0
	0
	0
	0
	0
	4000

	3.1.2 : Identify the sites
	
	6405
	0
	0
	0
	0
	0
	0
	6405

	3.1.3 : Training (conducted by the retired nurses)
	
	0
	0
	0
	0
	0
	0
	0
	0

	3.1.4 : Equipment/supplies
	
	0
	0
	10800
	0
	0
	0
	0
	10800

	3.1.5 : Monitoring/evaluation by the MCM in the TIAs
	
	0
	10800
	10800
	10800
	10800
	10800
	10800
	64800

	3.1.6 : Publication/distribution of Quarterly Report on the Analysis of BHU System Performance by the DSSB
	
	0
	2600
	1400
	1400
	1400
	1400
	1400
	9600

	-  create collection tools


	
	0
	1200
	0
	0
	0
	0
	0
	1200

	   -  collection of data (conducted during missions for monitoring and evaluation of GAVI support)
	
	0
	0
	0
	0
	0
	0
	0
	0

	- publication and distribution of the report 
	
	0
	1400
	1400
	1400
	1400
	1400
	1400
	8400

	Activity 3.2: Reactivate health committees
	
	0
	0
	26400
	34400
	0
	0
	0
	60800

	3.2.1 : Train the members of the management committees.
	
	0
	0
	26400
	34400
	0
	0
	0
	60800

	Activity 3.3: Develop health partnerships at the village level and leadership among local elected officials
	
	0
	41020
	6000
	6000
	6000
	6000
	6000
	71020

	3.3.1 : Train municipal council and mayors on the role of community networks
	
	0
	21600
	0
	0
	0
	0
	0
	21600

	3.3.2 : Create a network of mayors in the target areas to promote immunization and maternal and child health in the target areas
	
	0
	19420
	0
	0
	0
	0
	0
	19420

	- recruit a consultant 

	
	0
	3840
	0
	0
	0
	0
	0
	3840

	-  organize a 5-day workshop gathering all the mayors of the villages of the TIAs in order to create the network and development an Action Plan for the network 
	
	0
	15580
	0
	0
	0
	0
	0
	15580

	3.3.3 : Fund the network’s Action Plan 
	
	0
	0
	6000
	6000
	6000
	6000
	6000
	30000

	Support costs
	
	345975
	333774
	342199
	351166
	360766
	370766
	382486
	2487132

	Management costs
	
	2680
	3960
	3960
	3960
	3960
	3960
	3960
	26440

	        Account maintenance costs
	
	280
	280
	280
	280
	280
	280
	280
	1960

	        Publication of quarterly technical and financial reports

        
	
	1280
	2560
	2560
	2560
	2560
	2560
	2560
	16640

	        Publication of the annual progress report
	
	1120
	1120
	1120
	1120
	1120
	1120
	1120
	7840

	Support costs for M&E
	
	17610
	37220
	37220
	37220
	37220
	37220
	37220
	240930

	Technical assistance
	
	1528
	3056
	3056
	3056
	3056
	3056
	3056
	19864

	TOTAL COSTS
	
	367793
	378010
	386435
	395402
	405002
	415002
	426722
	2774366


cf: Calculation of activity costs (Document No. 20)

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

· If GNI < 365 USD per capita, country is eligible to receive up to 5 USD per newborn.

· If GNI > 365 USD per capita, country is eligible to receive up to 2.5 USD per newborn.

Note: The following example assumes the birth cohort in the year of GAVI application is 100,000, and gives the total fund allocations if the GNI < 365 USD per capita and if the GNI > 365 USD per capita.
Examples: GAVI HSS country allocation calculation (note these are examples only)
	GAVI HSS Allocation (GNI < 365 USD per capita)
	Allocation per year (USD)

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

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

	Allocation per newborn
	5 USD
	5 USD
	5 USD
	5 USD
	

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


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

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

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

	Allocation per newborn
	2.5 USD
	2.5 USD
	2.5 USD
	2.5 USD
	

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


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

	GAVI HSS support allocation
	Allocation per year (USD)

	
	Year of the GAVI application
	Implementation Year 1
	Implementation Year 2
	Implementation Year 3
	Implementation Year 4
	Implementation Year 5
	Implementation Year 6
	Implementation Year 7
	TOTAL COSTS

	
	2008
	2009
	2010
	2011
	2012
	2013
	2014
	2015
	

	Birth cohort (number)
	
	147,485
	151,025
	154,649
	158,361
	162,162
	166,054
	170,039
	

	Allocation per newborn (USD)
	
	2.5 USD
	2.5 USD
	2.5 USD
	2.5 USD
	2.5 USD
	2.5 USD
	2.5 USD
	

	Annual allocation (USD)
	
	 368,713  
	 377,563   
	 386,623  
	 395,903   
	 405,405  
	 415,135  
	 425,098  
	2,774 438 USD


Birth cohort: 


Source:
2007/NOS Population Census

To the applicant: section 8.3
· Please summarize the overall available funding for the Heath System Strengthening efforts related to improving the immunization coverage and the coverage of other child health services. 

· Immediately following the table, please provide a concise explanation to demonstrate how the proposed GAVI HSS funding will be used to complement these existing and/or planned efforts to strengthen health systems capacity.
Note: GAVI HSS funds must be additional to the government’s health budget – and the funds should not displace resources allocated to the health sector. 

Note: Please specify the contributions from the Government, GAVI and the main funding partners or agencies. If there are more than four main contributors, please insert more rows. Please indicate the names of the partners in the table, and group together all remaining expected contributions.  Please indicate the source of the data (Public Expenditure Review, MTEF, donor reports etc).
8.3: Sources of all expected funding for health systems strengthening activities
	Funding source
	Allocation per year (USD)

	
	Year of the GAVI proposal
	Implementation Year 1
	Implementation Year 2
	Implementation Year 3
	Implementation Year 4
	Implementation Year 5
	Implementation Year 6
	Implementation Year 7
	TOTAL COSTS

	
	2008
	2009
	2010
	2011
	2012
	2013
	2014
	2015
	

	GAVI
	
	 368,713  
	 377,563   
	 386,623  
	 395,903   
	 405,405  
	 415,135  
	 425,098  
	2,774,438 

	Government 
	
	33,780,060
	41,660,064
	45,396,252
	52,711,848
	54,560,644
	57,886,066
	58,193,716
	344,188,650

	Specific indication on what contributions this source of funding provides for health systems strengthening 

With this funding, the government is implementing strategic activities in order to improve the health system’s performance, notably in the area of human resources, infrastructure, equipment, and drug procurement.  

	Donor 1.  Alliance and Fund
	
	3,865,380
	4,703,072
	5,120,000
	6,031,704
	6,812,412
	8,562,087
	9,281,868
	44,376,523

	Specific indication on what contributions this source of funding provides for health systems strengthening 

These funds are intended for immunization activities and institutional strengthening of the health sector, notably the national health information system. 

	Donor 2.  United Nations System
	
	10,083,620
	12,504,928
	13,626,404
	15,022,296
	15,574,588
	12,970,113
	13,461,132
	93,243,081

	Specific indication on what contributions this source of funding provides for health systems strengthening 

These funds are intended for training, support for the strategic programmes of the research department, and support for good governance policy.

	Donor 3. Bilateral Aid. 
	
	1,848,660
	2,279,904
	2,484,372
	3,596,728
	3,710,284
	5,416,650
	5,795,676
	25,132,274

	TOTAL FUNDING
	
	49,946,433
	61,525,531
	67,013,651
	77,758,479
	81,063,333
	85,250,052
	87,157,490
	50,9714969


Source of information on funding sources:

GAVI:
The present application.

Government: 2008-2010 MTEF, 2006-2015 SFFP

Donor 1:
Approved Global Fund Round 8 HSS, 2008-2012 EPI cMYP, 2009 National Child Survival Strategy

Donor 2:
WHO Biannual 2008-2009, UNICEF Programme Budget, World Bank

Donor 3:
Programme Budget of Bilateral Aid

Total:


To the applicant: section 8.4 
· Please provide a concise explanation to demonstrate how the proposed GAVI HSS funding will be used to complement these existing and/or planned efforts to strengthen health systems capacity.
8.4: Describe how GAVI HSS funding will complement other sources of HSS funding
The aforementioned funds from the government and partners are underwriting large strategic efforts in the area of human resources, infrastructure, immunization, and institutional strengthening.
By underwriting these strategic activities, the government and its partners create a favorable environment that facilitates the implementation of innovated activities planned in the framework of GAVI HSS funding.
Section 9:  Terms and Conditions of GAVI Support
To the applicant:
· This Section sets out the terms and conditions for GAVI HSS support. By signing and endorsing this application form, you confirm you have read and agree to GAVI’s terms and conditions for HSS support. 
GAVI ALLIANCE
TERMS AND CONDITIONS
FUNDING USED SOLELY FOR APPROVED PROGRAMMES
The applicant country (“Country”) confirms that all funding provided by the GAVI Alliance for this application will be used and applied for the sole purpose of fulfilling the programme(s) described in this application .  Any significant change from the approved programme(s) must be reviewed and approved in advance by the GAVI Alliance.  All funding decisions for this application  are made at the discretion of the GAVI Alliance Board and are subject to IRC processes and the availability of funds. 

AMENDMENT TO THIS PROPOSAL
The Country will notify the GAVI Alliance in its Annual Progress Report if it wishes to propose any change to the programme(s) description in this application.  The GAVI Alliance will document any change approved by the GAVI Alliance, and this application will be amended.
RETURN OF FUNDS
The Country agrees to reimburse to the GAVI Alliance, all funding amounts that are not used for the programme(s) described in this application.   The country’s reimbursement must be in US dollars and be provided, unless otherwise decided by the GAVI Alliance, within sixty (60) days after the Country receives the GAVI Alliance’s request for a reimbursement and be paid to the account or accounts as directed by the GAVI Alliance.    

SUSPENSION/ TERMINATION
The GAVI Alliance may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in this application , or any GAVI Alliance-approved amendment to this application.  The GAVI Alliance retains the right to terminate its support to the Country for the programmes described in this application  if a misuse of GAVI Alliance funds is confirmed.
ANTICORRUPTION
The Country confirms that funds provided by the GAVI Alliance shall not be offered by the Country to any third person, nor will the Country seek in connection with this application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.
AUDITS AND RECORDS
The Country will conduct annual financial audits, and share these with the GAVI Alliance, as requested. The GAVI Alliance reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country. 

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

CONFIRMATION OF LEGAL VALIDITY 

The Country and the signatories for the government  confirm that this proposal is accurate and correct and forms a legally binding obligation on the Country, under the Country’s law, to perform the programmes described in this application .
CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARANCY AND ACCOUNTABILITY POLICY
The Country confirms that it is familiar with the GAVI Alliance Transparency and Accountability Policy (TAP) and will comply with its requirements. 

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

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

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

Section 10: Endorsement of the Application 

To the applicant: sections 4.1, 4.2, 4.3 and 4.4

· The GAVI HSS proposal cannot be reviewed without the necessary signatures and endorsement from the Minister of Health and Minister of Finance, the Chair and members of the Health Sector Coordinating Committee (HSCC)

· All HSCC members should sign the minutes of the meeting where the GAVI HSS application was endorsed. This should be submitted with the application and any issues identified during the meeting that may affect the proposal’s implementation or monitoring should be highlighted by HSCC members (numbered and listed in Annex 1). 

· Please give the name and contact details of the person for GAVI to contact if there are queries. 

Note: The signature of HSCC members represents their agreement with the information and plans provided in this application, as well as their support for the implementation of the plans. It does not imply any financial or legal commitment on the part of the partner agency or individual.

10.1: Government endorsement

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

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

[image: image3.emf]
10.2: Endorsement by Health Sector Coordination Committee (HSCC) or country equivalent
Members of the Health Sector Coordination Committee or equivalent endorsed this application at a meeting on April 16, 2009.  The signed minutes are attached as Annex 1.

	Chair of HSCC (or equivalent):
	

	Name: [image: image4.emf]

	Post / Organization: Technical Advisor to the Ministry of Health

	Signature:

 [image: image5.emf]
	Date: [image: image6.emf]


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

 



	Name:  [image: image7.emf]
	Title:  Minister of Health

	Tel No:

 [image: image8.emf]
	Address:

[image: image9.emf]

	Fax No.

[image: image10.emf]
	

	E-mail:

 [image: image11.emf]
	


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





	Name:  [image: image12.emf]
	Title:  Minister of Health

	Tel No:

 [image: image13.emf]
	Address:

[image: image14.emf]

	Fax No.

[image: image15.emf]
	

	E-mail: 

[image: image16.emf]
	


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

To the applicant:
· Please number and list in the table below all the documents submitted with this application. Please be consistent with the title and number of the background / supporting document when referring to it in the proposal.
Note: The Proposal and attachments must be submitted in English or French, and be accompanied with soft copies of the submitted documents.
	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration 
	Attachment number

	2006-2015 National Health Policy (Politique Nationale de Santé)

 (2006-2015 NHP) 


	Yes
	2006- 2015
	2

	2008-2012 Comprehensive Multi-Year Plan for the Expanded Programme on Immunization (2008-2012 cMYP)


	Yes
	2008-2012
	3

	2008-2010 MTEF


	Yes
	2008-2010
	4

	Situational analysis of reproductive health in Mauritania (Diagnostic de situation de la santé de la reproduction en Mauritanie)


	Yes
	
	5

	2006-2015 Strategic Plan for the Development of Human Resources (Plan Stratégique de Développement des Ressources humaines 2006-2015)
	Yes
	2006- 2015
	6

	Rapid Assessment of Four Health Districts in Mauritania
	Yes
	
	7

	Analysis of Mauritania’s Health System
	Yes
	
	8

	Situation Analysis of the BHUs and community-based approaches
	Yes
	
	9

	2007 MICS


	Yes
	
	10

	Document Review of the Submission of the 2009 GAVI HSS Application
	Yes
	
	11

	Minutes from the Steering Committee and Working Group meetings


	Yes
	
	12

	Memoranda / Correspondences


	Yes
	
	13

	Decree No. 087-2007/PM of June 16, 2007 establishing the duties of the Ministry of Health and the structure of the Central Administration of its Department
	Yes
	
	14

	2006-2015 Strategic Framework for the Fight Against Poverty (DRSP)


	Yes
	2006- 2015
	15

	Law No. 89-012 from January 23, 1989 and its modified enactments regarding general regulation of public sector accounting.
	Yes
	
	16

	Decree 2002-08 of February 12, 2002 on the public market code.-
	Yes
	
	17

	Regulation 1176 of July 11, 2006 on the threshold for execution, inspection of public markets, and competency thresholds for the commission of markets.
	Yes
	
	18

	Reports on Domestic Missions 
	Yes
	
	19

	Calculation of Activity Costs 
	Yes
	
	20


CLARIFICATIONS RECEIVED FROM MAURITANIA, 2009-2010
(assembled by Secretariat)

4.2: SMART Goals for GAVI RSS Project support 

	OBSTACLES
	GOAL
	OBJECTIVES
	ACTIVITIES
	INDICATORS

	1. Insufficient HRH, in terms of both quality and quantity

.
	vaccinations and other health services , specifically to mothers and children, in order to achieve at least 80% coverage for DTP3

Improve the health system in the 9 target areas in order to provide 
	1.  Build ZCIs' capacities through 148 qualified HRH (41 Medico-Social Nurses, 9 retired Registered Nurses, 5 Nurse Assistants, 69 labor and delivery assistants and 24 community health workers) by using three innovative strategies between now and 2015


	1.1 Implement a procedure for delegating tasks to para-medical personnel, community employees and association representatives.


	Improve health staff's average score for knowledge of delegate tasks from 0% in 2009 to over 80% in 2015. 

Improve the percentage of housing that is built and furnished from 0% in 2009 to 100% in 2015. 



	
	
	
	1.2 Build and furnish housing for public sector employees, for the purpose of employee retention through improved living and working conditions in poor and rural areas. 
	

	
	
	
	1.3 Support the contractualization process in order to quickly implement the National Policy.
	

	
	
	

	2. The poor are financially excluded from accessing health services 


	
	2. In ZCIs, increase use of services from 0.4 to 1 contact per woman per year and from 2 to 3 contacts per year per child under 5, by 2015. 


	2.1 In ZCIs, increase use of vaccination services by mothers (with children from 0-5 years old) and pregnant women, using innovative methods 


	Increase the percentage of women and children from 0-5 who receive free care from 0% in 2009 to 80% in 2015 (women) and from 38% in 2009 to 80% in 2015 (children from 0-5)



	
	
	
	2.2 Provide health care services that are tailored to the needs of isolated communities
	

	
	
	
	2.3 Add to health posts' equipment inventories 
	

	
	
	
	2.4 Encourage target areas to practice preventive maintenance 
	

	3. Poor availability and accessibility of quality MEs


	
	
	2.5 Make MEs available for health-related training at the operational level 


	

	
	
	
	2.6 Harmonize ME requirements at the decentralized level 


	

	4. Low level of financing at the operational level 


	
	
	2.7 Improve regional planning in order to better reflect actual needs at the operational level of health care 
	

	
	
	
	2.8 Improve procedures and methods for procuring goods and services


	

	
	
	

	5. Low levels of community participation and of health-related partnerships and leadership 


	
	3. Expand service to communities by setting up 27 operational Basic Health Units in ZCI municipalities by 2015.


	3.1 Invigorate Basic Health Units 


	Increase the percentage of Basic Health Units that offer 

the MPA and have received supervision visits from 0% in 2009 to 100% in 2015 



	
	
	
	3.2 Invigorate Health Committees


	

	
	
	
	3.3 Develop health partnerships at the municipal level and with local elected officials
	


5.2: Primary activities and application plan  

	Primary activities
	Year 1

(2010)
	Year 2

(2011)
	Year 3

(2012)
	Year 4

(2013)
	Year 5

(2014)
	Year 6

(2015)

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

	Objective 1: Strengthen ZCI capacities using 148 qualified RHS (41 IMS, 9 retired IDEs, 5 AIs, 69 AA/ANs and 24 ASCs) by making use of 3 innovative strategies by 2015. 
	
	
	
	
	
	

	Activity 1.1: Implement a system of task shifting involving paramedical personnel and community and association-based workers.
	
	
	
	
	
	

	1.1.1: Prepare a task-shifting policy
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	        - Recruit a consultant
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	        - Organize an approval meeting
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	        - Organize a distribution and dissemination meeting in each ZCI        
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.1.2: Strengthen skills of health care personnel involved in task shifting (we estimate that at least 60% of activities in the FSP essentially involve the so-called “task shifting" approach).
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	      -   Train 9 trainers on shifted tasks for 2 weeks, at the ESP
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	      -   Train employees concerned (IMS, AA, AN, ASC) at their respective health posts 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	      -  Allocate a bonus equivalent to 50% of the IMS' PZT to each RHS that performs shifted tasks
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2: Build and furnish lodging for public sector personnel in order to retain them by using improved living and working conditions in poor and remote areas.
	
	
	
	
	
	

	1.2.1: build 9 lodging units for ICPs in the most remote posts  
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.2.2: furnish the 9 lodging units with solar panels, refrigerators, stoves, living areas, parabolic antennas, televisions, beds, etc. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.3: Support the contractualization process in order to rapidly implement the National Policy.
	
	
	
	
	
	

	1.3.1: Set up a database of the names and activities of NGOs that work on health care
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 - Recruit a consultant to set up and fill out the database
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Approve the completed database 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.3.2: Strengthen the capacities of a local NGO/association/CSO to supply quality contractualized services
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-          Train 9 local NGOs for the contractualization activities planned for in the ZCIs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-          Set up a contract for each NGO and supply the necessary funding for implementation of activities, specifically those related to vaccinations and SMI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.3.3: Contractualize civil and military retirees to strengthen the provision of maternal and child health care services (including training) in target areas
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-    Set up a 6-month contract for each retiree and pay 100,000 UM per month, which is necessary for supplying maternal and child health services in the ZCIs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-  Pay a monthly travel stipend of 22,500 UM per retiree
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 2: Increase use of health services in ZCIs from 0.4 to 1 contact per woman per year and from 2 to 3 contacts per child year per child under 5.
	
	
	
	
	
	

	Activity 2.1: In target areas, increase use of vaccination services by mothers of children 0-5 years old and by pregnant women, using an innovative strategy
	
	
	
	
	
	

	Activity 2.1.1: Ensure that free care is available to pregnant women and to mothers of children 0-5 years old in target areas
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-     Deposit four payments per year into each CSM’s account; the amount should correspond to the operational costs resulting from actual use of the health facilities concerned, up to 1 contact per year for each member of the CSM target population 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-      From this account, give health posts funds to compensate for free care, depending on the use of services as certified by the management committees 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2: Provide services that are tailored to isolated communities
	
	
	
	
	
	

	-    Set up a 6 month contract with a qualified RHS to provide seasonal local care to people in each ZCI (with payment of 100,000 UM)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-    Pay a monthly travel stipend of 22,500 UM per RHS 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.3: Provide more equipment to health posts 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Furnish 17 ZCI health posts with standard equipment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.4: Encourage preventive care in ZCIs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Set up a project to raise awareness and provide training to employees in ZCI health facilities

 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Pay an annual maintenance bonus of 2,000 US dollars to ZCIs that improved the maintenance of their equipment and infrastructure during the year.


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.5: Make MEs available to operational-level health facilities
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.5.1: Provide health facilities in target areas with adequate operating funds
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.5.2: Train distribution center coordinators in inventory management
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Organize a training session for the coordinators involved 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.6: Harmonize ME requirements in outlying areas
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.6.1: Revise therapeutic guidelines
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-          Recruit a consultant 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-          Organize an approval meeting
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-          Distribute guide
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.6.2: Train physicians, ICPs and other remote workers (including employees affected by task shifting)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-          Organize a 3-day “train the trainers” session (MCM)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-          Organize a 3-day training in each Moughataa intended for retired ICPs and nurses who will then train the other employees. 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.7: Improve regional planning for better handling of actual needs related to care offerings at the operational level
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.7.1: Train health facility employees from all levels in results-based decentralized planning
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-          Organize a 5-day GAR training session for health center teams, ICPs, CDSS’/Moughataa
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.7.2 prepare ZCI health development plans
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-          5-day training to prepare Moughataa health development plan 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.8: Improve procedures and mechanisms for procuring goods and services;
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.8.1: Train trainers from among the employees responsible for procuring goods and services 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Train 3 DAF employees on procedures for procuring goods and services
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.8.2: Organize training sessions on budget procedures for management employees (head physicians and others) in ZCIs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Organize 3 training sessions (1 session per focus area) on budgetary execution procedures for management employees

Focus area 1: North (Chinguitty, Aoujeft, Ouadane)

Focus area 1: South (Ouad Naga, R’Kiz, Keur-Macene)

Focus area 3: East (Tamchekett, Boumdeid, Oulata)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 3: Expand community-based services by opening 27 operational USBs in the ZCI municipalities by 2015.
	
	
	
	
	
	

	Activity 3.1: Reinvigorate the basic health units (USBs)
	
	
	
	
	
	

	3.1.1: Conduct a feasibility study on the implementation of operational USBs in the target areas
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	     - Recruit a consultant
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	      - Organize an approval meeting 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.2: Identify involvement locations
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.3: Training (conducted by retired nurses)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.4: Equipment/supplies
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.5: Supervision of ZCIs, provided by MCMs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.1.6: Publication/distribution of a document analyzing the USB system’s performance 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Creation of collection tools


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	   - Collection of data (completed during missions to monitor and assess GAVI's support)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	- Write and distribute a document analyzing the USB system’s performance
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.2: Revitalize health committees
	
	
	
	
	
	

	3.2.1: Train management committee members
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.3: Develop health care partnerships with communities, using leadership of locally elected officials
	
	
	
	
	
	

	3.3.1: Train municipal councils and mayors to be community liaisons.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.3.2: Create a network of mayors in the target areas in order to promote maternal and child vaccinations and health care in target areas
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-    Recruit a consultant 


	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	-    Organize a 5-day meeting for all mayors in the ZCI municipalities in order to create the network and prepare an action plan for it 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3.3.3: Finance the network’s action plan
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


5.3: Projected breakdown of application costs for the first year 

	Primary activities
	Implementation timetable 
	Cost breakdown

	
	Q1
	Q2
	Q3
	Q4
	Unit
	Quantity
	Unit price
	Duration
	Total cost

	
	
	
	
	
	
	
	
	Value
	Unit
	

	Objective 1: Strengthen ZCI capacities using 148 qualified RHS (41 IMS, 9 retired IDEs, 5 AIs, 69 AA/ANs and 24 ASCs) by making use of 3 innovative strategies by 2015.
	
	
	
	
	
	
	
	
	
	

	Activity 1.1: Prepare a task-shifting policy
	
	
	
	
	
	
	
	
	
	

	· Recruit a consultant


	
	
	
	
	Consultant (NOB)
	1
	3362
	3
	Month
	10086

	· Organize an approval meeting


	
	
	
	
	Participant
	20
	100
	2
	day
	4000

	        - Organize a distribution and dissemination meeting in each ZCI        
	
	
	
	
	Meeting
	1
	15435
	3
	day
	15435

	Activity 1.2: Strengthen the skills of health care personnel involved in task shifting 
	
	
	
	
	
	
	
	
	
	

	      -   Train 9 trainers on shifted tasks for 2 weeks, at the ESP
	
	
	
	
	Trainer
	9
	800
	
	
	7200

	      -   Train employees concerned (IMS, AA, AN, ASC) at their respective health posts 
	
	
	
	
	Recruit a trained person
	139
	20
	
	
	2780

	1.3: Contractualize civil and military retirees to strengthen the provision of maternal and child health care services (including training) in target areas


	
	
	
	
	
	
	
	
	
	

	-    Set up a 6-month contract for each retiree and pay 100,000 UM per month, which is necessary for supplying maternal and child health services in the ZCIs
	
	
	
	
	Salary
	9
	400
	6
	Month
	21600

	-  Pay a monthly travel stipend of 22,500 UM per retiree
	
	
	
	
	Travel stipend
	9
	90
	6
	Month
	4860

	Objective 2: Increase use of health services in ZCIs from 0.4 to 1 contact per woman per year and from 2 to 3 contacts per year per child under 5.
	
	
	
	
	
	
	
	
	
	

	Activity 2.1 Furnish 17 ZCI health posts with standard equipment 
	
	
	
	
	Equipment kit
	17
	8000
	
	
	136000



	Activity 2.2: Encourage preventive care in ZCIs
	
	
	
	
	
	
	
	
	
	

	- Set up a project to raise awareness and provide training to employees in ZCI health facilities
	
	
	
	
	task
	1
	6585


	27
	day
	6585



	- Pay an annual maintenance bonus of 2,000 US dollars to ZCIs that improved the maintenance of their equipment and infrastructure during the year.


	
	
	
	
	bonus
	1
	2000
	
	
	2000

	Activity 2.3: Make MEs available to operational-level health facilities
	
	
	
	
	
	
	
	
	
	

	2.3.1: Provide health facilities in target areas with adequate operating funds
	
	
	
	
	
	
	
	
	
	

	- Provide the 9 health centers with additional operating funds
	
	
	
	
	Additional operating funds
	9
	2000
	
	
	18000



	Provide 28 health posts in the target areas with additional operating funds
	
	
	
	
	Additional operating funds
	28
	1000
	
	
	28000



	2.3.2: Train distribution center coordinators in inventory management
	
	
	
	
	
	
	
	
	
	

	- Organize a training session for the coordinators involved 
	
	
	
	
	Person to be trained
	14
	800
	
	
	11200



	Activity 2.4: Train 3 DAF trainers on procedures for procuring goods and services
	
	
	
	
	Person to be trained
	3
	6670
	
	
	20010

	Objective 3: Expand community-based services by opening 27 operational USBs in the ZCI municipalities by 2015.
	
	
	
	
	
	
	
	
	
	

	Activity 3.1: Reinvigorate the basic health units (USBs)
	
	
	
	
	
	
	
	
	
	

	3.1.1: Conduct a feasibility study on the implementation of operational USBs in the target areas
	
	
	
	
	
	
	
	
	
	

	· Recruit a consultant


	
	
	
	
	Consultant (NOB)
	1
	3362
	2
	Month
	6724

	· Organize an approval meeting

 
	
	
	
	
	Participant
	20
	100
	2
	day
	4000

	3.1.2: Identify involvement locations


	
	
	
	
	task
	1
	6405
	18
	day
	6405

	3.1.3: Training (conducted by retired nurses)
	
	
	
	
	
	
	
	
	
	

	3.1.4: Supervision of ZCIs, provided by MCMs
	
	
	
	
	Biannual supervision
	9
	600
	2
	
	10800

	3.1.5: Publication/distribution of a document analyzing the USB system’s performance 
	
	
	
	
	
	
	
	
	
	

	- Creation of collection tools
	
	
	
	
	Collection tool
	1
	1200
	
	
	1200

	   - Collection of data (completed during missions to monitor and assess GAVI's support)
	
	
	
	
	
	
	
	
	
	

	- Write and distribute a document analyzing the USB system’s performance 
	
	
	
	
	Report
	1
	1400
	
	
	1400

	Activity 3.2: Train 18 of 27 municipal councils and mayors to be community liaisons.
	
	
	
	
	Municipal council to be trained
	14
	800
	
	
	14400

	Total
	332 685




To the candidate: section 5.3

Note: The first year application plan must be described in section 5.3, giving details on the timeline, contributions, results and processes that will be examined, along with cost breakdowns (and unit prices for at least the first year of application).

Action plan for the first year of implementation (2010)

8.1: Budget for implementing GAVI's RSS support

	Support area
	Cost per year in USD 

	
	Year of GAVI proposal
	Implementation year 1 
	Implementation year 2 
	Implementation year 3 
	Implementation year 4
	Implementation year 5 
	Implementation year 6
	Total costs

	
	2009
	2010
	2011
	2012
	2013
	2014
	2015
	

	Cost of activities
	
	
	
	
	
	
	
	

	Objective 1: Strengthen ZCI capacities using 148 qualified RHS (41 IMS, 9 retired IDEs, 5 AIs, 69 AA/ANs and 24 ASCs) by making use of 3 innovative strategies by 2015.
	
	65 961
	89 672
	112 836
	144 836
	169 986
	184 276
	767 569

	Activity 1.1: Implement a system of task shifting involving paramedical personnel and community and association-based workers.
	
	39 501
	49 392
	53 976
	53 976
	53 976
	54 096
	304 919

	1.1.1: Prepare a task-shifting policy
	
	29 521
	0
	0
	0
	0
	0
	29 521

	        - Recruit a consultant
	
	10 086
	0
	0
	0
	0
	0
	10 086

	        - Organize an approval meeting
	
	4 000
	0
	0
	0
	0
	0
	4 000

	        - Organize a distribution and dissemination meeting in each ZCI        
	
	15 435
	0
	0
	0
	0
	0
	15 435

	1.1.2: Strengthen skills of health care personnel involved in task shifting (we estimate that at least 60% of activities in the FSP essentially involve the so-called “task shifting" approach).
	
	9 980
	49 392
	53 976
	53 976
	53 976
	54 096
	275 398

	      -   Train 9 trainers on shifted tasks for 2 weeks, at the ESP
	
	7 200
	0
	0
	0
	0
	0
	7 200

	      -   Train employees concerned (IMS, AA, AN, ASC) at their respective health posts 
	
	2 780
	540
	800
	800
	800
	920
	6 640

	      -  Allocate a bonus equivalent to 50% of the IMS' PZT to each RHS that performs shifted tasks
	
	0
	48 852
	53 176,44
	53 176,44
	53 176,44
	53 176,44
	261 558

	Activity 1.2: Build and furnish lodging for public sector personnel in order to retain them by using improved living and working conditions in poor and remote areas.
	
	0
	0
	0
	32 000
	57 150
	71 320
	160 470

	1.2.1: build 9 lodging units for ICPs in the most remote posts  
	
	0
	0
	0
	32 000
	48 000
	64 000
	144 000

	1.2.2: furnish the 9 lodging units with solar panels, refrigerators, stoves and televisions.
	
	0
	0
	0
	0
	9 150
	7 320
	16 470

	Activity 1.3: Support the contractualization process in order to rapidly implement the National Policy.
	
	26 460
	40 280
	58 860
	58 860
	58 860
	58 860
	302 180

	1.3.1: Set up a database of the names and activities of NGOs that work on health care
	
	0
	6 620
	0
	0
	0
	0
	6 620

	 - Recruit a consultant to set up and fill out the database
	
	0
	5 120
	0
	0
	0
	0
	5 120

	- Approve the completed database 
	
	0
	1 500
	0
	0
	0
	0
	1 500

	1.3.2: Strengthen the capacities of a local NGO/association/CSO to supply quality contractualized services
	
	0
	7 200
	32 400
	32 400
	32 400
	32 400
	136 800

	-          Train 9 local NGOs for the contractualization activities planned for in the ZCIs
	
	0
	7 200
	0
	0
	0
	0
	7 200

	-          Set up a contract for each NGO and supply the necessary funding for implementation of activities, specifically those related to vaccinations and SMI
	
	0
	0
	32 400
	32 400
	32 400
	32 400
	129 600

	1.3.3: Contractualize civil and military retirees to strengthen the provision of maternal and child health care services (including training) in target areas
	
	26 460
	26 460
	26 460
	26 460
	26 460
	26 460
	158 760

	-    Set up a 6-month contract for each retiree and pay 100,000 UM per month, which is necessary for supplying maternal and child health services in the ZCIs
	
	21 600
	21 600
	21 600
	21 600
	21 600
	21 600
	129 600

	-  Pay a monthly travel stipend of 22,500 UM per retiree
	
	4 860
	4 860
	4 860
	4 860
	4 860
	4 860
	29 160

	Objective 2: Increase use of health services in ZCIs from 0.4 to 1 contact per woman per year and from 2 to 3 contacts per year per child under 5.
	
	221 795
	202 684
	221 037
	183 682
	157 682
	157 682
	1 144 562

	Activity 2.1: In target areas, increase use of vaccination services by mothers of children 0-5 years old and by pregnant women, using an innovative strategy
	
	0
	129 222
	129 222
	129 222
	129 222
	129 222
	646 110

	Activity 2.1.1: Ensure that free care is available to pregnant women and to mothers of children 0-5 years old in target areas
	
	0
	129 222
	129 222
	129 222
	129 222
	129 222
	646 110

	-     Deposit four payments per year into each CSM’s account; the amount should correspond to the operational costs resulting from actual use of the health facilities concerned, up to 1 contact per year for each member of the CSM target population 
	
	0
	129 222
	129 222
	129 222
	129 222
	129 222
	646 110

	-      From this account, give health posts funds to compensate for free care, depending on the use of services as certified by the management committees 
	
	0
	0
	0
	0
	0
	0
	0

	Activity 2.2: Provide services that are tailored to isolated communities
	
	0
	26 460
	26 460
	26 460
	26 460
	26 460
	132 300

	-    Set up a 6 month contract with a qualified RHS to provide seasonal local care to people in each ZCI (with payment of 100,000 UM)
	
	0
	21 600
	21 600
	21 600
	21 600
	21 600
	108 000

	-    Pay a monthly travel stipend of 22,500 UM per RHS 
	
	0
	4 860
	4 860
	4 860
	4 860
	4 860
	24 300

	2.3: Provide more equipment to health posts 
	
	136 000
	0
	0
	0
	0
	0
	136 000

	- Furnish 17 ZCI health posts with standard equipment
	
	136 000
	0
	0
	0
	0
	0
	136 000

	2.4: Encourage preventive care in ZCIs
	
	8 585
	2 000
	2 000
	2 000
	2 000
	2 000
	18 585

	- Set up a project to raise awareness and provide training to employees in ZCI health facilities

 
	
	6 585
	0
	0
	0
	0
	0
	6 585

	- Pay an annual maintenance bonus of 2,000 US dollars to ZCIs that improved the maintenance of their equipment and infrastructure during the year.


	
	2 000
	2 000
	2 000
	2 000
	2 000
	2 000
	12 000

	Activity 2.5: Make MEs available to operational-level health facilities
	
	57 200
	13 000
	9 000
	26 000
	0
	0
	105 200

	2.5.1: Provide health facilities in target areas with adequate operating funds
	
	46 000
	13 000
	9 000
	26 000
	0
	0
	94 000

	2.5.2: Train distribution center coordinators in inventory management
	
	11 200
	0
	0
	0
	0
	0
	11 200

	- Organize a training session for the coordinators involved 
	
	11 200
	0
	0
	0
	0
	0
	11 200

	Activity 2.6: Harmonize ME requirements in outlying areas
	
	0
	25 417
	0
	0
	0
	0
	25 417

	2.6.1: Revise therapeutic guidelines
	
	0
	8 362
	0
	0
	0
	0
	8 362

	-          Recruit a consultant 
	
	0
	3 362
	0
	0
	0
	0
	3 362

	-          Organize an approval meeting
	
	0
	4 000
	0
	0
	0
	0
	4 000

	-          Distribute guide
	
	0
	1 000
	0
	0
	0
	0
	1 000

	2.6.2: Train physicians, ICPs and other remote workers (including employees affected by task shifting
	
	0
	17 055
	0
	0
	0
	0
	17 055

	-          Organize a 3-day “train the trainers” session (MCM)
	
	0
	4 155
	0
	0
	0
	0
	4 155

	-          Organize a 3-day training in each Moughataa intended for retired ICPs and nurses who will then train the other employees. 
	
	0
	12 900
	0
	0
	0
	0
	12 900

	Activity 2.7: Improve regional planning for better handling of actual needs related to care offerings at the operational level
	
	0
	0
	54 355
	0
	0
	0
	54 355

	2.7.1: Train health facility employees from all levels in results-based decentralized planning
	
	0
	0
	54 355
	0
	0
	0
	54 355

	-          Organize a 5-day GAR training session for health center teams, ICPs, CDSS’/Moughataa
	
	0
	0
	30 155
	0
	0
	0
	30 155

	2.7.2 prepare ZCI health development plans
	
	0
	0
	24 200
	0
	0
	0
	24 200

	-          5-day training to prepare Moughataa health development plan 
	
	0
	0
	24 200
	0
	0
	0
	24 200

	Activity 2.8: Improve procedures and mechanisms for procuring goods and services.
	
	20 010
	6 585
	0
	0
	0
	0
	26 595

	2.8.1: Train trainers from among the employees responsible for procuring goods and services 
	
	20 010
	0
	0
	0
	0
	0
	20 010

	- Train 3 DAF employees on procedures for procuring goods and services
	
	20 010
	0
	0
	0
	0
	0
	20 010

	2.8.2: Organize training sessions on budget procedures for management employees (head physicians and others) in ZCIs
	
	0
	6 585
	0
	0
	0
	0
	6 585

	- Organize 3 training sessions (1 session per focus area) on budgetary execution procedures for management employees

Focus area 1: North (Chinguitty, Aoujeft, Ouadane)

Focus area 2: South (Ouad Naga, R’Kiz, Keur-Macene)

Focus area 3: East (Tamchekett, Boumdeid, Oulata)
	
	0
	6 585
	0
	0
	0
	0
	6 585

	Objective 3: Expand community-based services by opening 27 operational USBs in the ZCI municipalities by 2015.
	
	44 929
	49 620
	18 200
	32 600
	43 800
	39 000
	228 149

	Activity 3.1: Reinvigorate the basic health units (USBs)
	
	30 529
	23 000
	12 200
	12 200
	12 200
	12 200
	102 329

	3.1.1: Conduct a feasibility study on the implementation of operational USBs in the target areas
	
	10 724
	0
	0
	0
	0
	0
	10 724

	     - Recruit a consultant
	
	6 724
	0
	0
	0
	0
	0
	6 724

	      - Organize an approval meeting 
	
	4 000
	0
	0
	0
	0
	0
	4 000

	3.1.2: Identify involvement locations
	
	6 405
	0
	0
	0
	0
	0
	6 405

	3.1.3: Training (conducted by retired nurses)
	
	0
	0
	0
	0
	0
	0
	0

	3.1.4: Equipment/supplies
	
	0
	10 800
	0
	0
	0
	0
	10 800

	3.1.5: Supervision of ZCIs, provided by MCMs
	
	10 800
	10 800
	10 800
	10 800
	10 800
	10 800
	64 800

	3.1.6: Publication/distribution of a document analyzing the USB system’s performance 
	
	2 600
	1 400
	1 400
	1 400
	1 400
	1 400
	9 600

	- Creation of collection tools


	
	1 200
	0
	0
	0
	0
	0
	1 200

	   - Collection of data (completed during missions to monitor and assess GAVI's support)
	
	0
	0
	0
	0
	0
	0
	0

	- Write and distribute a document analyzing the USB system’s performance
	
	1 400
	1 400
	1 400
	1 400
	1 400
	1 400
	8 400

	Activity 3.2: Revitalize health committees
	
	0
	0
	0
	14 400
	25 600
	20 800
	60 800

	3.2.1: Train management committee members
	
	0
	0
	0
	14 400
	25 600
	20 800
	60 800

	Activity 3.3: Develop health care partnerships with communities, using leadership of locally elected officials
	
	14 400
	26 620
	6 000
	6 000
	6 000
	6 000
	65 020

	3.3.1: Train municipal councils and mayors to be community liaisons.
	
	14 400
	7 200
	0
	0
	0
	0
	21 600

	3.3.2: Create a network of mayors in the target areas in order to promote maternal and child vaccinations and health care in target areas
	
	0
	19 420
	0
	0
	0
	0
	19 420

	-    Recruit a consultant 


	
	0
	3 840
	0
	0
	0
	0
	3 840

	-    Organize a 5-day meeting for all mayors in the ZCI municipalities in order to create the network and prepare an action plan for it 
	
	0
	15 580
	0
	0
	0
	0
	15 580

	3.3.3: Finance the network’s action plan
	
	0
	0
	6 000
	6 000
	6 000
	6 000
	24 000

	Support costs
	
	332 685
	341 976
	352 073
	361 118
	371 468
	380 958
	2 140 280

	Management costs
	
	2840
	2840
	2840
	2840
	2840
	2840
	17 040

	        Accounting expenses
	
	280
	280
	280
	280
	280
	280
	1 680

	        Production and publication   

        of DAOs and public calls for 

         bids 
	
	2560
	2560
	2560
	2560
	2560
	2560
	15 360

	S&E support costs
	
	38340
	38340
	38340
	38340
	38340
	38340
	230 040

	Technical assistance
	
	3056
	3056
	3056
	3056
	3056
	3056
	18 336

	Total costs
	
	376 921
	386 212
	396 309
	405 354
	415 704
	425 194
	2 405 696


8.2: Calculation of country allocations for GAVI RSS (these numbers must be consistent with the data used in other applications to GAVI and in annual status reports)

	Allocation of GAVI support to RSS
	Allocation per year (USD)

	
	Year of application to GAVI
	Implementation year 1 
	Implementation year 2 
	Implementation year 3 
	Implementation year 4 
	Implementation year 5 
	Implementation year 6
	Total funds

	
	2009
	2010
	2011
	2012
	2013
	2014
	2015
	

	Birth cohort (number)
	
	151 025
	154 649
	158 361
	162 162
	166 054
	170 039
	

	Allocation per newborn ($)
	
	2.5 USD
	2.5 USD
	2.5 USD
	2.5 USD
	2.5 USD
	2.5 USD
	

	Annual allocation ($)
	
	 377 563   
	 386 623  
	 395 903   
	 405 405  
	 415 135  
	 425 098  
	2,405,727 USD


Condition 3

Mauritania’s proposal is intended to support and encourage the innovative strategies that the government has identified, by offering an opportunity to experiment, and by offering the option to carry out strategies and activities on the local level. Later, these might be expanded if their outcomes are positive. For some time, the Ministry of Health has been engaged in implementing a Contractualization Policy which will serve as the legal and technical framework for developing fruitful partnerships with players in the community, association and religious sectors, as well as in the for-profit private sector. The GAVI RSS proposal falls under this framework, because achieving objective 1: “Strengthening the ZCIs’ capacities by mobilizing 148 qualified RHS and using three innovative strategies by 2015" relies on two innovative activities that will be carried out in Mauritania:

· Contractualization;

· Task shifting.

The degree of success in reaching the RSS goals will largely be determined by the quality of the experts who will be called on to help us carry out the activities in the Proposal. Because the selection of these parties is critically important, it is equally critical to use appropriate methods and procedures for identifying the best candidates.

Implementation of Contractualization (subcontracting)

In order to deal with the RHS deficit both in terms of quality and quantity, the Ministry of Health plans to make use of the opportunities that Contractualization offers. In order to accomplish this, some activities related to maternal and child vaccinations and health will be subcontracted to nine NGOs (one NGO per ZCI). 

The contractualization process and procedures have been set up so that they fall into the context of the Ministry of Health's innovative policies and strategies, and so that they contribute to expanding and strengthening these policies and strategies in order to facilitate their implementation on the national level. Challenges related to contractualization are related both to the need for transparent rules that align with the principles of good governance, and to the need to support decentralization policies--one of the Ministry of Health's major reform initiatives.

In order to guarantee transparency, we will use management mechanisms as presented in section 7.1. The Steering Committee will play a major role in supervising and overseeing implementation of the contractualization activities, notably in terms of compliance with business competition procedures. When it comes to decentralization, the goal is to involve decentralized entities. They are the keys to inter-sectoral partnerships and collaboration on the local level. This approach is desirable because it guarantees that local arbitrations and decisions remain in the hands of local decision-makers. This facilitates ownership and sustainability of the initiatives that are undertaken. For this reason, we will be relying on the Moughataa Social and Health Development Council (Conseil de Développement Socio-Sanitaire de Moughataa--CDSSM)
, a discussion body that exists in each Moughataa, in order to ensure that all local health partners are fully involved in implementing contractualization. The following chart shows this process:

A- Pre-requisites: 

Pre-requisites involve eligibility criteria for NGOs, associations and OCBs for contractualization with the Ministry of Health, as well as the classifications that result from this. These can be found in the government's strategic orientations related to health sector contractualization.

B- Stages in the selection process for eligible NGOs:

1) The Steering Committee (CP) is given authority over the process.

2) The CP delegates authority for the competitive call for bids to the DPCIS (member of the Steering Committee). The call for bids consists of nationwide announcements (national circulation newspapers) and local postings in the administrative seats of the 53 moughataas.  The call for bids includes:

1 All technical data that the potential bidders need to assess their ability to carry out the activities;

2 The deadline for submission of bids;

3 The location for submission of bids: We already know that bids must be submitted to each of the 9 moughataa health districts (CSMs) affected by the proposal. 

3) The CSM forwards all bids received to the CDSSM. 

4) The CDSSM reviews the bids and sends the results of its examination to the Steering Committee (including the minutes of the NGO selection session).  

5) The CP approves the selection minutes.

6) The CDSSM notifies the contract winner and publishes an award announcement in the national press and posts local notices.

7) The CDSSM sends the minutes of the bid review meeting to the CSM so that a contract can be prepared.

8) The CSM establishes a contract with the selected NGO.

Implementation of task shifting

The task shifting implementation phases are all similar to the phases of contractualization. They fulfill the same need for transparency, good governance and efficiency. They are also based on the idea that the GAVI RSS must help invigorate and strengthen the major reform initiatives in the health sector. 

The actual shifting of tasks involves 148 RHS which are broken down as follows: 41 medical-social nurses (IMS), 9 retired registered nurses (IDE), 5 nurse assistants (AI), 69 labor and delivery assistants (AA/AN) and 24 community health workers (ASC). 

These 148 RHS will all undergo training, and they are currently deployed at the 9 ZCI health posts. For more information about their assignments as well as the health posts and health centers where they work, see annex 2 to this memorandum.  

In order to strengthen the capacities of these health personnel who will be involved in task shifting, 9 trainer/supervisors will be used. Their work will span the 5 years of the program so that they can supply regular support that is customized to the specific employee’s situation.  Each trainer will give on-site technical assistance; this means that the assistance will be provided in actual and concrete working conditions. The 9 trainers are retired civil and military health workers. In order to identify these individuals, we must use a procedure that has the same characteristics as that used to select the NGOs. 

A- Pre-requisites: 

Preparation and approval of a national task-shifting policy is a pre-requisite. The activities for objective 1 have been planned so that the National Policy Document: 

4 Is distributed in a timely manner in the areas concerned (ZCI); 

5 Can be sufficiently adopted before the activities that result from it are carried out. 

B- Steps in the selection process for the 9 trainer/supervisors

(retired civil and military health workers):

1) The Steering Committee (CP) is given authority over the process.

2) The CP delegates authority for the competitive call for bids to the department of human resources/DRH (member of the Steering Committee). The call for bids consists of nationwide announcements (national circulation newspapers) and local postings in the administrative seats of the 53 moughataas. The call for bids includes:

6 All technical data that will allow civil and military retirees to assess their ability to carry out the activities;

7 The deadline for submission of applications;

8 The location for submission of applications: We already know that applications must be submitted to each of the 9 moughataa health districts (CSM) affected by the proposal. 

3) The CSM forwards all applications received to the CDSSM. 

4) The CDSSM reviews the applications and sends the results of its examination to the Steering Committee (including the minutes of the trainer selection session).  

5) The CP approves the selection minutes.

6) The CDSSM notifies the contract winner and publishes an award announcement in the national press and posts local notices.

7) The CDSSM sends the minutes of the application review meeting to the CSM so that a contract can be prepared.

8) The CSM establishes a contract with each of the 9 selected candidates.

The issue of group health insurance and the sustainability of GAVI’s support for the RSS

Mauritania’s proposal does not involve any activities related to group health insurance. However, the issue of group assumption of health risks is explicitly addressed as an important component of sustainability. 

The GT responsible for preparing the GAVI RSS program designed the areas of involvement with an eye toward complementarity with the initiatives undertaken by the other donors, in order to create favorable conditions for a sustainable and ongoing increase in the target populations' use of conventional health services. This applies especially to women and to children under 5. All actions that aim to increase the positive image that public health service users have also contribute to increased use of local health resources. Thanks to the free care that will be implemented and more generally to the activities related to Objective 2: “Increasing use of ZCI services between now and 2015, from 0.4 contacts to 1 contact per woman per year and from 2 contacts to 3 contacts per child under 5 per year," the GAVI RSS project will contribute to an increase in the appeal of health services and thus to the emergence of new behaviors.

Thus, the adoption of health promotion behaviors is among the determining factors for sustainability.  Related to this, the "obstetric package," which Mauritania designed and implemented with the support of some of its partners such as Coopération Française
,  UNICEF and FUNUAP, is one of the most important pieces of contextual data for the GAVI RSS. The obstetric package consists of offering pregnant women a health care option that covers all costs related to medications and medical services necessary for an optimal delivery, including a Caesarean in the event of complications. This service is prepaid, in the amount of 5,500 UM payable in one or two installments during pregnancy.  By comparison, a normal delivery costs approximately 15,500 UM and may cost as much as 50,000 UM for a Caesarean
. 

At present, 25-30% of the target population is covered by an obstetric package. The process consists of establishing this option in regional capitals and then progressively expanding it into adjacent moughataas. The current challenge is to succeed in expanding the obstetric package into rural areas where we do not have a way to assess the population’s possible reactions. The GAVI RSS covers 5 regions Adrar, Assaba, Hodh el Charghui, Hodh el Garbi,   and Trarza. These are all obstetric package areas, with the exception of Adrar which is not targeted for the program. In health facilities where the obstetric package is offered, in general 80-90% of pregnant women enroll in it. Consequently, the rate of attended births has increased from 16-60% in the reference areas. 

These results are particularly encouraging and show that there is energy and enthusiasm for maternal and infant health care; this should stimulate the demand for care. The obstetric package is contributing to changes in public perceptions of health care and to changes in how patients take care of their health. Activities related to the GAVI RSS will bring an additional quality element to the heath centers where they are implemented along with the package.  However, nurses, physicians and all employees at these facilities must commit to a concerted and methodical effort in order to strengthen the complementarities between the GAVI RSS and the obstetric package, so that they can benefit from all of the opportunities offered by this synergy.   

The Groupe Technique pour l’Appropriation et la Pérennité (GrAP), which must be established in the context of RSS management, is the ideal entity to offer technical, institutional and political support for cooperation between the Coopération Française  initiative and the GAVI Alliance's activities. We would like to reiterate that the GrAP involves head physicians from the 9 moughataas. They have been called upon to form a critical mass of experts that will share their respective experiences throughout the program's term. They will also support inter-sectoral collaboration, harmonize partnerships and lobby on behalf of the program. 
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The Islamic Republic of Mauritania (IRM) is a vast country at the confluence of the Maghreb and Sub-Saharan Africa, with a land area of 1,030,700 mk2. The country is 80% desert; no more than 0.2% of the total land area is arable land. Except for the alluvial plan of the Senegal river, called the Chemama, which has a breadth of 10 to 25 km, the country is composed mostly of dune formations. Furthermore, Mauritania has only one permanent waterway, the Senegal river, which constitutes a natural border with Senegal.


The population of Mauritania is around 3,162,338 inhabitants, 44% of whom are under 15 years of age and only 6% of whom are over 60 years of age. This creates significant pressure on basic services.


There is still 46.3% of the population that lives below the poverty line.


From an administrative perspective, Mauritania is divided into 13 wilayas and 53 moughataas.














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


� If the proposal identifies activities to be carried out among different countries, data from among the countries must be provided whenever they become available. These data are to be provided in addition to the national data.


� Over the past three years.


� 


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


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


� Important for easy accessing and cross referencing.


� Please submit a copy of the aide-mémoire.


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


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


� Please submit a copy of the procedures and legislation applicable to the annual budgeting process for the use of GAVI HSS funds as well as documentation describing how the budgeting process for GAVI HSS funds will be conducted.


� Please submit a copy of the procedures applicable to the financial management (accounting, archiving, and reporting) of GAVI HSS funds as well as documentation describing how the financial management of GAVI HSS funds will be performed.


� Please submit a copy of the procedures applicable to the external audit of GAVI HSS funds and documentation describing how an external audit of GAVI HSS funds would be conducted.


� “External audit” is defined as the audit conducted by the inspecting agencies of the government.


�   Please submit a copy of the procurement procedures for GAVI HSS funds and documentation describing how the procurement would be processed.


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


�	  For the CDSSM’s makeup, see annex 1 to this document. 


�	 After a study phase which began in 2000, the initial French project was launched in 2002 and ended in 2005. Subsequently, Unicef and the FNUAP joined the French initiative which they continue to support. 


�	 For more information and an analysis of the obstetric package, we recommend Dr. Renaudin’s article which appeared in the FNUAP group work Barrières financières aux soins obstétricaux dans les pays à faible revenu/Financial obstacles to obstetric care in low income countries. Mauritania’s obstetric package is not a group insurance payment in the true sense of the word. However, it relies on psychological and practical factors that do constitute the use of group insurance by populations that are relatively unfamiliar with this method of financing. 
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