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Abbreviations and Acronyms
To the applicant

· Please ensure that all abbreviations and acronyms presented in the application and supporting documents are included here.
ALGON 
Association of Local Governments of NigeriaHH 

APR

 Annual Progress Report

ARI 

Acute Respiratory Infection

cMYP 
Comprehensive Multi-Year Plan for Immunisation

CSO 

Civil Society Organisation

DAC 

Development Assistance Committee

DFID 

Department for International Development

DTP 

Diphtheria Tetanus and Pertussis

FMOH

Federal Ministry of Health

GAVI 

Global Alliance for Vaccines and Immunisation

GNI 

Gross National Income

HERFON
Health Reform Foundation of Nigeria

HMN 

Health Metrics Network

HPCC

Health Partners Coordinating Committee

HPR

Health Planning and Research

HSCC 
Health Sector Coordination Committee
HSF

HEALTH SYSTEM FORUM
HSS

Health Systems Strengthening

HSS 

Health System Strengthening

ICC 

Inter-Agency Coordinating Committee for Immunisation

IRC 

Independent Review Committee

ISS 

Immunisation Services Support

JRF

WHO - UNICEF Joint Reporting Form

LEEDS
LGA Economic Empowerment and Development Strategy
LGA 

Local Government Authority

M&E 

Monitoring and Evaluation

MDG 

Millennium Development Goal

MOF 

Ministry of Finance

MOH 

Ministry of Health

MTEF 

Medium Term Expenditure Framework
NACA

National Agency for Control of AIDS
NDHS

National Demographic Health Survey

NEEDS
National Economic Empowerment and Development Strategy 

NGO 

Non Governmental Organisation

NHMIS 
Health Management Information System

NICS

National Immunization Coverage Survey

NPHCDA
National Primary Health Care Development Agency

OECD 
Organisation for Economic Co-operation and Development
PHC

Primary Health Care

PHC

PRIMARY HEALTH CARE
PMU 

Project Management Unit

PRSP 
Poverty Reduction Strategy Paper

RED 

Reach Every District
SEEDS
State Economic Empowerment and Development Strategy
SMOH
State Ministry of Health

SOWC
State of the World’s Children 

SWAp 
Sector Wide Approach
UNICEF 
United Nations Children’s Fund

USAID 
United States Agency for International Development

WB 

World Bank

WDC

Ward Development Committee

WHO 

World Health Organisation
WHS

Ward health System

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

· Please identify who took overall responsibility for preparing the GAVI HSS application, the role and nature of the HSCC (or equivalent), and the stakeholders participating in developing the application.
Nigeria is the most populous country in Africa with a population of approximately 140 million inhabitants (Census, 2006). The population is predominantly young with approximately 45% under 15 years of age, 20% under 5years while women of child bearing age (15-49 years) account for 22% of the total population. With a per capita GNI of US$640, Nigeria has about 57% of its population living below $1 per day. 
The performance of Nigeria’s health system declined appreciably in the closing decade of the last century resulting in poor health outcomes however, recent assessments have shown that maternal mortality ratio has improved from 948/100,000 in 2003 to 800/100,000 in 2006. However under five mortality rate has shown marginal improvement from 230/1000 live births in 1990 to 194/1000 live births in 2005 and infant mortality rate has improved from 120/1000 live births in 1990 to 100/1000 live births in 2005.(UNICEF State of the world children 2007).  There is also a remarkable improvement in the DPT3 coverage from 37.5% in 2005, to 77% in 2006. (JRF 2005 & 2006) This remarkable improvement in DPT3 coverage is as a result of a combination of the Immunization Plus Days (IPDs) and the acceleration of the reach every ward (REW).
In spite of these modest achievements, the health system still faces major challenges such as inadequate funding, shortage and mal-distribution of human resource for health, general infrastructural decay, lack of harmonized and efficient logistics system and a weak national health management information system as well as inefficient health programme management.
The health sector reform programme of 2004 – 2007 was designed to address the weak health system in order to meet the MDGs. In spite of the increase in government funding and support from development partners, funding gap remains a major challenge.
The Goal of the GAVI HSS application is to strengthen the National health system and reposition it to deliver effective, efficient and sustainable health services. 
The General objective is to develop the Ward Health System in 960 wards to deliver PHC services based on minimum health care package by 2010.

Specific objectives include:
· To re-vitalise the Ward Development Committees in the selected 960 wards

· To rehabilitate and equip 960 health facilities (1/ward) to deliver PHC minimum health package

,
· To train and retrain PHC workers in those 960 wards on managerial capacity, and technical skills for integrated service delivery by 2010.

· To strengthen the NHMIS for programme monitoring and management in 100 LGAs by 2010.
· To strengthen the logistics system and infrastructure at the National/State/LGA/Ward levels by the end of 2010

The following strategies will be used to achieve the above objectives:

· Infrastructural development to support the ward health system
· Capacity building to deliver quality PHC services

· Data management for informed decision making

· Harmonization of health commodities distribution.
The scope of the activities will cover 960 wards (10% of total wards in the country) which will be selected by a combination of high performing wards (low proportion of un- immunized children) and low performing wards (high proportion of un- immunized children)
The expected result will be as follows:
· Improved access to and utilization of PHC services in targeted wards
· Increased technical and managerial capacity of PHC workers to deliver quality health service

· Improved data management and use of data for planning, programme monitoring and decision making

· A unified effective and efficient health commodity procurement and distribution system established

	Indicator
	Data Source
	Baseline Value

	Target by 2010

	1. National DTP3 coverage (%)
	NICS (2006)
	36.3%
	80%

	2. Number / % of LGAs achieving ≥80% DTP3 coverage
	JRF 2006
	310(40%)
	620(80%)

	3. Under five mortality rate (per 1000)
	State of the world’s children   report  
( UNICEF 2007)
	194/1000
	185/1000

	4.Proportion of birth attended by skilled Health personnel
	NDHS(2003)
	36.3%
	60%

	5.Antenatal care up take/proportion of women attending antenatal clinic
	UNICEF State of the world children(2007);women &children
	58%
	70%

	6.T.T 2+ coverage
	UNICEF state of the world children (2007)
	51%
	65%


This proposal which covers a period of 3yrs from 2008 – 2010 has been developed to be consistent with the comprehensive multi-year plan 2006 - 2010. The cost of achieving the above objectives over the stated period is US$44,703,365 with Baseline assessment cost of US$158,731
The proposal was developed by a Committee made up of FMOH, FMOF and development partners set up by the Honourable Minister of Health. The Committee was chaired by the Head, Health Planning Research and Statistics Department of the Federal Ministry of Health. It was reviewed severally by the Health Sector Forum (HSF) and has been formally endorsed by the Health Partners Coordinating Committee (HPCC) for submission. 
Section 1: Application Development Process
To the applicant
In this section, please describe the process for developing the GAVI HSS application.   

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

1.1: The HSCC (or country equivalent)

	Name of HSCC (or equivalent):

Health Partners Coordinating Committee (HPCC)
…………………………………………………………………………………………………………………



	HPCC operational since:

1999


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

Stand alone committee headed by the Honourable Minister of Health.
It has Subcommittees that coordinates health programmes such as Immunization, HIV/AIDS, Roll Back Malaria, Tb/Leprosy, Avian Influenza and Health system forum


	Frequency of meetings:

 Quarterly. (Pls attach all minutes of previous meetings)


	Overall role and function:

· Coordinates the roles and activities of Government and Development Partners active in  specific programmes within the health sector e.g. Immunization, Malaria, HIV/AIDS, TB, Onchocerciasis, IMNCH, Guinea worm etc
· Review reports of priority health programme performance at all levels of the health sector and 

   takes decisions that will be jointly implemented



To the applicant
· Next, please describe the process your country followed to develop the GAVI HSS application (Table 1.2) 
1.2: Overview of application development process 

	Who coordinated and provided oversight to the application development process?

FMOH, Department of Health Planning, Research and Statistics (HPRS)


	Who led the drafting of the application and was any technical assistance provided?

The Head, Department of HPRS, FMOH as the Chairman of the proposal development committee. 


	Give a brief time line of activities, meetings and reviews that led to the proposal submission.

July 2006 : Honourable Minister of Health constituted the HSS proposal drafting committee sequel to ICC recommendation 
August 2006 : WHO HQ and AFRO gave technical assistance to the committee for 1 week to assist in reformatting the NPI 2006-2010 strategic plan into a  cMYP 2006 – 2010
January 2007 : ICC approved the timeline proposed by the drafting committee
February 2007: HSF Reviewed the initial draft and recommended that FMOH should assume leadership of the drafting committee with support from all the HSF partner agencies in line with GAVI guidelines.

.
February 2007 : FMOH (Department of HPRS) formally assumed the leadership of the HSS drafting committee
February 2007 : Received inputs from USAID/IMMUNIZATIONbasics  Washington DC

March 2007 : Committee had a one week retreat with the support of WHO and draft 1 was produced
March 2007 : Draft proposal reviewed at HPCC and endorsed for submission to GAVI after corrections and input from HSF

March 2007: Review of draft 1 at WHO regional workshop in Ouagadougou. Observations and suggestions arising from the review necessitated more inputs and change in submission date to October 2007
April 2007: Review of new timeline for submission of application.
June 2007: Review of HSS Plan of Action for the development of a new draft using the new application form and guidelines.
July 2007: Committee held a ten day retreat with technical assistance by a health systems consultant.
September 6th 2007: Committee held a meeting in which decisions were taken on urgent steps to get inputs from CSOs, LGAs, States and stakeholders in the HSS application draft.
September 16th 2007: Committee reviewed draft proposal and distributed draft to HSF for review on the 21st of September 2007

September 21st 2007 : HSF Reviewed the proposal and made further comments and observations

September 24th 2007 : A select group of the Committee had a 5 day sitting and incorporated comments and observations of the HSF into the proposal document for review in their next meeting
September 28th 2007 : Final review of draft by HSF

October 2nd – 4th 2007: Endorsement of the proposal by the Hon. Ministers of Health and Finance.
October 4th 2007: Submission of the proposal to GAVI Secretariat.

Pls provide documents to support all meeting and activities listed above


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

ICC, HSF, HPCC were involved in the review of the proposal at various stages of development.
The process that was adopted involved draft copies sent to members for comments and inputs. Such comments and inputs were thereafter discussed at plenary sessions of meetings. Feedback was sent to the HSS proposal drafting committee members for incorporation into the proposal. Review of draft proposal was also carried out by USAID/IMMUNIZATIONbasics, Washington DC through Technical cooperation.


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

Honourable Minister of Health on behalf of  the HPCC



To the applicant
· Please describe overleaf the roles and responsibilities of key partners in the development of the GAVI HSS application (Table 1.3). 
Note: Please ensure that all key partners are included; the Ministry of Health; Ministry of Finance; Immunisation Program; bilateral and multilateral partners; relevant coordinating committees; NGOs and civil society; and private sector contributors. If there has been no involvement of civil society or the private sector in the development of the GAVI HSS application, please explain this below (1.4). 
1.3: Roles and responsibilities of key partners (HPCC members and others)
	Title / Post
	Organisation
	HSCC member yes/no
	Roles and responsibilities of this partner in the GAVI HSS application development

	Hon. Minister


	Federal Ministry of Health
	Yes
	· Inaugurated the proposal drafting Committee.

· Chairs the Health Partners Coordination Committee. 
· Gives final endorsement of the proposal before submission 

	Hon. Minister 
	Federal Ministry of Finance
	NO
	· Sent a technical person that was involved in the proposal drafting committee. 

· Endorses the final proposal

	Director Health Planning and Research

	Federal Ministry of Health
	Yes
	· Headed and coordinated the activities of the proposal drafting committee.

	Hon. Minister/Deputy Chairman
	National Planning Commission
	YES
	· Member of the HPCC

	Executive Director
	National Primary Health Care Development Agency
	Yes
	· Provided technical staff that participated in the drafting of the proposal
· Facilitated proposal drafting by providing required logistics support to the Committee. 
· Provided secretarial support to the proposal drafting Committee
· Member of the HPCC and HSF that reviewed the proposal

	WHO Representative in Nigeria


	Wold Health Organisation
	Yes
	· Provided technical support to the proposal drafting committee on all health matters.
· Provided logistics support to the Committee

· Member of the HPCC and HSF that reviewed the proposal

	Country Representative


	UNICEF
	Yes
	· Provided technical support to the proposal drafting Committee.
· Member of the HPCC and HSF that reviewed the proposal

	Country Director
	World Bank 
	Yes
	· Technical support in the area of statistics/demographic information
· Member of the HPCC and HSF that reviewed the proposal

	Ambassador and Head of Delegation  
	EC in NIGERIA
	Yes
	· Technical support through the participation of EU-PRIME technical officers in the Committee.
· Member of the HPCC and HSF that reviewed the proposal

	Senior Health  Adviser

	DFID
	Yes
	· Member of the HPCC and HSF that reviewed the proposal

	Head of AID


	CIDA
	Yes
	· Initiated the HSF

· Member of the HPCC and HSF that reviewed the proposal

	Mission Director


	USAID
	Yes
	· Technical support to the proposal drafting committee
· Member of the HPCC and HSF that reviewed the proposal

	Ambassador of Japan.
	JICA
	Yes
	· Member of the HPCC and HSF that reviewed the proposal

	NGOs & CSOs

· Executive Secretary
· Managing Director

· Chairman

· President


	· Health Reform Foundation Of Nigeria (HERFON)
· Society for Family Health

· Rotary International Polio Plus

· Paediatrics Association of Nigeria


	YES
YES
YES

NO


	· Technical support to the proposal drafting Committee  
· Member of the HPCC and HSF that reviewed the proposal

· Technical support to the proposal drafting Committee

· Member of HPCC and HSF

· Member of the HPCC and HSF that reviewed the proposal

· Made inputs to the proposal

· Sent inputs on the proposal 


To the applicant
· If the HSCC wishes to make any additional comments or recommendations on the GAVI HSS application to the GAVI Secretariat and Independent Review Committee, please do so below. 
· Please explain if there has been no involvement of civil society or the private sector, and state if they are expected to have a service provision or advocacy role in GAVI HSS implementation.
1.4: Additional comments on the GAVI HSS application development process 

There has been involvement of civil society organizations (CSOs) and the private sector in the development of the proposal. One of the major stake holders in maternal and child health, the Paediatric Association of Nigeria was invited to make inputs into the draft proposal. 
On private sector participation in the drafting of the proposal, the Managing Director of Oceanic Bank Nigeria Plc who is the Chairman of Private Public Partnership for Immunization (PPPI) was also contacted for input into the draft proposal.

The draft proposal was also distributed to the State Ministries of Health and the LGAs for their inputs. 
Section 2: Country Background Information

Demography
Nigeria is one of the largest countries in Africa and occupies an area of 923,678 square kilometers. It lies within the tropics along the Gulf of Guinea on the West Coast of Africa, between the latitudes of 401' and 1309' N and longitudes 202' and 14030' E.  It shares border with the Republic of Benin to the west, the Republic of Cameroon to the east, the Republics of Niger and Chad to the north and the Atlantic Ocean to the south.

It is the most populous country in the continent with a population of 140,003,542 (Census, 2006). The population is predominantly young with about 45% under 15 years of age, 20% under 5 years while women of child bearing age (15-49 years) account for about 22% of the total population.

Socioeconomic indicators

With a per capita GNI of US$640, Nigeria is still ranked among the poorest countries in the world, with about 57% of the population living below $1 per day. (World Bank report 2006). About 64% of the country’s population live in rural areas where poverty is more predominant, thus limiting access to adequate nutrition, quality health care and other basic social services. In recognition of the high level of poverty, and as a response to meeting the MDG goals, the government developed a National Economic Empowerment and Development Strategy (NEEDS) - Nigeria’s version of Poverty Reduction Strategy Programme.
Recent assessments have shown that maternal mortality ratio is 800/100,000, under five mortality rate is 194/1000 live births, infant mortality rate is 100/1000 live births and life expectancy is 44 years (UNICEF SOWC 2007). The DPT3 coverage for 2006 is 77% (JRF 2006). This rapid increase in the administrative reporting was as a result of the Immunization Plus Days (IPDs) strategy which was adopted in April 2006 and the intensified reaching every ward approach. IPDs is a modification of the National Immunization Days (NIDs) in which routine vaccines and other health interventions are delivered to communities during polio vaccinations. The strategy delivers a range of routine antigens alongside oral polio vaccines plus other child survival interventions such as anti- helminthics, Vitamin A, distribution of insecticide treated nets etc. 
Government

The Country operates a federal system of Government comprising 36 States and the Federal Capital Territory. The States are grouped into six geo-political zones and comprised of 774 Local Government Areas (LGA) serving as lowest administrative units of the three- tiers of government.  The LGAs are divided into 9555 wards which are the lowest political units. 

Health System

The health system in Nigeria is based on the three tier structure of government (Federal, State and LGA). The three tiers have substantial autonomy and exercise considerable authority in the allocation and utilization of their resources.  The National Health Policy and recently, the National Health Bill ascribed roles and responsibilities to each level. Federal responsibilities include setting standards, formulation of policies and implementation guidelines, coordination, regulating practices for the health care system and delivering services at tertiary care level. States have responsibility for secondary level care while Local Governments are charged with Primary level care.  Primary Health Care is the foundation of the National Health System.

The performance of Nigeria’s health system declined appreciably in the closing decade of the last century resulting in poor health outcomes due to a number of factors including among others: 
· Instability in political governance, 
· Lack of commitment at state and LGA levels and 
· Poor funding. 
This development resulted in wide spread dilapidation of PHC infrastructure, near total breakdown of the system, declining morale and commitment of PHC workers and loss of confidence in health services by the communities. This situation, compounded by the absence of appropriate skilled health workers in the rural areas, resulted in most PHC facilities serving far less than their expected workload. In addition, there is persistence of vertical programmes, poor inter-sectoral collaboration, weak managerial capacity at the operational level for PHC services and poor health management information systems. Furthermore, lack of harmonized and coordinated health commodity procurement, storage and distribution systems presented huge challenges for the revitalization of PHC services.

The Ward Health System, which takes on the political Ward as the functional unit for PHC service delivery, was adopted as a suitable strategy for addressing the numerous challenges and accelerating progress in the attainment of Millennium Development Goals. 

Based on the findings of the 2001 NPHCDA Needs Assessment, the country introduced the Ward Health System (WHS) as the functional unit for PHC service delivery. The WHS aligns the delivery of health care with the political wards, and demonstrates in concrete terms the desire of the national government to establish a people oriented and focused PHC system, which is community driven and co-managed by the health staff and community members. The homogeneity of the ward and the ability to generate grass root political commitment and support has proven far more beneficial than the former District Health System, which was based on vague boundaries created by the LGA health departments.
The focal point of WHS is the new model health centers being constructed in each of the target wards to provide Minimum Health Care Package and serve as a referral facility in the ward. Out of a total of 9555 model health centers (1/ward) proposed, 547 have either been completed or made functional or are in advanced stage of completion. In addition, 208 existing facilities are being rehabilitated and equipped through federal support. 

However, GAVI funds are required to complement government’s effort at addressing improved access to health services and equity.
To the applicant
· Please provide the most recent socio-economic and demographic information available for your country. Please specify dates and data sources. (Table 2.1).

2.1: Current socio-demographic and economic country information

Current WB Report
	Information
	Value
	Information
	Value

	Population
	140,003,542
	GNI per capita
	 $US640

	Annual Birth Cohort
	5,791,671
	Under five mortality rate
	194 / 1000

	Surviving Infants* 
	3,909,378


	Infant mortality rate 
	100 / 1000 Live Births

	Percentage of GNI 
allocated to Health
	0.7%

	Percentage of Government expenditure on Health 
	9.2%


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

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

2.2: Overview of the National Health Sector Strategic Plan (1998-2010)
Health conditions in Nigeria have witnessed some significant improvement in the decades following independence in 1960, and particularly, since the adoption of the National Health Policy in 1988, but they still remain at a low level.  While infant mortality rate has reduced, under-5 mortality rate has remained unchanged. These important health indicators are still high when compared with countries at similar levels of development. Nigeria's public and private health care sectors expanded rapidly during the oil boom of the late 1970s, bringing about big improvements in the ratio of health facilities and personnel to population. The public spending on Health has never measured up to the 
WHO recommended benchmark though in the past three years there has been significant improvement with a current value of 9.2% for 2005.The reduction in public spending on health  over time has resulted in  serious deterioration in the quantity and quality of services.

Apart from reduction in public spending, Nigeria's health care system suffers from inefficient use of resources.  Facilities are not well maintained and there is acute shortage of materials and equipment particularly at the primary and secondary health care levels. Human resources for health are inadequate in number and inequitably distributed. This is compounded by an exodus of highly trained personnel. Confronted with stringent budgetary constraints, the Federal Government now recognizes the need for increased private sector participation.

The underlying problems of the Nigerian health system are complex, and go beyond inadequate resources and ineffective management, although these are major impediments in the delivery of health care. The issues also concern the pivotal role of health services in balancing resource constraints and population needs.  Many of these problems are inter related. They include institutional constraints occasioned by uncoordinated government health programmes, unsatisfactory health financing mechanisms; weak managerial process; lack of adequate information for decision making; lack of a functional referral system; poor involvement of the private sector; insufficient effort to bring about community participation and to respond to community needs; and insignificant multi-sectoral involvement.
In order to specifically address the Health problems of Women and Children, the Federal govt. of Nigeria adopted the Integrated Maternal, New born and Child Health (IMNCH) strategy in 2007. Response to child survival has also had its problems in that the implementation of child survival interventions has largely been vertical, focusing on immunisation, malaria control and breastfeeding promotion, Control of diarrhoeal diseases and Vitamin A supplementation with little emphasis on an integrated and multisectoral approach and devoid of the gains that could be generated through public –private sector partnership.
Integrated MNCH services involve the reorganization and reorientation of health systems to ensure the delivery of a set of essential interventions in the continuum of care for women, newborns and children. Such services include focused ante-natal care, intra-partum care, emergency obstetric and newborn care, routine post-natal care, re-positioning family planning/child spacing, infant and young child feeding. Others are prevention of malaria using ITNs, immunisation plus, prevention of mother to child transmission of HIV, management of common childhood illnesses and care of HIV exposed or infected children, prevention and management of childhood malnutrition and hygiene and sanitation A focus on the continuum of care replaces competing calls for mother or child, with a focus on high coverage of effective interventions and packages on integrating MNCH services as well as with other key programmes such as, HIV/AIDS and malaria. 
The Child’s Rights Act, an overarching legal framework for child rights in the country, provides a legal framework to the IMNCH strategy. Nigeria has also captured its commitment to maternal, newborn and child health with the NEEDS, SEEDS and LEEDS documents.

ection 3: Situation Analysis / Needs Assessment

To the applicant
GAVI HSS Support: GAVI HSS support cannot address all health system barriers that impact on immunisation and other child and maternal health services. GAVI HSS support should complement and not duplicate or compete with existing (or planned) efforts to strengthen the health system. GAVI HSS support should target “gaps” in current health system development efforts. 

· Please provide information on the most recent assessments of the health sector that have identified health system barriers. (Table 3.1)
Note: Assessments can include a recent health sector review (conducted in the last 3 years), a recent report or study on sector constraints, a situation analysis (such as that conducted for the cMYP), or any combination of these. Please attach the reports of these assessments to the application (with executive summaries, if available). Please number them and list them in Annex 1. 

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

3.1: Recent health system assessments

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates

	A Blueprint for strengthening RI delivery system in Nigeria

	FMOH, NPI, USAID, UNICEF, WHO, EU-PRIME and DFID
	· Policy Issues, Roles, Responsibilities & Structural Arrangements

· Monitoring and Evaluation 

· Media Issues and Public Education 

· Strengthening Ward-level Service Delivery 

· Resource Mobilization and Partnership Coordination


	July 2005

	Health, Nutrition and Population Country Status Report by the World Bank/FMOH

	FMOH, World Bank and UNICEF
	· Health outcomes

· Household behaviour and community factors affecting health

· Health system and policy

· The role of the private sector in health

· Health care financing

· Extra resources needed to achieve the health related MDGs
	Nov. 2005

	Rapid Assessment of the Health System of Nasarawa State of Nigeria


	Health Reform Foundation of Nigeria (HERFON), Government of Nasarawa State of Nigeria, Professional Associations and CSOs in Nasarawa State
	· Demographic and Health Status

· Policy and Managerial Capacity

· Health Service Infrastructure

· Human Resources for Health

· Social Participation in Health

· Regulation and Enforcement

· State Strategic Health Plan, Development of Human Resources

· Social Health Fund, Minimum Package of Health Services
	June 2006

	NICS 2006

	NPI, EU-PRIME, WHO, USAID, UNICEF and DFID
	· Infant Immunization Coverage

· Tetanus Toxoid Immunization coverage

· Immunization System functionality

· Factors influencing immunization uptake
	March 2007


To the applicant
· Please provide information on the major health system barriers to improving immunisation coverage that have been identified in recent assessments listed above. (Table 3.2)
· Please provide information on those barriers that are being adequately addressed with existing resources (Table 3.3).

· Please provide information on those barriers that are not being adequately addressed and that require additional support through GAVI HSS (Table 3.4).
3.2: Major barriers to improving immunisation coverage identified in recent assessments
General Health System issues

· Ambiguity in the roles and responsibilities of the three tiers of government and that of the health workers.
· Inadequate political will especially at the States and LGA levels 
· Inadequate funding of health care services at all levels
· Inadequate number and inequitable distribution of skilled manpower.
· Poor knowledge, attitude and managerial skills among health workers
· Great disparity in emolument of health workers by various tiers of government, leading to problems of staff attrition especially at the lower level 
· Lack of update of pre-service training curricula with new innovations in the health sector and absence of systematic in-service training.
· Inadequate storage facilities and transport logistics at the LGA and ward levels 
· Poor maintenance culture at the LGA and State levels
· Weak National Health Management Information Systems
· Most health facilities do not meet the minimum requirement in terms of equipment and essential health commodities. 
PHC Issues 
· Generally weak PHC system for effective health care services delivery

· Irregular supply of vaccines and commodities which leads to vaccine stock out and low immunization coverage.

· Community participation and ownership has been low because the Village and Ward Development Committees are not yet functional at these levels.
· Health promotion activities are not given adequate attention at all levels
· Existing micro plans are of low quality and mostly intervention specific (target populations and health facility Catchment area)
3.3: Barriers that are being adequately addressed with existing resources

1. Ambiguity in the roles and responsibilities of the three tiers of government and that of the health workers. This is being addressed by the National Health Bill and increased advocacy to States, Local Governments and Communities.
2. Inadequate political will especially at the States and LGA levels. This is also being addressed by the National Health Bill and increased advocacy to States, Local Governments and Communities.
3. Health promotion activities are not given adequate attention at all levels. The existing health promotion unit has been elevated to a programme under the Public Health Department of the Federal Ministry of Health as a means of addressing this issue. Furthermore a policy and a strategic plan of action have been developed for health promotion activities.
4. Irregular supply of vaccines and commodities which leads to vaccine stock out and low immunization coverage; being addressed by increased advocacy by partners to the Federal Government for increased budgeting and timely release of funds for vaccine procurement.
3.4: Barriers not being adequately addressed that require additional support from GAVI HSS 
General Health System issues

· Inadequate funding of health care services at all levels
· Inadequate number and inequitable distribution of skilled manpower.
· Poor knowledge, attitude and managerial skills among health workers
· Inadequate storage facilities and transport logistics at the LGA and ward levels 
· Poor maintenance culture at the LGA and State levels
· Lack of update of pre-service training curricula with new innovations in the health sector and absence of systematic in-service training.
· Weak National Health Management Information Systems
· Most health facilities do not meet the minimum requirement in terms of equipment and essential health commodities. 
PHC Issues 
· Generally weak PHC system for effective health care services delivery

· Community participation and ownership has been low because the Village and Ward Development Committees are not yet functional at these levels.
· Existing micro plans are of low quality and mostly intervention specific (target populations and health facility Catchment area)
Section 4: Goals and Objectives of GAVI HSS Support
To the applicant
· Please describe the goals of GAVI HSS support below (Table 4.1). 
· Please describe (and number) the objectives of GAVI HSS support (Table 4.2). Please ensure that the chosen objectives are specific, measurable, achievable, realistic and time-bound.
4.1: Goals of GAVI HSS support

	The goal of the GAVI HSS support is to strengthen the Health system and reposition it to deliver effective, efficient and sustainable PHC services


The general objective is to develop the Ward Health System in 960 wards to deliver PHC services based on minimum health care package by 2010.
4.2: Specific objectives of GAVI HSS Support are:
	4.2.1   4.2.1   To re-vitalise the Ward Development Committees in the selected 960 wards

The Ward Health System is based on the political ward structures established throughout the country. The WDCs represent the closest administrative link between health facility services and the communities. Thus, the focus of this objective is to strengthen the ownership disposition and management of PHC activities through empowerment of the wards and community gate-keepers. It would be difficult to link services with the communities if community members do not participate in planning and monitoring of health and other social services located in their domains. 

In addition, the roles of the WDCs would be very critical in direct mobilization of local community resources, health promotion, increasing demand for services necessary for enhancing access by families, households and the communities. The involvement of community gatekeepers in direct management of community-based services will contribute to sustainability of the primary health care interventions.

4.2.2   4.2.2   To rehabilitate and equip 960 health facilities (1/ward) to deliver PHC minimum health   package

The PHC units serve as the catchments facilities for the wards and communities. Some of the obstacles against effective delivery of services include lack of essential drugs and basic equipment compounded by the dearth of skilled personnel. The essential drug usage would be guided by the principle of rational use. Thus, the focus of this objective is to provide minimum health care package which includes control of communicable diseases, child survival including immunization, nutrition, maternal and newborn care, non-communicable diseases, health education and community mobilization. 

,

  4.2.3   To train and retrain  PHC workers in those 960 wards on managerial capacity, and technical skills for integrated service delivery by 2010.
During the Vaccine Security Mission to Nigeria in 2005, ineffective management of 

immunization service delivery especially at State and Local Government levels was identified as   one of the weak points. Thus, the aim of this objective is to bridge management gaps to ensure 

 that trained and skilled personnel are available at service points, and are able to conduct 

day-to-day managerial duties and resolve problems that may arise in the implementation of  planned activities. Capacity building activities would also be conducted for service providers to 

help plan and implement facility based and outreach services through improvement of    communication skills
The GAVI HSS support will be implemented in concert with other existing health system 

strengthening activities such as social mobilization and programme communication to enhance 

 the effectiveness of PHC and other public health services to provide quality preventive and 

curative services to improve and maintain immunization coverage.

  4.2.4   To strengthen the NHMIS for programme monitoring and management in 100 LGAs by 2010.
The implementation of national Health information system has been plagued with some 

bottlenecks making it ineffective and largely uncoordinated. Although standardized  formats have been simplified and introduced at the various levels of implementation, there  are still problems relating to availability of the forms, inadequate infrastructural support,  non-budgetary provision for HMIS at States and Local government levels, lack of regular monitoring and supportive supervision, timeliness of reporting, feedbacks and non use of data for decision making. 

This objective is aimed at contributing to improving data flow pathways, provide evidence based data at national, state, local government and health facility levels for problems solving and decision making, tracking of performance and progress of PHC activities and for advocacy.
  4.2.5   To strengthen the logistics system and infrastructure at the National/State/LGA/Ward levels by the end of 2010

Currently, there are different parallel channels for the distribution of programme specific health commodities. The most notable ones include the distribution of vaccines and injection devices by NPHCDA, Antiretroviral drugs distribution by National Agency for AIDS Control (NACA) and other donor agencies, distribution of ITNs by Roll Back Malaria, distribution of family planning health commodities by Reproductive Health, essential drugs distribution at state and LGA levels     through the Bamako Initiative.

This objective is aimed at harmonizing the existing various logistics channels so as to have a single unified delivery system, maximize the optimal use of resources for improved service delivery and ensure end-use monitoring and supervision. 

As an adjuvant to sustain the harmonized logistics system, training and kitting of maintenance officers on routine and preventive maintenance through institutionalizing maintenance schedules would also be put in place to prolong the lifespan of the equipment and infrastructure, reduce equipment breakdown and wastage. 




Section 5: GAVI HSS Activities and Implementation Schedule
To the applicant
· For each objective identified in Table 4.2, please give details of the major activities that will be undertaken in order to achieve the stated objective and the implementation schedule for each of these activities over the duration of the GAVI HSS support (Table 5.2 overleaf). 
Note: GAVI recommend that GAVI HSS supports a few prioritised objectives and activities only. It should be possible to implement, monitor and evaluate the activities over the life of the GAVI HSS support. 
Note: Please add (or delete) rows so that Table 5.2 contains the correct number of objectives for you  GAVI HSS application, and the correct number of activities for each of your core objectives. Note: Please add (or delete) years so that Table 5.2 reflects duration of your GAVI HSS application
To the applicant 

· Please identify below how you intend to sustain, both technically and financially, the impact achieved with GAVI HSS support (5.1) when GAVI HSS resources are no longer available.

5.1: Sustainability of GAVI HSS support
Technical sustainability: 
Service delivery
· National health bill clearly specifies the role of the three tiers of government, the private sector, Development Partners in service delivery with legal backing.
· The three tiers of government will maintain strong partnership with CSOs and other stakeholders in service delivery, finance, human resources and M&E 
· Continued functioning of established equipment maintenance unit at states and LGAs.
· Provision of adequate funding to ensure continuous functioning of the harmonized logistics system
Human resources for health

· Continuous capacity building and re-orientation of health workers for integrated service delivery
· Strengthening institutional arrangements for human resources management at the LGA level

Monitoring, Supervision and Evaluation

· Continuous monitoring and supportive supervision for harmonized National M&E framework

· Continuous capacity building for data managers at all levels

· Policy makers to be involved in the use of data generated for evidence based decision making

Financial Sustainability:

· Increasing budgetary allocation to PHC as a proportion of total health budget is guaranteed in the National Health bill
· Increasing budgetary allocation to health as a proportion of total government budget
· Ensuring that States and LGAs provide matching grants to the National Primary Health Care Fund as provided for in the National Health Bill 
· Revitalization of the Bamako Initiative at the LGA level to ensure continuous supply of essential drugs and other health commodities 
· Scaling up of the community based health insurance scheme to ensure financial accessibility to health care service delivery
5.2: Major Activities and Implementation Schedule
	Major Activities
	Year 1

(2008)
	Year 2

(2009)
	Year 3

(2010)
	Year 4

(2011)
	Year 5

(2012)

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

	Objective 1:  
To re-vitalise the Ward Development Committees in those 960 wards

 
	
	
	
	
	

	Activity 1.1  Reactivate and re-orientate Ward Development Committees in 960 Wards over 2 years 


	        X     X    X  
	X    X    X    X
	
	
	

	Activity 1.2: Develop a Ward Health Plan (WHPs), 2008- 2010, in 960 wards over 2 years


	        X      X    X
	X     X    X    X
	
	
	

	Activity 1.3: Implement Ward Health Plans (WHPs) based on microplanning in 960 Wards over 2 years. 
	                 X   X
	 X    X      X   X 
	  
	
	

	Objective 2: 

To rehabilitate and equip 960 health facilities (1/ward) to deliver PHC minimum health package


	
	
	
	
	

	Activity 2.1 Rehabilitate 960 existing PHC facilities, one per ward over 2 years
	           X    X    X     
	X    X     X     X


	
	
	

	Activity 2.2: Equip 960  existing PHC facilities with minimum equipment package one per Ward over  2 years
	                 X    X
	X    X     X    X
	
	
	

	Activity 2.3  Provide seed stock of essential drugs to 960  existing PHC facilities,   over 2 years
	                X     X
	X    X       X    X                
	             
	
	

	Objective 3: 

To train PHC workers in those 960 wards on managerial capacity, and technical skills for integrated service delivery by 2010.
	
	
	
	
	

	Activity 3.1: Training and re-training of all PHC workers in 960 wards on integrated service delivery, managerial and team building skills and resource mobilization.

(Each training activity will be institution-based and for 2weeks) 
	           X    X    X
	  X    X     X     X
	    
	
	

	Activity 3.2: Providing monitoring and supportive supervision of trained PHC workers
	                X     X
	X      X     X     X
	 X    X   X    X
	
	

	Objective 4: 

To strengthen the NHMIS for programme monitoring and management in 100 LGAs  by 2010
	
	
	
	
	

	Activity 4.1: Provision of data management tools and equipment in the LGAs covering the target wards
	         X   X    X
	X    X   
	
	
	

	Activity 4.2: Facilitate data flow using ward focal persons
	 X    X      X   X
	 X    X     X      X
	X    X    X     X
	
	

	Activity 4.3: Training  of 2(HF service provider per ward) and 2 staff from the LGA(774) on quality assurance and data management
	               X    X
	 X    X      
	
	
	

	 Activity 4.4: To conduct monitoring and supportive supervisory visits to strengthen NHMIS programme implementation at all levels:

4.4.1:  2 Officers per zone (2 X 6 persons) to conduct supervision  of M & E activities quarterly at state level for  10 days

4.4.2:  5 State  Officers per State (37 X 5 persons) to conduct supportive supervision to LGAs – quarterly for a period of 5 days 

4.4.3:     2 LGA officers to conduct supportive supervision -monthly for  5 days


	                X     X
	 X    X     X      X
	X    X    X     X
	
	

	Objective 5:

 To strengthen the logistics system and infrastructure at the National/State/LGA/Ward levels by the end of 2010


	
	
	
	
	

	Activity 5.1: Development of a harmonized logistic system for all health commodities in the country by:
5.1.1 Establishing a core group to review existing systems and to develop a draft manual to harmonize them  

5.1.2 Convening a Stakeholders meeting /workshop to consider and approve the harmonized manual for the logistics of health commodity system (one person per state and 20 national officers including partner agencies for 2 days)
	X     

X    
	
	
	
	

	Activity 5.2: Develop an architectural design to serve as prototype storage facility in line with international specifications to be adopted by the states and LGAs for the harmonised logistics system. (to be outsourced)
	       X
	
	
	
	

	Activity 5.3: Training of LGA logistic personnel, 2/LGA (1548) on the harmonized logistic system
	                 X    X
	
	
	
	

	Activity 5.4: Training and provision of maintenance kits, 2 per state and FCT (74).
	          X    X    
	
	
	
	

	Activity 5.5: Provision of solar refrigerators for storage of vaccines in 960 Wards over 2 years
	         X     X     X
	X     X     X      X   
	
	
	

	Activity 5.6 Provision of maintenance support for solar refrigerators
	          X     X    X
	X     X     X      X   
	X   X     X      X
	
	


Section 6: Monitoring, Evaluation and Operational Research

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

i) National DTP3 coverage (%)

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

iii) Under five mortality rate (per 1000)
· Please list up to three more impact / outcome indicators that can be used to assess the impact of GAVI HSS on improving immunisation and other child and maternal health services. 

Note: It is strongly suggested that the chosen indicators are linked with proposal objectives and not necessarily with activities. 

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

Examples of Impact Indicators

· Maternal mortality ratio

Examples of Outcome Indicators

· National measles coverage

· Proportion of districts with coverage at 80% or above

· Hib coverage

· HepB coverage, BCG coverage

· DTP1-DTP3 drop-out rate

· Proportion of births attended by skilled health personnel

· Antenatal care use

· Vitamin A supplementation rate

	Intervention
	Possible indicators

	Immunisation
	National measles coverage; proportion of districts with coverage at 80% or above; BCG coverage; Polio 3 coverage; Hib coverage; HepB3 coverage

	Maternity care
	Antenatal care use; skilled birth attendance; tetanus toxoid 2 or more doses; caesarean section rate; postnatal care

	Family planning
	Contraceptive use among women

	Treatment of sick children
	oral rehydration therapy and continued feeding for children with diarrhoea; Care seeking for pneumonia; Antibiotic treatment for pneumonia

	Nutrition
	Breastfeeding rate; (start on first day, exclusive at 0-3 months, supplements at 6-9 months); vitamin A supplementation rate to children 6-59 months (within last 6 months) and postpartum to mother within 8 weeks  

	Water/sanitation
	Access to safe water source; adequate sanitary facilities

	Tuberculosis
	DOTS treatment coverage (treatment success rate times case detection rate)

	Malaria
	Children with fever receiving anti-malarials; children sleeping under ITN

	AIDS
	% of HIV-positive pregnant women receiving ARVs; PMTCT among pregnant women


To the applicant
· Please list up to 6 output indicators based on the selected activities in section 5. (Table 6.2).
· For all indicators, please give a data source, the baseline value of the indicator and date, a target level and date, as well as a numerator and denominator. Some indicators may have more than one data source (Table 6.1).
Note: Examples of output indicators that could be used, with the related numerator, denominator (if applicable) and data source are shown below. Existing sources of information should be used to collect the information on the selected indicators wherever possible. In some countries there may be a need to carry out health facility surveys, household surveys, or establish demographic surveillance. If extra funds are required for these activities, they should be included.     
Examples of Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source

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

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

	Drug availability index
	Average number of ten selected essential drugs that are in stock in sampled health centres
	
	HMIS & Health facility survey


6.1: Impact and Outcome Indicators

	Indicator
	Data Source
	Baseline Value

	Source
 
	Date of Baseline
	Target
	Date for Target

	1. National DTP3 coverage (%)
	NICS
	36.3%
	NICS (2006)
	2005
	80%
	2010

	2. Number (%) of LGAs achieving ≥80% DTP3 coverage
	WHO-UNICEF JRF
	310 (40%)
	JRF 2006
	2006
	620 (80%)
	2010

	3. Under five mortality rate (per 1000)
	State of the world’s children   report  (UNICEF)
	194/1000
	State of the world’s children   report (UNICEF 2007)
	2006
	185/1000
	2010

	4.Proportion of birth attended by skilled Health personnel
	NDHS
	36.3%
	NDHS(2003)
	2002
	60%
	2010

	5.Antenatal care up take/proportion of women attending antenatal clinic
	State of the world children(UNICEF)
	58%
	State of the World children(UNICEF 2007)
	2006
	70%
	2010

	6.T.T 2+ coverage
	State of the world children (UNICEF)
	51%
	State of the World children(UNICEF 2007)
	2006
	65%
	2010


6.2: Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value
	Source
	Date of Baseline
	Target
	Date for Target

	1.Percentage of rehabilitated existing PHC facilities
	No of rehabilitated existing PHC facilities
	Total number of existing PHC facilities planned for rehabilitation
	Monitoring and supervision report
	Not Available
	
	Data collection being planned 1st Quarter of 2008
	50%
	2010

	2. Percentage of existing PH facilities  fully equipped
	No. of existing PHC facilities fully equipped.
	Total No. of PHC facilities  planned for equipping
	Monitoring and supervision report
	0
	Status of PHC in Nigeria: Report of NEEDS assessment survey (2001)
	 2001
	50%
	2010

	3. Proportion of PHC workers trained 
	No of PHC workers trained 
	Total No of PHC workers planned for training
	Training reports
	Not Available
	
	Data collection being planned 1st Quarter of 2008
	70%
	2010

	4. Percentage of wards with installed solar refrigerators.
	Number of wards with solar refrigerators installed
	Total number of wards planned to have solar refrigerators installed.
	Administrative reports
	Not Available
	
	Data collection being planned 1st Quarter of 2008
	50%
	2010

	5 Percentage of LGAs provided with data management tools and equipment in the LGAs of the target wards.
	Number of LGAs provided with data management tools and equipment in the LGAs of the target wards.
	Total number of LGAs expected to be provided with data management tools and equipment in the LGAs of the target wards.
	Administrative and monitoring reports
	Not Available
	
	Data collection being planned 1st Quarter of 2008
	60%
	2010

	6. Proportion of supervisory visit conducted by LGA to Health facilities.
	Number of supervisory visit conducted by LGA to Health facilities.
	Total No supervisory visits planned to be conducted.
	Monitoring and supervisory reports, Annual reports
	Not Available
	
	Data collection being planned 1st Quarter of 2008
	50%
	2010


To the applicant
· Please describe how the data will be collected, analyzed and used. Existing data collection and analysis methods should be used wherever possible. Please indicate how data will be used at local levels and ways of sharing with other stakeholders in the last column (Table 6.3). 
6.3: Data collection, analysis and use  
	Indicator
	Data collection
	Data analysis
	Use of data

	Impact and outcome 
	
	
	

	1. National DTP3 coverage (%)
	Data is routinely collected from the health facilities to the LGA and then to the States and National. Another method is through survey.
	Data are analysed using percentage coverage tables, rates, and graphs for routine data. Survey data are analysed using WINCOSAS software.  
	Used for tracking performance and progress monitoring. It is shared through monthly meeting at LGA level and State and feedback. At National level through quarterly bulletin

	2. Number / % of LGA achieving ≥80% DTP3 coverage
	This is collected from the monthly submissions of LGAs

	Data are analysed using % of LGAs performing above and below 80% DPT3 benchmark coverage
	Data is used for performance monitoring of LGAs. It is shared during monthly meetings and feedback reports

	3. Under five mortality rate 
(per 1000)
	This data is collected through survey conducted by National Population Commission (NDHS)
	Data are analysed using appropriate software.
	Data is used to access outcome and impact of under 5 child survival interventions

	4. Proportion of birth attended by skilled Health personnel
	This data is routinely 

collected from Health facility register and through NDHS

	Proportion is derived from routine data and use of software by National Population Commission
	Data is used to determine access and utilization of Health facilities. It is shared through publications

	5.Antenatal care use
	This data is routinely 

collected from Health facility register and through NDHS and multiple cluster survey (MICS)

	 Percentage of pregnant women using ante natal care services is derived from analysis of survey data
	Data is used to determine access and utilization of Health facilities. It is shared through publications

	6.T.T 2+ coverage
	This data is routinely 

collected from Health facility register and through NDHS and multiple cluster survey (MICS)

	 Percentage of pregnant women receiving at least 2 doses of TT.This is derived from survey analysis and routine data
	Data is used to determine access and utilization of Health facilities. It is shared through publications

	Output
	
	
	

	Indicator
	Data collection
	Data analysis
	Use of data

	1.Percentage of rehabilitated existing PHC facilities
	This data is collected through administrative reports and survey
	The percentage is derived from analysis of administrative reports and surveys
	This data is used to determine the percentage of Health facilities in good physical conditions for service delivery. It is shared through feedback, dissemination meetings and publications

	2. Percentage of existing PH facilities fully equipped
	This data is collected through administrative reports and survey
	The percentage is derived from analysis of administrative report, desk reviews and surveys
	This data is used to determine quality assurance in the delivery of services. It is shared through feedback, dissemination meetings  and publications

	3. Proportion of PHC workers trained 
	This data is collected through administrative reports and survey
	The percentage is derived from analysis of administrative report, desk reviews and surveys
	This data is used to determine the capacity of health work force to deliver quality services. It is shared through feedback, dissemination meetings  and publications

	4. Percentage of wards with installed solar refrigerators.
	This data is collected through administrative reports and surveys 
	The percentage is derived from analysis of administrative reports, assessment studies and surveys.
	This data is used to determine the capacity of the wards to store vaccines for immunization services. It is shared through feedback, dissemination meetings  and publications

	5 Percentage of LGAs provided with data management tools and equipment in the LGAs of the target wards.
	This data is collected through administrative reports and surveys 
	The percentage is derived from analysis of administrative reports, assessment studies and surveys.
	This data is used to determine the capacity of the LGAs for quality data management. It is shared through feedback, dissemination meetings  and publications

	6. Proportion of supervisory visit conducted by LGA to Health facilities.
	This data is collected through monitoring and supervisory reports. 
	The proportion is derived from analysis of monitoring and supervisory  reports, 
	This data is used to improve staff performance and quality of health data. It is shared through feedback, dissemination meetings  and publications


To the applicant
· Please indicate if the M&E system needs to be strengthened to measure the listed indicators and if so describe which indicators specifically need strengthening. (Table 6.4).  
· Please indicate if the GAVI HSS application includes elements of operational research that address some of the health systems barriers to better inform the decision making processes or health outcome. (Table 6.5).
6.4: Strengthening M&E system
M & E needs to be strengthened as it is listed as one of the major thrust of support and in the case of M & E the whole country is to be covered with the support.
The indicators that specifically need strengthening are listed below

	1. Proportion of birth attended by skilled Health personnel

	2.Antenatal care use

	3. Percentage of rehabilitated existing PHC facilities.

	4. Percentage of existing PH facilities that are fully equipped

	5. Proportion of PHC workers trained 

	6. Percentage of wards with installed solar refrigerators.

	7. Percentage of LGAs provided with data management tools and equipment in the LGAs of the target wards.

	8. Proportion of supervisory visit conducted by LGA to Health facilities.


6.5: Operational Research

1. Baseline study to determine the functional status of PHC facilities in the selected 960 wards
2. A study to determine the mechanisms for sustainable financing of the minimum health package.
3. A study to examine the effectiveness of public expenditures on routine immunization at all levels of the Health sectors.
4. A study to determine factors that contribute to low coverage rate of fully immunized children in Nigeria.
Section 7: Implementation Arrangements 
To the applicant
· Please describe how the GAVI HSS support will be managed (Table 7.1).  Please also indicate the roles and responsibilities of all key partners in GAVI HSS implementation (Table 7.2).
Note: GAVI encourages aligning GAVI HSS with existing country mechanisms. Applicants are strongly discouraged from establishing a project management unit (PMU) for GAVI HSS. Support for PMUs will only be considered under exceptional circumstances, based on a strong rationale. 
7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	An existing project implementation unit in the Dept of Planning Research and Statistics which is already managing Health System Development Fund of the World Bank


	Role of HPCC (or equivalent) in implementation of GAVI HSS and M&E
	Approve the work plan of GAVI HSS proposals from States.

 Review the progress of implementation of GAVI HSS 

Provides guidance to the Health System Forum on Policy and Technical issues on the GAVI HSS 


	Mechanism for coordinating GAVI HSS with other system activities and programs
	The Health Partners Coordination Committee (HPCC) chaired by the Honourable Minister of Health and with membership drawn from all heads of UN Agencies, bilateral donor agencies, key agencies of the ministry of health and development partners coordinate inputs into the health system in general. 
At the State level the establishment of a similar coordinating body is in progress. 
GAVI/HSS Review committee will be constituted within the Nigeria Health System Forum and will include representative of the States.

The committee will review and report to the HPCC. 




7.2: Roles and responsibilities of key partners (HPCC members and others)
	Title / Post
	Organisation
	HSCC member yes/no
	Roles and responsibilities of this partner in the GAVI HSS  implementation

	Hon. Minister


	Federal Ministry of Health
	Yes
	Chairs the Health Partners Coordination Committee. 
HPCC approves States work plan for implementation upon recommendation of the GAVI HSS award committee.

Political advocacy to the Federal and State government to ensure programme sustainability.



	Hon. Minister 
	Federal Ministry of Finance
	No
	Ensures availability of adequate government funds for financing health programmes

	Hon.  Minister
	National Planning Commission
	Yes
	Ensures effective coordination of donor funds

Serves as a member of the HPCC 

	Director Health Planning and Research

	Federal Ministry of Health
	Yes
	Coordinates effective implementation of the programme.

Serves as a member of HPCC.

Chairs the Health System Forum which is the technical arm of the HPCC

	Executive Director
	National Primary Health Care Development Agency
	Yes
	Coordinates the implementation of the activities in the states and LGAs.
Member of HPCC

Member of the Health System Forum.

Co -signatory to the existing mechanism of GAVI fund release

Coordinate PHC services which include immunization.
Plays advocacy role for PHC services


	WHO Representative in Nigeria


	Wold Health Organisation
	Yes
	Provide technical support to the country on all health matters.
Member of HPCC

Member of Health System Forum

	Country Representative


	UNICEF
	Yes
	Plays advocacy role and provides technical support to the country on all health matters.
Member of HPCC

Member of Health System Forum

	Country Director
	World Bank 
	Yes
	Member of HPCC
Member of Health System Forum

	Ambassador and Head of Delegation  


	EC in NIGERIA
	Yes
	Member of HPCC

Member of Health System Forum

	Senior Health and Economic Adviser

	DFID
	Yes
	Member of HPCC

Member of Health System Forum
Provides technical support on Health matters

	Head of AID


	CIDA
	Yes
	Member of HPCC

Member of Health System Forum

Provides technical support on Health matters

	Mission Director


	USAID
	Yes
	Member of HPCC

Member of Health System Forum

Provides technical support on Health matters

	Ambassador of Japan.


	JICA
	Yes
	Member of HPCC

Member of Health System Forum

Provides technical support on Health matters

	Chairman


	Rotary International Polio Plus
	YES
	Member of HPCC

Member of Health System Forum

Provides technical support on Health matters

	Executive Secretary
	Health Reform Foundation Of Nigeria (HERFON)
	YES
	Member of HPCC

Member of Health System Forum

Provides technical support on Health matters

	Hon. Commissioners
	State Ministry of Health
	NO
	Coordinate and supervise the implementation at the state and LGA 
Representatives are ad hoc members of the GAVI HSS award committee

	Consultants
	GAVI (Zones)
	NO
	Provides technical supervision to the States and LGAs within the zones
Members of GAVI HSS review and award committees


To the applicant
· Please give the financial management arrangements for GAVI HSS support. GAVI encourages funds to be managed ‘on-budget’. Please describe how this will be achieved (Table 7.3).  
· Please describe any procurement mechanisms that will be used for GAVI HSS (Table 7.4).

7.3: Financial management of GAVI HSS support
	Mechanism / procedure
	Description

	Mechanism for channelling GAVI HSS funds into the country
	Funds will be channelled into a GAVI HSS dedicated account. This is a special account to complement government budgetary allocations to health at all levels.


	Mechanism for channelling GAVI HSS funds from central level to the periphery
	The GAVI HSS funds will be transferred from the central to the periphery through State GAVI HSS dedicated accounts after approval by the Nigeria Health Partner Coordinating Committee. 

For ownership, States are expected to pay a 10% counterpart funds into their State GAVI HSS dedicated account. 

	Mechanism (and responsibility) for budget use and approval
	State GAVI HSS proposal with budgets are reviewed by the GAVI HSS award review committee and recommended for approval of the HPCC. 
On approval by the HPCC, funds are released to the various States account on confirmation of the availability of counterpart fund and prescribed signatories to the account.
The State equivalent of HPCC gives final approval for utilization of funds at State and LGA levels after review of approved State and LGA work plans.

	Mechanism for disbursement of GAVI HSS funds
	Funds will be disbursed according to the approved programmes in accordance with the financial guidelines.

	Auditing procedures
	Through the use of internal and external auditors




7.4: Procurement mechanisms
Health commodities to be procured, stored and distributed are 
Medicines

Equipment
Supplies

The commodities are quantified based on approved work plans. Approval to tender is sought from the relevant authorities in charge. Thereafter due process certificate is obtained to award contracts. Due process is a federal government of Nigeria established pricing procedure put in place to moderate cost of goods and services in the public service.

A tendering procedure is selected, in this case open competitive bidding of pre qualified suppliers/contractors.

Selection of items to procure is done using the non proprietary international names (GENERIC) for medicines.
For equipments, compliance with international standard must be adhered to.  

Thereafter quantification of all procurable items are done and matched with available funds.

Procurement process will include tendering and awards in accordance with National guidelines.
States/LGAs will procure materials and services locally. 

External procurements will be through International competitive bidding. 

To the applicant
· Please describe arrangements for reporting on the progress in implementing and using GAVI HSS funds, including the responsible entity for preparing the APR. (Table 7.5)

Note: The GAVI Annual Progress Report, due annually on 15 May, should demonstrate: proof of appropriate accountability for use of GAVI HSS funds, financial audit and proper procurement (in line with national regulations or via UNICEF); efficient and effective disbursement (from national to sub-national levels; in the context of a SWAp mechanism, if applicable); and evidence on progress on whether expected annual output targets and longer term outcome targets are being achieved.
7.5: Reporting arrangements

Implementation reports are prepared at four levels: 

LGAs to State

States to Zone

Zones to National 

National to GAVI Secretariat

GAVI HSS activities are reported from the lowest level of implementation to the States on a monthly basis. These monthly State reports are collated and sent to the Zones for onward transmission to the GAVI National desk on a quarterly basis. These reports and the retirements form the basis of the annual progress reports that will be sent to GAVI secretariat by May 15th every year.
To the applicant
· Some countries will require technical assistance to implement GAVI HSS support. Please identify what technical assistance will be required during the life of GAVI HSS support, as well as the anticipated source of technical assistance if known (Table 7.6).

7.6: Technical assistance requirements

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

	1. Development of a harmonized logistic system for all health commodities in the country.
	3 months
	1st quarter 2008
	International Partners

	2.Build capacity of Health workers in data management
	12 weeks
	3rd quarter 2008
	International Partners

	3.Operation research in improving immunization coverage
	9 months
	2nd, 3rd and 4th quarter 2008
	International Partners

	4.
	
	
	


Section 8: Costs and Funding for GAVI HSS
To the applicant

· Please calculate the costs of all activities for the duration of the GAVI HSS support. Please add or delete rows / columns to give the right number of objectives, activities and years. (Table 8.1)
Note: Please ensure that all support costs for management, M&E, and technical assistance are included. Please convert all costs to US$ (at the current exchange rate), and ensure that GAVI deflators are used for future costs (see guidelines on the GAVI website: www.gavialliance.org). 
Note: The overall total request for GAVI HSS funds in table 8.1 should not exceed the overall total  of GAVI HSS funds allocated in table 8.2. Funds may be requested in annual trenches according to estimated annual activity costs. These may vary annually from the allocation figures in table 8.2.
8.1: Cost of implementing GAVI HSS activities
	Area for support

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

	
	2007
	2008…
	2009…
	2010
	

	Activity costs
	
	US$
	US$
	US$
	US$

	Objective 1:  

To re-vitalise the Ward Development Committees in those 960 wards
	
	
	
	
	

	Activity 1.1  Reactivate and re-orientate Ward Development Committees in 960 Wards over 2 years
	
	166,476
	166,476
	0
	332,952

	Activity 1.2: Develop a Ward Health Plan (WHPs), 2008- 2010, in 960 wards over 2 years
	
	2,177,143
	2,177,143
	0
	4,354,286

	Activity 1.3: Implement Ward Health Plans (WHPs) based on micro-planning in 960 Wards over 2 years. 
	
	0
	0
	0
	0

	Objective 2: 

To rehabilitate and equip 960 health facilities (1/ward) to deliver PHC minimum health package
	
	
	
	
	

	Activity 2.1 Rehabilitate 960 existing PHC facilities, one per ward over 2 years
	
	5,714,286
	5,714,285
	0
	11,428,571

	Activity 2.2: Equip 960  existing PHC facilities with minimum equipment package one per Ward over  2 years
	
	3,809,524
	3,809,524
	0
	7,619,048

	Activity 2.3  Provide seed stock of essential drugs to 960  existing PHC facilities,   over 2 years
	
	1,904,762
	1,904,762
	0
	3,809,524

	Objective 3: 

To train PHC workers in those 960 wards on managerial capacity, and technical skills for integrated service delivery by 2010.
	
	
	
	
	

	Activity 3.1: Training and re-training of all PHC workers in 960 wards on integrated service delivery, managerial and team building skills and resource mobilization.

(Each training activity will be institution-based and for 2weeks) 
	
	4,853,333
	4,853,333
	0
	9,706,667

	Activity 3.2: Providing monitoring and supportive supervision of trained PHC workers
	
	213,333
	213,333
	213,333
	640,000

	Objective 4: 

To strengthen the NHMIS for programme monitoring and management in 100 LGAs  by 2010
	
	
	
	
	

	Activity 4.1: Provision of data management tools and equipment in the LGAs covering the target wards
	
	87,301
	87,302
	0
	174,603

	Activity 4.2: Facilitate data flow using ward focal persons
	
	457,143
	457,143
	457,143
	1,371,429

	Activity 4.3: Training  of 2(HF service provider per ward) and 2 staff from the LGA(774) on quality assurance and data management
	
	121,690
	121,690
	0
	243,381

	 Activity 4.4: To conduct monitoring and supportive supervisory visits to strengthen NHMIS programme implementation at all levels:
4.4.1: 2 Officers per zone (2 X 6 persons) to conduct supervision  of M & E activities quarterly at state level for  3 days

4.4.2:  5 State  Officers per State (37 X 5 persons) to conduct supportive supervision to LGAs – quarterly for a period of 5 days 

4.4.3:     2 LGA officers to conduct supportive supervision -monthly for  5 days
	
	59,048
264,285

95,238
	59,048
264,286

95,238
	59,048
264,286

95,238
	177,143
792,857

285,714

	Objective 5:

 To strengthen the logistics system and infrastructure at the National/State/LGA/Ward levels by the end of 2010

	
	
	
	
	

	Activity 5.1: Development of a harmonized logistic system for all health commodities in the country by:
5.1.1: Establishing a core group to review existing systems and to develop a draft manual to harmonize them  

5.1.2: Convening a Stakeholders meeting /workshop to consider and approve the harmonized manual for the logistics of health commodity system (one person per state and 20 national officers including partner agencies for 2 days)
	
	54,524
12,579
	0
0
	0
0
	54,524
12,579



	Activity 5.2: Develop an architectural design to serve as prototype storage facility in line with international specifications to be adopted by the states and LGAs for the harmonised logistics system. (to be outsourced)
	
	7,937
	0
	0
	7,937

	Activity 5.3: Training of LGA logistic personnel, 2/LGA (1548) on the harmonized logistic system
	
	480,794
	0
	0
	480,794

	Activity 5.4: Training and provision of maintenance kits, 2 per state and FCT (74).
	
	64,365
	0
	0
	64,365

	Activity 5.5: Provision of solar refrigerators for storage of vaccines in 960 Wards over 2 years
	
	1,440,00000
	1,440,000
	0
	2,880,000

	Activity 5.6 Provision of maintenance support for solar refrigerators
	
	76,190
	76,190
	76,190
	228,571

	TOTAL COSTS
	
	22,098,373
	21,439,754
	1,165,238
	44,703,365


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

· If GNI < $365 per capita, country is eligible to receive up to $5 per capita

· If GNI > $365 per capita, country is eligible to receive up to $2.5 per capita

Note: The following example assumes the birth cohort in the year of GAVI application is 100,000, and gives the total fund allocations if the GNI < $365 per capita and if the GNI > $365 per capita.

Examples: GAVI HSS country allocation calculation

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

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

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

	Allocation per newborn
	$5
	$5
	$5
	$5
	

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


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

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

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

	Allocation per newborn
	$2.5
	$2.5
	$2.5
	$2.5
	

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


8.2: Calculation of GAVI HSS country allocation

	GAVI HSS Allocation

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

	
	2007
	2008
	2009
	2010
	

	Birth cohort
	5,791,671
	5,977,005
	6,168,269
	6,365,653
	

	Allocation per newborn
	2.5
	2.5
	2.5
	2.5
	

	Annual allocation
	
	14,942,512
	15,420,672
	15,914,132
	46,277,316


Source and date of GNI and birth cohort information:
GNI:
World Bank Development Indices 2007


Birth cohort:
National Population Commission 2006


Total Other:



To the applicant:

Note: Table 8.3 is not a compulsory table.  

· Please endeavour to identify the total amount of all expected health system strengthening related spending in the country during the life of the GAVI HSS application (Table 8.3).

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

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

	
	2007
	2008
	2009
	2010
	20…
	20…
	

	GAVI
	
	
	
	
	
	
	

	Government 
	
	
	
	
	
	
	

	Donor 1.(DFID)
	
	US$30m
	US$35m
	US$40m
	
	
	

	Donor 2.
	
	
	
	
	
	
	

	Donor 3.
	
	
	
	
	
	
	

	Donor 4.
	
	
	
	
	
	
	

	Total Other
	
	
	
	
	
	
	

	TOTAL FUNDING
	
	
	
	
	
	
	


Source of information on funding sources:
GAVI:



Government:



Donor 1:



Donor 2:



Donor 3:



Total other:



Section 9: Endorsement of the Application
To the applicant:

· Representatives of the Ministry of Health and Ministry of Finance, and the Chair of the Health Sector Coordinating Committee (HSCC), or equivalent, should sign the GAVI HSS application.
· All HSCC members should sign the minutes of the meeting where the GAVI HSS application was endorsed. This should be submitted with the application (numbered and listed in Annex 1). 

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

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

	Ministry of Health:
	 Ministry of Finance:

	Name: PROF ADENIKE GRANGE
	Name: DR SHAMSUDEEN USMAN

	Title / Post: HON MINISTER OF HEALTH
	Title / Post: HON. MINISTER OF  FINANCE

	Signature:


	Signature:

	Date: 28th September 2007
	Date: 28th September 2007


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

Members of the Health Sector Coordination Committee or equivalent endorsed this application at a meeting on 8th March 2007.The signed minutes are attached as Annex 1.
	Chair of HSCC (or equivalent):
	

	Name: PROF ADENIKE GRANGE

	Post / Organisation: HON. MINISTER OF HEALTH

	Signature:
	Date: 


9.3: Person to contact in case of enquiries:


Name: DR A J OTERI
Title: GAVI FOCAL PERSON

Tel No: +2348033090404
Address: ROUTINE IMMUNIZATION UNIT



IMMUNIZATION DEPT, NPHCDA, 

PLOT 681/682 PORT HARCOURT CRESCENT, AREA 11, GARKI-ABUJA 


Fax No.


Email: josephoteri@yahoo.co.uk


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

· Please number and list in the table below all the documents submitted with this application. 

Note: All supporting documentation should be available in English or French, as electronic copies wherever possible. Only documents specifically referred to in the application should be submitted.
	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration 
	Attachment Number

	National Health Sector Strategic Plan (or equivalent) 

	YES
	1998-2010
	01

	cMYP
 


	YES
	2006-2010
	02

	MTEF
 


	
	
	

	PRSP8

	
	
	

	Recent Health Sector Assessment documents

	
	
	

	HSCC minutes, signed by Chair of HSCC


	YES
	
	

	National Economic Empowerment and Development Strategy (NEEDS)
	YES
	
	03

	Health Sector Reform Programme
	YES
	
	04

	National Health Promotion Policy
	YES
	
	05

	National Policy on Infant and Young child Feeding
	YES
	
	06

	Integrated Child Survival and Development Strategic Framework and POA
	YES
	
	07

	Operational training manual and guidelines for development of PHC
	YES
	
	08

	Status of Primary Health care in Nigeria, Report of NEEDS assessment survey
	YES
	
	09

	Nigeria Demographic and Health Survey 2003
	YES
	
	10

	National Health Management Information System Policy
	YES
	
	11

	Blue print on Routine Immunization sustainability
	YES
	
	12

	Implementation of the Minimum Health care package 
	YES
	
	13

	Achieving Health Related MDG goals in Nigeria
	YES
	
	14

	Revitalization of Primary Health Care in Nigeria
	YES
	
	15

	Revised National Health Policy 
	YES
	
	16

	Ward Health Services, operational guide
	YES
	
	17

	PHC Profile-Technical report on PHCMIS service statistics
	YES
	
	18

	Nigeria Health, Nutrition and Population Country status report (Vol. 1 & 2)
	YES
	
	19

	National Policy on public-private partnership for health in Nigeria
	YES
	
	20


ANNEX 2 Banking Form
	GLOBAL ALLIANCE FOR VACCINES AND IMMUNISATION

	
	Banking  Form

	

	SECTION 1 (To be completed by payee)

	
	

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

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



	Name of Institution:

(Account Holder)
	

	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’s title
	

	Bank account No.:
	

	At:                    Bank’s name
	

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

	By whom is the account audited?
	

	Signature of Government’s authorizing official:



	[image: image1]
Name:
	
	Seal:



	Title:
	
	

	Signature:
	
	

	Date:
	
	

	
	
	


	SECTION 2 (To be completed by the Bank) 

	

	FINANCIAL INSTITUTION
	CORRESPONDENT 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 – Secretariat

 Att. Dr Julian Lob-Levyt

Executive Secretary

 C/o UNICEF

Palais de Nations

CH 1211 Geneva 10

Switzerland
	On the ……………………………… 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

	Government’s authorizing official
	
	
	
	

	Bank’s authorizing official 
	
	
	
	

	

	                                    

	Signature of UNICEF Representative:



	Name
	

	Signature
	

	Date
	

	
	
























































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


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


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


� Within the last 3 years.


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


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


� Important for easy accessing and cross referencing


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


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