
REPUBLIC OF NIGER

MINISTRY OF PUBLIC HEALTH


[image: image1.png]



Fraternity, Labor, Progress

PROPOSAL BY THE REPUBLIC OF NIGER FOR HEALTH SYSTEMS STRENGTHENING 

SUPPORT (HSS) FROM GAVI

[image: image2.png]AAAAAAAA




August 2009

Application form for:

The application to obtain Health Systems Strengthening (HSS) support from GAVI Alliance 

Deadlines for sending applications for 2009: May 1 and September 4 

An electronic version of this form is available on the GAVI Alliance web site (www.gavialliance.org). 

Please send this electronic form with attachments (including the signature page) to the following e-mail address:: proposals@gavialliance.org
Requests for information: proposals@gavialliance.org or from the representatives of a GAVI partner agency. Proposals and attachments must be submitted in English or French.

Please make certain that the application has been received by the GAVI secretariat before or on the date of the deadline. Applications received after that date will be the first ones considered during the following reviews. GAVI will not be liable for delays or for failure to submit the applications by messaging services. 

The GAVI secretariat is not able to return the documents and attachments to the country. Unless specified otherwise, the documents will be transmitted to the partners of GAVI Alliance and to the general public.

If hard copies are submitted, please send them to this address:: 

Novelles demands / New Proposals

GAVI Alliance Secretariat, 

Chemin de Mines 2

CH 1202 Geneva

Switzerland

Table of Contents
Page

 Abbreviations and acronyms
6

 Executive Summary 
9

 Section 1: Application process
14

 There are no additional comments, given that this document is the result of an interactive process followed by all the players without reservation, and that the task force benefited from the contributions from all the healthcare partners (bilateral, multi-lateral, UN systems, NGO and civil society cooperation). These partners are represented in the different HDP monitoring and evaluation bodies at all levels of the healthcare pyramid.
20

 Section 2: Information on the national context
21

  
21

 Section 3: Situational Analysis / Evaluation of needs
25

 Owing to inadequate governance, there is poor management capability at all levels of the healthcare system. The central departments suffer from compartmentalization. This prevents communication among the central departments, on the one hand, and between the MPH and the other levels of the pyramid. There is also insufficient decentralization in terms of human resources.
29

 These evaluations of the sector also show major interference by political, socio-economic and cultural factors that hinder the management, availability and use of healthcare services, i.e.:
29

 The poor state of the roads, reducing the accessibility of some villages to vaccine activities
29

 Some socio-cultural behaviors that are harmful to health, and taboos (food, female circumcision, premature marriage, religious fundamentalism, etc.)
29

 The low percentage of girls in school and the low literacy rate of the population in general 
30

 The low income of most of the households (62.15 of the population lives on less than a dollar a day)
30

 The more recent lack of security in some parts of the country
30

 Seasonal migrations of workers to neighboring countries. 
30

 The MPH is in the process of resolving the inadequacies identified in collaboration with the local authorities and the community, the partners and NGOs. 
31

 Provision of services
31

 However, there are still some inadequacies that the MPH aims to resolve with the support of its partners.
33

 Section 4: Goals and objectives of HSS support from GAVI
37

 Section 5: Program of activities and application of the GAVI HSS
42

 Section 6: Monitoring, evaluation and operational research
51

 Section 7: Implementation provisions 
64

 Section 8: Budget projections and funding for the activities supported by the GAVI HSS
76

 Section 9: Conditions of GAVI support
88

 APPENDIX 1 Supporting documents submitted with the application for HSS support from GAVI and final check list
94

 APPENDIX 2 Banking form
96


Abbreviations and acronyms

To the Applicant

· Please make certain that all the abbreviations and acronyms used in this application and attachments are mentioned here.

	AAP
	Annual Action Plan

	ADB
	African Development Bank

	ADPRS
	Accelerated Development and Poverty Reduction Strategy

	AFD
	French Development Agency

	AIDS
	Acquired Immuno-deficiency virus

	AMW
	All-purpose maintenance worker

	ARV
	Anti Retro Viral

	AYSRH
	Adolescent and youth sexual and reproductive health

	CCB
	Communication for a change in behavior

	CDSMT
	Framework for medium-term sector expenses

	CEmNOC
	Comprehensive Emergency Neo Natal and Obstetrical Care

	CF
	Common Fund

	CHW
	Community health worker 

	cMYP
	Comprehensive Multi-year Plan

	CNS
	National Health Committee  (Board)

	CR
	Cost Recovery

	CTNS
	National Health Technical Committee

	DAF
	Department of Financial Affairs

	DDQS
	Data Quality System

	DEP
	Department of Research and Programming

	DFGP
	Department of Training and Management

	DGR
	General Resource Department

	DGSP
	General Public Health Department

	DH
	District Hospital

	DHDP
	District Health Development Plan

	DHP/ES
	Department of Public Hygiene and Health Education

	DHS
	Demographic and Health Surveys

	DQA
	Data Quality Audit

	DSSRE
	Department of Statistics on Surveillance and Response to Epidemics

	DTP-DTP
	Diphtheria, tetanus, pertussis (pentavalent vaccine)

	DTP-HepB
	Diphtheria, tetanus, hepatitis B 

	ECD
	Lead District Team

	ECOWAS
	Economic Community of West African States

	EDF
	European Development Fund

	EGD
	Essential Generic Drugs

	EMONC
	Emergency Obstetrical and Neonatal Care

	EONC
	Essential Obstetrical and Neonatal Care

	EPI
	Expanded Program on Immunization

	FMR
	Financial Monitoring Report 

	FP
	Family planning

	FYP
	Five-year plan

	FYWP
	Five-year work plan

	GAVI
	Global Alliance for Vaccines and Immunization

	GDP
	Gross National Product

	GF
	Global Fund

	GIVS
	Global Immunization Vision and Strategy

	GMS
	Global Mobile System

	GPS
	Global Positioning System 

	HC
	Health Coverage

	HD
	Health District

	HDP
	Heath Development Plan

	HF
	Healthcare facility

	HIPC
	Highly Indebted Poor Country

	HIV
	Human Immuno-deficiency virus

	HNN
	Niamey National Hospital

	HST
	Hygiene and sanitation technician

	IC
	Practical nurse

	IDA
	International Development Agency

	IDE
	Registered nurse

	IEC
	Information Education Communication

	INS
	National Institute of Statistics

	ISU
	Institutional Support Unit

	ITCD
	Integrated treatment of childhood diseases

	IUD
	Intra-uterine device

	LID
	Local Immunization Days

	MC
	Management Committee

	MDG
	Millennium Development Goals

	MEF
	Ministry of the Economy and Finance

	MFPT
	Ministry of the Civil Service and Labor

	MND
	Micro-nutriment days

	MNT
	Maternal neonatal tetanus

	MOI/AMI
	Major Obstetrical Intervention for absolute maternal indication

	MPA
	Minimum Package of Activities

	MPH
	Ministry of Public Health

	MPH/FAE
	Ministry of Public Health/Fight against endemic diseases

	NA
	Not applicable

	ND/EPI
	National Department/Expanded Program for Immunization 

	NGO
	Non-governmental organization 

	NID
	National Immunization Days

	NTD
	Neglected Tropical Diseases

	OBM
	Outcome-based management

	ONPPC
	National Office of Pharmaceuticals and Chemicals

	PEA
	Public establishment of an administrative nature

	PEIC
	Public Establishment of an industrial and commercial nature

	PEM
	Protein energy malnutrition

	PMCT
	Protection from mother-to-child transmission of the AIDS virus 

	PNC
	Prenatal Consultation

	POLIO
	Poliomyelitis

	PONC
	Postnatal Consultation

	PRS
	Poverty Reduction Strategy

	RED
	Reach every district 

	RGP/H
	General Population and Housing Census

	RH
	Reproductive health

	RHDP
	Regional Health Development Plan 

	RIDB
	Regional Islamic Development Bank

	ROASSN
	Network of Health Organizations and Associations

	SD
	Supporting documentation

	SFDE
	Registered midwife

	SG
	Secretary General

	SLT
	Senior lab technician

	SNCT
	Senior nursing care technician

	SNIS
	National Health Information System

	SOCT
	Senior obstetrical care technician

	SPA
	Supplemental Package of Activities

	SPHT
	Senior public health technician



	SPPR
	Special Program of the President of the Republic

	SSAT
	Senior social action technician



	SSB
	Single side band

	STD
	Sexually transmitted diseases

	TA
	Technical assistance

	TETE
	Triage Emergency Treatment Evaluation

	TF
	Task force

	TFP
	Technical and Financial Partners

	UNDP
	United Nations Development Fund

	UNICEF
	United Nations Children’s Fund

	UNMPDA
	United Nations Master Plan for Development Assistance

	USD
	United States Dollar

	VAR
	Measles vaccine

	VII
	Vaccine Independence Initiative

	WAME
	West African Economic and Monetary Union

	WB
	World Bank

	WCA
	Woman of child-bearing age

	WHO
	World Health Organization 


Executive Summary 

To the Applicant

· Please provide a summary of the proposal that includes the goal and objectives of the application for HSS support from GAVI, the main strategies and activities to be undertaken, the outcome planned, the duration of the support and the total amount of the funds requested, as well as the basic data and objectives to be reached for the priority indicators chosen. 

	EXECUTIVE SUMMARY

The national healthcare policy is structured around the implementation of a 2005-2010 Health development plan (HDP) (Appendix 2). Niger’s proposal for support from GAVI for the HSS is included under the implementation of the 2005-2010 HDP and the comprehensive Multiyear Plan (cMYP) (Appendix 3) of the 2007-2010 EPI. Both documents focus entirely on reaching the Millennium Development Goals (MDG). The HDP is aimed at contributing to a reduction in maternal and child mortality by improving the efficiency and the quality of the healthcare system based on existing potential. Its eight (8) specific objectives have been translated into eight programs and outcomes expected through which all interventions in the sector are made. Under the HDP, the EPI comprehensive Multiyear Plan (2007-2010 EPI-cMYP) was developed to ensure equal access to all immunization services, increase the use of immunization services, introduce new vaccines and integrate immunization with other health interventions. The objectives of the cMYP are in keeping with the four strategic areas making up the Global Immunization Vision and Strategies (GIVS), which urge countries to institute national vaccine coverage of at least 90 percent for all antigens and at least 80 percent in all districts by the year 2010. In 2010, results will be evaluated in view of drawing up the next cMYP for the period 2011-2015. 

The purpose of the request to GAVI is to help to achieve the objectives of the cMYP and the HDP and to draft the 2011-2015 cMYP and the 2011-2015 HDP under preparation. This 2011-2015 HDP, which is to be implemented as part of the overall Healthcare System Strengthening strategy of the Ministry of Public Health (MPH), is consistent with the objects of the 2008-2012 Strategy for Accelerated Development and Poverty Reduction (ADPRS) approved by the Government. 

Drafting of the request by the Task Force (TF) was coordinated and supervised by the Chairwoman of the  Comité Technique National de Santé (National Healthcare Technical Committee - CTNS), which is the technical body in charge of monitoring and evaluating the implementation of the HDP. The findings of the task force were presented and discussed at the meeting of the CTNS in February 2009. The proposals by the CTNS were presented and approved by the National Healthcare Board (CNS) during its February 2009 session   

With the results of the recent evaluations done in the sector , the MPH was able to identify the obstacles and inadequacies involved in implementing the current HDP, which affect the lives of the people, particularly prevention, immunization coverage and maternal and child care as well as the management of resources. The results provided input for decision-making concerning the preparation of a new 2011-2015 HDP. The preparatory document drafted (see Appendix number 1) includes two major components:

A component for the “healthcare strengthening system,”, which will have to overcome the current inadequacies in the system to give it all the capabilities necessary to achieve the goals,

A component for “healthcare system operations,” which will have to guarantee the availability of the human, material and financial resources necessary to achieve the objectives to be set.

The GAVI application was prepared by the TF based on the inadequacies identified in the situational analysis of the healthcare system, the documentary review and consultations with the various players and partners. The MPH and its partners have a common and global view of strengthening the healthcare system, the allocation and use of financial, material and human resources to succeed in improving the system.

The inadequacies noted are based on the following six primary areas:

· Provision of services,

· Human resources 

· Healthcare information,

· Medicines, vaccines and technologies,

· Healthcare financing, 

· Leadership and Governance.

In each of these areas, the situational analysis also points up inadequacies that have been dealt with in the past few years (see Section 3.3) and problems that still persist. The proposal for GAVI HSS support is aimed at providing sustainable solutions to the inadequacies that have persisted over the past few years. Various forms of support (Support for Immunization Services (ISS) and Support for New Vaccines [NVS]) from GAVI have already been received to strengthen immunization activities and introduce new vaccines. The task force concentrated the proposal on the overall HSS areas recommended by the CTNS, specifically three of the six areas: Provision of services, Human Resources and Healthcare information. In addition, given the timetable of the MPH in terms of planning (End of the HDP and the CMYP in 2010), special emphasis will be placed in this proposal on the preparation of a new health development plan and a new comprehensive multi-year plan recommended by the CTNS, specifically on three of the six areas: Provision of services, governance and healthcare information. 

The goal of this proposal is to: 

Contribute to improving the state of health of the population in general and mothers and children in particular

The proposal focuses specifically on the following four specific objectives. It will cover one year only in 2010 so as to be consistent with the objectives related to aligning the current planning documents, including the 2005-2010 HDP and the 2007-2010 cMYP, which all end in 2010.

Objective 1: Increase the proportion of the population with access to the MPA from 44. 6% to 50 % by improving immunization coverage in children below the age of five by the end of 2010; 

Objective 2: Provide the central level within the deadlines comprehensive and quality data from at least 70 percent of the healthcare facilities by 2010;

Objective 3: Support the preparation and adoption of a new 2011-2015 health development plan;

Objective 4: Support the preparation and adoption of a new comprehensive multi-year immunization plan for 2011-2015.

The outcomes expected are listed below: 

· Improvement in material and logistical resources to enable healthcare personnel to offer the MPA (minimum package of activities) in healthcare facilities for the most remote populations;

· Improvement in the quality, availability and use of healthcare information at all levels, particularly at the district and CSI (integrated healthcare center) levels. 

· Improvement in the planning process so as to enlist more financial resources to implement the healthcare policy by preparing two documents (the HDP and the cMYP).

To achieve these objectives, the inadequacies must be reduced, such as the poor physical accessibility (0-5Km) of the population to the MPA (vulnerable populations like nomads, i.e. transhumant populations); the poor quality of patient care and treatment; the poor management of existing personnel; inadequate initial training of the personnel in terms of epidemiology and the conditions of the poor rural population.

The primary activities planned are listed below: 

Providing additional material, logistical and communications resources to the fourteen most isolated districts; awarding additional employee incentive bonuses in keeping with the national strategy of redeploying personnel in the most isolated areas; improving the equipment of the healthcare facilities. 

· Reviewing tools, the transmission process, data analysis and record keeping and improving the skills of healthcare workers,

· Design and have adopted by the government a new health development plan that will be consistent with the National Compact (IHP+),

· Prepare and adopt a new comprehensive multi-year immunization plan (cMYP)

Concerning the viability of the intervention by GAVI, the following strategies have been selected: 

The HSS from GAVI will supplement the efforts by the government and its partners. The budget of the State allocated to the healthcare sector has been increasing since 2006, In addition, the prospect of developing mining and oil resources points to a possible improvement in the amount of financing for the healthcare sector. Implementing the law on decentralization will also help to increase the level of healthcare financing by the local and regional authorities. Niger has drafted a document for the overall strengthening of the healthcare system. Other TPF such as the Global Fund and Niger’s common healthcare fund are involved in the financing of this plan.

The Ministry of Public Health has an official in charge of working with and coordinating the TFP. He is also in charge of managing the financing of the activities at different levels. The method for managing GAVI HSS support is based on the current mechanism for managing the funds managed in the Common Fund. The HSS activities are included in the HDP, which is translated in to the district health development plan (DHDP) and the annual action plan (AAP). Monitoring and evaluation of the interventions planned are included in the HDP monitoring and evaluation mechanism put in place by the MPH. To guarantee the lasting nature of the interventions planned, a more intense effort will be made to enlist funds from the State budget, which has included a significant increase every year since 2006 with an execution rate of nearly 85 percent
. Furthermore, owing to the short duration of this proposal, Niger hopes to receive more support from GAVI eventually in a more global context (IHP+)  

The population of Niger in 2009 is estimated at 14,825,071 according to the projections of the National Institute of Statistic (INS). The birth cohort is estimated, according to the same projections, at 797,519. The total allocation available for the country, based on a birth cohort of one year, is US $3,987,595 for [word missing] 

The total cost of the support would be $3,985,799 for the year considered.  


Section 1: Application process

To the Applicant: Section 1.1

In this section, please describe the GAVI HSS application process.   

· Please start with a description of your healthcare sector coordinating committee or its equivalent (table 1.1). 

1.1: The HSCC (or its national equivalent)

	Name of the HSCC (or its equivalent):

In Niger, the equivalent is the Comité National de Santé  (National Healthcare Committee) (CNS)

	HSCC operational since: 

The CNS has been in operation since November 28, 2006 (created by decree N° 00229/MPH/LCE/DEP) (appendix 14a). It is chaired by the Minister of Public Health. It is a liaison and coordination body between the Government and the TFP, in charge of setting policy for the healthcare sector. In addition, it validates the proposals by the CTNS. It is made up of 30 representatives of the Ministries, the National Assembly, Regional Governments, professional organizations, educational institutions and civil and religious associations.



	Organizational structure (for example, sub-committee, stand-alone committee): 

Organizational structure (for example, sub-committee, stand alone committee):

The Comité Technique National de Santé (CTNS) has been designated by the monitoring and evaluation manual of the Health development plan (HDP) (appendix 12) to facilitate the preparation of sector policy documents (formalized by decree N° 00233/MPH/LCE/DEP of December 1, 2006 (appendix 14b). this committee, which is chaired by the Secretary General of the MPH, is made up of around one hundred members from different units of the MPH at all three levels of our healthcare pyramid, from other ministries, private healthcare representatives, NGOs and civil society organizations and TFP. Since November 16, 2006, Technical Committees have been created at the regional, district and community levels (by decree N° 003990/MPH/LCE).  In connection with the preparation of the HSS applications to be submitted to the Global Fund and to GAVI, a Task Force (TF) formalized by departmental memorandum N° 00161/MPH of December 16, 2008 (appendix 13) This TF is chaired by the Director of Public Health and Education (DHP/ES) of the Ministry of Public Health.



	Frequency of meetings 

The CNS meets twice a year in ordinary session, and in special session if need be when convened by its chairman. 



	Roles and general functions: 

The CNS  is in charge of:

· Validating regional plans

· Monitoring and evaluating the HDP

· Monitoring indicators 

· Holding midyear AAP meetings

· Mobilizing resources

· Monitoring and controlling the budget

· Coordinating the actions of the TFPs 

The CTNS is in charge of:

· Monitoring the preparation of the Sector Development Plan and the cAAP at the central level 

· Monitoring and evaluating the HDP

· Monitoring the indicators 

· Holding midyear reviews of the AAPs

· Monitoring and controlling the budget

· Conducing audits of the healthcare sector  

The TF is in charge of drawing up the proposal for GAVI and for the following:

· Ensuring broad participation by all the stakeholders in drawing up the proposal 

· Conducting a situational analysis taking into account all the components of the healthcare system 

· Identifying priority problems, even bottlenecks in the healthcare system related to immunization and other maternal and child healthcare services 

· Prepare the proposal’s action plan (objectives, activities, timetable, and budget) and the monitoring and evaluation system.




To the Applicant: section 1.2

· In this section, please describe the process followed by your country to prepare this application for HSS support from GAVI (table 1.2) 

Note: Without supporting documentation (signed minutes of the HSCC meetings) and a detailed description of the process of preparing the application, the GAVI Independent Review Committee (IRC) will be unable to evaluate the involvement of the key participants (civil society, bilateral, private sector and representatives are hard-to-reach populations) in the process. The signed minutes of the HSCC meetings related to the preparation of the application for HSS support must be attached (document number…) as supporting documentation with the signed minutes of the meeting (document number …) during which the application was approved by the HSCC. 

1.2: General description of the application process 

	Who coordinated and supervised the process of drawing up the proposal?

The process of preparing the proposal was coordinated and supervised by the Secretary General of the MPH, who is also the Executive Secretary of the CNS and chair of the CTNS.



	Who was in charge of the first draft of the application? Was technical assistance provided?

The application proposal was drawn up by the ad hoc TF under the chairmanship of the Director of Public Hygiene and Health Education (DHP/ES) of the Ministry of Public Health. The TF received technical and financial assistance from the WHO Country Team, UNICEF, WHO Geneva, the UNPF, the common HDP support fund, the West African inter-country Team and an international consultant hired by Belgian Technical Cooperation.

	Give a brief chronology of the activities, meetings and reviews that led to the submission.

· The process started back in March 2007 after the GAVI sub-regional technical briefing workshop on strengthening the healthcare system held in Ouagadougou by the WHO.  

· During the same period, a task force was created to start writing the proposal. However, the resources needed to prepare the request proved to be insufficient.

· In December 2008, the process was reactivated with the Ouagadougou meeting; four members of the TF participated in that workshop on strengthening capacities to write GAVI and Global Fund HSS requests.

· January 21-24: workshop on harmonizing GAVI and Global Fund requests [held] by the TF sub-committees in Niamey and Tillabéry.

· January 27, 2009: review by the WHO/HQ and STD team of the GAVI and Global Fund proposals for strengthening health systems. 

· February 17, 2009: HSS document presented to the National Healthcare Technical Committee (CTNS) and to the CNS (Report summarizing the CNS meeting: appendix 11 and attendance list of the CTNS meeting of the CTNS meeting: appendix 15).

· February 16-18, 2009: workshop held by the Ministry of Health in connection with the CTNS conference at the Niamey Palais de sport to analyze the situation and identify any priority problems, with the participation of civil society and technical and financial partners.

· February 25, 2009: meeting held in the office of the Minister to recap the Ouagadougou meeting on the process of preparing the HSS.

· March 13-14: Meeting to flesh out the HSS strategy document with the participation of the members of the proposal writing committee, regional health directors, technical and financial partners, the central departments of the MPH and representatives from civil society.

· March 17-19, 2009: participation in the peer review in Ouagadougou of the GAVI and Global Fund health systems strengthening proposals.

· April 15-17, 2009: workshop held to flesh out the HSS proposal document.

· April 23-26: Finalization with the support of an international consultant (CTB financing) of the HSS requests to be submitted to GAVI and the Global Fund.

· April 29-30: Request submitted for signing by the Minister of Public Health, the Minister of the Economy and Finance and UNICEF.  

·  May 1, 2009: Request submitted to GAVI in Geneva by the Government of Niger.



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

After drafting by the TF, the proposal was submitted for review by the members of the National Healthcare Technical Committee (CTNS) during its conference held in Niamey on February 17 and 18, 2008. 



	Who approved and signed the application before it was submitted to the GAVI Secretariat?

The application was approved by the Minister of Public Health and the Minister of Economy and Finance and by UNICEF.

Was funding received from GAVI to prepare the application for HSS support? If so, how much was received and how was it or will it be used? 

The amount of funding received from GAVI to prepare the application for support was USD 50,000, received in May 2009. It was used to finance the workshops on drafting, correcting and finalizing the application and to reproduce working documents and the request.




To the Applicant: section 1.3

· Please describe the roles and responsibilities of the key partners in preparing the application for HSS support from GAVI (table 1.3) 

Note: All the key partners must be included in the process: the Ministry of Health as well as the planning and immunization departments; the relevant coordinating committees, the NGOs and civil society and the private healthcare sector. If there is no involvement by civil society or the private healthcare sector or by other key players in the drafting of the application for the GAVI HSS, please explain below (1.4). 

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

	Title / Position
	Organization
	Member of the HSCC yes/no


	Please describe the specific roles and responsibilities of this partner in drafting the GAVI HSS application 

	Dr. Moussa Fatimata

 Minister of Public Health


	Ministry of Public Heath
	Yes
	- Executive Secretary of the CNS

 - Coordinates and organizes the different task forces responsible for drafting the HSS application (GAVI and Global Fund).

	Mr. Jacques Gourdin

Adviser 
	Belgian Consulate in Niger

Lead member of the TFPs 
	Yes 
	Enlisted the participation of the TFPs in drafting the application 

	Ms. Mayaki Hassana


	Ministry of Finance 
	Yes
	Participated in drafting the financial proposal of the application 

	Ide Djermakoye

Coordinator of the network of NGOs and Associations in the healthcare sector 
	Network of NGOs and Associations in the healthcare sector (ROASSN)
	Yes
	Participation à la validation de la proposition 

	Dr. Abdourahamane Salamatou

Regional Healthcare Director
	Niamey Regional Health Department 
	Yes
	Participated in drawing up and validating the proposal

	Dr. Alpha Cissé

Representative of the private healthcare sector
	Private healthcare association 
	Yes
	Participated in drawing up and validating the proposal  

	Mr. Danfane Weslamane

Representative of the military healthcare services
	Military healthcare services
	Yes
	Participated in validating the proposal  

	Boureima Hamidou

Director of Research and Planning
	Ministry of Public Health 
	No
	Presides over the work of the Gavi HSS and Global Fund subject area groups (task forces)

	Sadi Moussa 

Director of Public Hygiene and Health Education


	Department of Public Hygiene and Health Education /MPH
	No
	Chairman of the Word Fund and GAVI HSS TF 

	Zeinab Hadari

Permanent Secretary of the CCM/Global Fund
	Permanent Secretariat of the CCM/Global Fund - Niger
	No 
	Preparing meetings / Participation in preparing the proposal



	Dr. Tiécoura Coulibaly
	World Health Organization EPI Team Leader 
	No 
	Technical support in drafting the proposal

	Dr.Gagara Magagi
	WHO /MPN
	No 
	Technical support in writing the draft proposal

	Galadima Souley

Chief of the public accounting division
	Department of Financial resources and equipment of the  MPH (DRFM)
	No 
	Participated in drafting the proposal 

	Maiga Moustapha

Head of the Monitoring and Evaluation Department
	Immunization Division /MPH
	No 
	Participated in drafting the proposal 

	Dr Lado Abdoulaye

Division Chief 
	Immunization Division /MPH  
	No
	Participated in drafting the proposal  

	Magagi Jadi

Immunization Division 
	Immunization Division /MPH
	No 
	Participated in writing the draft proposal – all workshops

	Bizo Moussa

Economist
	WHO/Niger
	No
	Participated in writing the draft proposal

	Abdoulaye Alhassane
	Immunization Division /MPH
	No


	Participated in writing the draft proposal

	Saadou Garekam
	Civil society (ROASSN)
	No
	Participated in drafting the proposal 

	Ms. Dejean Mariama
	Immunization Division/ MPH
	No
	Participated in drafting the proposal  

	Dr. Adamou Zeinab 
	Immunization Division/MPH
	No
	Participated in drafting the proposal  

	Boubacar Abdou
	Immunization Division/MPH
	No
	Participated in drafting the proposal  

	Hinsa Ide
	Immunization Division / MPH
	No
	Participated in drafting the proposal  

	Hamma Aissa Sambo
	Global Fund subject area group (task force)
	No
	Participated in drafting the proposal 

	Ousmane Oumarou
	DEP/MPH HSS focal point
	No 
	Participated in drafting the proposal  


To the Applicant: section 1.4

· The partners and members of the HSCC are encouraged to provide their comments and inform the GAVI Secretariat of any concern or question anticipated on the implementation, monitoring or the financial provisions.

· If the HSCC wishes to make any additional comment or recommendation on the application for HSS support from GAVI to the GAVI Secretariat and the Independent Review Committee, please do so below. 

· Please explain if there was no involvement by civil society or the private sector and indicate whether they are supposed to have a service provision or support role in applying the support for the GAVI HSS. 

· If this is an application for renewal, please describe the primary changes introduced in this proposal. 

· Please describe any lesson learned, or useful practice developed during the writing of the proposal for the HSS.

1.4: Additional comments on the process of writing the GAVI HSS application 

There are no additional comments, given that this document is the result of an interactive process followed by all the players without reservation, and that the task force benefited from the contributions from all the healthcare partners (bilateral, multi-lateral, UN systems, NGO and civil society cooperation). These partners are represented in the different HDP monitoring and evaluation bodies at all levels of the healthcare pyramid.

Section 2: Information on the national context

To the Applicant: section 2.1

· Please provide the most recent socio-economic and demographic information available for your country. Please specify the dates and sources of the data (table 2.1). If they differ from or are inconsistent with the data used in other GAVI applications or audits, then supporting documentation must be provided. 

2.1: Current socio-demographic and economic information on the country
  

	Information
	Figure
	Information
	Figure

	Population [2009] (1)
	14,825,071  
	GNI per capita [2007] (4)
	$284 USD

	Annual birth cohort [2009] (1)
	797,919
	Mortality rate for children less than five years of age [2006] (4)
	198/1000

	Surviving infants [year] 
	N/A
	Infant mortality rate [2006] (4) 
	81/1000

	Percentage of GDP allocated to health

[2007] (2)
	2.5%


	Percentage of government expenditure on health [2007] (2)
	9.6%

	Rate of DTP3 coverage (by gender, if available) [2008] (3)


	89%
	Percentage of the population living below the poverty line [2005] (5)
	62.1 %

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

Sources:

(1) INS, RGP/H, 2001, demographic data on Niger 2008  appendix 10; (2) MPH, Review of Healthcare Sector Public Expenditures, 2007; (3) MPH, EPI administrative data, 2008  (4) Office of the Prime Minister, Accelerated Development and Poverty Reduction Strategy (ADPRS), 2008-2012 (appendix 6), Niger; (5) Office of the Prime Minister, Evaluation report on the PRS (en), 2005.




Niger is a Sahelian-Saharan country measuring 1,267,000 km² with a population of 

14,825,071 (according to the projections of the INS), 80 percent of whom live in rural areas and 62.1 percent (Source: Accelerated Development and Poverty Reduction Strategy, Evaluation Report 2005, page 35) of whom live below the poverty level. Its population is increasing by 3.3 percent owing to one of the highest birth rates in the world (7.1 children per mother). The population is concentrated in the southern half of the country, mainly along the border of Nigeria, which is 1,200 kilometers in length. The northeastern part of the country is the vastest and the least populated. It is even unpopulated in the far north.  Although the literacy rate is only 20 %, the percentage of children in primary school is 56 percent for boys and 40 percent for girls
. The national rate of access to drinking water is 62 percent (Ministry of Hydraulics 2007) and access to basic sanitation infrastructures 20 percent in 2007. With GDP of 1,850 billion FCFA, or USD 284 per capita per year, Niger’s economy is based mainly on agro-pastoral activities (40 %) and government services (43%).

From an administrative and political standpoint, the democratic process is becoming increasingly ingrained under a presidential regime with a parliament of 113 deputies, 25 percent of whom are women. More and more is being done to increase leadership by women. Niger is subdivided into eight administrative regions run by governors appointed by the President. The representatives of local authorities (265) have been elected since 2004. Since 2001, Niger has developed a development and poverty reduction strategy based on priority interventions in the basic social sectors including health. This strategy calls in particular for interventions in favor of vulnerable groups and gender promotion.

To the Applicant: section 2.2

· Please provide a brief summary of your country’s healthcare sector plan (or its equivalent), including the key objectives of the plan, the strong points and the weak points identified through the healthcare sector analysis, and the priority areas for the development to come (table 2.2).

· Please point out any specific socio-economic barrier to access to immunization services, e.g., hard-to-reach populations or gender inequality.

2.2: Overview of the national strategic plan for the healthcare sector (document N °2) and how it relates to the cMYP (document N° 3.)

	The Health development plan (HDP 2005-2010)

Niger’s health policy is implemented through Health development plans. The health planning process initiated in Niger starting in the 1990s led to an initial Health development plan (HDP) for the years 1994-2000. Thus a second HDP (for 2005 -2010) was prepared with the support of the technical and financial partners (TFP) responding in the healthcare sector. The HDP is consistent with the goals of the Accelerated Development and Poverty Reduction strategy (ADPRS) for 2008-2012. It is entirely focused on achieving the Millennium Development Goals, i.e. (i) reducing the prevalence of malnutrition (MDG 1), (ii) reducing the infant, child and maternal mortality rate (MDG 4 & 5), (iii) stopping the transmission of HIV/AIDS and reversing its trend, reducing the transmission of malaria and tuberculosis (MDG 6), (iv) making essential generic drugs available to all developing countries (MDG 8).

To implement the 2005-2010 HDP, a Five-year Work Program (FWP) with a sliding target date and a monitoring and evaluation manual were designed. A partnership agreement was signed between the MPH and the TFP, which solidifies their commitment in a sector-based approach with the creation of an HDP Common Support Fund. A monitoring and evaluation manual was prepared with a set of indicators to be followed. The situational analysis led to the identification of 15 priority problems that can be organized into seven major categories: 

· The very high maternal and infant mortality rate,

· The poor accessibility of the population to quality care and services,

· The insufficiency in terms of quality and quantity of healthcare personnel

· The lack of decentralization for better involvement of the outreach level in decision-making, programming, planning and implementing health policy, including community participation,

· The institutional weakness of the MPH,

· Maintenance shortages for furnishings and real property,

· The shortage of essential drugs and quality medical supplies in health facilities.

The general goal of the HDP is to “contribute to the reduction in maternal and child mortality by improving the efficiency and quality of the healthcare system based on existing potential.”

The following eight (8) specific objectives were identified in the HDP.

· Increase accessibility of the population to quality care and services;

· Strengthen reproductive health activities;

· Strengthen the decentralization process in the healthcare sector;

· Increase community participation in local health policies;

· Strengthen the management capability and the institutional skills of the MPH ;

· Reduce the qualitative and quantitative insufficiency of healthcare personnel;

· Increase the effectiveness and efficiency of the infrastructure management and the material resources provided to the health departments;

· Increase the availability of essential drugs and quality medical supplies in healthcare facilities.

These objectives were translated into eight programs and expected outcomes, through which all interventions are done in the healthcare sector (Page 109-110 of the 2005-2010 HDP).


	The Comprehensive Multiyear Plan (EPI cMYP 2007-2010)

The Comprehensive Multiyear Plan (EPI cMYP 2007-2010) was prepared in order to ensure equal access by everyone to immunization services, to increase the use of immunization services, introduce new vaccines and see to it that immunization is included with other healthcare interventions. The overall purpose of this plan, which comes after the first EPI Strategic Plan for the period 1988-1992 and which was the next to the last for the period 2002-2006, is to “contribute to the reduction in morbidity and mortality related to diseases preventable through immunization.” To reach this objective, the cMYP is aimed at the following specific objectives:

· Improve the current performance of routine EPI by including the pentavalent vaccine (DTP- HepB - HiB combined), by improving the use of the vaccine against yellow fever and by introducing the second dose of the measles vaccine starting in 2008.

· Eradicate poliomyelitis in Niger by 2010, 

· Eliminate Material and Neonatal Tetanus by 2010.

· Control measles.

These objectives are focused on and dovetail with achieving the goal and conducting programs I and II of the HDP, which aims to reduce infant-child mortality by 25 percent by the year 2015 by improving accessibility and use of curative and preventive services. The objectives of the cMYP are in keeping with the four strategic areas making up the “Global Immunization Vision and Strategies” (GAVI), which urges countries to introduce national immunization coverage of at least 90 percent for all antigens and at least 80 percent in all districts by the year 2010.

The principal strategies contained in the cMYP are the following:

· Strengthen routine activities under the Expanded Immunization Program (EPI) and continue additional Immunization activities (polio, MNT, measles) combined with National Micro-nutriment Days (NMD).

· Combat transmissible diseases with approaches improving prevention such as immunization. 

These strategies also emphasize integrating other health interventions aimed at promoting child survival, particularly vitamin A supplements and other micronutrients like iron, distribution of treated mosquito nets, deworming of children and promoting healthy childbirth.

Furthermore, several other essential programs to combat childhood disease (PCIME), the IEC/healthcare program, reproductive health programs and programs to fight STD/HIV/AIDS implemented in the country help to strengthen immunization activities.


Section 3: Situational Analysis / Evaluation of needs

To the Applicant: section 3.1

HSS support from GAVII HSS support from GAVI cannot attack all the obstacles existing in the healthcare system that have repercussions on immunization services and other maternal child healthcare services. HSS support from GAVI must not replicate but find solutions to supplement and take advantage of other funding to strengthen the healthcare system, and fill in the existing gaps in current attempts to improve the healthcare system.

· Please provide information on the most recent evaluations of the healthcare sector that have identified obstacles in the healthcare system (table 3.1)

NB: The evaluations may contain a recent assessment of the healthcare sector (conducted in the past three years), a report and a recent study of sector constraints, a situational analysis (like the one conducted for the cMYP), or any combination of those documents. Please attach the reports on those evaluations to the application (with summaries if you have any). Please number them and list them in appendix 1. 

NB: If there is no recent in-depth evaluation of the healthcare system (in the past three years) then a case review must absolutely be done that identifies and analyzes the main bottlenecks in the health systems before introducing your request to obtain HSS support from GAVI. This review must identify the main strengths and weaknesses of the healthcare system and the points where it will be necessary to strengthen the capability of the system to succeed in improving immunization coverage and maintaining it at the level reached.

NB: Any questions related to the specific way in which hard to reach populations can be reached and to the increase in coverage in the evaluations or in the national healthcare plan must be stressed (like problems related to gender or to other socio-economic factors).

3.1: Recent Evaluations of the Healthcare or Immunization System

	Name of the evaluation
	Participating agencies 
	Principal outcomes in terms of infant mortality, vaccine coverage or weak points in the healthcare system
	Dates
	

	Niger, Demographic and Health Multiple Indicator Survey (EDSN-MICSIII) (appendix 5)
	National Institute of Statistics (INS) and the Ministry of Public Health (MPH), with the financial and technical assistance of UNICEF, USAID and Macro International Inc. (USA), and contributions from the WHO, World Bank, UNDP, UNPF. 
	The data gathered in the field produced the following indicators::

· Infant mortality rate 

· Mortality rate for children below the age of 5

· Maternal mortality rate 

· Proportion of births assisted by a qualified worker

· Proportion of children one year of age vaccinated for DTP3

· Proportion of children one year of age vaccinated against measles

                                                                            
	81/1000

198/1000

648/100,000

21.9%

39%

47.0%


	January June, 2006

	Internal interim evaluation report of the Health development plan (HDP) 2005-2010 (appendix 7)
	The MPH and teams of evaluators (internal and external) with the participation of independent consultants, Technical and Financial Partners (TFP) and broad participation by civil society and the private healthcare sector. 
	Principal outcomes

· Percentage of the MPH budget in the State budget

· Proportion of HF with personnel meeting the standards (CSI, HD, RHC)

· Proportion of population with access to CSI offering MPA

· Proportion of children one year of age vaccinated for DTP3
	9.54 (2007)

46% (2007)

37 % (2007)

75% (2007)
	October 2008



	Memorandum on the joint review of the healthcare sector  (appendix 8)
	MPH and partners (see Section 1.1 of the form for the composition of the Committee). 
	· Proportion of the healthcare budget allocated to regions and HD

· Proportion of HF with personnel meeting the standards (CSI, HD, RHC)

· Proportion completed or supervised by level

· Rate of PNC coverage

· Proportion of population with access to CSI offering MPA
	70.6% (2008)

43.97% (2008)

62.3% (2008)

81.25% (2008)

44.57% (2008)
	February 2009


To the Applicant: section 3.2

· Please provide information on the main obstacles existing in the healthcare system blocking improvement in vaccine coverage that have been identified by the recent evaluations listed above (Table 3.1). The information must also stress any socio-economic or political reason as well as the role of men and women in society, the family or the working age population, attitudes toward boys and girls as well as any perceptions that may affect the vaccine coverage of specific ethnic groups or men and women. 

3.2: Main obstacles to improvement in vaccine coverage identified by recent evaluations

	The recent evaluations done identified the obstacles and inadequacies in terms of implementing the HDP, which affect the health of the people, particularly immunization.

Such inadequacies identified have given the Ministry of Public Health the information needed for decision-making to design a new HDP for 2011-2015. The preparatory document drafted specifies that the future HDP will be based on the following two principal areas:

· One area devoted to “strengthening the healthcare system,” which must overcome the current inadequacies in the healthcare system and give it all the capability necessary to reach the objectives,

· One area devoted to “operation of the healthcare system,” which must guarantee the availability of the human, material and financial resources to achieve the objectives to be set. The main obstacles identified by these recent evaluations relate to the following areas::

· Provision of healthcare services,

· Human resources, 

· Health information,

· Drugs, vaccines and technologies,

· Health funding, 

· Leadership and Governance.

I. Provision of healthcare services

Poor physical accessibility is noted (0-5Km), especially in rural areas. Integrated Health Centers (CSI) offering the minimum package of activities (MPA) 
 including primary care. 

Thus 44.6 percent of the population lacks access to MPA owing in part to insufficient coverage and in part to problems reaching vulnerable populations like nomads. 

The poor quality of patient care and facilities that results in poor performance in terms of reproductive health, outdated healthcare facilities (HF), insufficient supervision in terms of quantity and quality, poor cold chain availability, poor availability of means of transportation, insufficient management of biomedical waste and poor coverage of healthcare facilities in terms of drinking water and basic sanitation.

II. Human resources 

·  Poor distribution of human resources at all levels of the healthcare system, marked by an insufficient number of healthcare workers in the health departments. On the one hand, 52 percent of the CSI have manned by a single healthcare worker, the six regional hospitals (2nd referral) are lacking in specialists; on the other hand, there is insufficient training of healthcare workers regarding the poverty of parents of school children in terms of financing their studies, especially in the rural areas.

· Lack of quality personnel 

Related in part to poor training and skills and in part to poor motivation of workers. Thus the evaluations reveal inadequate patient treatment and a low satisfaction rate at the community level.

III. Health information  

·  The inadequacy of the health information system results in problems transmitting comprehensive quality data within the deadlines and insufficient data processing. Furthermore, the data gathered do not provide information on gender, equity and governance (transparent resource management). 

IV. Drugs, vaccines and technology   

· Weakness in the drug and quality medical supplies supply chain leading to frequent interruptions at all levels. 

· Insufficient bio-medical materials and laboratory reagents.

V. Health funding

The evaluations show a low level of funding of the health sector. The percentage of the State budget allocated to the health sector is 9.78 percent in 2008 while the African heads of state have set an objective of 15 percent. Around US18 per capital is devoted to health expenses compared with the $34 to $40 recommended by the WHO.

VI. Governance/Leadership

· Owing to inadequate governance, there is poor management capability at all levels of the healthcare system. The central departments suffer from compartmentalization. This prevents communication among the central departments, on the one hand, and between the MPH and the other levels of the pyramid. There is also insufficient decentralization in terms of human resources.

· These evaluations of the sector also show major interference by political, socio-economic and cultural factors that hinder the management, availability and use of healthcare services, i.e.:

· The poor state of the roads, reducing the accessibility of some villages to vaccine activities

· Some socio-cultural behaviors that are harmful to health, and taboos (food, female circumcision, premature marriage, religious fundamentalism, etc.)

· The low percentage of girls in school and the low literacy rate of the population in general 

· The low income of most of the households (62.15 of the population lives on less than a dollar a day)

· The more recent lack of security in some parts of the country

· Seasonal migrations of workers to neighboring countries. 




To the Applicant: section 3.3

· Please provide information on the obstacles treated adequately with existing resources (Table 3.3). These may be socio-economic, political or related to gender, in accordance with the research done in the social sciences.

3.3: Obstacles treated adequately with existing resources 

The MPH is in the process of resolving the inadequacies identified in collaboration with the local authorities and the community, the partners and NGOs. 

Provision of services

In terms of accessibility

The care offered in the public health system is distributed by a network of healthcare facilities that currently includes 711 CSI and 1951 healthcare huts, all operational. Still to increase this supply of quality care, 131 healthcare huts were converted to CSI (scaled down variety in 2008) and 150 will be converted every year. Furthermore, some CSI offer Sexual and Reproductive Health services to teens and youth (SSRAJ). Routine EPI activities were strengthened by holding supplemental immunization campaigns (LVD, NVD). In addition, the MPH has undertaken to build and equip six regional “Maternal-child” centers and promoted the organization of health fairs
 integrated mobile teams
 .

In terms of financing, mother and child pairs are treated free of charge for the following (prenatal consultation, free care for children up to age five, gynecological cancers, contraceptives and cesareans). However, childbirth and other obstetrical complications are not free of charge. 

In terms of the quality of care 

The MPH has rehabilitated several healthcare facilities with the support of the partners. This includes gas supplied to all the healthcare facilities by the State, the local authorities, the communities and some TFP, ONG and Associations. This also involved the acquisition of cold chain equipment and means of transportation for supervision. 

Human Recourses 

In terms of human resource management, efforts were made through the recruitment of 362 healthcare workers (all categories combined) in 2007, bring the total workforce to 7,376 at year-end 2008. In addition, 1,811 nurses or community health workers (CHW) were hired for the healthcare huts in operation. Specialists were trained in HIPC funds and other partner funds. Human resources management was decentralized with the creation of a human resources management office (BGRH) and the assigning of human resource managers to every DRSP (Regional Public Health Department). The government has also introduced financial incentives to encourage workers to work in rural areas. It also promoted the introduction of incentive bonuses (e.g., allowances for risk or hardship or duty-related bonuses).

In the area of the quality of human resources, the MPH has trained specialists in various areas, and provided on-the-job training at all levels. It also designed and adopted a National Contractualization strategy (NCS) and developed tools and procedures to implement it.

Health information

The MPH has equipped 60 percent of the CSI with BLU communications radios, including training in their use and preventive maintenance. It has equipped the central level, the Regions and the health districts with computer equipment and connections to the web. It has trained personnel to staff the epidemiological surveillance centers (ESC) as well as the regional planning and health information centers in the area of epidemiological surveillance in the field.  

Drugs, vaccines and technology

The healthcare facilities are supplied every year by the State, cost recoveries and the partners. Under the Initiative for Vaccine Independence in Africa (IIV), the State pays for vaccines and medical supplies. It also buys and maintains bio-medical equipment. The TFPs also contribute to supplies of ESDs, vaccines and medical devices at all levels.

Health funding

From 2006 to 2007, the healthcare budget allocated by the State changed significantly, from 7 percent in 2006 to 9.54 percent in 2007 of the general budget of the State. In 2009, it rose to 9.81 percent of the general budget, still below the 15 percent objective set by the conference of African heads of state and government in Abuja in Nigeria in 2001. Moreover, free care was introduced for children below the age of five, women for contraception (family planning), caesarians, PNCs and the treatment of gynecological cancers. A specific line item for the purchase of vaccines was added to the State budget (841,094,000 CFAF in 2008) to guarantee vaccine independence. A law was passed on developing healthcare mutuals in Niger with the creation of a few mutuals, with initiatives for medical coverage in some companies. The MPH has designed and adopted the basic documents for the creation of a healthcare social fund. 

Governance

For better management of healthcare services, the MPH has adopted several laws, regulations and strategic documents, e.g., the HDP issued under the ADPRS, Health development plans from the Districts (DHDP), the 2008-2010 MTFSE (medium term framework for sector expenses), the “Country Compact” in the process of being drafted, the hospital reform, the national strategy for community participation (decentralization of CSI and healthcare hut management) and contractualization. It is in the process of creating an intranet system connecting the MPH and decentralized departments. A liaison office has been established between the MPH and the TFPs at the national and regional levels. A law on the exercise of private healthcare was enacted as well as the decree on the structure of the MPH. Healthcare committees were created at all levels of the system to facilitate the involvement of communities in healthcare management. In addition, 60 percent of the State healthcare budget was allocated to decentralized structures and 40 percent to the central level. Bills on hospital reform now pending will make it possible to design a healthcare map, a patient charter and to implement hospital construction projects. 

However, there are still some inadequacies that the MPH aims to resolve with the support of its partners.

To the Applicant: section 3.4

· Section 3.4 must stress the most important obstacles not treated adequately, giving the reasons why they are designated as priorities compared to those not currently funded by other sources, such as those that will have a maximum impact or that will serve as catalysts for other activities for geographical or social reasons. If there is an obvious lack of a national policy emphasizing an approach based on Human Rights for access to healthcare services (including for reasons of gender) or a lack of skills at different levels of the healthcare system, it must also be mentioned here.

3.4: Obstacles not treated adequately (in order of priority)

In connection with the strengthening of its healthcare system, Niger designed a national strategy that was adopted by the players in the field and the TFPs in a workshop held in Niamey on March 13-14, 2009. Through this strategy, the Ministry of Public Health aims to raise funding from all the TFPs to develop the sector. Regarding the role played in strengthening the healthcare system by each technical and financial partner, funding for the HSS strategy will be broken down in accordance with priority intervention areas. 

For the request to GAVI for support, it will focus on part of the six areas mentioned in the analysis of insufficiencies not treated adequately. These are listed below.

I. Provision of services

·  14 districts with poor physical accessibility with vast stretches of land do not perform the integrated mobile activities due to the lack of material and financial resources.

· The poor quality of patient care and treatment results in poor performance in terms of reproductive care, outdated healthcare facilities, insufficient supervision in terms of both quality and quantity, an insufficient cold chain and a shortage of means of transportation, insufficiencies in the management of bio-medical waste and healthcare facilities lacking a drinking water supply system and basic sanitation.

II. Human resources

· Poor distribution of human resources at all levels of the healthcare system, marked by a lack of sufficient healthcare workers in the health departments. Thus as recently as 2008, 52 percent of the CSI are manned by a single healthcare worker and the six regional hospitals (2nd referral level) are lacking in specialists.

· Lack of quality personnel 

Due in part to poor training and in part to a lack of worker motivation. 

III. Health information  

·  Problems transmitting comprehensive quality data within the deadlines, insufficient data processing. In addition, the data gathered do not give information on gender, equity or governance (transparent resource management). In fact, the latest DQS dates back to 2003.

IV .Governance

The 2005-2010 HDP is nearing the end, as is the cMYP for 2007-2010, which would limit continued attempts to receive funding for immunization activities at all levels and would delay the signing of the country compact, the implementation of the HSS strategy as well as all the interventions that will have to be conducted by the players for the development of the sector.

To the Applicant: section 3.5

· Section 3.5 must present the barriers encountered by civil society and the private sector in performing immunization services and strengthening the health systems and in taking part in the national process to increase vaccine coverage.

3.5: Describe the specific obstacles encountered by civil society and the private sector in performing immunization services and strengthening the healthcare system and in taking part in the national process to increase vaccine coverage.

There is little participation by the private sector or civil society in implementing immunization activities. 

There are several reasons for this: 

· The national policy requires all children to receive vaccines free of charge. 

· Most of these private entities do not have certified cold equipment, which limits their ability in this area.

·  Services are rendered free, which does not suit the private entities.

· Civil society entities are lacking in capacity and they are more motivated to engage in awareness activities more in the area of HIV/AIDS. 

Despite the insufficiencies listed, efforts are under way to involve more private entities in immunization activities as a medical gesture. 

In terms of listing the support of citizens for immunization, civil society through NGOs and associations are our special partners in this area. This request calls for the lead teams (equipes cadre) to arrange social events with the private sector. The private health schools are also involved in implementing the activities of this request.

In addition, ROASSN (the Network of Organizations and Associations in the Health Sector) is a member of the health sector improvement task force created by the Ministry of Public Health for the purpose of preparing funding applications to be submitted to The Global Fund and to GAVI. In order to produce these applications, many meetings and discussion sessions have been held. The ROASSN representative actively participated in the preparation committee meetings. ROASSN is also a member of the Technical Health Committee and the National Health Committee. These entities reviewed, amended and approved the aforementioned applications. 

In order to implement its sectoral health policy, the Ministry of Public Health (MSP) also prepared a contractualization strategy in 2009. Therefore, the MSP has a formal framework for civil society's participation in all types of health-related activities. Civil society organizations are, at all times, fully involved in all types of health-related actions through their mobilization of communities in order to access and use health services. Government entities very often rely on these organizations to carry out awareness-raising activities in order to make positive changes in public health, maintain an environment that promotes good health and fight certain emerging or vaccination-preventable illnesses. 

In the context of this application, they will be used to mobilize communities around vaccination, specifically in areas that are difficult to access. They will also be a part of the vaccination committees and teams; they will play an important role in contributing to vaccination activities. They will also be directly involved in carrying out activities related to providing health services and to governance and health information. Members of civil society also participate in yearly site visits that the MSP organizes together with health sector partners. 

Regarding monitoring and evaluation of the HDP, the private entities are participating in this process as member of the bodies at different levels of the system.

Section 4: Goals and objectives of HSS support from GAVI

To the Applicant: sections 4.1 and 4.2

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

· Please describe (and number) the objectives for HSS support from GAVI (table 4.2). Please make certain that the objectives chosen are SMART (Specific, Measurable, Acceptable, Realistic and Time bound) 

· This section must demonstrate a) why the objective proposed for HSS is supposed to maintain vaccine coverage and b) how the activities proposed will ensure that the HSS objectives will be met. Therefore it is very important to show the links between the obstacles – goal – objectives – activities and indicators. They must follow a logical sequence, and different outputs outcomes and processes must be identified. It must also appear obvious how the activities proposed will improve or maintain vaccine coverage. 

· Geographical questions: If a separate subregional area was selected for an intervention, it must be clear how and why the area was selected and the reasons must be given for the specific geographical indicators and criteria. 

· All supporting documentation and contextual information (like the Human Rights Policy, document number…, the procurement policy, document number…the medium term expense framework, document number…) must be cited here and references must be identified in terms of sections and page numbers referred to in the document. 

4.1: Goals for HSS support from GAVI

	Contribute to an improvement in the state of health of the population in general and maternal child health in particular.




4.2: SMART objectives for HSS support from GAVI 

	To reach this goal and reduce existing inadequacies and bottlenecks, the TF has determined the following objectives and expected outcomes:

Specific objectives 

Objective 1: Increase the proportion of the population with access to the MPA from 44. 6% to 50 % by improving immunization coverage in children below the age of five by the end of 2010; 

Objective 2: Provide the central level within the deadlines comprehensive and quality data from at least 70 percent of the healthcare facilities by 2010;

Objective 3: Support the preparation and adoption of a new 2011-2015 health development plan;

Objective 4: Support the preparation and adoption of a new comprehensive multi-year immunization plan for 2011-2015.

The outcomes expected are listed below: 

· Improvement in material and logistical resources to enable healthcare personnel to offer the MPA (minimum package of activities) in healthcare facilities for the most remote populations;

· Improvement in the quality, availability and use of healthcare information at all levels, particularly at the district and CSI (integrated healthcare center) levels. 

· Improvement in the planning process so as to enlist more financial resources to implement the healthcare policy by preparing two documents (the HDP and the cMYP).

Justification

Objective 1:

The MPH has undertaken reforms aimed at strengthening the healthcare services of the districts in order to improve access to healthcare. However, although the network of healthcare facilities was expanded, access by the population to the MPA remains low (44.6%). In addition, the major deficit in personnel is such that healthcare activities, as well as vaccine activities are mostly conducted in limited locations within a radius of 0 – 5 kilometers. Thus health fairs and mobile teams designed for people living within a radius of more than 15 km and nomads are not properly implemented because of the immensity of the land; thus coverage remains inadequate. 

Because of the personnel deficit, it is not possible to offer a complete MPA. Mobile vaccine activities are done from health districts by teams of four workers (from several different healthcare facilities) on average to cover 20 to 30 villages per trip for around ten days. A pilot experiment with a mobile team offering a complete MPA is under way in three districts (Kollo, Say and Tchintabaraden). The country’s goal is to expand this promising experiment to 14 more healthcare districts (Tchiro, Guidan Roumdji, Abalak, Tahoua, Nguigmi, Maïné, Tanout, Gouré, Dakoro, Mahayi, Tessaoua, Doutchi, Filingué and Oualam) covering a broad stretch of land that is hard to reach, has poor healthcare coverage and is inhabited largely by a very poor nomadic population.  

The choice of these Health districts meets the concern for improving the performance of healthcare services including immunization services. To do so, the criteria defined below have been selected.

· Performance of DTP3 (Coverage below 80%)

· Performance in TT2+ (TT 2+ among pregnant women below 80%)

· Healthcare coverage  (Coverage within a radius of 0 – 5 km below 80%)

· PNC coverage in 2007 (below 80%)

· Promptness in transmitting monthly EPI reports in 2008

· Availability of healthcare workers in the healthcare facilities in accordance with the standards

This requires mainly the following:

· Equipping 14 health districts with vehicles and 156 CSI with motorcycles so they can travel to as many people as possible who do not have access to healthcare services (sparsely populated hard-to-reach areas),

· Arranging integrated mobile trips and health fairs to make health services and care accessible to people not covered by activities conducted at fixed locations.

To reduce the other factors that explain the poor MPA coverage: for example, the lack of motivation on the part of workers, and in particular the insufficient number of workers in rural areas, the poverty level of the population (62.1 % live below the poverty line. (Source: Accelerated Development and Poverty Reduction Strategy, 2005 report, page 35), the paucity of information for the population on the advantages of healthcare services and on some negative perceptions regarding health, the following actions are planned: 

· Motivating and providing performance incentives to healthcare personnel to improve the quality of care and obtain the best results;

· Enlist the support of the community so that people can adopt a behavior aimed at improving their state of health and so that the healthcare system can develop.

Objective 2: 

Effective and timely decision-making in terms of care and planning is contingent on producing, analyzing and providing quality health information. However, the availability and archiving of data at the different levels of the system are compromised by the lack of means of communication and of health workers in the required quantities with the required level of quality. Moreover, the multiplicity of the tools used to gather data related to the specific needs of the different programs also interferes with the quality of the data-gathering process and the analysis of the data.

In the face of all these problems, the MPH plans to use the GAVI funds for the following purposes: 

· To acquire communications equipment to facilitate the transmission of data and referrals and cross referrals;

· To strengthen the monitoring and evaluation of the information system activities (DQS) to improve data quality. 

Objective 3: Raising the financial resources needed to resolve the most pressing health problems of the population requires the existence of a general frame of reference for interventions for all the players in the healthcare sector. To that end, back in 1994, Niger prepared an initial development plan for 1994-2000, then a second plan for 2005-2010, which ends in 2010. Thus, so that all the players can continue to pursue interventions in a coordinated and efficient manner, the MPH is planning to prepare and adopt a new health development plan for 2011-2015. This means carrying out the following activities:

· Recruiting national and international technical assistance to support the preparation of the 2011-2015 HDP,

· Conducting missions in the field to visit all the regions to take into account the healthcare needs of the people of all the districts in the new HDP for 2011-2015,

· Holding several meetings for amendments, prevalidation and validation of the new HDP in order to obtain a document based on a consensus by all the players in the sector, including the communities and Nigerien private entities,

· Have the 2011-2015 HDP adopted by the government of Niger,

· Distributing the new HDP document at all levels of the healthcare pyramid.

Objective 4: Maintaining and expanding vaccine coverage are contingent on the existence of resources needed to fund vaccine activities. Raising these resources is definitely related to the comprehensive multiyear plan for immunization. However, in Niger this plan comes to an end in 2010. This means a new plan must be prepared and adopted by the government. The purpose of that plan is to establish a framework for the strategies and different interventions to be carried out in the next five years.

The plan will be prepared and adopted through an interactive iterative process by means of the following activities:

Recruiting national and international technical assistance to support the preparation of the plan,

Evaluating the 2007-2010 cMYP to identify any inadequacies and introduce the necessary measures to correct them,

· Organizing a data-gathering mission at all levels to take into account the immunization needs of all the health districts,

· Holding several meetings at the national level to prepare and submit the draft document to the different players involved in vaccine activities.

Adoption of the document by the government of Niger,

Distribution of the document to all levels of the healthcare pyramid.   



	
	


Section 5: Program of activities and application of the GAVI HSS

To the Applicant: section 5.1

· Please explain below plans for maintaining (both financially and technically) the impact obtained with the support from the GAVI HSS (5.1) when the resources of the GAVI HSS are no longer available.

NB: The mechanisms for technical and financial viability must be described with special attention to GAVI support concerning efforts to develop infrastructures, equipment, transportation and human resources. This must include how these investments will be maintained once support from GAVI has ended. Reference must be made to policy documents or documents stating the infrastructure, procurement or human resource development strategy (document number.(…) if any.

NB: GAVI recommends that the GAVI HSS support few priority objectives and activities  at once. It must be possible to apply, control and evaluate the activities during the time allowed for validation of HSS support from 

· For every SMART objective identified, in table 4.2, list the main activities to be undertaken to meet this objective. Include the implementation plan (duration, annual steps and end point, as the case may be) for each of those activities.

· Make certain that the timetable for the activities in table 5.2 is consistent with the expense timetable for each activity mentioned in table 5.3. 

5.1: Viability of HSS support from GAVI

	GAVI support will be sustained from a financial, human, material and technical standpoint through the joint actions of the Government, local authorities, communities and partners.  

· In the area common to all the activities (Obj.1, 2, 3, 4): 

· In the analysis section, it is stated that the State budget has gradually changed starting in 2006. However, funding remains low compared with the 15 percent recommended by the meeting of the Heads of State in Abuja in Nigeria in 2001. If current trends towards an increase in GDP continue, along with an increase in funding for the sector, the State will be able to fund any recurring costs incurred by the end of the project.

· In terms of decentralization, the local authorities are contributing to healthcare funding. In 2008, the contribution by the local authorities and the private sector was 2 percent (MT/FSE 2008-2010: appendix 4) of the health budget. However, there are plans in the decentralization law for at least 8 percent of the budget of local authorities to be devoted to health. The contribution by households accounts for a substantial part of the expenses (treatment costs, purchases of gas-powered cold chain, fuel support for health fairs, support for the maintenance system for infrastructures and equipment). The coordinating bodies in charge of liaison with all the players in the healthcare sector on the healthcare committees at all levels specify the funding and management terms and conditions. With the sector approach under way (with a common fund), Niger is committed to preparing a Country Compact with the partners.

· Other TFPs such as the Global Fund and the partners belonging to Niger’s common healthcare fund are committed to the funding of annual plans as well as the implementation of the Healthcare Strengthening System Program (appendix 1). The support requested from GAVI will be used in this context. It will enable the healthcare sector to increase expenditures on vehicles to carry out activities designed for populations in the most isolated areas. Subsequent operating costs will be covered by Niger’s healthcare budget.

· These logistical resources will be used to fund trips for health fairs and integrated mobile teams in areas where the population does not have access to the minimum package of activities (MPA).

· Health fairs involve prenatal consultations, infants, immunization, nutritional monitoring, family planning and IEC by CSI health workers in some villages of their healthcare area located farther away than 5 km.

· Integrated mobile outreach trips are integrated consultations conducted in outlying villages. Those activities that cover all the components of the MPA are conducted by a team of district health workers. The trips are made using 4 x 4 vehicles equipped with means of communication, immunization supplies, equipment for examinations and treatment, as well as drugs and medical supplies. 

· The amount requested for these activities will be used to purchase fuel and to pay per diems for the health workers on assignment. 

·  In the area of specific activities to strengthen health information (Obj.2)

· The goal of the healthcare sector is to continue results-oriented management, which started with the implementation of the 2005-2010 HDP, thus focusing primarily on the need for an effective health information system. TFPs such as the European Union applying budgetary support with variable segments pegged to indicators share this concern. Theoretically more than 65 percent of healthcare facilities send in their reports within the deadlines set by the Ministry of Health However, this figure does not take into account the quality aspect of the data transmitted.

· On the national level, in terms of statistics, major reforms under way have led to (i) the creation of the National Institute of Statistics (INS), one of the primary mandates of which is to supply the grassroots sectors, (ii) the conversion of the health information division into the Department of Statistics, Surveillance and Response to Epidemics (DSSRE), and (iii) the establishment of an intranet network between the INS, the MPH and the MEN. Revision of the computer program and security provided at the national level (eliminate foreign dependence).

· This future environment favorable to increased funding in the area of health information will make it possible to (i) acquire equipment, (i) train and supervise health workers in its use and (ii) establish a regular intervention maintenance and monitoring system.  




To the Applicant: section 5.2

· NB: Please add or (erase) the lines so that table5.2 contains the correct number of objectives for your HSS application to GAVI and the correct number of activities for each of your objectives.

· NB: Please add (or erase) the years so that table 5.2 shows the duration of your HSS application to GAVI

· NB: The budget for the first year must show the use of the costs per unit and a breakdown of the budget. This will help to achieve consistency and realism in the proposal, especially for any activity that includes major components for training or procurement. The budgets must be based on real costs and not contingencies.

· For each of the objectives identified in table 4.2, please give details of the main activities to be undertaken to meet the objectives set and comply with the implementation program for each of those activities throughout the duration of the HSS support from GAVI.

5.2: Principal activities and implementation program 

	Principal activities
	Year 1

(20…)
	Year 2

(20…)
	Year 3

(20…)
	Year 4

(20…)
	Year 5

(20…)

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

	Objective 1: Increase the proportion of the population with access to the MPA from 44.57% to 50% by the end of 2010.
	
	
	
	
	
	
	
	

	Activity 1.1: Equip 14 health districts with vehicles (including GPS) to conduct integrated mobile activities 
	X
	X
	X
	X
	
	
	
	

	Activity1.2 : Equip 156 CSI with motorcycles to conduct health fairs at villages located farther than 5 km 
	X
	X
	
	
	
	
	
	

	Activity 1.3: Organize an integrated trip 7 days a month by District in the 14 districts throughout the year to reach the villages out of range 
	X
	X
	X
	X
	
	
	
	

	Activity 1.4: Organize a health fair one day a week per CSI for the 52 weeks of the year x 280 CSI 
	X
	X
	X
	X
	
	
	
	

	Activity 1.5: Equip the CSI of the 14 health districts with cold chain equipment to better preserve antigens


	X
	X
	X
	X
	
	
	
	

	Activity 1.6: Give incentive bonuses for the performance of health services in the districts and CSIs.
	X
	X
	X
	X
	
	
	
	

	Activity 1.7 Hold health information sessions for the populations of isolated villages through community radio stations 
	X
	X
	X
	X
	
	
	
	

	Activity 1.8 Arrange trips to enlist community support before  integrated mobile activities in areas not covered 
	X
	X
	X
	X
	
	
	
	

	Activity 1.9 Arrange trips to enlist community support for the populations of the villages targeted by health fair activities
	X
	X
	X
	X
	
	
	
	

	Activity 1.10 Conduct regular integrated supervisions at all levels of the system
	
	
	
	
	
	
	
	

	Objective 2: Provide the central level within the deadline comprehensive quality data from at least 70 percent of the healthcare facilities by 2010
	
	
	
	
	
	
	
	

	Activity 2.1: Put in place a fleet system for 98 CSI for referrals and cross referrals to hospitals   
	X
	X
	X
	
	
	
	
	

	Activity 2.2: Maintain the (42) existing SSB radios at the 14 health districts 
	X
	X
	X
	
	
	
	
	

	Activity 2.3: Conduct an evaluation of the quality of the EPI data (DQS)
	X
	X
	X
	X
	
	
	
	

	Objective 3: Support the preparation and adoption of a new 2011-2015 health development plan
	
	
	
	
	
	
	
	

	3.1: Recruit international technical assistance in the 2nd quarter of 2010 for 9 months
	
	X
	X
	X
	
	
	
	

	3.2: Organize missions at the health districts to support and revise the current DHDPs
	
	X
	X
	
	
	
	
	

	3.3: Support mission to regions to revise the current RHDPs
	
	X
	X
	
	
	
	
	

	3.4  Hold a workshop to prepare the first draft of the 2011-2015 HDP in Niamey for a period of 10 days
	
	
	X
	X
	
	
	
	

	3.5: In each region hold a meeting to amend the new HDP
	
	
	X
	X
	
	
	
	

	3.6  Hold a meeting to amend the draft of the 2011-2015 HDP at the central level
	
	
	
	X
	
	
	
	

	3.7: Hold a consensus and validation meeting for the new 2011-2015 HDP for a period of 5 days for all the players in the health sector including civil society
	
	
	
	X
	
	
	
	

	3.8 Have the draft 2011-2015 HDP adopted by the government in December 2010
	
	
	
	X
	
	
	
	

	3.9: Reproduce and distribute the new 2011-2015 HDP document to all the levels of the healthcare pyramid and to the TFPs and members of civil society
	
	
	
	
	
	
	
	

	Objective 4: Support the preparation and adoption of a new comprehensive multi-year immunization plan for 2011-2015 by the end of 2010
	
	
	
	
	
	
	
	

	4.1: Recruit international technical assistance to evaluate the 2007-2010 cMYP and prepare the 2011-2015 cMYP at the end of the 2nd quarter for 3 months  
	
	
	X
	X
	
	
	
	

	4.2: Evaluate the 2007-2010 cMYP 2007-2010
	
	
	
	X
	
	
	
	

	4.3: Organize data gathering missions in the health districts to support the evaluation of the cMYP
	
	
	
	X
	
	
	
	

	4.4: Hold a workshop to prepare the cMYP document in Niamey for a period of 10 days
	
	
	
	X
	
	
	
	

	4.5: Hold a 5-day national consensus workshop for all the players focused on the cMYP document
	
	
	
	X
	
	
	
	

	4.6: Have the draft 2011-2015 cMYP adopted by the government in December 2010
	
	
	
	X
	
	
	
	

	4.7: Reproduce and distribute the new 2011-2015 cMYP document to all levels of the healthcare pyramid and to the TFPs and members of civil society 
	
	
	
	X
	
	
	
	


5.3: Plan showing the figures for implementation costs for the first year

To the Applicant : section 5.3

NB: The plan for the first year of implementation must be defined in section 5.3, giving the details on the chronology, the contributions, the outputs and the processes that will be monitored with a breakdown of the costs (and the unit costs at least for the first year of implementation).

Objective I: Increase the proportion of the population with access to the MPA from 44.6 percent to 50 percent by the end of 2010:

Total amount for Objective I of the project: USD 2,870,782. Most of this budget is intended for the purchase of fourteen 4 x 4 equipped vehicles, 156 DT 125 all terrain motorcycles, refrigerators, cool boxes and other cold chain equipment These purchases will be made through a call for tenders. The other costs for operations will be decentralized and provided to the health districts that already have a bank account for that purpose. 

Objective II: Provide the central level within the deadlines comprehensive and quality data from at least 70 percent of the healthcare facilities by 2010:

Total amount for Objective II of the project: USD118, 980  

Objective III: Support the preparation and adoption of a new 2011-2015 health development plan

Total amount for Objective III of the project: USD 631,805 

Objective IV: Support the preparation and adoption of a new comprehensive Multi-year immunization plan for 2011-2015

Total amount for Objective IV of the project: USD 214,582

Cost of project monitoring and evaluation = 2 percent of the total project amount: USD 76,723

Project management cost = 2 percent of the total project amount: USD: 76,723 

Total Project Amount: USD 3,989 596 

Section 6: Monitoring, evaluation and operational research

To the Applicant : sections 6.1, 6.2 et 6.3

NB:  It is highly recommended that the indicators chosen be connected to the objectives of the proposal and not necessarily to the activities. Where possible, use and provide specific data broken down by sex and age.

· For the indicators please give a data source, the reference value of the indicator and the date and a level targeted on a given date. Some indicators may have more than one data source (table 6.1)

NB: The indicators chosen must be taken from those used for monitoring the National Health Plan (or its equivalent) or the cMYP, ideally already measured (e.g. not a new indicator selected specifically for support for the HSS from GAVI). Some examples of additional impact and outcome indicators are given in the tables below. It is recommended that when the activities are implemented on a sub-regional level, the indicators are monitored insofar as possible at the sub-regional level as well. 

· All the data presented in this application form must be consistent with the other proposals and reports to GAVI and with the other official health reports and documents. Any difference between those data and the data presented in this proposal or in the annual status reports to GAVI must be duly explained and justified. This is especially important for the birth cohort, the targeted populations and the rates of coverage.

· All applications must name a point of convergence in the governmental departments supervising the monitoring and evaluations of the proposal for HSS support from GAVI.

· All applications must include GAVI’s three principal HSS impact and outcome indicators:

i) Rate of national coverage for DTP3 (%)

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

iii) Under five mortality rate (per 1000)

· Please indicate three other impact/outcome indicators that can be used to evaluate the impact/outcome of HSS support from GAVI in the improvement of immunization and other maternal child healthcare services in table 6.1 below. 

· Please list at least six output and process indicators in tables 6.2 and 6.3 below.

· For all the indicators, please give a data source, the reference value of the indicator and the date and an objective for that level by a given date as well as a numerator and a denominator

·  Some indicators can have more than one data source. 

· Reference values must be noted for all the indicators and there must be a process indicator for each objective.

NB: The impact/outcome and output indicators may be found on the following web site: www.unep.org/Terminology.pdf. An HSS monitoring “toolbox” is available on the WHO web site: http://www.who.int/healthinfo/statistics/toolkit_hss/EN_PDF_Toolkit_HSS_Introduction.pdf
NB: Some examples of outcome, output and process indicators are given below. Existing information sources must be used to gather the information on the indicators chosen wherever possible. In some countries, it may be necessary to conduct surveys on healthcare equipment and households or make demographic observations. If additional funds are necessary for these activities, they must be included in this application.   

Examples of outcome indicators - related to the GAVI HSS objectives (note that these are only examples)

	Objective
	Possible indicators 

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

% of births assisted by a registered midwife; 

% of contraceptive use in women between 15 and 44

% of children under 5 sleeping under mosquito nets treated with insecticide. 



	Improve the quality of healthcare services


	% of the population reporting they have received good quality healthcare services; rate of decline of DTP3-DTP1.

	Improve equality in coverage of primary healthcare services


	Rate of DTP3 coverage as a % per quintile of income.


Examples of output indicators (note that these are only examples)

	Strategy
	Indicator 
	Numerator 
	Denominator  
	Data source 

	Support for more expenditures on primary healthcare
	General healthcare expenditures by the government in proportion to total expenditures by the government
	Total government health expenditures 
	Total government expenditures 
	Government budget 

	Strengthen the national information system for health management 
	% of the districts that have submitted on time comprehensive, precise reports to the national level 
	The number of districts that have submitted on time comprehensive, precise reports to the national level 
	The total number of districts 
	Health information system 

	Strengthen supervision of community nursing personnel 
	Systematic supervision 
	Number of healthcare centers visited at least 6 times in the past year, using a quantified check list 
	Total number of healthcare centers 
	Surveys on healthcare facilities 

	Strengthen human resources capacity 
	Knowledge of healthcare personnel 
	Average score of the healthcare personnel in the public health and NGO centers on the oral test on knowledge including case studies 
	
	
Surveys on healthcare facilities 

	Strengthen management and logistics systems
	% of facilities with medical equipment tracking the date of the appointment and in the last three months 
	The number of facilities that have in stock specified tracking equipment (existing and not expired) to track the date of the appointment during the specified reference period (past three months) 
	The total number of facilities 
	Health information system and surveys on healthcare facilities 


Examples of process indicators (note that these are only examples)

	Activity
	Possible indicators 

	Build 280 healthcare centers in rural areas


	Number of healthcare centers built

	Obtain 1,000 motorcycles for the nursing personnel of the community


	Number of motorcycles received

	Train healthcare personnel in family planning methods


	Number of qualified healthcare workers

	Obtain reliable child birthing kits
	Number of reliable child birthing kits obtained and delivered


6.1: Impact and outcome indicators (the data must be consistent with the other applications to GAVI and with the country’s annual status reports)

	Indicator
	Data source
	Reference value

	Source
 
	Reference date
	Objective
	Date of objective

	1. National DTP-HepB-Hib3 coverage (%)
	Annual EPI Activity Report
	89%


	Annual 2008 EPI Activity Report
	2008
	95%
	2010

	2. Number / % of districts reaching ≥ 80 % DTP-HepB-Hib3  coverage
	Annual EPI Activity Report
	37/42 (88%)
	Annual 2008 EPI Activity Report
	2008
	100%
	2010

	3. Mortality rate of children under five (per 1,000)
	EDSN/MICS3 2006
	198/1000
	(EDS, 2006)
	2006
	108/1000
	2010

	4. Actual national  DTP-HepB-Hib3 coverage (objective N°1)
	EPI, WHO or Gavi Survey Report
	Baseline survey to be planned
	CTNS Memorandum
	Survey result date
	90%
	2010

	5. Data verification factor or data consistency index (%) (Objective N°2)
	Monthly reports from the HF and immunization team time sheets
	DQS to be conducted in December 2010
	Audit Report (DQS) 2010 and 2013
	2010
	80%
	2010

	6. National DTP-HepB-Hib3 coverage (%)
	Annual EPI Activity Report
	89%


	Annual 2008 EPI Activity Report
	2008
	95%
	2010


6.2: Output indicators (one per objective)

	Indicator
	Numerator
	Denominator 
	Data source
	Reference valueError: Reference source not found
	Source
	Reference date
	Objective
	Objective date

	1. Proportion of the population with access to the MPA
	Population within a radius of 0-5km from the CSI offering the MPA
	Total population of Niger
	 SNIS reports
	44.6% of centers with access to MPA
	CTNS reports 2008
	2008
	50%
	2010

	2.  % of the districts that have submitted comprehensive quality reports within the deadlines to the national level 
	The number of districts that have submitted comprehensive quality reports within the deadlines to the national level
	Total number of districts 
	Health information system 
	An evaluation of the health information system (SNIS) is planned for June 2009 
	SNIS evaluation report
	2009
	70%
	2010


6.3: Process indicators (one per objective)

	Indicator
	Numerator
	Denominator 
	Data source
	Reference valueError: Reference source not found
	Source
	Reference date
	Objective
	Objective date

	1. Proportion of the districts conducting at least 10 integrated mobile trips in the year
	Number of  districts that have conducted at least 10 integrated mobile trips per year
	Total number of HD (14) planned for integrated mobile trips
	Quarterly reports from health districts,


	Number of trips per year
	SNIS Annual Statistics Directory
	2009
	80%
	2010

	2. Percentage (%) of healthcare facilities equipped with means of communication (GSM or SSB)
	Number of HF with functional means of communication (GSM or BLU) 
	Total number of HF planned
	Delivery report
	46.7% 
	Evaluation report on district operations 
	2007 and 2009
	80% 
	2010

	3. Availability of the 2011-2015 HDP
	NA
	NA
	The HDP document
	2005-2010 HDP
	NA
	February 2006
	100 %
	2010

	4. Availability of the 2011-2015 cMYP
	NA
	NA
	The cMYP document
	2007-2010 cMYP
	NA
	2007
	100 %
	2010


To the Applicant: section 6.4:

· Please describe how the data for the indicators specified were gathered and used. Existing data gathering and analysis methods must be used wherever possible. Please indicate how the data will be used at the local level and the means of communication with the other players in the last column of table 6.4 below.

· Data gathering: the level at which the data are gathered and who is responsible for gathering them

· Use of the data: the level at which the data are analyzed in broken down form and who is responsible at the local and central levels for ensuring that the data are evaluated and analyzed.

· Use of the data: how these data on indicators will be used to evaluate the performance and correct and develop plans and strategies.

6.4: Data gathering, analysis and use  

	Indicator
	Data gathering 
	Data analysis
	Use of the data

	Impact and outcome 
	
	
	

	1. National rate of DTP-HepB-Hib3  coverage (%)
	The different outreach units (CSI and CS) gather the data targeted on the SNIS forms and produce the monthly or quarterly report.

These data are gathered together at the district and regional levels for the production of the quarterly reports sent to the national level. 


	Every level of the healthcare pyramid does a systematic analysis so as to have monitoring indicators used for decision-making. A guide to calculating the HDP monitoring indicators is available at each level of the healthcare pyramid. 
	The data will be used at all levels for decision-making in relation to supervision, planning, monitoring, evaluation and research

	2. Number / % of  districts reaching ≥ 80 %of DTP-HepB-Hib3  coverage
	As indicated above
	As indicated above
	As indicated above

	3. Mortality rate of children under five (per 1,000)
	INS and EDSN surveys
	Situational analysis
	 For planning, monitoring, evaluation and research

	4. Actual national DTP-HepB-Hib3 coverage (objective N°1)
	Monitoring of the CSI
	As indicated in indicator 1
	As indicated in indicator 1

	5. Data verification factor or data consistency index (%)(%) (Objective N°2)
	Surveys
	The ECD, DRSP and SNIS do a systematic data analysis so as to have reliable indicators 
	The information will be used to validate the data transmitted before they are used.

	Output 
	
	
	

	6. Proportion  of the population with access to the MPA
	As indicated in indicator 1


	As indicated in indicator 1
	As indicated in indicator 1

	7. % of the districts that have submitted comprehensive quality reports within the deadlines to the national level 
	As indicated in indicator 1


	As indicated in indicator 1


	As indicated in indicator 1



	Process
	
	
	

	1. Proportion of the districts conducting at least 10 integrated mobile trips in the year


	As indicated in indicator 1


	As indicated in indicator 1


	As indicated in indicator 1



	2. Percentage (%)of healthcare facilities equipped with means of communication (GSM or BLU)
	Surveys
	The DRSP and the MPH do a data analysis to have information on the availability of means of communication in the healthcare facilities 
	The data will be used to for the transmission and receipt of information among the healthcare units


To the Applicant: section 6.5:

· Please indicate whether the monitoring and evaluation (M&E) system needs to be strengthened in order the measure the indicators cited, and if such is the case, describe which sectors of the M&E system specifically need strengthening (table 6.5)  

NB:  The HSS resources from GAVI may be used to strengthen the health information system itself. If the country so decides, the investment will be harmonized with the support of other donors (like the Global Fund to Fight HIV/AIDS and tuberculosis and others). Countries may ask for HSS support from GAVI to include relevant data broken down by sex in their health information system. 

6.5: Strengthening the M&E system

The monitoring and evaluation system was has been given a new lease on life in recent years in connection with the monitoring of HDP, cMYP and SDRP interventions. In preparing the HDP monitoring and evaluation plan, the Ministry of Public Health established a coordinating body, which is the Comité Technique National de Santé (CTNS) in charge of preparing and validating documents for the Conseil National de Santé (CNS). With this mechanism it has been possible to validate administrative and routine data, to plan and conduct periodic surveys in the field and interpret the results during periodic meetings of the CTNS. However, still needs to be strengthened for better data gathering and to be able to measure the key indicators listed.

The indicators will be measured by the system established within the National Health Information System (Système National d’Information Sanitaire) (SNIS). The GAVI implementation monitoring indicators will be included with the data to be gathered for the monitoring of interventions. Furthermore, the strengthening of the information system as called for in this application to GAVI will make it possible to better gather the data needed to produce the different reports.

Strengthening needs exist at different levels:

· Collection and transmission of quality data to the different levels of the health pyramid;

· Data analysis: support in terms of computer hardware and updating of the EPI and SNIS data gathering program;

· Training supervision;  

· Communications with outreach and support structures.

The Annual Report prepared for GAVI

Activity report and financial report: This activity report will be produced by the Research and Programming Department (Direction des Etudes et de la Programmation) (DEP). The report will provide monitoring indicators and an overall view of the activities carried out in connection with the support.

Synthesis of progress reports

The annual synthesis of progress reports will give the degree to which the monitoring indicators have been reached, as well as inadequacies and suggested solutions. For specific indicators not included in the GAVI, the data will be collected from the healthcare units concerned through the SNIS.

To the Applicant : section 6.6:

· Please indicate whether the application for HSS support from GAVI includes elements of operational research dealing with certain barriers of the health systems to better information on decision-making processes. (table 6.6)

NB:  HSS support from GAVI may also be used for operational research such as an analysis of the reasons why the population is not able to access immunization services (be it for social, economic, political or gender reasons), which are aimed ultimately at equality of access to the services. This funding may also be used to test/examine specific strategies in order to see which ones work the best.

6.6: Operational research

Operational research is an integral part of the proposal. To that end, the MPH must identify the different bottlenecks as they appear that interfere with the proper implementation of the strategies and activities aimed at achieving the objectives. Therefore, research projects must be undertaken to identify and resolve any problems identified.

Section 7: Implementation provisions 

To the Applicant: sections 7.1 and 7.2

· Please describe how the HSS support from GAVI will be managed (table 7.1)  Please indicate also the roles and responsibilities of all the key partners in this implementation of the HSS support from GAVI. (table 7.2)

NB:  GAVI encourages countries to align the provisions for the implementation of the HSS support from GAVI with existing national mechanisms. Applicants are strongly encouraged not to establish a project management unit (PMU) for the HSS support from GAVI. The establishment of a PMU will be funded only under exceptional circumstances based on cogent reasons. 

7.1: Managing the HSS support from GAVI

	Management mechanism
	Description 

	Give the details on the costs and management mechanisms (especially if one partner will manage parts of the proposals for HSS support from GAVI


	The management method proposed in this applications will be based on the current funds management mechanism, which is the common fund established for the implementation of the HDP

The MPH has a TFP coordination mechanism in charge of managing the funding of activities at the central, regional and department level. 



	Name of the primary person/unit responsible for managing the implementation of the GAVI HSS support / M&E etc.
	The SG of the MPH, coordinator of the common fund under fiduciary management.



	Support coordination mechanism for the GAVI HSS with the other activities and programs to strengthen the health systems
	The coordination mechanims will be the same in effect for the implementaton of the current HDP through the different monitoring and evaluation bodies and will be unitary management of all the aspects of the HSS financed by different sources. The 2011-2015 HDP will be based on two intervention approaches: “strengthening the healthcare system” and “operation of the healthcare system,” both of which are aimed at developing a single healthcare program. Every yeaar, an action plan is prepared, submitted to the CTNS and valideated by the CNS. The CNS authorizes the holding of activities and the corresponding expense commitment from all sources. The CNS and the CTNS will handle the coordination, monitoring and evaluation in connection with implementation. All the activities will be translated into the Annual Actions Plans (AAP) and discussed in the meetings of both committees.



	Support coordination mechanism for the GAVI HSS with the other activities and programs strengthening the health systems
	


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

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

	Minister in charge of Public Health 


	CNS
	Yes
	CHAIRMAN – he will give the overall guidelines

	The Secretary General of the MPH.


	CNS
	Yes
	EXECUTIVE SECRETARY

· Prepares for CNS meetings;

· Follows up on decisions by the CNS ;

· Handles liaison between the CNS and the Regional Health Committees

	The Secretary General of the MPH
	CTNS   
	Yes
	CHAIRMAN of the CTNS

Will coordinated and supervise the implementation of the HSS support

	The lead Technical and Financial Partner 
	TFP
	Yes
	 As the lead TFP, it will mobilize resources from the partners, act as an intermediary between the TFP and the MPH and will facilitate communication between the MPH and the TFP.

	ROASSN
	NGOs and private sector 
	Yes
	Players in the sector; they are involved in implementing social mobilization activities in communities, lobbying leaders and participating in health committee meetings at all levels, and in IEC and vaccination activities. 




To the Applicant : section 7.3:

Please provide information on the financial management of the HSS support from GAVI in table 

NB:  Applications will not be examined or approved by the independent review committee (IRC) if the documents required on the financial provisions are not submitted with the completed application form. 

NB:  The GAVI Alliance has adopted a Transparency and Accountability policy (TAP) for the financial sector, including HSS support from GAVI, which took effect on January 1, 2009. 

NB: The Transparency and Accountability policy presents a series of minimum conditions required for the financial management of HSS support from GAVI. 

· The funding must be used for objectives established in a proposal

· Funds must be managed in a transparent manner, and specific, verifiable financial reports must be produced regularly, as specified in the individual funding provisions 

· Funds must be managed in accounts that meet the national legal conditions for audits, accounting and deposits.

NB:  In addition to the minimum financial management conditions above, 

· Funds must appear in the national budget (be in the budget)

· Funds must supplement the appropriation by the government to the health sector, as well as any contributions by other partners. For example, no funding must be diverted from the health sector if HSS funds are received.

NB:  A condition required by GAVI Alliance requires all countries receiving HSS support to undergo a Financial Management Evaluation (FME) before the initial years of support are released.

7.3: Funding provisions

	Mechanism / procedure
	Status / Description

	Was a GAVI FME conducted? yes/no
	No



	When was the last FME conducted? month/year


	NA

	If yes, was a memorandum signed? yes
 /no (document number…..)


	NA 

	If yes, will this memorandum govern the management of the HSS funds from GAVI? yes/no


	NA

	If not, reasons not to follow the agreements under the memorandum 


	NA

	Next FME planned:  month/year


	The Ministry aims to conduct an evaluation before the end of the year 

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


	Yes. It is the Common Fund established in 2006. To date it has handled a significant part of the funding for the sector from the WORLD BANK and the AFD 

	If yes, will this joint funding mechanism be used to manage the HSS funds from GAVI ? yes
  /no (document number...)


	YES.



	If not, reasons not to use the joint funding mechanism


	NA 



	Please provide a detailed description of the funding mechanism proposed for the management of the HSS funds from GAVI
 if all the agreements of the last memo are not followed or if one EGF must be followed


	Management by the CF involves two kinds of accounts: 

A. The special account managed by the DRFM (Central level management center)

Every six months the two TFP pay into the CF to cover midyear expenses attributable to the Common Fund. The amount of the midyear payments is assessed by the contributors based on the following:

· Review of the Financial Monitoring Report (FMR) on supporting documentation for expenses, and internal and external audit reports,

· The findings of the audit reports on the signing of contracts,

· The data from progress reports and monitoring and evaluation of the HDP,

· The results of entities under performance agreements,

· Missions in the field

· Requests by the MPH for midyear drawdowns from the funds/grants.

B. Secondary accounts

An account is opened in CFAF in a commercial bank for every DRSP and for every HD that are management centers.

The Special Account pays into it quarterly. The amount paid in is calculated based on the following:

· The amount of the AAP quarterly activities attributable to the HDP - CF,

· The amount of additional midyear funds paid in by the Special Account of the HDP – CF.,

· Technical and financial management by the DRSP or the HD. Performance by the HD is evaluated by the DRFM. Performance by the DRSP is evaluated by the DRF/M.  Performance is evaluated based on the FMR and supporting documentation for expenses incurred. The management controller is involved in this evaluation.

	Titles of documents governing the annual budget projection process for the use of the HSS support funds from GAVI

(document number appendix 16)
	Manuel of administrative, financial and accounting procedures of the Common Fund prepared in June 2006 and updated on August 27, 2008

	Title(s) of any documents governing the financial management (accounting, record keeping and preparation of reports) on the HSS funds from
 

(document number appendix 16)
	Manuel of administrative, financial and accounting procedures of the Common Fund prepared in June 2006 and updated on August 27, 2008



	Title(s) any documents governing the audit of the HSS funds from GAVI
 (document number appendix 16)
	IDA 41 NIR loan agreement and the AFD  CNE 3006  01K agreement

Manuel of administrative, financial and accounting procedures of the Common Fund prepared in June 2006 and updated on August 27, 2008

	Frequency of internal audits expected for the HSS funds from GAVI


	Annual 

	Frequency of external audits
 expected for the HSS funds from de GAVI


	Annual for the audit of the accounts and specific to the need to enter into contracts

	Title(s) of any documents governing the procurement procedures for the HSS funds from GAVI

(document number appendix 17)
	Manuel of administrative, financial and accounting procedures of the Common Fund prepared in June 2006 and updated on August 27, 2008

Guidelines for entering into contracts for loans funded by loans from the IRBD and loans from the IDA on May 2004 revised (appendix 18)

Guidelines selection and use of consultants by the borrowers of the World Bank 




To the Applicant: section 7.4:

· Please describe any provisions for the preparation of reports on the HSS funds from GAVI, including the member of the government responsible for preparing the annual status report (ASR) 

NB:  The start of the activities supported by the GAVI HSS will be reported to GAVI Alliance through the annual status report. The report will provide information on the situation in relation to the objectives set in the application form for HSS support from GAVI. The report must also provide the financial management information on the use of the HSS funds from GAVI.

NB:  The deadline for submitting the annual status report for the previous calendar year is May 15 of every year. All countries must submit an ASR even if the HSS support from GAVI was received towards the end of the previous year. 

7.4: Provisions for the preparation of reports

Like in the other GAVI funds used by eligible countries, the requirement to report on the financial aspects is an integral part of the monitoring by GAVI Alliance of the reports on the performance of the countries.  GAVI HSS funds will be managed by the MPH through an account. The Director of Financial Resources and Equipment (DRF/M) is in charge of financial management. The funds are planned annually through action plans. The amounts are taken into account in the synthesis of the Ministry’s plans in terms of funding. The members of the committee report not only to the CTNS but also to GAVI through audits and other control methods introduced by GAVI Meetings of the CNTS for that purpose will lead to the monitoring and physical and financial performance of the activities planned in the request.

To the Applicant : section 7.5:

· Please report what technical assistance will be required during the period of support for the HSS by GAVI as well as the source planned for technical assistance if known (table 7.5)

NB: The GAVI Alliance secretariat can provide countries with single financial support for assistance with the application process. The procedures for this support are described in the Guidelines for HSS support from GAVI in the section Technical Support.

NB:  Applications for resources for technical support to apply and supervise the HSS support from GAVI must be made using table 7.5 below.

7.5: Technical assistance needs

	Activities requiring technical assistance
	Expected duration
	Expected timetable (year, quarter)
	Expected source (local partner, etc.)

	1. Recruiting of international technical assistance to support the preparation of the 2011-2015 HDP  
	9 months
	2nd quarter 2010
	GAVI

	2. Recruiting of international technical assistance to evaluate the 2007-2010 cMYP and the preparation of the 2011-2015 cMYP
	3 months
	2nd quarter 2010
	Partner


Section 8: Budget projections and funding for the activities supported by the GAVI HSS

To the Applicant: section 8.1:

· Please prepare a budget for the principal activities for the duration of the HSS support from GAVI. Please add or eliminate lines/columns in order to give the correct number of objectives, activities and years (table 8.1)

NB Please make certain that all the costs for the implementation of the HSS support from GAVI, including technical assistance, are included in the budget. Please convert all the figures in the budget to US dollars (at the current exchange rate) and that GAVI deflators are used for future costs (see the guidelines on the GAVI web site): www.gavialliance.org). 

NB: The amount requested in table 8.1 must not exceed the amount specified in table 8.2

NB: Management costs must be kept at a minimum. All management costs must be included in detail in the budget and also if the management is done through partners; including the costs generated by the fact of having other partners responsible for the management of part of the implementation of the activities supported by GAVI. 

NB: Unit costs and calculations must be attached in a calculation sheet

For every subsequent year, provide estimated expenses (using the unit costs) for every activity. Please verify carefully that the totals in the columns (expenses per year) are consistent with the totals by line (by activity and SMART objective). Calculation errors are a frequent cause of delays, given that the IRC will ask for clarifications.

Please make certain that the total budget for the HSS proposal does not exceed the amount allocated to the country calculated in section 8.2 below.

8.1: Budget for the implementation of the HSS support from GAVI

	
	
	Funding breakdown for the GAVI HSS in US dollars for the year 2010 of the Project
	
	

	
	Objectives
	Sector to be supported
	Unit cost if applicable in US $
	Quantity
	Year implemented 2010
	TOTAL
COSTS IN $ US
	TOTAL
COSTS IN  
CFA

	
	Objective 1
Increase the proportion of the population with access to the MPA from 44.,57% to 50% by the end of 2010 
	1.1.1 Provide 14 health districts with equipped vehicles (including GPS) to conduct integrated mobile activities
	58,787.59
	14
	823,026
	823,026
	375,300,000  

	
	
	1.1.2 Equip 80 CSI with motorcycles to conduct health fairs 
	5,482.46
	156
	855,263
	855,263
	390,000,000  

	
	
	1.1.3 Organize an integrated trip 7 days a month by District in the 14 districts throughout the year to reach the village out of range
	41.73
	1,176
	49,074
	49,074
	22,377,600  

	
	
	1.1.4 Organize a health fair one day/week/CSI for 52 weeks in 280 CSI 
	13.64
	14,560
	198,527
	198,527
	90,528,480  

	
	
	1.1.5 Provide the CSI of 14 Health districts with cold chain equipment to better preserve antigens
	41,555.06
	14
	581,771
	581,771
	265,287,500  

	
	
	1.1.6 Give incentive bonuses for the performance of health services in the districts and CSI
	438.60
	280
	122,807
	122,807
	56,000,000  

	
	
	1.1.7  Hold health information sessions through community media
	131.58
	504
	66,316
	66,316
	30,240,000  

	
	
	1.1.8  Enlist community support before integrated mobile activities in areas not covered by fixed services
	548.25
	168
	92,105
	92,105
	42,000,000  

	
	
	1.1.9 Arrange community support before health fair activities
	219.30
	56
	12,281
	12,281
	5,600,000  

	
	
	1.1.10  Conduct regular integrated supervisions at all levels of the system
	379.18
	184
	69,612
	69,612
	31,743,200  

	
	Total Objective 1
	 
	
	
	2,870,782
	2,870,782
	1,309,076,780  

	
	Objective 2:  Have 70% of the healthcare facilities transmit comprehensive quality data within the deadlines set by 2014 :
	2.1 1. Put in place in 98 CSI a fleet system for referrals and cross-referrals to hospitals 
	182.15
	98
	17,851
	17,851
	8,140,000  

	
	
	2.1.2 Maintain the existing SSB radios at the 14 Health districts
	32.89
	168
	5,526
	5,526
	2,520,000  

	
	
	2.1.3 Conduct an evaluation on the quality of the EPI data (DQA)
	95,603.07
	1
	95,603.07
	95,603
	43,595,000  

	
	Total Objective 2
	 
	
	
	118,980
	118,980
	54,255,000  

	
	Objective 3: Support the preparation and adoption of a new 2011-2015 HDP
	3.1.1 Recruit international technical assistance in the 2nd quarter of 2010 for 9 months
	97,697
	1
	97,697
	97,697
	44,550,000  

	
	
	3.1.2 : Organize missions at the health districts to support and revise the current DHDPs 
	8,133
	42
	341,591
	$341,591
	155,765,540  

	
	
	3.1.3 Support missiion to the regions to revise the current PDSR 
	10,129
	7
	70,906
	$70,906
	32,332,948  

	
	
	3.3.1 Hold a workshop to prepare the first draft of the 2011-2015 HDP in Niamey for a period of 10 days
	10,620
	1
	10,620
	$10,620
	4,842,800  

	
	
	3.4.1 In each region, hold a meeting to amend the new HDP
	5,618
	8
	44,941
	$44,941
	20,492,948  

	
	
	3.5. 1 Organize an amendment meeting for the Draft of the  2011-2015 HDP at the central level 
	9,049
	1
	9,049
	$9,049
	4,126,400  

	
	
	3.6.1 Hold a consensus and validation meeting for the new 2011-2015 HDP for a period of 5 days for all the players in the health sector including civil society
	46,639
	1
	46,639
	$46,639
	21,267,600  

	
	
	3.7.1 Have the draft 2011-2015 HDP adopted by the government in December 2010
	
	
	
	$0
	0  

	
	
	3.8.1 Reproduce and distribute the new 2011-2015 HDP document to all levels of the healthcare pyramid and to the TFP and members of civil society 
	33
	315
	10,362
	10,362
	4,725,000  

	
	Sub- Total Objective 3
	Sub Total Objective
	
	
	631,805
	631,805
	288,103,236  

	
	Objective 4: Support the preparation and adoption of a comprehensive multi-year immunization plan by the end of 2010
	4.1.1: Recruit international technical assistance to evaluate the 2007-2010 cMYP and prepare the 2011-2015 cMYP at the end of the 2nd quarter for 3 months
	43,816
	1
	43,816
	$43,816
	19,980,000  

	
	
	4.2.1 : Evaluate the 2007-2010 cMYP 
	66,325
	1
	66,325
	$66,325
	30,244,200  

	
	
	4.3.1  Organize data gathering missions in the health districts to support the evaluation of the cMYP
	59,288
	1
	59,288
	$59,288
	27,035,540  

	
	
	4.4.1 Hold a workshop to prepare the 2011-2015 cMYP document for a period of 10 days in Niamey
	4,625
	1
	4,625
	$4,625
	2,108,900  

	
	
	4.5.1 Hold a 5-day national consensus workshop with all the players in immunization on the cMYP at the end of 2010 in Niamey 
	34,081
	1
	34,081
	$34,081
	15,540,800  

	
	
	3.6.1 Have the draft 2011-2015 cMYP adopted by the government in December 2010
	
	
	
	$0
	0  

	
	
	3.7.1 Reproduce and distribute the new 2011-2015 cMYP at all levels of the healthcare pyramid and to the TFP and members of civil society 
	33
	196
	6,447
	6,447
	2,940,000  

	
	Sub- Total Objective 4
	 
	
	
	214,582
	214,582
	97,849,440  

	
	Total for the Project 
	 
	
	
	3,836,150
	3,836,150
	1,749,284,456  

	
	Monitoring & Evaluation 2%
	 
	
	
	76,723
	76,723
	34,985,689  

	
	Management cost 2%
	 
	
	
	76,723
	76,723
	34,985,689  

	
	Total Cost of the Project
	 
	
	
	3,989,596
	3,989,596
	1,819,255,834  


To the Applicant: section 8.2:

· Please calculate the amount of the funds available per year from GAVI for the activities proposed by the GAVI HSS, based on the annual number of births and the GDP per capita
 as follows (table 8.2)

· If the GDP < USD 365 per capita, the country is entitled to receive up to USD 5 per infant

· If the GDP > USD 365 per capita, the country is entitled to receive up to USD 2.5 per infant

NB: The example below assumes that the birth cohort in the year of the GAVI proposal is equal to 100,000 and gives the total allocation from the fund if the GDP < USD 365 per capita and if GDP > USD 365 per capita.

Examples of calculation of the allocation to the country for the GAVI HSS (note that these are only examples)

	Allocation for the GAVI HSS 

(GDP < USD 365 per capita)
	Allocation per year (USD $)

	
	2007
	2008
	2009
	2010
	TOTAL 

FUNDS 

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

	Allocation per infant
	$5
	$5
	$5
	$5
	

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


	Allocation for the GAVI HSS 

(GDP > USD 365 per capita)
	Allocation per year ( USD $)

	
	2007
	2008
	2009
	2010
	TOTAL 

FUNDS

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

	Allocation per infant
	$2.5
	$2.5
	$2.5
	$2.5
	

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


8.2: Calculation of the allocation to the country for the GAVI HSS (these figures must be consistent with the data used in other applications to GAVI and annual situational reports)

	Allocation for the GAVI HSS
	

	
	Year of the application to GAVI
	Year of implementation
	TOTAL 

FUNDS

	
	2009
	2010
	

	Birth cohort (number) 
	797,919
	2010
	

	Allocation per infant ($)
	 $ 5
	
	

	Annual Allocation ($)
	 $ 3,989,519


	
	$3,989,595




Birth cohort: infants 0-11 months (797,919)



Source:
INS 


To the Applicant : section 8.3:

· Please summarize the general funding available for the efforts to Strengthen the Health systems related to improving vaccine coverage and coverage of other children’s health services. 

· Please provide right below the table a concise explanation to demonstrate how the proposed funding for the GAVI HSS will be used to supplement existing and/or planned efforts to strengthen the capacity of the health systems

NB:  The funds for the GAVI HSS will be in addition to the government’s health budget – and the funds must not replace the resources allocated to the health sector. 

NB:  Please specify the contributions from the government, from GAVI and from the principal partners or funding agencies. If there are more than four donors, please insert more lines. Please indicate the names of the partners in the table and group together all the remaining contributions expected. Please indicate the data source (Review of public expenditures, CDMT, reports from donors, etc.)

Status of total expenses by funding source (amounts in millions of CFA francs) for the Common Fund

	Donors
	Amount of the agreement
	Total expenses at year-end 2008
	Amount of the funding remaining

	AFD 15 million euros  (1 E = 655.957 CFAF)
	9,839,355,000
	3,417,615,661
	*

	IDA 35 million dollars  (1$ = 500 CFAF)
	17,500,000,000
	4,818,427,722
	*

	Total
	27,339,355,000
	8,236,043,383
	


As of December 31, 2008, from  total funding of 27,339,355,000 CFAF, 8,236,043,383 CFA F were spent from the Common Fund, leaving funds available of 19,103,311,617 CFAF.

8.3: Sources of all the funding expected for health systems strengthening activities

	Sources of funding
	Allocation per year (USD $)

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

DES FONDS

	
	2009
	2010
	2011
	2012
	2013
	2014
	

	GAVI
	
	3, 989,596 $
	0
	0
	0
	0
	$3, 989,596

	Government 


	 154, 355,856 $ 
	 127, 412,886 $
	 132, 891, 640 $
	138,605,038 $
	 144, 566, 038 $
	150,782, 377 $
	848,614,778 $

	Supports mainly operating and investment expenses of the MPH 

	 (Common Fund)
	 17, 518,629 $ 
	  17, 999,976 $
	6, 084, 059 $
	             0

	0
	0
	  41,601,892 $


	Funding of activities to strengthen employee skills, and to strengthen the operating capacities of healthcare facilities in terms of equipment and repair to raise the technical level of services.

	UNFPA
	
	5, 435,336
	DND
	DND
	DND
	DND
	5, 435,336

	UNICEF
	15, 280, 000 $
	15, 280, 000 $
	15, 280, 000 $
	15, 280, 000 $
	15, 280, 000 $
	15, 280, 000 $
	76, 400, 000 $

	JICA
	
	   3, 289,821 $
	DND
	DND
	DND
	DND
	3, 289, 821 $

	Funding of activities to strengthen employee skills, and to strengthen the operating capacities of the healthcare facilities

	Househods
	
	31, 797, 747 $
	 39, 429, 206 $
	 48, 892, 216 $
	60, 626,348 $
	75, 176, 671 $
	255, 922, 188 $

	CTB
	
	2, 667,823
	2, 393,069
	2, 250,298
	1, 852,072
	
	9, 163,262 $

	WHO
	
	7, 155,713
	2, 853,287
	
	
	
	10, 009,001 $

	Total other
	
	19, 669, 189 $
	
	
	
	
	19, 009, 001 $

	TOTAL FUNDING
	 187, 154,485 $
	234, 697,315 $
	198, 931, 263 $
	205, 028, 495 $
	222, 324, 458 $
	225, 959, 048 $
	1,274, 095,064$


Source of information on funding sources:

GAVI:
Proposal Gavi Round 9 

Government: 2009 Budget and Draft 2010 Budget

Donor: Common fund: 2009 Budget and Draft 2010 Budget

Donor 2: UNPF: Draft 2010 Budget of the MPH

Donor 3:
WHO: Draft 2010 Budget of the MPH

Total other:



To the Applicant : section 8.4: 

· Please provide a concise explanation to demonstrate how the proposed funding for the HSS from GAVI will be used to supplement existing and/or planned efforts to strengthen the capacity of the health systems

8.4: Describe how the HSS funding from GAVI will supplement the other sources of HSS funding

The GAVI funds will be included in the funding of the MPH. The activities planned for the GAVI funding will be included in the AAP of the structures concerned. The funds will be managed according to the mechanism of the COMMON FUND included in the HDP. All the partners in the healthcare sector contribute to the funding of the AAP activities. The HSS funding from GAVI will therefore be added to the funding from the other partners. The management of financial resources is decentralized. The regions and districts have account where into which resources are transferred quarterly. 

 In the 2011-2015 HDP there are plans for the GAVI funds to be managed by officials of the CF. These funds will be an integral part of the expense plan of the Ministry of Public Health.

Section 9: Conditions of GAVI support

To the Applicant

· This section sets forth the conditions for HSS support from GAVI. By signing this application form, you confirm that you have read and that you are in agreement with GAVI’s conditions for HSS support. 

GENERAL CONDITIONS 

OF GAVI ALLIANCE

FUNDING USED SOLELY FOR APPROVED PROGRAMS

The applicant country (“Country”) confirms that all the funding provided by GAVI Alliance for this application will be used and applied for the sole purpose of conducting the program(s) described in this application. Any significant change in the program(s) approved must be reviewed and approved in advance by GAVI Alliance.  All funding decisions for this proposal shall be made in accordance with the wishes of the GAVI Alliance Executive Committee and are subject to the procedures of the IRC and to the availability of funds. 

AMENDING THE PROJECT

The Country shall notify GAVI Alliance in its annual situation report if it wishes to propose changes in the description of the program(s) in this proposal. GAVI Alliance shall implement  any change approved by GAVI Alliance and the proposal shall be amended.

REIMBURSEMENT OF FUNDS

The Country agrees to reimburse GAVI Alliance for any funding not used for the program described in this application. Reimbursement must be made by the country in US dollars unless GAVI Alliance decides otherwise within sixty (60) days after receipt by the said Country of the request for reimbursement from GAVI Alliance and must be paid into the account or accounts designated by GAVI Alliance.     

SUSPENSION/CANCELLATION

GAVI Alliance may suspend all or part of its funding to the Country if it has reason to suspect that the funds have been used for any purpose other than for the programs described in this proposal or that there is any change in this proposal as approved by GAVI.  GAVI Alliance reserves the right to terminate its support to the Country for the programs described in this proposal if GAVI Alliance receives confirmation that the funds are misused. 

FIGHT AGAINST CORRUPTION

The Country confirms that the funds provided by GAVI Alliance must not be offered by the Country to any third parties and that the Country will not seek any gift, payment or profit in connection with this proposal either directly or indirectly that could be considered an illegal act of corruption.

.

AUDITS AND RECORDS

The Country shall conduct annual financial audits and share them with GAVI Alliance as required. GAVI Alliance reserves the right, either itself or through a representative, to conduct audits or other financial management evaluations to make certain the requirement to report on the funds disbursed in the Country is met. The Country shall keep precise accounting records showing how the GAVI Alliance funds are used. The Country shall keep accounting records in keeping with its accounting standards approved by its government for at least three years after the date of the last disbursement of funds from GAVI Alliance.  In the event of a claim of misuse of funds, the country shall keep such records until the results of the audit are final. The country agrees not to claim any privilege concerning the documents with respect to GAVI Alliance as regards any audit. 

CONFIRMATION OF LEGAL VALIDITY 

The Country and the signatories for the government confirm that this proposal is accurate and correct and constitutes a legal commitment obliging the Country, in accordance with the laws of the Country, to conduct the programs described in this proposal.

CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE POLICY OF TRANSPARENCY AND ACCOUNTABILITY  

The Country confirms that it has reviewed the GAVI Alliance Policy of Transparency and Accountability (PTA) and that it will meet the conditions thereof. 

ARBITRATION

Any dispute between the Country and GAVI Alliance arising from or owing to this proposal that is not settled out of court within a reasonable period of time shall be subject to arbitration at the request of GAVI Alliance or the country. The arbitration shall be conducted in accordance with the UNCITRAL arbitration rules in force at the time. The parties agree to be bound by the arbitration ruling as the final decision regarding such dispute. The place of arbitration shall be Geneva, Switzerland. The language of the arbitration shall be English.  

For any dispute involving an amount of up to US$100,000 or less, there shall be an arbitrator appointed by GAVI Alliance.  For any disagreement for which the amount involved is more than US$100,000, there shall be three arbitrators appointed as follows: GAVI Alliance and the Country shall each appoint one arbitrator, and the two arbitrators thus appointed shall jointly appoint a third arbitrator, who shall preside. 

GAVI Alliance shall not be liable to the country for any claim or loss in connection with the programs described in this proposal, including and without limitation any financial loss, conflict of responsibilities, any property or bodily damage or deaths. The Country shall be solely liable for all aspects of the management and implementation of the programs described in this proposal. 

Section 10: Approval of the application

To the Applicant : sections 4.1, 4.2 et 4.3

· The proposal for HSS support from GAVI cannot be examined without the necessary signatures and the approval of the Ministry of Health and the Ministry of Finance the President and the member of the healthcare sector coordinating committee (HSCC)

· All the members of the HSCC must sign the minutes of the meetings during which the application for HSS support from GAVI was approved. The minutes must be submitted with the application, and any question arising during the meeting that might affect the implementation or follow-up of the proposal must be pointed out by the members of the HSCC (numbered and listed in appendix 1) 

· Please give the names and coordinates of the person to be contacted by GAVI if in doubt. 

NB: The signatures of the members of the ICC are considered to represent their agreement with the information and programs provided in this application, as well as their support for the implementation of the programs. This does not involve any financial or legal commitment on the part of the partner agency or person.

10.1: Approval by the government

The government of the Republic of Niger agrees to provide immunization and other maternal-child healthcare services on a sustainable basis. The effectiveness of the health systems will be reviewed every year through a transparent monitoring system. The government asks the funding partners of GAVI Alliance to provide financial assistance to support the strengthening of the health systems as presented in this proposal.

Please note that this application will not be examined or approved by the Independent Review Committee without the signatures of the Minister of Health and the Minister of Finances or their delegated authority.

	Minister of Public Health
	Minister of the Economy and Finance

	Name:

Dr.MOUSSA  FATIMATA
	Name:

ALI MAHAMAN LAMINE ZEÏNE

	
	

	Signature:


	Signature:

	Date:
	Date:


10.2: Approval by the Health Sector Coordinating Committee (HSCC) or national equivalent

The members of the Health Sector Coordinating Committee or its equivalent approved this application at a meeting held on ……………………. The duly signed minutes of the meeting are attached in appendix 1.

	Chairman of the HSCC (or his  equivalent):
	

	Name:

MR EL HADJ MAMAN ISSIAKA
	Position / Organization :

DEPUTY SECRETARY GENERAL/ /MPH

	Signature:
	Date:




10.3: Member of the government to contact for any queries:


Name: Dr. MOUSSA  FATIMATA
Title: MINISTER OF PUBLIC HEALTH 


Tel.: (227) 20 72 25 31

Address: MINISTRY OF PUBLIC HEALTH




BP 623 / Niamey/Niger


Fax: (227) 20 73 35 70


E-mail: moussafatim2@yahoo.fr


10.4: Member of the government who is the contact point to supervise the financial management of the HSS funds from GAVI:


Name: MR.ABDOU SAYO FARMO
Title: Manager of Financial Resources and Equipment 


Tel.: (227) 20-20-36-30
             Address: MINISTRY OF PUBLIC HEALTH 




     BP 623/ Niamey/ Niger


Fax; (227) 20 73 35 70


E-mail: abdousan@yahoo.fr

APPENDIX 1 Supporting documents submitted with the application for HSS support from GAVI and final check list

To the Applicant

· Please number and compile a list of all the documents submitted with this application in the table below. Please be consistent with the title and number of the context/supporting document when referring to it in this proposal.

NB:  The application for support and the appendices thereto must be presented in English or French, accompanied by any documents referred to in the proposal in electronic format.

	Document (with the equivalent name used in the country)
	Available

(Yes/Non)
	Period
	Attachment number

	 List of reference documents 

	Healthcare strengthening system for Niger April 28, 2009
	Yes
	2010-2016
	N°1

	Health Development Plan (HDP)  

(The initial duration of the 2005-2009 plan was extended by act of the Council of Ministers 
	YES
	2005-2010 
	N°2

	Comprehensive Multi-year Plan (cMYP) EPI Revised
	YES
	2007-2010
	N°3

	Framework of medium-term health sector expenses CDS/MT 2008-2010 
	YES
	2008-2010
	N°4

	Multiple Indicator Demographic and Health Survey
	YES
	2006
	N°5

	Accelerated Development and Poverty Reduction Strategy (ADPRS)
	YES
	2008-2012
	N°6

	Internal mid-point evaluation of the  2005-2010 health development plan (HDP)
	YES
	October 2008
	N°7

	Memorandum on the joint review of the health sector for the year  2008
	YES
	2009
	N°8

	Budget  for the implementation of GAVI HSS 
	Yes
	2009
	N°9

	Demographic data on Niger developed by the INS based on the 2001 General Population Census
	Yes
	2008
	N°10

	Summary report (synthesis) of the meeting of the National Health Committee, February 20, 2009
	Yes
	2009
	N°11

	Monitoring & Evaluation Manual of the 2005-2010 HDP, latest version, April 2006
	Yes
	2006
	N°12 

	List of legislative and regulatory documents

	Departmental memo N° 00161 creating the GAVI HSS Task Force
	Yes
	2008
	N°13

	Decree 0229 of November 28, 2006 creating the National Health Committee
	Yes
	2006
	N° 14 a

	Decree 0233 of December 10, 2006 creating the National Health Technical Committee (CTNS)
	Yes
	2006
	N° 14 b

	Decree 0234 of December 1, 2006 creating the M&E Committee (MEC) 
	Yes
	2006
	N° 14 c

	Attendance list of the CTNS meeting of February 16, 2009
	Yes
	2009
	N°15

	Manuel of administrative, financial and accounting procedures of the Common Fund, review August 2008


	Yes
	2008
	N°16

	Guidelines selection and use of consultants by borrowers from the World Bank (Common Fund), May 2004
	Yes
	2004
	N°17

	Guidelines for entering into contracts funded by loans from the IBRD and IDA (Common Fund), May 2004
	Yes
	2004
	N°18


APPENDIX 2 Banking form

NB: We can never emphasize too much that without a banking form that contains complete, precise coordinates (IBAN, SWIFT code, corresponding bank in the US and account information), it is impossible to transfer the funds. Failure to provide accurate and complete information in this section WILL CAUSE unnecessary delays. This must be approved by the national representative of UNICEF on letterhead.

	GLOBAL ALLIANCE FOR VACCINES AND IMMUNIZATION 


	
	Banking form

	

	SECTION 1 (To be completed by payee)

	
	

	In accordance with the decision on financial support made by the GAVI Alliance for Vaccines and Immunization dated . . . . . . . . . ., the Government of  ……………………………….. 

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



	Name of Institution:

(Account  holder)
	

	Address:
	

	
	

	
	

	City-Country
	

	Telephone Nº :
	
	Fax Nº :
	

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

	For credit to

Bank account title
	

	Bank account No. :
	

	At: 

Bank name
	

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

	By whom is the account audited?
	

	Signature  of the government’s authorizing official:



	
Name:
	
	Seal:



	Title:
	
	

	Signature:
	
	

	Date:
	
	

	
	
	


	SECTION 2 (to be filled in by the bank) 

	

	FINANCIAL INSTITUTION
	CORRESPONDING BANK 

(in the United States)

	Bank Name:
	
	

	Branch Name:
	
	

	Address:


	
	

	
	
	

	City - Country
	
	

	
	
	

	Swift code :
	
	

	Sort code:
	
	

	ABA No. :
	
	

	Telephone No.:
	
	

	Fax No.:
	
	

	
	
	

	I certify that the account No. . . . . . . . . . …………………………….is held by (institution name) …………………………………………………………………at this banking institution.



	The account is to be signed jointly by at least …….. (number of signatories) of the following authorized signatories:
	Name of bank’s authorizing official:



	1 Name:

Title:
	
	Signature:                    
	

	
	
	Date:
	

	2 Name:

Title:
	
	Seal:

	
	
	

	
3 Name:

Title:
	
	

	
	
	

	4 Name:

Title:
	
	

	
	
	


COVERING LETTER

(To be completed by UNICEF representative on letter-headed paper)

TO:

GAVI Alliance - Secretariat, 

Att. Dr Julian Lob-Levyt

Executive Secretary

Chemin de Mines 2.

CH 1202 Geneva,

Switzerland

	On......................., I received the original of the BANKING DETAILS form, which is attached.

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



	
	Name 
	
	
	Title 

	Signature of the government’s authorizing official 
	
	
	
	

	Name of the bank’s authorizing official  
	
	
	
	

	

	                                    

	Signature of UNICEF Representative:



	Name 
	

	Signature
	

	Date 
	

	
	


�	 See Review of  healthcare sector public expenditures 


�	 The minutes of the HSCC meetings concerning the preparation of the application for HSS support must be attached as supporting documentation, with the minutes of the meeting in which the application was approved by the HSCC. The minutes must be signed by the chairman of the HSCC. The minutes of the meeting approving this application for HSS support from GAVI must be signed by all the members of the HSCC.





�	 If the proposal identifies activities to be performed at the subnational level, subnational data must be provided when available. These data are to be provided in additional to national data.


�	 Statistics UNICEF website


�	 During the past three years.


�	 MPA : Curative, preventive and promotional activities offered to the populaton with either health fairs or better management. 





�	 Involving a CSI nurse traveling (generally by motorcycle) to a distant village between 5 and 15 kim from his or her healthcare facility to provide the same care as in their center.


�	 Integrated mobile teams are organized at the district level, involving 3-5 workers traveling to villages with appropriately equipped vehicles to provide the MPA to the population.


�	 If the number of districts is provided, then the total number of districts in the country must also be provided


�	 If the reference data are not available, indicate whether  there are plans for gathering reference data and when they will be carried out.


�	 Important for easy access and cross-referencing


�	 Please submit a copy of the memorandum


�	 Please submit a copy of the agreement/memorandum of understanding governing the joint funding mechanism and a copy of the document describing how the joint funding mechanism currently operates. 


�	 Please note that the mechanism chosen must meet the minimum conditions required under the GAVI Transparency and Accountability policy 


�	 Please submit a copy of the procedures and of the legislation applicable to the annual budget projection process for the use of the HSS funds from GAVI and any documents describing how the budget projection process e processus de prévisions budgétaires pour les fonds du HSS de GAVI sera conduit.


�	 Please submit a copy of the procedures that are applicable to the financial management (accounting, record keeping and preparation of reports) for the HSS funds from GAVI and any documents describing how the financial management of the HSS funds from GAVI will be carried out..


�	 Please submit a copy of the procedures that are applicable to the external audits of the HSS funds from GAVI and any documents describing how the external audits of the HSS funds from GAVI will be conducted.


�	 “External audit » means audits conducted by the government’s auditing bodies.


�	  Please submit a copy of the procurement procedures for the HSS funds from GAVI and any documents describing how the procurement will be done.


�	 See the guidelines for the GAVI HSS for the countries concerning funding levels in the Allocation section 
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