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	Tuberculosis
	TB

	United Nations
	UN
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	United Nations Children’s Fund
	UNICEF
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	WAHO

	World Health Organisation
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Executive Summary
Sierra Leone is among the countries with the worst indices for maternal and child health in the world. It is estimated that women face a 1 in 6 life-time risk of dying from pregnancy and childbirth related complications.  And for every woman who dies, it is also estimated that another 15-30 women will face long term health complications.  In addition, 1 of every 5 children dies before reaching their fifth birthday, with up to 40% of these deaths occurring in the first month of life.  

In order to reduce these deplorable indices, the following bottleneck must be addressed: 

1. A large proportion of the population do not have adequate access to priority health care. 

2. Very few health facilities provide Basic Emergency Obstetric Care. 
3. Majority of the Peripheral Health Unit (PHU) staff are not trained in the Integrated Management of Childhood Illnesses (IMCI). 
4. Inadequate means of transportation for prompt referrals of severe and complicated cases.

5. Irregular supervision of PHU staff, one of the causes of poor quality care. 

This proposal seeks support from GAVI HSS to address these five key service delivery areas in order to contribute towards the achievement of the Millennium Development Goals (MDG) 4, 5 and 6. The objectives of this proposal are:

1. To increase the proportion of planned out-reach activities conducted by Community Health Centre Staff from 32% in 2006 to 70% by 2009.

2. To increase the number of staff trained in IMCI and B-EMOC from 0 in 2007 to 200 in 2009.

3. To increase the number of deliveries done through caesarean section from 

450 in 2006 to 4000 in 2009.     

4. To increase the proportion of health facilities that received regular quarterly

                  supervision from 33% in 2007 to 90% in 2009.
To meet Objective 1 GAVI HSS will support out-reach activities in the 170 Community Health Centres (CHCs) in the country through the provision of 70 motor-bikes for PHU staff and payment of out-reach allowances. The out-reach services will include a package of proven cost effective interventions, namely, Immunization, Insecticide Treated Bednets (ITNs), family planning, Vitamin A supplements, de-worming drugs, nutritional counselling, antenatal care and treatment of common illnesses. This will help take essential health care closer to communities that do not have ready access to these services. It is expected that this intervention will increase the percentage of fully immunised infants from 55% in 2006 to 75% in 2007.
To achieve Objective 2 GAVI HSS will support in-service training of 200 peripheral health staff in Integrated Management of Childhood Illnesses (IMCI) and Basic-Emergency Obstetric Care (B-EMOC). These in-service training programmes will complement efforts of other partners that are supporting basic and specialized training of health care staff.   These training programmes will be sustained by integrating them into the training curriculum of the 3 cadres of peripheral health staff that are currently providing health care services in Community health Centres, namely, Community Health Officers (CHOs), State Enrolled and Community Health Nurses (SECHN) and Maternal and Community Health Aides (MCH-Aides). It is expected that this will contribute to improvement in the quality of service to children and pregnant women.
Objective 3 will focus on improving access of pregnant women and children with complicated conditions to specialised care. GAVI HSS will support the provision of ambulances to all 12 districts. The strategy for management of the ambulances will be based on an already proven and successful strategy, whereby NGOs will manage the operation of the ambulances in these districts. Monthly financial support will be provided for fuel, maintenance of the ambulances and payment of the drivers and health staff.  This intervention is expected to facilitate the referral of about 4,000 cases of obstetric complications to the appropriate level for medical care.
Objective 4 will be achieved by providing 7 vehicles for the seven District Health Management Teams (DHMTs) that have only one functional vehicle for district operations. In addition, each of the 13 DHMTs will be given financial support of about US$ 3,000 every three months to provide a package of deliverables that will include supervision of all PHUs in the district and producing reports, verifying out-reach activities conducted by PHU staff, providing capacity building for PHUs staff during the supervision visit and replenishing stocks of drugs and other medical supplies to PHUs. Personal Data Assistance (PDA) based integrated supervision checklist is being introduced to ensure uniformity, data collation, analysis and use. This intervention will help improve quality of services as well as reduce stock-out of essential drugs at Peripheral Health Units (PHUs).
Support for these activities is also expected to impact a whole range of health care services, including deliveries conducted by skilled attendants, nutrition including micro-nutrients supplementation and treatment of TB cases. 

The proposal is for a period of 2-years, from 2008 to 2009, and the total amount requested from GAVI HSS is US$ 2,214,820. 

This proposal was developed through a consultative process involving the Ministry of Health and Sanitation, National and International Non-Governmental Organisation, Civil Society Groups, Donors and UN Agencies. 
The proposal development process was led by the Directorate of Planning and Information in the Ministry of Health and Sanitation. The Health Task Force (comprising representatives of all stake-holders in the health sector) was accepted as the Health Sector Coordinating Group (HSCC) and will be involved in implementing and monitoring the activities in the GAVI HSS proposal.    

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.

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 TASK FORCE (HTF)


	HSCC operational since:  June 2003. 


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

It is a stand-alone committee comprising all stakeholders in the health sector, including Ministry of Health and Sanitation, NGOs, Faith-Based Organisations, Donors and Civil society Groups.  It is chaired by the Chief Medical Officer of the Ministry of Health and sanitation (MoHS).


	Frequency of meetings:

The Committee meets regularly, once a month and on the first Wednesday of the month.
…………………………………………………………………………………………………………………



	Overall role and function:

· It coordinates health activities of all health NGOs, Donors and Private Sector and ensures that their annual work-plans are aligned with the National Health Sector Plan.
· It ensures that all stakeholders are operating in-line with the National Health Policy.   
· It ensures that Donors, NGOs and other partners collaborate with the Ministry of Health and Sanitation in the implementation of priority health activities.
· The meetings serve as a forum for discussing health problems and making suggestions for policy directions.
· The meetings also serve as a forum for monitoring progress, identifying constraints/difficulties and failures of the health sector. 



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?
The application development process was coordinated by the Directorate of Planning and Information in the Ministry of Health and Sanitation.  ………………………………



	Who led the drafting of the application and was any technical assistance provided?
The drafting of the application was led by a proposal writing committee comprising 9 members of the Health Task Force. No external technical assistance was requested for the proposal writing, because Sierra Leone had already received “Conditional Approval” for its October 2006 GAVI HSS application. 


	Give a brief time line of activities, meetings and reviews that led to the proposal submission.
1. Following the release of the October 2006 GAVI HSS application results, the Directorate of Planning and Information included a presentation on the GAVI HSS grant in the agenda of the Annual Health Planning and Review meeting, held in December 2006. 
2. In February, a small  committee led by the Directorate of Planning and Information and comprising representatives from the EPI Programme, District Health Management Team, WHO, UNICEF and the National Malaria Control Programme held a 5-day GAVI HSS proposal writing retreat in one of the districts. During the retreat comments of the GAVI HSS Independent Proposal Review committee were addressed and the resulting draft proposal was shared with stake-holders within the health sector.
3. In March 2007, a team of three persons from the Planning Unit, EPI and WHO attended  a 3-day GAVI HSS proposal writing workshop at Ouagadougou, Burkina Faso. During the meeting the Sierra Leone team developed a work-plan for GAVI HSS proposal submission. 
4. At the April Health Task force Meeting, a representative of the Planning unit made a presentation on the GAVI HSS proposal writing process and shared the draft proposal, application form, guideline and work-plan for GAVI HSS proposal submission with all members of the HTF. At that meeting it was agreed that a small team be established to finalise the proposal. 
5. The team met three times and accomplished the following: 
· Revised health systems barriers, 
· Prioritised the barriers and,

· Revised the draft proposal to address the prioritised barriers.

6. On April 25, 2007 the revised draft proposal was circulated to all members of the Task force including the Task Team Leader for the World Bank for the Reproductive and Child Health (RCH) Programme  and the DFID Regional Health Adviser for the RCH. 
7. The proposal was then revised based on the comments received. 
8. The revised draft proposal was re-distributed on May 1 2007 and was endorsed at the on May 2, 2007 at the May HTF meeting. 
9. At a meeting of the Steering Committee for the RCH, it was decided that the proposal submission should be delayed until the Strategic Plan for the RCH is completed, as the proposal was based on addressing issues of child and maternal health.



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

The proposal was reviewed by all members of the HTF, UN Agencies and DFID and World Bank staff working on the RCH programme. 

The proposal development committee met on three occasions to conduct a comprehensive review of the proposal. It was during these meetings that the priority areas for assistance were identified and the most effective strategies were debated. By pooling the combined ideas from team members, some with extensive experience in working in Sierra Leone and in other developing countries, the team was able to come up with a package of activities that would best address some of the most critical needs of the sector. The team developed a draft proposal to address the prioritised barriers.
Comments on the proposal were sent through e-mail and telephone calls. And after each wave of comments the proposal was revised and redistributed to the partners for additional review. 


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

All Members of the Health Task Force, WHO Representative, UNICEF Representative, the World Bank Task Team Leader for the RCH, the DFID Regional Health Adviser for the RCH, the Minister of Health and Sanitation and the Minister of Finance.



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 (HSCC members and others)
	Title / Post
	Organisation
	HSCC member yes/no
	Roles and responsibilities of this partner in the GAVI HSS application development

	Task Team Leader for the RCH Programme
	World Bank
	No
	Reviewer

	Regional Health Adviser
	DFID
	No
	Reviewer

	 Country Representative
	WHO
	Yes
	Reviewer

	Country Representative
	UNICEF
	Yes
	Reviewer

	Health Adviser

	Catholic Relief Services (CRS)
	Yes
	Proposal writing

	Country Director 

	Marie Stopes Sierra Leone
	Yes
	Proposal Writing

	Programme Coordinator
	International Refugee Committee (IRC)
	Yes
	Proposal Writing

	Country Director
	Save the Children UK
	Yes
	Proposal Reviewer

	Programme Manager
	Helen Keller International (HKI)
	Yes
	Proposal Writing

	Health Coordinator
	Medical Research Centre
	Yes
	Proposal Reviewer

	Project Manager
	Expanded Programme for Immunisation (MoHS)
	Yes
	Proposal Writing

	Deputy Programme Manager
	Reproductive health Programme (MoHS)
	Yes
	Proposal Reviewer

	Director
	Primary Health Care (MOHS)
	Yes
	Proposal Reviewer

	Chief Medical  Officer
	MoHS
	Yes
	Proposal Reviewer

	Manager Expanded Programme of Immunisation
	MoHS
	Yes
	Proposal Writing


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 

The draft proposal was distributed to two civil society organizations for review and their comments were incorporated into the proposal.  The Private sector was not involved in the proposal development process and they will also not be involved in its implementation.  
Section 2: Country Background Information

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

	Information
	Value
	Information
	Value

	Population
	5,343,200A
	GNI per capita
	$US

	Annual Birth Cohort
	213, 728A
	Under five mortality rate
	194/ 1000B

	Surviving Infants* 
	 189,150
	Infant mortality rate 
	115/ 1000B

	Percentage of GNI 

allocated to Health
	12.9%C

	Percentage of Government expenditure on Health 
	


A 2004 Population and Housing Census; Analytical Report on Population Projections for Sierra Leone, November 2006
B 2004 Population and Housing Census; Analytical Report on the Mortality and disability Status of the Population, November 2006
C 2006 Republic of Sierra Leone Budget Speech

* 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

The vision of the MOHS is to embark on a sector-wide approach for health sector development, planning and management in order to provide equitable, affordable and quality health care services. 

The health sector planning is based on the Medium Term Expenditure Framework (MTEF). There is a MOHS three–year medium term rolling plan and budget
 which covered both government and major donor funding spanning the period 2007 to 2009. 
Recently, the Ministry has developed a 10-year strategic plan for Reproductive and Child Health for Sierra Leone in order to address the high mortality among children and pregnant women. The Ministry is also in the process of developing a 10-year National Health Sector Strategic Plan.   

According to the National Health Policy of 2002, the overall goal of the health sector is to contribute to the improvement of the health status of the people of Sierra Leone. This goal is to be achieved through the following strategies:

1. Development, revision, and Implementation of the National Health Policies;  the current focus is on Reproductive and Child Health;
2. Fostering decentralization of the administration of the health services; this will entail the gradual devolution of primary (ongoing) then eventually secondary and tertiary services;
3. Strengthening and expansion of the network of health facilities at primary, secondary and tertiary levels;

4. Promotion of environmental health, especially the supply of safe and adequate water and improved sanitation;

5. Improvement of the prevention and control of communicable diseases especially through strengthened Maternal and Child Health activities including Immunization;

6. Facilitation of partnership building amongst all organizations which influence health outcomes, namely government ministries, the private sector, inter-governmental and non–governmental organizations;

7. Promotion of community participation and involvement and also inter–sectoral cooperation in health care delivery;

8. Provision of an enabling environment for effective implementation of all health–related programs in both the public and private sectors;

9. Building capacity to facilitate service delivery at all levels of the health care delivery system; and

10. Enhancement of planning, budgeting and financial management

The very high Child and Maternal Mortality Rates present a challenge that must be addressed. In response a national reproductive and child health strategic plan has been developed based primarily on Strategic objectives in conjunction with the following reproductive and child health priority areas:

· Safe motherhood, nutrition and family planning identified as such, based on the fact of high maternal mortality ratio, high fertility rate versus limited access to family planning services and counselling in the country.

· Strengthen and/develop quality delivery care including Emergency Obstetric care in Sierra Leone during the next four years [2008-2011].

· Child health services through an integrated package of intervention as part of the continuum of life starting during the pregnancy and continued till the age of 17.

To date, significant support has been provided by the UN agencies and major Donors – the World Bank has approved USD 30Million for an Accelerated Child Survival and Maternal Mortality Reduction Program over a period of four years, and DFID has approved GBP 50Million for a Sexual and Reproductive Health Program over a period of ten years. These will mainly towards the strengthening of infrastructure, provision of equipment, long-term training of health care staff, provision of drugs and the implementation of certain proven and cost effective interventions.    
A major strength of the health sector for achieving its goals is the existence well-defined structures for primary health care. Community Health Posts (CHPs) are at small town level with population between 5,000 and 10,000 and are staffed by State Enrolled Community Health Nurses (SECHNs) and MCH Aides. They provide the same types of services that are provided at the Maternal and Child Health Posts (MCHPs) but they also include prevention and control of communicable diseases and rehabilitation. They refer more complicated cases to the Community Health Centers (CHCs) which are located at Chiefdoms, usually covering a population ranging form 10,000 to 20,000 and staffed with a Community Health Officer (CHO), SECHN, MCH Aides, epidemiological disease control assistant and environmental health assistants. They provide all the services provided at the CHP level in addition to environmental sanitation and supervise the CHPs and MCHPs within the Chiefdom.  The District Hospital is a secondary level facility providing back-stopping for the PHUs. It provides the following services: outpatient services for referred cases from PHUs and the population living within its immediate environs, inpatient services, diagnostic services, management of accidents and emergencies, and technical support to PHUs. The District Health Management Team (DHMT) is responsible for the overall planning, implementation, coordination, monitoring and evaluation of the district health services under the leadership of the District medical officer. Other members include medical officer in-charge of district hospital and schedule officers for various programs and units.

Another strength of the sector is the presence of Local and International Non-governmental Organisations that complements the effort of government in meeting its objectives. 
Section 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

	1. System wide barrier to immunization


	MOHS, WHO, GAVI, UNICEF
	Focused on Immunization 
	June 2004

	2. Child Survival and Maternal Mortality Reduction in Sierra Leone: A  situational analysis
	MOHS, UNICEF
	Focused on Child and Maternal Health.
	June 2006

	3. Sierra Leone Health Sector Review

	British Council
	Focused on the entire Health Sector
	 June 2004

	4. Assessment of Health Information System in Sierra Leone
	MOHS, HMN, WHO
	Health Information Systems
	December 2006


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
The realisation of the goal of the health sector is thwarted by several problems. Recent health sector assessments have identified some causes of the high child and maternal mortality rate. These are presented under the following headings:
HUMAN RESOURCE

· A significant number of Peripheral health Care staff are not on government payroll, because of considerable delay in placing them on payroll after graduation. As a result these staff are not very committed to their work and are likely to practice illegal charging to sustain themselves. 
· Most PHUs have only one health care staff. This is a major barrier to service delivery including routine immunization because if the staff is away/ill, no other person will provide health care services.   

· Most PHU staff have received little or no training in Basic-EMOC and IMCI. 
· Conditions of service for health workers are poor, both pay and non-pay, staff housing, water and sanitation, especially in rural areas, are below standard.
· A significant proportion of the population reside more than 5km away from the nearest health facility.
FINANCIAL SUPPORT

· As a result of long standing support to the programme, EPI is perceived as being ‘owned’ by UNICEF, and is consequently receiving minimum support from Government.
· PHUs have no budget allocation for operations. Therefore, the lack of funds at this level constitutes a major constraint for implementation of outreach activities. 
· Resources for the health sector are grossly inadequate, even to deliver basic level of health care.

· Resources for health are unevenly distributed throughout the country. This raises questions on equity of distribution and access:

SERVICE DELIVERY

· Irregular and inadequate supportive supervision from Central to District level and from District to PHUs. This affects the quality of care provided and the moral of staff working in peripheral health facilities. 
· There is limited means of transportation for supervision and distribution of supplies. It is common to see to health care personnel paying from their pocket to transport drugs, vaccines and other medical supplies from the district stores to the health facilities – giving room to illegal charging of patients.  
· Poor communication systems between National, districts and PHUs. As a result referral of cases as well as transfer of data from remote areas to District offices is very difficult.  

· Outreach activities are planned but most areas cannot accomplish their targets due to long distances and the unavailability of means of transportation (motorbikes and bicycles).
· Rugged, craggy mountainous and riverine terrain hinder delivery of health services to about 40% of the population. 
· A significant number of PHUs do not keep copy of their reports. This lack of data retention and data use is a major barrier to determination of coverage in most districts.

· The private-for-profit health providers do not send monthly reports to district offices even though they carry out immunization and other health and maternal care services.  This drags down the coverage, especially in Freetown and other urban centres.

· There is high drop out rate (30-40%) due to limited outreach activities, little defaulter tracing and population movements. 
· While there is a tradition for community involvement in health care delivery (Bamako Initiative), there is limited involvement of communities in health care delivery, although the structures are still in place at village and community level (VDC, ADC).
· Although the Government exempts pregnant women, children under five and lactating mothers from payment for health care services, PHU staff still demand illegal charges from vulnerable groups. 
· Formal and informal charging for health care is causing barriers to access.
3.3: Barriers that are being adequately addressed with existing resources

Since these assessments were conducted, the MoHS has made great strides in addressing some of the “bottlenecks” and barriers. 
	BARRIERS
	RESPONSES

	HUMAN RESOURCES
	

	A significant number of Peripheral health Care staff are not on government payroll, because of considerable delay in placing them on payroll after graduation. 


	In order to address this barrier the recruitment process of health care personnel is now been fast-tracked. As a result majority of trained health care personnel are now absorbed into government service within 3 months of completion of training. 



	PHUs located in more remote areas have only one health care staff. This is a major barrier to health care delivery including routine immunization because if the staff is away, no other person will conduct immunization.
	Most PHUs now have at least two staff in each PHU. To further address this problem Government has established training centres for Maternal and Child Health aides in each district. This will ultimately solve the problem of a single health staff per centre.

	FINANCIAL SUPPORT
	

	As a result of long standing support to the programme, EPI is perceived as being ‘owned’ by UNICEF, and is consequently receiving all the support it needs from UNICEF.  This hinders government contribution and broadening of the donor base.
	The government has now created a budget-line for EPI and will be spending in excess of 800,000 US$ towards the cost of new vaccines and under-utilized vaccines. 



	SERVICE DELIVERY
	

	A significant number of PHUs do not keep copy of their reports, and there is no available data. This lack of data retention and data use is a major barrier to determination of coverage in most districts.
	All PHUs have been provided with reporting forms/booklet and are now completing these forms in duplicate - one for the district and one remaining at the PHU. 



	PHUs have no budget allocation for operations. Therefore, the lack of funds at this level constitutes a major constraint for implementation of activities.
	Government has instituted a policy whereby PHUs are to keep 40% of the proceeds from the sales of cost recovery drugs to facilitate repairs to structures facility and payment of other minor costs.


3.4: Barriers not being adequately addressed that require additional support from GAVI HSS 

	BARRIER 1. A significant proportion of the population reside more than 5km away from the nearest health facility.
PROPOSED STRATEGY 1. 
In a bid to improve access to health care in rural communities, the Ministry recognizes the need for out-reach and mobile services to under-served and hard-to-reach areas. Health care delivery services are conducted mainly within health facility setting even though less than 70% of the population of Sierra Leone lives within 5 km radius of a health facility. Mobile and outreach services that provide a package of proven cost effective interventions like Immunization, ITNs, family planning, Vitamin A supplements, de-worming drugs, nutritional counselling, antenatal care and treatment of common illnesses  will take essential health care closer to communities that do not have ready access. 

GAVI HSS support will therefore be required to support out-reach services at about 170 Community Health Centres (CHCs) in the country. Support from other partners will go towards supporting out-reach services in the almost 800 Community Health Posts (CHPs) and Maternal and Community Health Posts (MCHPs). 

Specific activities to be supported by GAVI HSS to strengthen out-reach activities are:

1.1
Provision of out-reach allowances for CHC staff.

1.2
Provision of 70 Motor-bikes for CHC out-reach activities.



	BARRIER 2. Most PHU staff have received little or no training in Basic-EMOC and IMCI. 
PROPOSED STRATEGY 2. Two critical in-services training programmes that have been identified for PHU staff are: training in integrated management of neonatal and childhood illnesses (IMCI) and Basic Emergency Obstetric Care (B-EMOC). These two training will improve the quality of care for both children and pregnant women, and will also increase up-take of essential services (including immunization) as communities will enjoy high quality of service at health facilities. Therefore, GAVI HSS support is requested for training PHU staff in Integrated Management of Neonatal Childhood illnesses (IMCI) and B-EMOC.

WHO in 2005 supported the training of trainers in IMCI. However, cascade training for PHUs has not yet been done. GAVI HSS support will be required to train the almost 200 PHU staff working at CHCs. Support from other partners will be used to provide training for staff at CHPs and MCHPs. These two training programmes will be conducted over a period of 2 years.



	BARRIER 3.  Limited access to comprehensive emergency obstetric care (C-EMOC) 

PROPOSED STRATEGY 3. In Sierra Leone, a major contributing factor to the high maternal mortality rate is poor access (geographical distance coupled with a lack of transportation) to appropriate services for many women requiring emergency obstetric care.  These issues must be addressed for pregnant women to have timely access to a hospital that provides comprehensive obstetric care, which includes caesarean section.  One way of doing this is through the provision of ambulances for each district for obstetric referrals.
Therefore GAVI HSS support will be required to provide ambulances for each of the 12 districts in the country. 

The management of the ambulances will be based on the strategy that is currently used by an NGO, the Medical Research Centre, (MRC) in Bo District. In that district, MRC is successfully managing a single ambulance to provide emergency care for inhabitants in the rural communities. 

For the GAVA HSS project, with MRC taking the lead, NGOs will manage the ambulance services in each of the 12 provincial district. The NGOs will be provided fuel for the running of the ambulance. Specific activities for which GAVI HSS support will be requires are:

1. Purchase of ambulances

2. Provision of fuel for ambulance.
3. Payment of ambulance staff

4. Provision of 110 VHF radio to facilitate communication. 



	BARRIER 4. Irregular and inadequate supportive supervision from Central to District level and from District to PHUs. 
PROPOSED STRATEGY 4.  Most DHMTs have only one vehicle for all district activities, including supervision, distribution of commodities and equipments and other utilities; only few DHMT members have motor-bikes for supervision; availability of fuel for supervision is irregular; and, supervision tools are not harmonized. As a result supervision of district and PHU activities is often irregular and poorly coordinated. Regular and well coordinated supervision provides the opportunity to give technical support to district and PHU staff and also ensure that they are providing effective services.  

GAVI HSS support will therefore be required to support supervision effort by providing vehicles for the 7 districts that currently have only one vehicle and provide resources to districts for supervision. 




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 main goal of this proposal is improving health care delivery services to rural population in Sierra Leone with the goal of reducing mortality rates among children under five years and pregnant women. 

HSS support will contribute to the attainment of the Millennium Development Goals (MDGs) 4, 5 and 6 and also the attainment of the targets set out in the Poverty Reduction Strategy Paper (PRSP).



4.2: Objectives of GAVI HSS Support
	The objective of the HSS Proposal are:
1. To increase the proportion of planned out-reach activities conducted by Community Health Centre Staff from 32% in 2006 to 70% by 2009.

2. To increase the number of staff trained in IMCI and B-EMOC from 0 in 2007 to 200 in 2009.

3. To increase the number of deliveries done through caesarean section from 

450 in 2006 to 4000 in 2009.     
4. To increase the proportion of health facilities that received regular quarterly

       supervision from 33% in 2007 to 90% in 2009.

	


Implementation strategy
	Objective 1: To increase the proportion of planned out-reach activities conducted by Community Health Centre Staff from 32% in 2006 to 70% by 2009.

	In a bid to improve access to health care in rural communities, the Ministry recognizes the need for out-reach and mobile services to under-served and hard-to-reach areas. Health care delivery services are conducted mainly within health facility setting even though less than 70% of the population of Sierra Leone lives within 5 km radius of a health facility. Mobile and outreach services that provide a package of proven cost effective interventions like Immunization, ITNs, family planning, Vitamin A supplements, de-worming drugs, nutritional counselling, antenatal care and treatment of common illnesses  will take essential health care closer to communities that do not have ready access. 

Currently out-reach activities receive some support from GAVI Immunisation Support Services (ISS), EC, ADB, UNICEF, WHO and Local Councils. This support is however grossly inadequate for all the 1000 health facilities that are expected to provide out-reach services. 

Every district now has its own district out-reach plan and according to the plan each PHU is expected to conduct 4 out-reach visits a months. 

GAVI HSS support will therefore be required to support out-reach services at the 170 Community Health Centres in the country. Support from other partners will go towards supporting out-reach services in the almost 800 Community health Posts and Maternal and Community Health Posts. 

Specific activities to be supported by GAVI HSS to strengthen out-reach activities are:

1.1
Provision of out-reach allowances for CHC staff.

1.2
Provision of 70 Motor-bikes for CHC out-reach activities.

GAVI HSS Component of the support for out-reach activities will gradually be taken over by the 10-year Reproductive and Child Health (RCH) Programme, as out-reach activities will be integrated into the RCH plan.  




	Objective 2: To increase the number of staff trained in IMCI and B-EMOC from 0 in 2007 to 200 in 2009.

	The Sierra Leone poverty reduction strategy document stipulates that human resource is probably the single most important input to the health, due to the fact that the sector is driven by services.
The MOHS is facing a two-fold challenge in human resources for the health sector: firstly, there is a pressing need to address shortage in numbers of key staff groups (e.g. doctors, nurses and midwives); and, secondly, a need to upgrade the skills of the currently practicing health sector workforce in order to improve services and the health of the population. In order to respond to the huge human resource need, the Ministry of Health and Sanitation in 2004, developed a Master Training Plan that has emphasized the need for both basic and post-basic training as necessary measures to meet the human resource requirements. 

Basic training is delivered through an array of institutions primarily within the Ministry of Education, MOHS and Christian Health Association of Sierra Leone. With regard to post-basic training, the Ministry of Health Sanitation has, in the poverty reduction strategy, identified two strategies: in-service training provided at service centers within Sierra Leone and advanced training provided through educational institutions in country, or more frequently, through donor-sponsored training in institutions elsewhere. The MOHS has prioritized the sending of officers to West Africa regional centers for post-basic training, as a measure to ensure that they will return once they complete their training. 

As part of the effort of reversing the poor human resource situation in the health sector, the GOSL is supporting basic training for Nurses, Paramedics and Medical Doctors and also supporting specialized training for health care staff. World Health Organisation (WHO), the African Development Bank (ADB), the Global Fund to fight HIV/AIDS, Tuberculosis and Malaria (GFATM), United Nations Population Fund (UNFPA), World Bank and European Commission are also supporting specialized training for health care staff in various disciplines. UNFPA, IRC and some other NGOs are supporting the training of CHOs in some chiefdom in the provision of Comprehensive Emergency Obstetric Care (C-EMOC). The training of midwives will be supported within the proposed 10-year Child Survival and Maternal Mortality Reduction Programme. However, there is an acute need to upgrade the level of the current staff that is providing child health and maternal care in PHUs. Several partners are supporting training of Traditional Birth attendance on safe home delivery and care and effective referral of pregnant women to basic obstetric care services.

Two critical in-services training programmes that have been identified for PHU staff are: training in integrated management of neonatal childhood illnesses (IMCI) and Basic Emergency Obstetric Care (B-EMOC). These two training will improve the quality of care for both children and pregnant women, and will also increase up-take of essential services (including immunization) as communities will enjoy high quality of service at health facilities. Therefore, GAVI HSS support is requested for training 200 PHU staff working at Community Health Centres(CHCs). Support from other partners will be used to provide training for staff at the CHPs and MCHP. 
In order to ensure sustainability, these in-services training modules will be integrated into the curriculum for Community Health Officers (CHOs), State Enrolled and Community Health Nurses (SECHN) and the Maternal and Child Health Aides (MCH-Aides). 


	Objective 3: To increase the number of deliveries done through caesarean section from 450 in 2006 to 4000 in 2009.  

	Sierra Leone has a maternal mortality ratio of 1,070 per 100,000 deliveries. Whist the majority of women experience uneventful pregnancies and deliveries, approximately 15% of pregnant women will develop a potentially life threatening complication requiring skilled intervention, with some of these women requiring major obstetrical intervention to survive.  Majority of these maternal deaths take place during childbirth and the immediate postpartum period.  The main causes of deaths include haemorrhage, sepsis, prolonged and obstructed labour, hypertensive disorders and abortion complications. Although all pregnant women are at risk of complications and death, especially those who live in developing countries where access to health facilities is restricted, the majority of these maternal deaths are preventable through appropriate health care provision.

The three major contributing factors to maternal and peri-natal deaths are – delays in deciding to seek health care; delays in reach a health facility; and delays in receiving life-saving interventions once reaching the health facility (These three normally referred to as the 3-delays).  To achieve the UN Millennium Development Goal of reducing maternal mortality by 75% by the year 2015, it is essential that women with obstetric complications receive appropriate medical intervention without such delays.  

Although all these three delays are contributing factors to the high maternal mortality, the first delays is currently being addressed through sensitization of communities and by the current move by Government to provide free maternity care. A major contributing factor to the high maternal mortality rate is poor access (geographical distance coupled with a lack of transportation) to appropriate services for many women requiring emergency obstetric care.  These issues must be addressed for pregnant women to have timely access to a hospital that provides comprehensive obstetric care, which includes caesarean section.  One way of doing this is through the provision of ambulances for each district for obstetric referrals.
Therefore GAVI HSS support will be required to provide ambulances for each of the 12 districts in the country. Considering the poor state of the power supply at the hospitals, each hospital will be provided fuel to use for emergency caesarean operations cases. The provision of the fuel for emergency obstetric operations will contribute tremendously to reducing the third delay – delay in taking action at the health facility. 
The management of the ambulances will be based on the strategy that is currently used by an NGO (the MRC) in Bo District. In that district, MRC is successfully managing a single ambulance to provide emergency care for inhabitants in the rural communities. 

For the GAVA HSS project, with MRC in taking the lead, NGOs will manage the ambulance services in each district. The NGOs will be provided fuel for the running of the ambulance. Specific activities for which GAVI HSS support will be requires are:

1. Purchase of ambulances

2. Provision of fuel for ambulance.
3. Provision of fuel for hospital generators for performing caesarean sections. 

Once successful, this activity will be integrated in the RCH programme as a key activity for reducing maternal mortality through reducing the second delay, ie.  delay in taking the patient to a health facility. 


	Objective 4: To increase the proportion of health facilities that received regular quarterly supervision from 33% in 2007 to 90% in 2009. 

	An important factor in improving health service delivery is regular supportive supervision of District and PHU activities. Currently supervision is funded by several organizations, like GoSL, Local Councils, UNICEF, GAVI, GFATM, WHO, UNFPA, World Bank, EC and NGOs. 

Most DHMTs have only one vehicle for all district activities, including supervision, distribution of commodities and equipments and other utilities; only few DHMT members have motor-bikes for supervision; availability of fuel for supervision is irregular; and, supervision tools are not harmonized. As a result supervision of district and PHU activities is often irregular and poorly coordinated. Regular and well coordinated supervision provides the opportunity to give technical support to district and PHU staff and also ensure that they are providing effective services.  

In order to strengthen monitoring and supervision of district and PHU operations, the UN Foundation through the Red Cross Federation will be supporting the harmonization of supervision checklist, provide personal digital assistance (PDAs) for supervision and train health care staff in their use. 

GAVI HSS support will therefore be required to support supervision effort by providing vehicles for the 7 districts that currently have only one vehicle and provide resources to districts for supervision. 

The GAVI HSS support will be used to replicate a very successful supervision strategy that has recently been implemented by IRC in two districts in Sierra Leone. In each of districts a Memorandum of Understanding (MOU) will made with the DHMT through the District Council in which the DHMT will be provided a quarterly financial package (of $ 4,000) for supervision and in return the DHMT provided the following:

· Design a comprehensive supervision plan for all peripheral health facilities in the district:

· Use a nationally harmonized supervision  checklists for supervision; 

· Carry out supportive supervision to a third of the PHUs per month by a supervision team comprising four DHMT staff on average;

· Identify and prioritize problems and issues observed and take corrective actions as appropriate; submit a monthly report on findings of the supervision and actions taken;

· Ensure that the supervision activities cover the following areas: capacity building, emergency obstetric care, Data collection and compilation, Drugs management, case management, out-reach verification.

Once this approach is successful, it will be integrated into the RCH and into the district plans for local council support. 


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 your GAVI HSS application, and the correct number of activities for each of your core objectives.

Note: Please add (or delete) years so that Table 5.2 reflects duration of your GAVI HSS application

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

A very important consideration when planning the activities to be supported by GAVI HSS was how they will be sustained in the long-term. 

One important factor that was taken into consideration was the steady increase in the Government Revenue base. At the same time Government’s budgetary allocation to the Health Sector has increased from about 8% in 2004 to over 13% in 2007. The Government is committed to achieving the Abuja target of allocating 15% of its Budget to Health by 2010. About 25% of government allocation to the health Sector is through the local councils. This proportion is expected to increase when all services are fully devolved to Local Councils. With all these development, local councils will be able to take-up a significant proportion of the activities that will be supported by GAVI, after HSS support ends.  

Another important consideration was that the government has recently received about 30 million dollars for a period of four years (2008 – 2011) from the World Bank through the Catalytic Growth Fund and a further 50 million pounds from the Department for International Development (DFID) for a period of 10 years, to scale-up child survival and maternal mortality interventions. Even though this programme is yet in its preparatory phase, a significant proportion of the funds will be channeled through local councils and will therefore be used to support health systems strengthening activities. 
GAVI HSS support will complement the effort of others partners, including, the Government of Sierra Leone, UNICEF, WHO and NGOs. Considering the increased government and donor support for health sector activities and the contribution of NGOs, it is clear that activities supported by GAVI HSS funds will be sustained after GAVI HSS support ends.  
5.2: Major Activities and Implementation Schedule
	Major Activities
	Year 1

(2008)
	Year 2

(2009)
	Year 3

(20…)
	Year 4

(20…)

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

	Objective 1: To increase access to essential health care services from 65% in 2007 to 80% by 2009.
	                      
	
	
	

	Activity 1.1: Provision of outreach allowances to PHU Staff
	X        X        X       X
	X       X      X      X
	
	

	Activity 1.2: Provision of motor-bikes for 70 Community Health Centres (CHCs) for out-reach activities.
	          X
	X                      
	
	

	Objective 2: To increase the proportion of peripheral health centres with staff trained in both B-EMOC and IMCI from 0% in 2007 to 80% in 2009.
	
	
	
	

	Activity 2.l: Training of 26 Trainers in IMCI
	X
	
	
	

	Activity 2.2: Provision of in-service training to 200 Peripheral  health care staff in IMCI 
	X             X            
	X              X
	
	

	Activity 2.3 Training of 26 trainers in B-EMOC
	       X      
	
	
	

	Activity 2.4: Provision of in-service training to 200 Peripheral  health care staff in B-EMOC
	              X       X      
	 X    X     X      X    
	 
	 

	Activity 2.5 : Inclusion of IMCI into the curriculum of health care staff
	                      X
	X    X     X      X
	
	

	Objective 3: To increase the number of deliveries done through caesarean section from 450 in 2006 to 4000 in 2009
	
	
	
	

	Activity 3.1: Provision of ambulances to districts for transportation of referral cases.
	      X
	X
	
	

	Activity 3.2: Provision of fuel for ambulance.
	X      X      X      X
	X      X      X     X
	
	

	Activity 3.3: Provision of fuel for hospital generator for performing emergency caesarean section operation.
	 X     X      X      X 
	X      X       X     X
	
	

	Objective 4: To increase the proportion of health facilities that received regular quarterly supervision from 33% in 2007 to 90% in 2009. 
	
	
	
	

	Activity 4.1: Provision of transportation for monitoring and supervision of district and PHU activities.
	     X
	X
	
	

	Activity 4.2: Provision of allowances for supervision.
	X    X     X     X
	X     X     X     X
	
	

	Activity 4.3 Provision of supervision allowances for National Staff
	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 DPT/Penta3 coverage (%)
	HMIS & MICS Survey, CWIQ Survey.
	59%
	EPI Report 2006
	2006
	80%
	2009

	2. Number of districts achieving ≥80% DTP3 coverage
	Health Facility Reports
	1
	EPI Report 2006
	2006
	11
	2009

	3. Under five mortality rate (per 1000)
	Census, DHS & MICS Survey 
	194
	Census report 
	2004
	150
	2009

	4. Births attended by skilled health personnel (%)
	CWIQ Survey, MICS Survey
	42%
	CWIQ Report 2007
	 2007
	60
	2009

	5. Deliveries conducted through caesarean section (%).
	Health Facility Reports
	0.5%
	Annual report of Reproductive health Programme
	2006
	3%
	2009

	6. Underweight prevalence rate (%).

	Report of the Vulnerability assessment Mapping
	27.4%
	Report of the Vulnerability assessment Mapping
	2005
	16.1%

	2009


6.2: Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value6
	Source
	Date of Baseline
	Target
	Date for Target

	1. % of health centres visited at least 4 times in the last year using a quantified checklist
	Number of health centres visited at least 6 times in the last year using a quantified checklist
	Total number of health centres
	HMIS & Health facility survey
	22%
	DPI PHU Supervision Report 2007
	2007
	75%
	2009

	2. Health Facilities without any stock outs of ACT, SP, measles vaccine, ORS and cotrimoxazole in last 3 months (%)
	Number of health facilities reporting no stock –out in of ACT, SP, measles vaccine, ORS and cotrimoxazole in last 3 months
	Total number of health centres
	HMIS & Health Facility Survey
	30%
	DPI PHU Supervision Report 2007
	2007
	90%
	2009

	3. Number of CHC staff trained in IMCI and B-EMOC
	-
	-
	HMIS & Health Facility Survey
	0
	HMIS
	2007
	200
	2009

	4. Under-fives sleeping under ITNs (%).
	Total number of under-fives sampled in a survey
	Total number of under-fives who slept under an ITn the night before the survey
	MICS, DHS and CWIQ Survey
	63%
	CWIQ Survey Report 
	2007
	80%
	2009

	5. % of planned out-reach services conducted by CHC staff
	Total number of out-reach services conducted by PHU staff
	Total number of our-reach services planned by PHU staff
	HMIS & Health Facility Survey
	33%
	DPI Supervision Report 
	2007
	90%
	2009

	6. Contraceptive prevalence rate (%)
	Total number of women of child-bearing age sampled in a survey
	Total number of women of child-bearing age using a modern contraceptive
	MICS, DHS and CWIQ Survey
	5%
	MICS Survey Report  2005
	2005
	7%
	2009


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 Penta3 coverage (%)
	Routine immunisation records
Household surveys


	Usually calculated as the number of children immunised with third dose of DPT over expected number of surviving infants.
	Information on  Pentavalent-3 coverage provide information on use of different antigen. 

This indicator will be reported on in MOHS quarterly report and at district /community health meetings.

	2. Number / % of districts achieving ≥80% DTP3 coverage
	Routine immunisation records

Household surveys


	First district level immunisation coverages are calculated. The number of districts with DPT3 coverage over 80% is then counted 
	Help to identify districts will poor immunisation coverage, so that more targeted interventions can be carried out.
This indicator will be reported on in MOHS quarterly report and at MOHS annual planning and review meeting.

	3. Under five mortality rate 
(per 1000)
	Household surveys

Population Census


	Calculated from models.
	Helps to measure access, quality and effectiveness of child health care programmes.
It is measured about every 3-5 years. 

	4. Births attended by skilled health personnel (%)
	Routine maternity records

Household surveys


	Calculated as the number of births attended by a skilled health personnel as a fraction of the total number of births within a given period.
	Helps to determine the

 proportion of Deliveries

 attended by trained 

as this has  significant

 effects on the outcome

 of delivery. 

This indicators will be reported on in MOHS  quarter report and at district community meetings

	5. Deliveries conducted through caesarean section %).
	Routine maternity records


	Calculated as the number of births attended by caesarean section as a fraction of the total number of births within a given period.
	The caesarean sections

 should not be less than

 5% and no more than

 15%. Falling below 5%

 means this service is 

not available even to 

needy one and above 

15% can be interpreted

 as unnecessary 

Operations.

This indicators will be 

reported on National 

annual review and 

Planning meeting to give an indicator of the number of maternal deaths prevented.

	6. Underweight prevalence rate (%).

	Routine nutritional  records

Household surveys


	
	Helps to monitor the 

effectiveness of 

interventions to combat

 malnutrition problems.
This indicator will be reported on in MOHS quarterly report and at district community meetings.

	Output
	
	
	

	1. % of health centres visited at least 4 times in the last year using a quantified checklist
	Supervision Reports

Health Facility survey


	Calculated as the fraction of health health facilities supervised 4 times last year by DHMT member.
	This information helps us to determine the regularity of supervision. 

	2. Health Facilities without any stock outs of ACT, SP, measles vaccine, ORS and cotrimoxazole in last 3 months (%)
	Monthly District Reports

Supervision Reports.

Health Facility Survey


	Calculated as a fraction of health facilities surveyed that reported no stock-out in ACT, SP, Measles vaccines, ORS or cotrimixazole in last three month.
	It assesses the availability of drugs and vaccines.

	3. Number of CHC staff trained in IMCI and B-EMOC
	Monthly District Report

Health Facility Survey

	Count of number of CHC staff trained in IMCI and EMOC.
	This help tracks progress in training of CHC staff. 
It is a key indicator for tracking progress in the GAVI HSS project.

	4. Under-fives sleeping under ITNs (%).
	Household survey


	Calculated as the percentage of children surveyed who slept under a bednet the night before the survey.  
	This indicator measures coverage of ITN usage by under 5 children.

	5. % of planned out-reach services conducted by CHC staff
	Supervision Reports.

Health Facility Survey


	Calculated as the fraction of planned out-reach services conducted by CHC staff.
	It measures condom use with during casual sex. It therefore measures the level of behaviour change from on-going sensitisation efforts.

	6. Contraceptive prevalence rate (%)
	Household survey


	Calculated as percentage of survey respondents (by sex) using modern contraceptive method.
	It helps tracks uptake of family planning services. 




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
Routine Health Data collection in Sierra Leone is conducted through a network of some 1000 peripheral health facilities and 39 hospitals that are distributed throughout the country.  The primary source of data is the health facility, from where it is sent to the districts. The districts are expected to collate and send to the Central level. Within each district there are Monitoring and Evaluation Officers as well as Disease Surveillance Officers whose role is to collect, collate and analyse data at the district level.  Data collection forms are available at all PHUs for monthly reporting of morbidity data and information on service utilization. Several different data collection forms are also in operation along vertical programme lines, which are completed by health workers and sent to the district level. There is a fairly strong linkage in data flows from the Peripheral Health Units (PHUs) to the district level and from the district level to the Central level where final analysis is done. PHUs are expected to send their monthly reports to the District level by the second week of each month. However majority of PHUs either never report or send their reports very late.  

Several other partners are supporting data collection of health data in te country. Sierra Leone in 2005 won a grant of 191,000 USD from the Health Metrics Network (HMN) to strengthen the National Health Information Systems (HIS). HMN support is primarily for conducting assessments of the National and District HIS and vital registration system and the development of action-plan for strengthening them. HMN is also supporting the development of a 10-year plan for population-based surveys. UNICEF is supporting data collection on Expanded Programme on Immunization (EPI). WHO is supporting surveillance of communicable diseases. The World Bank is supporting HIS through the payment of Key Staff of the Directorate of Planning and Information and capacity building of district M&E staff. The Ministry has many health programmes that also generate and process data (e.g. National Malaria Control Programme, National Onchocerciasis Control Programme, HIV/AIDS Programme). All these programmes rely on data generated from the first level of health care delivery – PHU.  However, these Programmes tend to develop their own data collection systems without consulting each other. Effective coordination of health information is often lacking, resulting in duplication and gaps in data collection, reporting, use and management of data.  Consequently, vast amounts of data collected remain mostly incomplete, unreliable and unused. Moreover, indicators are poorly harmonized with those applied elsewhere and thus difficult to use for inter-country comparisons.

Recently, with support from CDC and WHO, new integrated data collection instruments have been developed for collecting data on Child and Maternal Health issues at Peripheral Health Unit (PHU) level. These instruments are currently in use at all health facilities. 
GAVI HSS proposal will be requested to support the strengthening of HIS through:

· The Training of M&E officers in the analysis and presentation of data produced using these new data collection instruments.

· Conducting an operational research on the use of these new data collection instruments by PHU staff. The results of this research will form the basis for revision of the data collection instruments and refresher training of health care staff in their use. 
6.5: Operational Research

In 2009 a national survey will be conducted to determine the impact of GAVI HSS support. The result of this survey will complement results of administrative data collected on key GAVI HSS indicators. 
An operational research will be conducted in the first year of implementation determine the problems with the use of the new Integrated Child Survival (ICS) data collection instrument. The results of this research will inform subsequent review of the ICS data collection tool and refresher training of health staff in the use of the instruments.   
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.
	Dr Clifford W. Kamara, 
Director of Planning and Information, 
Ministry of Health and Sanitation, 
5th Floor, East Wing

Youyi Building

Freetown, 

Sierra Leone.

	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	The Health Task force will coordinate the submission of the GAVI HSS proposal and monitor the implementation of the program activities. 
The Unit responsible for managing the funds will meet Quarterly with the Health Task Force to discuss implementation plans, share information and communicate matters relating to the project.


	Mechanism for coordinating GAVI HSS with other system activities and programs
	All activities supported with GAVI HSS will be included in the Annual plan MOHS plan. GAVI HSS support will also be factored in the 10-year RCH plan that is in preparation.
 


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

	The Chief Medical Officer
	MOHS
	Yes
	Chair of Health Task Force. 

Approves disbursement of GAVI HSS funds. 
One of the signatories to the GAVI HSS Special Account

	Director of Financial Resources
	MOHS
	Yes
	Manages the funds for GAVI HSS grant and disburse as planned and upon request to implementers. 

	Director of Planning and Information
	MOHS
	Yes
	Coordinates the implementation of GAVI HSS activities. Collate reports of implementers and send periodic reports to partners and GAVI. One of the signatories to the GAVI HSS Special Account.

	Donor Liaison Officer
	MOHS
	Yes
	Organises the HSCC meetings. 

	The Country Representative

	UNICEF
	Yes
	Monitor the implementation of GAVI HSS activities and ensure that the activities supported are fully integrated in the 10-year RCH plan for sustainability.

	The Country Representative

	WHO
	Yes
	

	The Country Representative

	UNFPA
	Yes
	

	Health Adviser

	DFID
	No
	

	Task Team Leader for RCH programme

	World Bank
	No
	

	Director

	MRC
	Yes
	Coordinate the utilisation of ambulances in each district. 


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
	GAVI HSS funds will be sent to a Special Local currency account that will be managed at Centre level by the Director of Financial Resources in collaboration with the Top Management Team of the Ministry of Health and Sanitation.

	Mechanism for channelling GAVI HSS funds from central level to the periphery
	Request for funds by implementers (districts, technical programmes and NGOs) will be made to the Director of Planning and Information, who will forward the request to the Director General Medical Services and Director General Management Services for endorsement. Once endorse the request will be submitted to the Director of Financial Services for payment. Payment will be made into the account of implementer.

	Mechanism (and responsibility) for budget use and approval
	The Director of Planning and Information will receive requests for disbursement. He will check to ensure that the activity is one of the planned activities and the amount requested does not exceed what is in the plan. Once this is done he will endorse the request and forward to the Chief Medical Officer and the Permanent Secretary for approval. 


	Mechanism for disbursement of GAVI HSS funds
	Upon receipt of the approval the Director of Financial Resources will also ensure that the activity is in the plan and the amount requested does not exceed the amount for the activity. He will then make payment directly into the account of the implementing unit/agency.


	Auditing procedures
	The GAVI HSS account will be audited after every 12  months and the audit report circulated to all key partners and HCSS members.



7.4: Procurement mechanisms
The Ministry of Health and Sanitation (MOHS) has a procurement unit that manages the procurement of all goods and services. With rare exceptions, the procedures used by the MOHS for procurement of goods and services funded by international funding agencies are those prescribed by the World Bank Guidelines, “Procurement under IBRD Loans and IDA Credits and Guidelines, selection and employment of consultants by World Bank borrowers”.  The procedures of goods fall into five general categories: National Shopping, International Shopping, National Comparative Bidding (NCB), International Comparative Bidding (ICB) and Limited Competition. The tendering process, which the MOHS intends to use for procurement under the GAVI HSS funds will generally be an adaptation of these five categories.  

· National Shopping

· International Shopping

· National Comparative Bidding (NCB)

· International Comparative Bidding (ICB)

· Limited Competition

To prevent monopoly of procurement decisions, there exists a procurement committee in the Ministry, which reviews all recommendations for award of contracts from the Procurement Unit.  The Director of Support Services with the Procurement Manager as Secretary, chairs this committee.  

All supplies are delivered to a Central Medical Stores (CMS) and received by a Receiving Bay Officer who check the delivery against the contracts document, and record the condition of the goods as received.  The Dispatch Bay Officer at the Central Medical Stores issues supplies to respective projects/beneficiaries.  From the above it can be seen that there is a complete segregation of the procurement function and responsibility between requisition, contract award, receipt of supplies and payment

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

Each district or health programme receiving GAVI HSS funds will be required to submit a quarterly report on the activities conducted, constraints and recommendations to the Directorate of Planning and Information and send a copy to the Chairman of the Health Task Force. 
These quarterly reports will be shared with all members of the health task and will be deliberated upon at the HTF meeting and feedback sent to the districts. The Directorate of Planning and Information send a quarterly report to GAVI Secretariat on the status of implementation of the planned activities.  
Annual reports are also sent to GAVI Secretariat on progress in the impact, outcome and outputs indicators in the GAVI proposal. 

At the end of each year a financial report will be sent to GAVI Secretariat.
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
No Technical Assistance will be required for the implementation of the Project.

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
	Cost per year in US$ (,000)

	
	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 COSTS

	
	2007
	2008
	2009
	2010
	20…
	20…
	

	Activity costs
	
	
	
	
	
	
	

	Objective 1. To increase access to essential health care services from 70% in 2006 to 90% by 2010.
	
	
	
	
	
	
	

	Activity 1.1 Provision of out-reach allowances for CHC staff
	
	61,960
	61,960
	 
	 
	 
	123,920

	Activity 1.2 Procurement of motor-bikes and accessories for PHU Staff
	
	140,000
	140,000
	 
	 
	 
	280,000

	Objective 2: To increase the proportion of peripheral health centres with staff trained in IMCI from 0% in 2006 to 90% in 2010 and those trained in B-EMOC from 20% in 2006 to 95% in 2010.
	 
	-
	 
	 
	 
	 
	 

	Activity 2.l: Training of 26 Trainers in IMCI
	 
	15,600
	-
	 
	 
	 
	 

	Activity 2.2: Provision of in-service training to 900 Peripheral  health care staff in IMCI 
	 
	70,000
	100,000
	-
	 
	 
	170,000

	Activity 2.3 Training of 26 trainers in B-EMOC
	 
	-
	7,800
	-
	 
	 
	7,800

	Activity 2.4: Provision of in-service training to 900 Peripheral  health care staff in B-EMOC
	 
	100,000
	70,000
	-
	 
	 
	170,000

	Activity 2.5 : Integration of IMCI and B-EMOC into the curriculum of health care staff
	 
	15,000
	15,000
	 
	 
	 
	30,000

	Objective 3: To increase the proportion of deliveries done through caesarean section from 0.5% in 2007 to 5% in 2010.
	 
	-
	 
	 
	 
	 
	 

	Activity 3.1: Provision of ambulances to districts for transportation of referral cases.
	 
	226,000
	226,000
	-
	 
	 
	452,000

	Activity 3.2: Provision of fuel for ambulance.
	 
	90,000
	150,000
	 
	 
	 
	240,000

	Activity 3.3: Provision of fuel for hospital generator for performing emergency caesarean section operation.
	 
	48,000
	48,000
	-
	 
	 
	96,000

	Objective 4: To increase the proportion of health facilities that received regular quarterly supervision from 22% in 2006 to 75% in 2010. 
	 
	-
	 
	 
	 
	 
	 

	Activity 4.1: Provision of transportation for monitoring and supervision of district and PHU activities.
	 
	126,000
	-
	 
	 
	 
	126,000

	Activity 4.2: Provision of allowances for supervision.
	 
	156,000
	156,000
	 
	 
	 
	312,000

	Activity 4.3: Provision of supervision allowance for National Staff
	 
	40,000
	40,000
	 
	 
	 
	80,000

	
	
	 
	 
	 
	 
	 
	0

	Support costs
	
	 
	 
	 
	 
	 
	0

	Management costs
	
	15,000
	16,500
	 
	 
	 
	31,500

	Audit
	
	6,000
	6,000
	
	
	
	12,000

	M&E support costs
	
	44,000
	24,000
	 
	 
	 
	68,000

	Technical support
	
	 
	 
	 
	 
	 
	0

	TOTAL COSTS
	
	1,153,560
	1,061,260
	 
	 
	 
	2,214,820


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.

8.2: Calculation of GAVI HSS country allocation

	GAVI HSS Allocation
	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
	20…
	20…
	20…
	

	Birth cohort
	213,728
	218,857
	224,110
	
	
	
	

	Allocation per newborn
	$5
	$5
	$5
	
	
	
	

	Annual allocation
	-
	$1,094,287
	$1,120,550
	
	
	
	2,214, 837 


Source and date of GNI and birth cohort information:

GNI:
Budget Speech November 2006


Birth cohort:
Technical Reports of the Sierra Leone 2004 Population and Housing Census (December 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
	2011
	2012
	

	GAVI
	
	
	
	
	
	
	

	Government 
	215,441
	84,715
	229,757
	
	
	
	

	World Bank
	
	
	
	
	
	
	

	DFID
	
	
	
	
	
	
	

	African Development Bank
	
	
	
	
	
	
	

	European Union
	
	
	
	
	
	
	

	Total Other
	215,441
	484,715
	429,757
	
	
	
	

	TOTAL FUNDING
	
	
	
	
	
	
	


Source of information on funding sources:

GAVI:



Government:
3-Year Rolling Plan (2007- 2009) 


World Bank
HSRDP Implementation Plan (2007-2009) and RCH Programme Appraisal Document


DFID



African Development Bank: Programme Appraisal Document

European Union: 


Total other:
: DONOR/NGO Database of Ministry of Health and Sanitation  


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 Sierra Leone 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 and Sanitation:
	Ministry of Finance:

	Name: Dr Kai Moses Kpakiwa
	Name: Mr Sheku Sesay

	Title / Post: Permanent Secretary
	Title / Post: Financial Secretary

	Signature:


	Signature:

	Date:
	Date: 


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

Members of the Health Task Force (HTF) endorsed this application at a meeting on  3rd October 2007. The signed minutes are attached as Annex 1.

	Chair of Health Task Force (HTF):
	

	Name: Dr Arthur Williams

	Post / Organisation: Chief Medical Officer

	Signature:
	Date:


9.3: Person to contact in case of enquiries:


Name: Dr Clifford W. Kamara 
Title: Director, Planning and Information 


Tel No:+232 76 601 494
Address: Ministry of Health and Sanitation

            +232 33 601 494

   5th Floor, East Wing
                                                                                                           Youyi Building



    Brookfields,   Freetown




    Sierra Leone

Fax No.


Email: cwkamara@hotmail.com
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) 


	
	
	

	cMYP
 


	YES
	2007-2011
	01

	MTEF
 


	YES
	2007-2009
	02

	PRSP8

	YES
	2005-2007
	03

	Sierra Leone Health Sector Review

A Situational Analysis of Child Survival and Maternal Mortality Reduction in Sierra Leone

	Yes
	2004
	 04a
04b

	Draft Reproductive and Child health Strategic Plan
	Yes
	2008-2017
	06

	HSCC minutes, signed by Chair of HSCC


	YES
	October 2007
	07

	The Situation of Child Survival and Maternal Mortality Reduction in Sierra Leone
	YES
	June 2006
	08

	Responses to Recommendations of Independent Review Committee (IRC) to Sierra Leone’s proposal submitted in October 2006.
	YES
	
	09
























































� 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.


� GOSL/MOHS: Medium Term Rolling Plan and Budget (2007-2009) 


� 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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