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

Since 1991, conflict and statelessness in Somalia have had profound effects on the health care system in all areas, and resulted in extremely grim situation of Maternal and Child Health. Since the collapse of the central government and the descent into civil war, there have been many efforts to restore a central government in Somalia, but there are powerful internal forces and regional dynamics that resulted into a state of chaos. The impact of lack of governance has resulted in a generation without adequate access to social services and the collapse of public institutions for health and welfare.  Despite the success of some business sectors, Somalia is marred with widespread social and economic problems and a dire lack of public institutions. In 1991, the North West region declared an independent Republic of Somaliland.  Later, in 1998, the North-East declared itself the autonomous State of Puntland.  The South and Central zones of Somalia remain locked in intermittent conflict and violence. There had been an international recognized entity ‘The Transitional Federal Government’ (TFG) that continued functioning from 2004-2009 and it has recently been replaced by the ‘Government of National Unity’ (GNU). The new entity is trying its best to establish jurisdiction in Mogadishu while facing tremendous resistance from opposing factions. 

The health infrastructure is small, concentrated in secure areas, mainly in towns, and dilapidated, because of war destructions or lack of maintenance. The health workforce is small, under-skilled and ageing, often engaged in dual - public and private - practice, forced to work in an insecure and demotivating environment. In aggregate terms, at USD 8 per capita external financing looks modest (World bank-2008), while private spending is not quantified, but considered to be substantial. Health information is fragmented, unreliable and under-used. In Somalia, the MDG health-related indicators are among the worst in the world. The collapse of the pre-war public health system has encouraged the emergence of a variety of relief and vertical programmes, run by donors, NGOs and UN agencies

Immunization coverage (1 year olds fully immunized) was only 36% in 2007, according to the joint administrative report of Unicef/WHO. Only 18% of women received two doses of tetanus toxoid during last pregnancy – and only 26% of women are protected against tetanus.  Women living in urban areas are three times more likely to be protected than women in rural areas.

These figures represent the lowest vaccination coverage rates in the world and seem to have deteriorated since 2000 (although figures are not comparable 68% of women received no ANC.  Only 26% received ANC from skilled personnel.  Women in urban areas are considerably more likely to receive ANC than rural or nomadic women.  Access barriers include distance (26%); costs (23%) and lack of will (50%). Only 33% of births were attended by a skilled birth attendant. Approximately 88% of women who have given birth in the past 2 years had received no PNC – whereas 25% of women reported post-partum haemorrhage

The Somali Joint Needs Assessment (JNA)
 and previous studies, including one commissioned by the EC and finalised by NICARE in February 2004,
, convincingly argue that the external vertical aid programmes during the past 15 years have not managed to stop the severe drainage of talent and skills that have drastically reduced the local capabilities to manage the institutions of the state responsible for service delivery. 

The main premise of this proposal is to improve immunization coverage through strengthening of health system in Somalia. The goal is to contribute to the reduction in child and maternal morbidity and mortality by providing support to the lowest tiers of the public health system and communities in order to improve access, availability, consumption and quality of essential low cost maternal and child health services in selected areas of the 3 zones of Somalia.
Technically, the proposal aims at strengthening the development of human resources for health, community based immunization and MCH service infrastructure, renovation of cold chain, rehabilitation and equipping MCH centres, supporting Health posts and CHWs and on a pilot basis, creating a cadre of a health workforce which is embedded within the communities and have access to all beneficiaries. Unlike the usual interventions which are highly dependent on service delivery through expatriates who for security reasons are unable to maintain presence on the ground at all times. The FCHWs with supportive supervision from MOH staff would offer a permanent structure which is less amenable to external security threats. In addition, a comprehensive behaviour change communication strategy will be developed and implemented at all levels to raise awareness and demand for immunization and other MCH services. Continuous monitoring and Operational research will be an integral part of the implementation, to provide evidence on impact and cost of services to help decision makers develop most efficient and cost effective models of service delivery in the context of Somalia. 
The application of the goals will be achieved through the following objectives:
1. To improve availability and utilization of immunisation and other essential maternal and child health services by 2014- through strengthening and supporting 40 MCH/Health centres based on the Essential Package of Health Services (EPHS).
2. To improve the access of rural communities to immunisation and other basic but essential preventive, promotive and curative health services by the year 2014, through support to: 80 Health posts and CHWs; and introducing on a pilot basis a new cadre of 240 Female Community- based Health Workers (FCHWs) providing mainly preventive services to a defined catchment population

3. To improve awareness and demand for immunization and other essential quality maternal and child health services by the year 2014, through implementation of a comprehensive and sustained campaign of behavioural change communication. 

4. To provide evidence (on utilization, impact and cost of services) in order to generate appropriate, equitable and affordable health care delivery models for maximisation of efficiency and equity of immunisation and other essential services, through managing a programme of operational/health system research. 

Previous attempts to develop the health system and immunization services have resulted in costly development of guidelines and policies but a failure to implement or to be translated into operational strategies, unlike the current proposal that operates in tandem with the HSS grant from the GFATM and GAVI in unison. The first one focuses on the HSS at the district level and above, while the later concentrates on HSS and Immunization services from district level below with an efficient inter-phase between the two levels. 

The GAVI HSS proposal’s major strategies and hence activities are developed to address barriers related to front line issues (Human Resources, Management and Organization of Health Care Delivery, Community organization and awareness; upgrading infrastructure,  equipment, supply and maintenance, and evidence through operational research). This strengthening support is expected to lead to sustained increase in the immunization coverage to more than 55%, in addition to improved maternal and child health and more efficient health services especially in the catchment areas of MCH centres and health posts.  

The current proposal covers five years of implementation. The major outcome and impact indicators that GAVI-HSS hopes to achieve is to increase National DPT3 coverage from 36% to 55%, to reach 30% of regions for DPT3 coverage, decrease under five mortality rate from 145 (per 1000) to 125 (per 1000), also to increase measles immunization coverage from 19% to 60%, and to reach ANC coverage (% Women 15-49, one visit>during pregnancy) from 26% to 50%, and finally to increase Vitamin A supplementation (under-five) (%) from 24% to 60% . A multi-stakeholder Task Force with representatives of WHO and UNICEF and the civil society prepared the GAVI HSS proposal, building on the same structure that had elaborated HSS framework for Global Fund (GFATM).Technical inputs and advice were provided by WHO, UNICEF and Health Sector Coordinator for Somalia. They held consultative meetings and consensus building workshops and provided in-depth analyses and proposals to the Health & Nutritional Sector Committee (HSC). The proposal was then drafted by the GAVI-HSS Task Force constituted by the HSC. 
The application puts together an innovative approach to be applied according to the special situation in Somalia. Involving different partners, NGOs, communities in decision making matters on health issues, and activities. The application also encourages implementation of operational research. The critical intervention such as creating a sizable workforce for health and capacity building are the main priority for such a fragile country. The current proposal amounts for $11,544,180 USD Dollars, over a period of five years, 2010-2014.
Section 1: Application Development Process
To the applicant: section 1.1
In this section, please describe the process for developing the GAVI HSS application.   

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

1.1: The HSCC (or country equivalent)

	Name of HSCC (or equivalent):

Somali Health and Nutrition Sector Committee (SHSC) is a sub-committee of the Coordination of International Support to Somali (CISS). Historically, the CISS started functioning as a continuation of the former Somali AID Coordination body (SACB) which was established in 1994.


	HSCC operational since:

The Somali AID Coordination body (SACB) was established in 1994 as a coordination mechanism to support humanitarian, reconstruction and development activities in Somalia. The structures of the SACB were updated and re-branded to the   Coordination of International Support to Somali (CISS) in 2005, after the introduction of the TFG as an officially recognised Somali government. The CISS is being provided administrative support through the Somali Support Secretariat (SSS) including the Somali authorities and the international community, in order to facilitate efforts in coordinating the relief efforts of the international community in Somalia. CISS operates through its Executive Committee and sub-sectoral committees. The Somali Health Sector Committee (SHSC) is responsible for the oversight, advisory and development functions for the Health Sector. It serves as the non-Country Coordinating mechanism for the Global Fund Grants and other healthcare financing arrangements. The same body has also reviewed its terms of reference to perform a similar function for other donors, for instance to act as the HSCC for the GAVI grants.


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

In brief the Somali Health and Nutrition Sector Committee (SHSC) has 11 Working Groups/Task Forces with different focus. In terms of health coordination the following areas are being addressed:

 Expanded Program on Immunization; Nutrition; IASC Health Cluster, HIV/AIDS Working Group; Tuberculosis; Health Systems Strengthening; Malaria; Reproductive Health, Female Genital Mutilation; Monitoring and Evaluation Reference Group; Integrated Prevention Treatment and Care Services Taskforce; General Health [ SHSC ] and Outbreaks Control Taskforce.
Overall role and function:

The Somali Health Sector Committee (SHSC) was developed to provide technical support for the recovery and development of Somali health system, ensuring coordination of donor inputs and programs in collaboration and dialogue with health authorities and civil society within the three zones of Somalia. 

 The Health Sector Committee is a voluntary group that meets every first Friday of the month following the Somalia Health Sector Coordination General Meetings. The fulltime Coordinator of SHSC reports to the SHSC members through its chair and vice-chairs.
The role of the HSC is also to ensure transparent and accountable fund allocation in order to better serve and develop strategies and to avoid duplication and maximize synergies with other sources of funding to the health sector. This is particularly ensured through the monthly co-coordination activities of the working-groups/Task Forces and the technical support provided by the considered management team (i.e. HSS, EPI, HIV/AIDS, TB, etc.).   

The Somali Health Sector Committee meetings are convened in Nairobi on a monthly basis since its inception. It plays an important coordination role recognised by international actors as well as by local health authorities: an average of 25 international organisations has participated in the monthly meetings since 1995. Funds from GAVI have been managed by WHO, UNICEF and other health partners, while the SHSC provides oversight on coordination and implementation of GAVI Programs. SHSC was also successful in the Round 2&6 Application to the GFATM for Malaria, round 3&7 for TB and Round 4&8 for HIV/AIDS. Despite being  a non-CCM, the HSC is committed to assuming the role expected by GFATM from a CCM according to the standard guidelines and has implemented the following measures:

· Reviewed and adapted its TOR and the TOR of its fulltime HSC coordinator as to reflect this responsibility

· Developed through an open democratic process, rules, tools and procedures ensuring the required participation, transparency and accountability in developing joint proposals and selection of the PR sans SRs for the various grants

· Establishing through a participatory and transparent manner additional coordination and management structures responding to the GFATM or GAVI requirements

· Conducted joint monitoring assessment of operations to ensure proper utilisation of program resources

· Maintained an active information sharing system open to all partners  and accessible to general public (through general health meeting minutes and SSS website) 

· Invites Local Funding Agent (LFA) of the Global Fund Price Waterhouse Coopers as an observer to the HSC meetings and processes.



	Frequency of meetings:

The SHSC meets once a month unless extraordinary meetings are required. It’s Working Groups on Health Systems Strengthening and EPI also meet on regular monthly basis.
Frequency of meetings for the development of GAVI - HSS proposal:

It was decided that Health system working group of SHSC will coordinate in developing the proposal which was then presented and endorsed by SHSC. Frequency of meetings is highlighted in the table below.



	Frequency of Meetings for the Development of the GAVI/HSS proposal

	No.
	Meeting Forum
	Description
	Date
	Attachment ref:

	
	Health Systems Working Group Meetings:

	1
	HSWG Meeting
	Monthly HSWG meetings with members
	June 5th 2007
	Annex/01

	2
	HSWG Meeting
	Monthly HSWG meetings with members
	August 7th 2007
	Annex /02

	3
	HSWG Meeting
	Monthly HSWG meetings with members
	October 2nd  2007
	Annex/ 03

	4
	HSWG Meeting
	Monthly HSWG meetings with members
	January 15th  2008
	Annex/04

	5
	HSWG Meeting
	Monthly HSWG meetings with members
	February5th  2008
	Annex/05

	6
	HSWG Meeting
	Monthly HSWG meetings with members
	March 4th 2008
	Annex/06

	7
	HSWG Meeting
	Monthly HSWG meetings with members
	April 1st 2008
	Annex/ 07

	8
	HSWG Meeting
	Monthly HSWG meetings with members
	July 1st 2008
	Annex/ 08

	9
	HSWG Meeting
	Monthly HSWG meetings with members
	August 5th 2008
	Annex/ 09

	10
	HSWG Meeting
	Monthly HSWG meetings with members
	October 7th 2008
	Annex/ 10

	11
	HSWG Meeting
	Monthly HSWG meetings with members
	January 13th 2009
	Annex/ 11

	
	GAVI-HSS Task Force Meetings:

	1
	GAVI Task Force 
	GAVI Task Force Members
	July 23rd 2008
	Annex/ 12

	2
	GAVI Task Force 
	GAVI Task Force Members
	September 9th 2008
	Annex/ 13

	3
	GAVI Task Force 
	GAVI Task Force Members
	December 4th 2008
	Annex/ 14

	4
	GAVI Task Force 
	GAVI Task Force Members
	December 17th 2008
	Annex/ 15

	5
	GAVI Task Force
	GAVI Task Force Members
	January 12th 2009
	Annex/ 16

	6
	GAVI Task Force
	GAVI Task Force Members
	January 15th 2009
	Annex/ 17

	7
	GAVI Task Force
	GAVI Task Force Members
	January 26th 2009
	Annex/ 18

	8
	GAVI Task Force
	GAVI Task Force Members
	February 4th 2009
	Annex/ 19

	9
	GAVI Task Force 
	GAVI Task Force Members
	March 3rd 2009
	Annex/ 20

	10
	GAVI-HSS
	GAVI-HSS Proposal Endorsement Meeting
	April 15th 2009
	Annex/21

	
	GAVI-HSS mission Meetings:

	11
	GAVI-HSS Mission
	GAVI-HSS Joint Mission
	March 16th 2009
	Annex/22

	12
	GAVI-HSS Mission
	GAVI-HSS Joint Mission
	March 17th 2009
	Annex/23

	
	Ministry of Health Meetings:

	1
	Meetings with MOH 
	Meeting health authorities for South Central and Puntland 
	July 5th - July 28th 2007
	

	2
	Meetings with MOH 
	Mission (WHO,UNICEF,GAVI/SEC) to Somaliland and subsequent meetings with MOH officials 
	December 11th 2007
	

	3
	Meetings with MOH
	All three zones
	Feb-Mar 2008
	Annex/39

	4
	Meetings with MOH
	Meeting with Minister of Health TFG for endorsement of the proposal
	April 15th 2009
	

	*HSWG Meeting Members: WHO, AAH-I, UNFPA, FSAU/FAO, UNICEF, COSV, USAID/OFDA, SCF-UK, COOPI, EC, AMREF, CISS-HSC Coordinator and SSS

** GAVI Task Force Members: WHO, UNICEF, LATH, SCF-UK, UNFPA and Catholic Relief Agency




To the applicant: section 1.2
· In this section, please describe the process your country followed in preparing this GAVI HSS application (Table 1.2) 
Note: Without supporting documentation (signed minutes from HSCC meetings) and a thorough outline of the process of preparing the application it will not be possible for the GAVI Independent Review Committee (IRC) to assess the involvement of key stakeholders (civil society, bilateral, private sector and representatives from hard to reach populations) in the process. The signed minutes of the HSCC meetings related to the HSS proposal preparation should be attached (Document Number....) as supporting documentation, together with the signed minutes of the meeting (Document Number....) where the application was endorsed by the HSCC.
1.2: Overview of application development process 

	Who coordinated and provided oversight to the application development process?

SHSC through its Health system working group and GAVI HSS Task Force provided the oversight and coordinated the process of proposal development.



	Who led the drafting of the application? Was any technical assistance provided?

· The SHSC constituted the GAVI Task Force to develop the HSS proposal for 2009. The Coordinator of SHSC developed its Terms of Reference (TOR) and guidelines for submission of proposal for endorsement and the Task Force started convening its meetings in July 2008.

· The working group from WHO and UNICEF beside WHO consultants, health authorities from three zones were involved in the process coordinated by sub-offices of WHO and UNICEF in the zones. 
· A joint mission by WHO/UNICEF/GAVI SEC was undertaken to Somaliland during December, 2007. The mission focused on the status of immunization services and consultation with the Ministry of Health and Labour (MOHL) Hargeisa, Somaliland about the process of initiating Health Systems strengthening support mechanism.

· Technical assistance were provided by two consultants, one during 2007 and following the violence in Kenya during January-February 2008, the second consultant  was fielded starting third week of February 2008 till end of June 
· A consultant was recruited in September 2008 to review and revise the proposal based on discussions of HSWG and GAVI HSS taskforce meetings and submit it to SHSC for endorsement



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

1. 24th of August 2007- The first meeting held between WHO and UNICEF 

2. 28th July till 5th August 2007- Field visit by WHO consultant to South Central and Puntland and meeting with the health authorities beside partners and NGOs.

3. 6th  of August 2007- First meeting of task group

4. 7th of August 2007- HSS WG meeting. The findings of the field visit presented.
5. 8th of August  2007 EPI  working group meeting 
6. November 2007- EMRO organised a Regional meeting in Cairo in to review progress on GAVI with participation of the health Authorities 
7. 11th of December 2007- Joint mission [WHO, UNICEF, GAVI/ SEC] to Somaliland and Puntland and meeting with MOH officials and discussions with the Planning Dept on the barriers and the priority areas of support. The mission focused on the status of immunization services and consultation with the MOH about the process of initiating Health Systems strengthening support mechanism.
8. December 2007- Meeting in Nairobi. It was agreed to start developing the proposal based on the findings of visit and MOH priorities 
9. February 2008- Another consultant was recruited who worked both on GF and GAVI applications till end of June. The consultant reviewed previous version of the proposal, relevant documents, and other ongoing and proposed program documents related to health system strengthening. 

10. March 2008- The consultant visited all 3 zones of Somalia during which several meetings were held with MOH staff to identify priority health system needs and key areas of support. In addition, meetings were held with other UN agencies (UNICEF, UNFPA, UNDP, UNAIDS) and local and international NGOs (Save the Children, World vision. COOPI, SRSC). Field visits were also undertaken to Regional hospitals, MCH centres and health posts to see the situation on ground and to identify key issues related to health care delivery in all three zones. 
11. Based on field visit, gaps, strategies and activities were developed and shared with partners during several meetings of HS- Working group and Health sector committee and their comments and suggestions incorporated
12. July 2008- A Task Force constituted by the HSC’s Health Systems Strengthening Working Group meeting to assess that the GAVI-HSS proposal is being drafted in accordance with the needs of the Health Systems Strengthening and to ensure that the process of proposal development follows the technical merit of its content, and complies with the guidelines of GAVI and HSC. It was decided to postpone submission of application to May 2009and that taskforce will revise the proposal based on comments and suggestions
13. August 2008 till March 2009- The proposal was reviewed and revised during several GAVI HSS taskforce meetings (see table above) and the draft shared with HSWG
14. Presentation and circulation of the final working draft of proposal and tentative budgets to SHSC for comments and Feedback – 06 March 2009

15. Final version with budgets submitted to SHSC 3 weeks before the deadline – 01 May 2009  

16. The draft reviewed by all SHSC members, health partners and Somali Health Authorities 

17. Proposal endorsed by Health sector committee during the meeting on 15th April 2009, through a transparent voting mechanism.



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

WHO/EMRO provided technical support to SHSC to review and fine tune the application to prepare the final submission to ensure program data was available within the proposal, and the supporting documents and signature available, with a level of consistency, and that the activities are aligned with health policies, and complementary to the Global Fund.
The application will be reviewed by the three health ministries in three zones, WHO and UNICEF country offices, WHO/EMRO and the Health System Strengthening Working group (HSSWG) and the Health Sector partners represented through the Somali Health & Nutrition Sector Committee (SHSC).
In addition, a Task Force was constituted by the SHSC in its July 2008 meeting and comprised of the members from WHO, CSR, UNICEF, SCF-UK, LATH, UNFPA and HSC coordinator.  The purpose was to assess that the GAVI-HSS proposal is being drafted in accordance with the needs of the Health Systems Strengthening and to ensure that the process of proposal development follows the technical merit of its content, and complies with the guidelines of GAVI and HSC. The taskforce systematically reviewed each section of the proposal and revised it based on the discussion and suggestions from the members. The draft proposal was also shared with GAVI focal points in WHO Regional office and their inputs incorporated.


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

The Minister of health TFG approved and endorsed the application. In addition, the members of the Somali Health and Nutrition Sector Committee (SHSC) endorsed the proposal after approval from all constituencies it represents, including the three Somali Health Ministries and other Somali Health partners.
Was funding received form GAVI for HSS proposal development? If so, how much, when was it received, and what was it used for, or what will it be used for? 

Yes, the funding was received by the WHO-EMRO office for the development of the GAVI – HSS proposal. The total amount received was US$ 50,000 which was used for recruiting two full time consultants to develop and finalize the proposal



To the applicant: section 1.3
· Please describe the roles and responsibilities of key partners in the development of the GAVI HSS application (Table 1.3). 
Note: All key partners should be included in the process: the Ministry of Health, including the planning department and the immunization unit; Ministry of Finance; bilateral and multilateral partners; relevant coordinating committees; NGOs and civil society; and the private health sector. If there has been no involvement of civil society, the private health sector or other key stakeholders in the development of the GAVI HSS application, please explain this below (1.4). 
1.3: Roles and responsibilities of key partners (HSCC members and others)
	Title / Post
	Organisation
	HSCC member yes/no
	Please list the specific roles and responsibilities of this partner in the GAVI HSS application development

	Chair, Vice-chairs, Coordinator and all members 
	Somali Health Sector Committee
	Yes
	· The role of the SHSC is to ensure transparent and accountable fund allocation in order to better serve and develop strategies, avoid duplication and maximize synergies with other sources of funding to the health sector
· It is mainly responsible for constituting a GAVI Task Force for proposal development, and later endorsement and submission of the proposal, engage into grant negotiations and act as an oversight body throughout the grant period.

	WR Somalia 
	WHO-EMRO
	Yes
	· Assigned Health Systems consultants to initiate the application development process; 

· Provided insight into the health system, relating different components to EPI service delivery, which helped defining the barriers associated with health system that hinders the provision of immunisation services. 

· Organised support of WHO/EMRO who assisted in understanding best practice for GAVI/HSS application process; and reviewed final draft;

· Reviewed the final draft as a member of HSC and endorsed the application for submission.



	Health Planning units 
	MOH
	Yes
	· Provided the zonal health system barrier analysis and identified the priorities. 

· There was complete engagement in Somaliland, and Puntland and partially in SCZ. 

· To compensate for this Federal Ministers were met and their suggestion were taken into consideration.

· Participated in the reviewing of the draft and endorsed the application for submission.

	UNICEF Somalia

Office
	UNICEF Somalia
	Yes
	· Assigned a HSS focal person and EPI focal person for proposal development and assisting in drafting/reviewing the application.  

· Availing information valuable to the application and  participated in field visits;

· Reviewed the final draft as a member of GAVI HSS task force, HSWG and HSC and endorsed the application for submission.

	Health Systems Strengthening Working Group of the Somali Health Sector Committee.
	
	Yes
	· Acted as the reference point for GAVI/HSS application.

· Guided, coordinated and oversaw the development of the application.



	GAVI HSS task force
	
	Yes
	· Developed the proposal according to the guidelines in consultation with all partners and GAVI mission


To the applicant: section 1.4
· Partners and members of the HSCC are encouraged to provide feedback and let the GAVI secretariat know of any concerns or anticipated issues with implementation, monitoring or financial arrangements.

· If the HSCC wishes to make any additional comments or recommendations on the GAVI HSS application to the GAVI Secretariat and Independent Review Committee, please do so below. 
· Please explain if there has been no involvement of civil society or the private sector, and state if they are expected to have a service provision or advocacy role in GAVI HSS support implementation 
· If this is a resubmission, please describe what were the main changes introduced for this proposal

· Please describe any lessons learnt or useful practices developed during HSS proposal development
1.4: Additional comments on the GAVI HSS application development process 
Methodology adopted for proposal development 
· Technical health staff at various levels was closely associated to the proposal’s formulation, ideas and strategies and planned activities have been discussed in details local.

· Dialogue was ensured with the respective Ministers of health and other decision-makers to guarantee the government‘s ownership and commitment to the proposal’s content.

· Health system desk review analysis was undertaken for the three zones of Somalia: Published data, documents and routinely collected data available from all counterparts were analysed;

· Key informants from numerous administrative, professionals and community levels at MOH offices, Health Facilities and villages purposively selected and interviewed while notes being taken during field visits;

· UN agencies and main involved NGOs on the ground were interviewed and their comments were recorded;

· Findings and emerging themes were reviewed and gaps identified and proposed interventions in this document were related to WHO health system building blocks;

· Data and themes were validated on light of discussions with key stakeholders and modification and amendments were made during the various steps of analysis  

· The fact that there is a huge need and GAVI/HSS proposal cannot address all aspects of health systems necessitated keeping a clear focus on the areas where it can provide most added values taking into consideration the work already done or planned by other partners and projects. 
· The proposed interventions for GAVI/HSS component will complement the activities undertaken by other projects working on health system strengthening to avoid duplication of efforts and resources.

Challenges during proposal development 
The GAVI proposal development met additional external challenges, which reflects on the complex working environment in Somalia.

Firstly, the unexpected eruption of post election violence following the Kenya presidential election on 27th December 2007 caused severe delay in the proposal development due to the increase in security phase in Nairobi and subsequent delay in issue of security clearance and travel authorization for the GAVI consultant.  

Secondly, the proposal development for the Global Fund (GF) Round 8 health system component stretched the resources of the WHO Somalia Office, as technical resources were diverted to meet the GF deadline. All efforts were made to harmonize the GF and GAVI HSS proposals.
Finally, the complex political environment in Somalia causes a high turn over of key staff in the Ministries of Health, especially at Ministerial level. The turn over rate leads to a higher requirement for consultations as the process needs to ensure that the new incumbent is in agreement with previous discussions and has taken proper ownership of the process. The increased level of consultations required is both time consuming and has cost implications for the proposal development process. 

Section 2: Country Background Information

To the applicant: section 2.1
· Please provide the most recent socio-economic and demographic information available for your country. Please specify dates and data sources. (Table 2.1).If these differ from or are inconsistent from those used in other GAVI applications or monitoring, justification should be provided
After 17 years of conflict, the health care system in Somalia remains underdeveloped, poorly resourced, inequitable and unbalanced. It struggles to provide services to a limited number of Somalis against crushing constraints. Insecurity, geographical challenges and nomadic populations, an unstructured and de-skilled workforce, lack of motivation and vision, uncertainty about the political future and administrative settings, financial and operational fragmentation and poor information and surveillance are some of the key issues that the Somali health system is facing. The country has an internationally recognized Federal Ministry of Health (MOH), while the self-declared autonomous zones of Puntland and Somaliland have separate Ministries.  There is currently no functional link between federal and zonal ministries, regional authorities and program management levels. The MOH’s ability to coordinate and monitor public, NGO and private sector health services is almost absent. (See Annex 1, Health Situations in the three zones).

The health sectors in Somaliland and Puntland have institutions and structures in place with functional ministries of health
.  Somaliland has developed a five year health strategic plan with an investment plan and a health strategic framework called “The Blue Book”, which was developed to guide the reform process. A Health Sector Reform (HSR) secretariat was established, but needs further assistance to make it functional. The Puntland and South Central MOH does not have such units at the central level. Within the current political, social and economic context and given the deplorable state of public services (including health), Somalia is not expected to achieve the MDGs without extensive external financial support and technical assistance.

UNDP’s 2000 Human Development Report ranked Somalia lowest in all health indicators except life expectancy. In the latest HDR the country is not even ranked, due to the lack of reliable data. As a result, it was noted that "most Somalis spend most of their time trying to stay alive and keep their families alive" (UN, 2005). Extreme poverty in Somalia is estimated to be 43% with large disparities noted between the urban population at 23% and the rural and nomadic populations at 53% (UNICEF, 2001). 

2.1: Current socio-demographic and economic country information

	Information
	Value
	Information
	Value

	Population [estimate 2009]
	8,445,000
	GNI per capita [2002]
	320 $US 

(226 $US WB)

	Annual Birth Cohort [2009]
	409,920
	Under five mortality rate [2006]
	145 per 1000 live births

	Surviving Infants* [2009] 
	370,567


	Infant mortality rate [2006] 
	86 per 1000 live births 

	Percentage of GNI 
allocated to Health [2006]
	3-3.5%
	Percentage of Government expenditure on Health [2006] 
	<2%

	DPT3 coverage rate (by sex, where available) [2006] 


	36 %*
	
	


· Health/ Vital statistics (Source of data: UNICEF MICS 2001 and 2006)
· * JRF (Joint WHO/UNICEF reporting format)
· Surviving infants = Infants surviving the first 12 months of life
2.1.1 Socio-Demographic Overview

Population estimates for Somalia are contentious.  The last population census was conducted in the 1970s.  All population estimates have therefore been derived through a mixture of projecting from these figures as well as operational experience in delivering services and/or household surveys (for example national polio vaccination campaigns).

Somalia is currently estimated to have a total population of roughly 8.5 million people – although different estimates range from 6 – 11 million. (UNDP 2002)  The war has resulted in considerable displacement of the population – and hence arguments persist about total population numbers but also the distribution of populations (which regions and zones they live in).

A survey by UNDP (UNDP 2002) indicated that the average household consists of 5.8 persons with nearly 50% of the population under the age of 15 years. Over 80% of the population were estimated to be illiterate (65% urban and 89% rural). And roughly 38% were living in an urban environment (62% rural).  This differs by zone with Somaliland having an estimated 45% of the population living in urban settings, Puntland 38% and central South zone an estimated 36% in urban settings.  

The regions of Somalia differ drastically in terms of rain fall and soil fertility – thus populations are divided into different production zones, ranging from sedentary agrarian populations to agro-pastoralist and fully nomadic pastoralist economies.  The regions of the North – particularly Bari, Karkaar, Nugal, Sool, Sanaaq and Ayn/Toghdeer have largely nomadic populations with over 50% of the populations estimated as nomadic.  These areas typically indicate the worst consumption of health services ad the lowest coverage of public health interventions such as vaccination.

The most recent population estimates by UNDP (UNDP 2005) have been evaluated by consultants as providing the best set of data for internal planning use.  The data largely concurs with polio data (developed through nationwide polio vaccination strategies (although polio data indicates larger populations in Mogadishu and Lower Shabele and lower populations than estimated by UNDP in Mudug and Bari).

2.1.2 Economic Overview

Most figures related to the Somali economy are educated guesses, due to the complexity, dispersion and informality of the economy. Somalia’s GDP is estimated at $2.5bn, with a growth rate of 2.6% (roughly 320 USD per capita – Economist Intelligence Unit 2008). Remittances by the Diaspora are regarded as one of the pillars of the economy, and essential to the survival of large portions of the population.  Remittances are estimated at 1 billion USD per year.   Telecommunications are reliable; money transfer and exchange services fill the hole left by an absent formal banking sector (CIA, 2008). Total reported exports have risen from an estimated $117m in 2000 to $380m in 2007
, demonstrating how entrepreneurs are able to thrive in a compromised security context. 
The economy is mainly agriculture-based, with animals, hides and fish contributing to 65% of export earnings. The estimated harvest for 2008/09 is 206,000 metric tons, only 37% of the need (Somalia is a net deficit basic food production country and has to import 60% of basic food needs – this has major implications regarding Somalia’s ability to buffer  itself from the international food and fuel price crisis). 

Somalia is experiencing its most acute humanitarian crisis since 1993.  The acute humanitarian crisis caused by war combined with the economic shocks of increased global food and fuel prices and the collapse of the Somali shilling have created unprecedented levels of poverty.  43% of the population live in extreme poverty (less than $1 a day) and 73% on less than $2 a day (World Bank, 2007) – the rates of destitution are expected to be spiralling higher on a daily basis. 

Governance remains weak even in peaceful areas. Somaliland and Puntland do have formal budgets, but most expenditure is on security and salaries. Somaliland’s government budget was estimated between $22 and $26m in 2007, of which 80% of revenue came from the port of Berbera (Scek, 2007). In central southern Somalia there is no public budget, almost no central public revenues and no public financial management or accountability.   

2.1.3 Health Sector Financing

In the North-East and North-West zones, central government allocations to the health budget have increased in the last few years to reach 2 – 3% of total government budgets – but this still means figures of less than 1 million USD per year.  Most of these budgets are consumed by paying salaries to a large, unstructured, under-skilled and under-managed health workforce.  Virtually no money is paid to support the public hospitals or the public system of clinics and health posts (supplies, maintenance, and management).  These facilities survive through international donations, cost-recovery and charitable support form local businessmen and international charitable funds.  As they are forced to charge significant fees to recover costs they are difficult for the public to distinguish from private facilities – and private services may even be cheaper.  Financing is fragmented, unpredictable and rarely focussed on highest priority functions.  The overall performance of the public health system is low, efficiency is low and equity is extremely low.

Health expenditure (largely out-of-pocket) is estimated to account for 3 to 3.5% of GNI and in addition health received about 10% of the $390m spent by main donors in 2006. A major inventory of external resources, carried out in 2006 (Capobianco and Naidu, 2008), threw light on a previously poorly-understood field. Donor contributions to health increased 3 fold in 7 years, from $23 to $62m in 2007. Spending was uneven, with 22% of the total allocated to malaria, HIV and TB; and a further 20% to the polio eradication programme alone (2000 – 2006).  

The study estimated that international assistance provides roughly $7 USD per capita in health expenditure.  If other contributions are taken into consideration (Diaspora remittances, private charitable inputs from the Islamic world etc.) the figure might be as high as $12 -$ 20USD per capita.  These figures are considered relatively high in comparison to per capita expenditure in the Region.  

While the study does indicate how poorly allocated these funds are and that financing is fragmented (in particular EPI, nutrition and maternal and reproductive health care are dramatically under-financed), it does not estimate the degree to which financing is fragmented over time, area and between partners – nor does it estimate the very significant transaction costs of international partners seeking to implement health programmes with almost no local resources  (staff, management) and operating by air from bases in Nairobi.  

While significant funds are provided for health care services (at least in the last few years) this money is poorly targeted and very poorly spent.  This contributes to the lack of overall performance, efficiency and equity of the public health system.  There is a great lack of predictable and strategically focussed financing allowing pursuit of rational public health priorities over time – and expenditure is ineffective and inefficient.  There could be considerable productivity and equity gains if patterns of expenditure could be improved without overall increases of funding (Pavignani et al 2008).

2.1.4    Health Situation
Years of war and institutional decline have resulted in very poor health status of the population.  The population is largely destitute and totally dependent on remittances and international aid flows – and has limited access to the health system. 

Table 2: Health/Vital Statistics (Source of Data: UNICEF MICS 2001 and 2006)
	Information
	Estimate for 1997 – 1999
	Estimate for 2006

	Under 5 Mortality rate
	224 per 1000 live births
	145 per 1000 live births

	Infant Mortality Rate 
	132 per 1000 live births
	86 per 1000 live births

	Neonatal Mortality Rate 
	-
	41 per 1000 live births 

	Maternal Mortality Ratio
	1,600 per 100,000 live births*
	1,044 per 100,000 live births

	Measles vaccination coverage before age 1
	15.6%
	18.9%

	DPT 1 (indicator of access)
	56.9%
	40%

	DPT 3 (indicator of utilization)
	32.6%
	36% 

	Percentage children acutely malnourished (low weight for height)
	17.2%
	11.7%

	ANC attendance
	32.2%
	26.1%

	% women protected against tetanus
	24.0%
	-

	Access to safe drinking water
	23.1%
	29.3%


· This figure is from “Maternal Health Services” – Guidelines for planners and managers. UNICEF1999.
The population based health survey information above indicates a major decline in mortality rates for women, infants and children in Somalia over the past decade – yet no clearly associated improvements in the overall situation or access to vital public services.  The decline is associated to small improvements in access to food and clean water – with concomitant declines in levels of acute malnutrition – but other data sources tracking the nutritional situation have not indicated such declines and maintain that levels of acute malnutrition remain high across Somalia and are currently worsening due to the terrible political and humanitarian situation.

          Despite the lack of coherence in overall statistics (coverage Vs mortality), they do indicate that there are major gains to be made through increasing and sustaining high levels of vaccination coverage and basic health, water, sanitation service delivery – as well as improved food security with particular focus on quality feeding practices/foods for young children.
2.1.5 Health seeking behaviour and health service utilisation.

The data is scant and incoherent.   An analysis of 2007 HMIS data returns indicates that utilisation rates are 0.13 per person per year OR the average Somalia visits a public health facility once every 8 years!

The rates of DPT 1 coverage and DPT3 coverage can serve as a proxy for access and utilisation and also show that use of public health services is very low.  MICS 2006 estimates DPT1 coverage to be 20% and DPT3 coverage to be 12%.

DPT3 data from the 2007 HMIS data returns indicates

	Zone
	DPT1
	DPT3

	CSZ
	50%
	40%

	Somaliland
	30%
	20%

	Puntland
	27%
	12.5%


The data shows low access – even lower utilisation and considerable variation across the zones (with the lowest levels of use in the north and particularly Puntland.

Various other surveys indicate that between 50 – 75% of the population use private pharmacies and private health services if and when they do use modern health care services – and less than 20% of the population use public sector services (see for example UNICEF Puntlad MICs 1998 and Randa Yousef UNICEF 2007).
To the applicant: section 2.2
· Please provide a brief summary of your country’s Health Sector Plan (or equivalent), including the key objectives of the plan, the key strengths and weaknesses that have been identified through health sector analyses, and the priority areas for future development (Table 2.2).
· Please highlight any specific socio economic barriers to accessing immunisation services that may include hard to reach populations or any gender inequities

2.2: Overview of the National Health Sector Strategic Plan (Document Number ......) and how it links to the cMYP (Document Number......) 
   Given the fragmentation of public authority between different de facto regional administrations, the low to inexistent budgets at the command of public health authorities and the poor access, security and capacity of administrations in at least some of the zones, there is no single plan for national health development.

   There is a coordination platform in Nairobi that seeks to bring together international actors in different sectors.  Various strategic plans have been formulated under the coordination of the health sector coordination committee as a means to raise the level of intervention in the absence of effective national reconciliation.  As part of the peace process and efforts to establish a central state administration – the   Transitional Federal Government a major Joint Needs Assessment (JNA) exercise was carried out under the auspices of the UN and the World Bank.  

The JNA teams, co-led by the UN & WB held in-depth discussions with key representatives from donors, international Non-Governmental Organizations (NGOs), Representatives of the Transitional Federal Government, and Transitional Federal Parliament, other administrations, as well as with UN agencies and WB missions. This very significant technical effort was used to generate comprehensive data and objectives for national reconstruction, recovery and development.  The JNA was used to develop a National Reconstruction and Development Plan (RDP) with Somali administrations and for the creation of a single UN Transition Plan (UNTP) – as a One-UN contribution to the RDP process.
The JNA health needs assessment was based on a review of the available information, field visits and on extensive consultations with the main partners, including more than one hundred Somali health professionals. The sub-sector report for health generated a high degree of support and acceptance from health actors involved in the various zones of Somalia at time of drafting (April 2006).  The sub-sector report was then summarized and incorporated into overall JNA reports under the social sector pillar.  The JNA report presents the main findings, the priority needs to be addressed and the approaches to be adopted to achieve the proposed outcomes. It takes a system approach, focusing on the main features, priorities and constraints characterizing the health sector.  

The JNA and RDPs were developed with an assumption of a major donor conference and deepening peace and reconciliation.  In the progressively deteriorating context of 2007 and 2008 a sector wide investment (UNICEF health sector development project - lot 3 EC financed) has attempted to sustain a targeted programme of sector wide strategic investment and development – using the JNA as a point of departure and attempting to forge consensus and implement do able priority actions (as suggested under the larger JNA/RDPs).

All the national plans discussed above have had considerable input from international consultants and agencies.  All the national plans have consulted with Somalis to a differential degree – but all have suffered from access and difficulties in establishing who needs to be consulted to engender lasting legitimacy.  In such a de-formalised environment there is little respect for, trust or commitment to up-holding previously identified and negotiated plans.  In the current context with potential regime change in three zones and increasing fragmentation of legitimate authority – the plans referred to above represent coherent technical opinions – but their future legitimacy and binding power remains highly volatile.

2.2.1 Vision and Objectives

Both the JNA and resultant RDP establish a basic and modest vision for the health sector with objectives summarized as follows:

   To reduce the high levels of mortality and morbidity, especially among women and children, through: (i) the development of an equitable, effective and efficient package of health services which are available, accessible, and of reasonable quality, especially in rural areas and (ii) the development of the capacity to deliver the necessary services, with improvements in the availability, accessibility, and quality of health services especially in rural areas. By the end of 2011, national and regional health authorities will have acquired a stronger technical, managerial and financial capacity will rely on improved management systems and will be able, with the support of other partners - including external agencies and private health care providers - to lead and sustain: 
  1. Further increase in coverage and improvement of quality of basic health care,

  2. Development of efficient health systems, and, 

  3. Progressive reduction of inequality in access to basic services. 

This vision is consistent with the overall aim of the sector of contributing to the improvement of the health status of Somalis, in line with the MDGs.

2.2.2
Proposed Strategy
The proposed strategy for achieving these objectives is three-pronged and consists of the following main interventions:

i) Consolidating and rationalizing the existing health care delivery system by strengthening a set of health facilities selected according to agreed-upon criteria; improving supply systems, increasing funds for recurrent costs, carrying out limited/urgent rehabilitation work, upgrading the skills of their staff and providing them with adequate incentives;
ii) Filling some of the most serious gaps in service provision by investing in underserved areas and neglected communities, to the extent allowed by security conditions and funding levels

iii) Putting in place the building blocks for sustained recovery, i.e. the institutions and management instruments necessary to ensure efficient, effective and equitable health care delivery. This will require filling key, strategic information gaps in order to ensure that the decisions on these institutions and instruments are based on solid evidence.

The Reconstruction Development Plan (RDP) takes a phased approach to the implementation of activities. Health sector reconstruction is predicted to take decades of sustained finance and work.  The first phase which is scheduled to take two years will address primarily emergency needs in the different areas of health. The second phase is expected to take three years and will seek to address medium-long term structural development issues. 

2.2.3 Key strengthens and weaknesses 

Various strengths and weaknesses have been identified through health sector analyses are as follows:

	Strengths
	Weaknesses

	1. There has been substantial development of the private sector – offering a range of services from basic pharmacies to clinics and full-blown private hospitals.  The private sector has blossomed in the absence of an effective public sector and without government regulation. The development of the private sector is patchy and is more significant in Somaliland – but is considered to be substantial in all areas of Somalia with a particular focus on urban centers.  There is significant circumstantial evidence that the private sector outlets are well-used and preferred by the (urban) Somali population.  A study to characterize the Somali medical private sector is on-going.

2. Another development has been the emergence of Medical Associations. These informal, voluntary associations of doctors, nurses and midwives currently exist in Mogadishu, Somaliland and Puntland.  They have developed separately and differ in their activities, but appear to have a common purpose of protecting the interests of medical professionals
 by giving them a united voice, as well as reinforcing quality of care via establishing some form of self-regulation and principles of best practices.

3. Diaspora support for health appears to take two main forms. First, medical family remittances meet needs for common and emergency medical treatment, including evacuation to other countries.  Second, groups in the Diaspora mobilize funds in support of health facilities, primarily hospitals.  Most support is in the form of equipment or for facility development – there is little financing of recurrent costs. 

4. Efforts to reduce communicable diseases through sustained public health programmes have been successful.  The TB and polio programmes for example have been able to generate high levels of case detection and coverage of services.  Somalia has been polio free for over 1 ½ years. In addition national measles campaigns in 2005 – 2007 substantially reduced the incidence and impact of measles outbreaks (although this protective effect is coming to an end now).
	1. Somalia needs a harmonized and sustainable health system that addresses concerns such as, health care financing, a scattered population, distance between referral facilities which create enormous problems of delivery of supplies and supervision, and paucity of qualified staff both in the health administrations and facilities. There are less than 15 qualified doctors per one million people, unequally distributed throughout the country (UNDP) 2002. 

2. The Health Care Financing System/s is affected by the very same flaws as the other components of the health sector: (i) negligible contribution by the health authorities, (ii) fragmented mechanisms of cost-sharing and cost-recovery, (iii) fragmented and un-coordinated donations from private businessmen and Diaspora, (iv) fragmented and irregular funding from agencies (v) irregular, uncoordinated and fragmented donations and funding from Islamic institutions and organizations.  Predictable, flexible and strategically directed investment in basic health priorities is an essential pre-requisite for sustained health system recovery.

3. There are too few health facilities to approach any real coverage of public health interventions – Yet the ones that do exist are under-used and offer extremely poor services (particularly in the low population density/nomadic populated areas).  In South and Central Somalia (where the majority of the population reside), access is determined by the presence of NGO projects and prevailing insecurity. In Puntland and Somaliland, health services are mainly situated in densely populated areas. 

4. Over half of the estimated health workforce is unskilled and unsupervised.  The workforce is unstructured (no roles and responsibilities defined) and staff are paid a below subsistence wage.  IN addition there is massive private sector demand for higher level skilled health workers – and hence their exit from the public sector.  Most of the professional staff receives no structured in service training. Health sector workforce restructuring is one of the major challenges for increasing utilization and performance of the public sector.

5. Access to and quality of health care remains inequitable, with inadequate distribution of staff and resources to areas where vulnerable populations reside i.e. IDP camps and rural areas. The differences in access to skilled maternal and reproductive health services is among the most inequitable – with any effective services clustered around main urban centres and offered only at a price.  The provision of services to a substantial nomadic population and in arid low population density areas has been of particular difficulty – and new models need to be developed through experimentation and testing. 


2.2.4
Priority areas for future development

1. Good governance and political commitment to health of the population.
2. Scaling up the provision of essential health care services through a broadened primary health care approach that encompasses the concepts of: equity, efficiency, quality, standardization, evidence-based practice, accountability, and transparency.

3. Use a public health services provision approach involving: Health promotion preventive, Community participation, Intersect oral collaboration, and a focus on vulnerable groups.

4. Public health services aiming to improving quality of life rather than just providing curative services will be among the responsibilities of the government; this would include environmental health services such as provision of safe water supply, promotion of environment health and prevention of all kinds of pollution, prevention of diseases, health promotion and quality assurance of services. 

5. Human resources development through well planned and managed programmes, with special emphasis on professional values, ethics, leadership skills development   and community oriented training.

6.  Cost sharing in providing health care especially for curative services will be organised and adjusted in order that no body is to be denied health care because of economic, social or ethnic reasons. Social solidarity funds or national health insurance schemes to be implemented will play an integral role in this respect.

7.  Encouraging more investments in and participation of the private sector, in PHC particularly in health promotion and preventive services.

8.  Building partnerships and enhancing collaboration and coordination with UN agencies, NGOs and donors.

9.  Towards this end, there is a need to develop in the shorter term, a strategy to expand demand for and improving quality of health services, through the provision of basic medical supplies, refresher training of health workers and regular supportive supervision to public health facility for staff.  

In addition to the JNA, a workshop on Health System Strengthening was developed to launch the Lot 3 project financed by the EC with the purpose to support sector wide activities in health over the following two years.  This workshop was able to bring together representatives from the three different health authorities from Somaliland, Puntland and South/Central – as well as donors, UN agencies and international NGOs and the Red Cross. The objective of the workshop was to analyse the current challenges facing the health system in Somalia. The outcome of the workshop was the identification of the main priorities proposed by all three health authorities. There was a consensus on 4 major areas of development focus:-

1. Limited practical support to the various Ministries of Health, in the different zones, to stream-line and define modest structures and enhance their capacity to define and take responsibility for the implementation of a core set of national priorities (above and beyond coordination of international actors).

2. Practical support to define basic cadres of health workers, enhance production of new qualified basic cadres and ensure they are absorbed back into the work force of the health sector and managed to ensure productivity.  

3. Practical definition of a set of simple standards; to define and guide basic service delivery and set a path for reformation of the basic service delivery sector as well as improved quality, management and functioning of the basic health care services of Somalia.

4. The urgent need for information.  Many surveys are conducted – but regular and survey information is not collected, analysed and digested in a way as to feed into the decision making for investment and action in health and this must improve.
Specific priorities identified by 3 health authorities include

	TFG/CS Priorities
	Puntland Priorities
	Somaliland Priorities

	· develop policy and system design

· develop health management structures

· sustainable financing mechanism

· develop HR4H capacity

· rehabilitation of management and service delivery infrastructure
	· develop health policy and regulations

· develop capacity of system to deliver basic package

· develop financial and technical assistance

· support and motivation for HR

· develop training plan for medical staff

· Improve collaboration with other ministries
	· human resource development, planning, production and management

· establish SL pharmaceutical Corp (procurement agency)

· invest in a BPHS

· Develop service delivery management system.

· Introduce pooled funding to reduce transaction costs of intl. financing.

· develop capacity of MoH to lead.

· develop tech and operational capacities of regulatory bodies


The priority settings of the three zonal health authorities reflect the development realities of the different zones. Whereas South-Central zone and Puntland had similar priority settings – focusing on establishment of the basic frameworks for action, the Somaliland health authority’s priorities reflected a more advanced recovery/development stage. 

2.2.5
Implementation Strategy

The RDP proposes that preparatory work can be commenced to support reconstruction efforts without awaiting a peace settlement in Somalia.  Instead, the next five years should be seen as providing a unique opportunity to lay the strategic and operational grounds for health sector recovery. 

Given the complex nature of delivery in this sector, the focus of the five year intervention period is more on preventive health care and curative care of common prevalent diseases. The services proposed for PHC can be delivered by mid-level health care workers. The kinds of medical services initially provided should be standard and in line with PHC.
2.2.6 cMYP and it linkage to Health Sector Plan

   In Somalia, there is no one single National Health Sector Strategic Plan. This is filled in by a number of fragmented and donor-driven plans. The most recent and inclusive health strategic plan is the RDP described above, with following Objective: 

To reduce the high levels of mortality and morbidity, especially among women and children, through: (i) the development of an equitable, effective and efficient package of health services which are available, accessible, and of reasonable quality, especially in rural areas and (ii) the development of the capacity to deliver the necessary services, with improvements in the availability, accessibility, and quality of health services especially in rural areas. By the end of 2011, national and regional health authorities will have acquired a stronger technical, managerial and financial capacity will rely on improved management systems and will be able, with the support of other partners - including external agencies and private health care providers - to lead and sustain: 
  1. Further increase in coverage and improvement of quality of basic health care,

  2. Development of efficient health systems, and, 

  3. Progressive reduction of inequality in access to basic services. 

The following priority areas of intervention and objectives of cMYP are consistent with the global vision as laid down in GIVS, the UNTP and the strategic goals of SSS; and contribute to the achievement of MDG. The plan is linked with national AYCS program and the global partnership of GAVI HSS and GF.   

Priority Areas of Intervention

Based on EPI situation analysis made and considering the strengths and weakness of the system the following key components of EPI are taken as top priority areas for the coming three years. 

1. Routine Immunization Coverage

a. Improving extremely low level of routine immunization overage 

2. Program Management  

a. Supporting EPI units within existing ministries of NW/NE zones

b. Establishment of EPI units in the newly formed federal ministry. 

3. Institutional 

a. Improvement of vaccine management system at all level

b. Replacement of old cold chain
 equipments 

c. Implementation of AEFI surveillance system in all regions
d. Improvement of service utilization through targeted BCC 

e. Implementation of integrated Disease Surveillance system
4. New vaccine Introduction: Hepatitis vaccine will have been introduced by 2010 in NWZ. 
Specific Objectives

The following specific objectives were defined for EPI in Somalia.

1. Routine Coverage: By the end of 2010 Somalia will have a national DTP3 coverage of 55%.

2. Vaccine Management System: by the end of 2010 all zones will have completed vaccine assessment and conducted training at all levels. 

3. EPI Management: By the end of 2010 the three 'ministries' will have functional EPI units in place.

4. EPI Cold chain: By the end of 2009 all old cold chain equipments will have been replaced 

5. Immunization Safety: By the end of 2010, AEFI surveillance system will be implemented in all regions

6. Advocacy and Communication: Service utilization will be improved as evidenced by drop in refusal and dropout rate
7. Disease Surveillance: Integrated Disease Surveillance system in place by the end of 2009:

8. New Vaccine Introduction: Hepatitis vaccine introduced as of 2010 in phases starting from NWZ.  
The above objectives were based on the following barriers identified through the development of cMYP and are consistent with problems identified by the JNA that was the basis of RDP. 

Immunization Barriers at Each Level of immunization Activities
	Immunization Activities 


	Major Immunization Barriers

	Service Delivery 


	Program Management
	- No functional link between MCHs and EPI program management level in NE/NW zones

- No management structure in the south and Central. 

- No supervision and support from health authorities to MCH/OPDs.

- No monitoring and evaluation system.

- Absence of national EPI policy

- No multi-year plan

- Fragmentation of national counterparts

	
	MCH facility level
	- Poor and un-attractive health services

- No planning and monitoring of activities

- Low utilization and high dropout rates

- Lack of incentive and frequent delay in salary payments

- No supervision by management support level, and partner agencies

- Infrequent training on immunization.

- Shortage of trained health worker in most of the facilities. 

- Short working hours of MCH, as short as 2 hours in some MCHs.

	
	Utilization
	- Lack of awareness by mothers 

- Lack of time by mothers.

	Vaccine Supply Management 
	Cold Chain
	- No regional cold chain in many regions

- Frequent cold chain breakdown and no prompt maintenance

- No focal person in the EPI Unit to follow cold chain issues

	
	Vaccine supply
	- Widely use of mismatching diluents and vaccines {Measles and BCG} at service delivery level 

- Non-Availability of Vaccine Vial Monitor {VVM} posters, stickers or instructions on the use of VVM leading to wrongly interpretation of VVM.

- Vaccine distribution is not generally made according to the ‘Earliest Expiry – First Out’ {EEFO} leading to high wastage

- Non existence of vaccine wastage monitoring system (Extreme high wastage)

- Shortage of vaccines in some service delivery points



	Disease Surveillance


	Management
	- Vertical surveillance systems

- No monitoring of surveillance activities at management level. 

- No outbreak response in place 

- No monitoring and reporting of AEFI

	Advocacy and communications
	Social Mobilization
	- No standard health education message is used at facility level

- Minimal social mobilization activities

- No involvement of CHW in social mobilization activities


2.2.6 Socio economic barriers to accessing immunisation services that may include hard- to- reach populations or any gender inequities

The population of Somalia is roughly 40% urban and 60% rural.  There are strong divides between rural and urban populations - with almost all social statistics indicating significantly lower access and utilisation of services among rural populations (literacy/education, access to potable water, utilisation/coverage of health services etc.).
Additionally, there are strong divides in the urban population between those families with high levels of support from Diaspora and/or business opportunities and the urban poor.  The plight of the urban poor has recently been exacerbated significantly by drought, inflation and major increases in global food prices – as this population is highly market dependent.

The rural population is also divided into rural sedentary populations and the rural nomads.  Nomadic populations have by far the lowest utilisation of health services and coverage of basic health interventions like vaccination.  Nomadic groups tend to purchase health commodities (such as medicines) when passing through market towns.  They do not tend to access facilities (pubic) on a regular basis.
Nomads are not only hard to reach because they are mobile - but also because they tend to live in the most marginal lands in the Northern zones.  Low population densities and poor infrastructural development mean services are far apart, hard to supervise, with poor human resources and poor supply chains.

Women in Somali society have an increasingly strong role to play in raising children, managing the household and earning income.  They are important members of society.  Nevertheless, the male head of household has significant decisional powers over use of time and resources.  While women exercise greater power of decision over health seeking behaviour for children – men exercise greater authority over decisions to access health care for women.  In general women have far lower levels of education and lower access and utilisation of health services – and rural women are the most disadvantaged. 
In general physical/financial barriers exist to accessing health services and these are generally cost and distance (cost/time for transport).  However, the population has low levels of knowledge about the utility of modern health services.  This leads to low demand for basic services and late health seeking behaviour in times of urgent need.  In particular demand is extremely low for preventive and promotive services including immunization.  There have been incidences of rumours of negative outcomes from services like vaccination.  However, when these problems have been recognised they have usually been overcome through intensive interaction with community and religious leaders.

Additionally, there are strong divides in the urban population between those families with high levels of support from Diaspora and/or business opportunities and the urban poor.  The plight of the urban poor has recently been exacerbated significantly by drought, inflation and major increases in global food prices – as this population is highly market dependent.

The determinant socio-economic factors of literacy, knowledge, gender and poverty all interact to determine demand for and use of health care services.  The most vulnerable groups are rural, nomadic women and children.
It is important to explicitly develop specific strategies to enhance knowledge and demand as well as use of health services to rural populations, women and nomads.

Section 3: Situation Analysis / Needs Assessment

To the applicant: section 3.1
GAVI HSS Support: GAVI HSS support cannot address all health system barriers that impact on immunisation and other child and maternal health services. GAVI HSS support should look for opportunities to complement and leverage other funding for health system strengthening, as well as fill “gaps” in current health system development efforts, without duplication. 
· Please provide information on the most recent assessments of the health sector that have identified health system barriers. (Table 3.1)
Note: Assessments can include a recent health sector review (conducted in the last 3 years), a recent report or study on sector constraints, a situation analysis (such as that conducted for the immunisation cMYP), or any combination of these. Please attach the reports of these assessments to the application (with executive summaries, if available). (Document Number....) 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.
Note: Issues affecting the specific nature of reaching the hard to reach populations and increasing coverage within assessments or the National Health Plan should be highlighted (such as gender or other socio economic issues)

3.1: Recent health system or immunization assessments

As explained in the previous chapter there is some difficulty with formulating national health plans that achieve a degree of formal acceptance over time.  Furthermore, the level of systematization of public health services is very low.  The country is fragmented into 3 de facto administrations with some areas disputing even these divisions – and with differential acceptance of central authority and technical standards and guidance.  Furthermore health programming is not funded through a central government budget but by cost-recovery, private donations, Diaspora remittances and international institutional donor support.  Most of these funds are also fragmented and divided over sub-sectors, areas, actors and time.  Hence there are many facilities but few operating standards and extremely low levels of coverage and referral.

One might conclude that there is virtually no system – rather a network of facilities that struggle to keep operating and providing services to the local population through a variety of different support channels and modalities.  This lack of system or centrally defined process of strategic reconstruction makes it difficult to characterize the health system and identify bottle-necks which if adequately filled would improve overall systemic performance/sustainability/equity.
	Title of the assessment
	Participating agencies
	Main findings in terms of child mortality, immunisation coverage or health systems weaknesses
(Themes covered)*
	Dates

	SACB health sector strategy
	SACB
	 
	2000

	Joint Needs Assessment (JNA)

-sub sector report on health
	The Health sector committee.
	HSS strategies 

Filling serious gaps in service provision and sustained recovery.
	April 21 2006    

	Reconstruction and Development Plans (RDP)
	Governments of Somalia and Somaliland
	HSS strategies 

Filling serious gaps in service provision and sustained recovery.
	

	UN transition Plan 

(UNTP)
	UN country team for Somalia
	An interim 2 year plan of action for the UN system to contribute to the RDP process

 5 pillars including pillar 4 on social services.
	

	Multiple Indicator Cluster Survey (MICS)
	UNICEF
	To provide a statistical overview of health status of the population.
	2006

	Rapid assessment of EPI Program 

In Somalia.
	WHO Somalia Country Office Somalia 
	Identifying key areas of intervention to strengthen immunization services in all zones of Somalia. 
	June, 2007

	A review of the health sector financing to Somalia (2000-2006).
	Emanuele Capobianco and Veni Niadu (World Bank)
	The external assistance volume and trends.
	August 2007

	Mission Report Review of Health Professions Education in general and Medical Education particularly in Somalia.
	WHO/EMRO
	Assessment of health professions education institutions in Somalia.

Gap analysis action plan to be implemented to develop and improve medical education in the country. 
	December 2007

	Joint Mission to Hargesia
	WHO/UNICEF/GAVISEC
	Process of initiating Health Systems Strengthening support mechanism. 
	December 2007

	KAP survey Infant and Young Child Feeding

And Health Seeking Practices


	FSAU
	To identify good practice in managing child nutrition and health and barriers to health system access.
	December 2007

	An Essential Package of Health Services
	UNICEF
	To review the current system of functioning and make recommendations for the improvement and standardization for primary health services – as well as costing out improvements.
	April 2008

	Somaliland immunisation coverage survey report
	UNICEF
	To estimate the coverage of basic immunisation and barriers to expanded coverage
	July August 2008

	Health Baseline Survey

For Togdheer Region, Somaliland
	SC-UK
	To review population use of health services and coverage for basic interventions
	December 2008

	* Main findings in terms of child mortality, immunisation coverage and health systems weaknesses are given in detail in sections 2.1 and 3.2


To the applicant: section 3.2
· Please provide information on the major health system barriers to improving immunisation coverage that have been identified in recent assessments listed above. (Table 3.1). These could also highlight any socio economic or political reasons as well as men and women’s roles in society, family or among workforce, attitudes towards boys or girls as well as ‘perceptions’ that may affect the immunisation coverage  of specific  ethnic groups or females and males. 
3.2: Major barriers to improving immunisation coverage identified in recent assessments

The major barriers in the Somali health sector are a long and exhaustive list. Addressing these barriers would require an equally comprehensive list of focused initiatives and activities to address the inadequacies at all different levels, which within the budgetary framework of the GAVI initiative may not be realistic. The fact is that the health system structures in Somalia institutions at central, regional and district levels are either absent or very weak.  Hence the scope of this proposal is limited to focus on improving front line primary health care. Even with the limited scope it is needed to take a comprehensive approach and address issues relating to human resources, health care financing, health care delivery, medical products and technologies.  

WHO has defined a “health system” to include all activities for which the primary purpose is to promote, restore or maintain health.

The absence of governance and leadership remains a major barrier to improvement of the health system. There is low capacity of management at all levels in Somaliland and Puntland and absence of real health authorities in South Central. Efforts are being made to formulate policies, guidelines and reforms; however they remain largely on paper, due to lack of capacity and resources to comprehensively implement them across a wide area, with different facilities, and different actors each with different funding modalities and different staff and supervision capabilities. 

There is an absence of regulation for public and private sectors, and inexperience in contracting out mechanisms. Health system structures and institutions at central, regional and district levels are either absent or very weak. Health departments lack adequate technical and logistic support to carry out efficient supervision, monitoring and evaluation of activities. There is a need to develop clear policies, legislation and regulations. 

Somalia has never had an effective and equitable health system – estimates for pre-war utilization are roughly 6% for the rural populations.  Most health services were concentrated in the major towns and in particular Mogadishu.  Some external finance directed health expenditure towards primary health to control TB.

The rural populations of Somalia have low health seeking behaviours.  Rural populations tend to resort to prayer or use of traditional approaches and remedies.  Urban populations have an increased demand for modern health care – and particularly curative care.  However, provision of all services – public and private – is for a fee.  The cost of modern health services is highly determined in defining who has access to care.

Most health seeking responses are based on the traditional knowledge, beliefs and the perceived causes of the specific illnesses. Across all livelihood zones, these responses tend to follow a generalized pattern of: Prayer->Traditional home health practice->Traditional healer->Buy Medicine->Get Sheikh to pray-> Health facility. 
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The first step in health seeking response for most caregivers is prayer or reading the Koran .After which most people buy drugs – the actual request for diagnosis and service provision is very late stage.  Demand for health care is highly commodified and revolves around provision of medicines – particularly pain killers and anti-biotics. In one survey 50% of all those accessing modern medicine did so without the patient (meaning no chance for a clinical examination and indicating the persons went to the services and just demanded medication – there was no distinction between private pharmacies and public clinics in this regard – both are used as a supplier of medicines for a cost)

Apart from cultural factors impinging on demand (lack of previous exposure, lack of knowledge about health services, gender roles and decisional power), the low number of facilities and charging of fees at point of service also has a major impact on accessing health services and when services are accessed.  Data reviewed for safe motherhood programmes etc. indicates that cost and distance (transport cost) to health facilities is a major barrier to use.  The low numbers of people actually using child and maternal health services shows many crisis cases and indicates people come late and only when the risks of death or serious negative outcomes is very high and when all other options have bee tried. 
In addition the working hours of the MCH centers are less convenient than private clinics. MCH centers are the only outlets of immunization services and they provide services till afternoon, while most of the mothers who work during the day can not utilize these services. 

A recent survey of vaccination coverage (UNICEF) 2008) indicated that private providers are not used for vaccination services.  There are many barriers to accessing vaccination services ranging from religious contradictory advice, distance and cost – as well as lack of vaccines available at public facilities on a reliable basis (see figure below).  
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The cold chain in Somalia is very ancient and relatively small – renewing and expanding the cold-chain and use of cold chain as well as improving supply of vaccines to more public facilities in a dependable way would be one obvious means of rapidly expanding access to regular vaccination services.

3.2.1 Awareness

The population of Somalia is more than 80% illiterate.  Somali society is highly traditional and conservative, particularly in rural areas.  Modern health care is commodified and largely revolves around the purchase of medicines for treatment of specific ailments.  In particular nomadic populations will buy supplies of medicines as they travel through markets with access to medicines.

The Somali population has never had good access to health care in Somalia.  Many populations were exposed to modern health care in refugee camps or in exile as overseas workers or Diaspora.  Many of the Diaspora have re-imported demand for proper modern health care although this is still concentrated among modern urban elites.

In particular there are problems regarding demand for vaccination services.  Vaccination is offered only through the public system which has generally low utilization due to trust and quality problems as well as low numbers of facilities.

3.2.2 Distance

The very low numbers of facilities and the low population density of many areas of Somalia as well as population mobility mean that populations often do not have a relationship with a single health facility (which the community might participate in managing and resourcing).  Health facilities are few and far apart and function at a very low level.  The decision to seek care requires extensive travel with long time requirements and potentially high transport costs.

3.2.3 Service Costs

Most services provide a service consultation fee and a fee for medicines.  The fees are not well regulated so it is not know how standardized they are.  Surveys indicate the rural population use public or private services according to proximity – indicating little preference for public services.

Service costs are considered to pose a substantial barrier to access and are recorded as being the most significant barrier.  Even with relatively low fees the costs represent a significant barrier to the majority of the rural populations and many of the displaced and destitute populations congregating around major urban centers.

3.2.4 Quality of services

Heath services are poorly organised with low quality of staff and supervision and absence of many services deemed essential.  Services are not linked up to any system and so do not provide any coherent referral options. 

Surveys indicate even populations living near public facilities often do not use them.  Public facilities are considered to have inappropriate opening times (only in the morning), poor staff quality, high costs and lack of drugs and service options.

Private pharmacies are preferred as they are customer oriented – open when customers wish to seek health care, and will provide the service according to customer demand and purchasing power.

3.2.5
Human Resources

The Health workforce is one of the major factors hindering the health system, due to inadequate number of skilled staff, insufficient structural differentiation, insufficient salaries and almost non-existent supervision and management.  Over half of South and Central Somalia 2,383 health staff is unskilled and most of the professional staff receives no structured in service training. (JNA).  A recent assessment of MCHs in Somaliland found 70% of staff without any formal training or certification.  Newly trained staff cannot be recruited into the system as there is no extra budget, no pension scheme (so no new places are created) and such low remuneration that skilled staff all exit to the private sector or migrate overseas.
Management barriers in provision of quality health services are also very diverse; In particular, there is a weak technical capacity for providing strategic vision, policy, planning, coordination and monitoring. On-the-job training is uncoordinated and not necessarily up to standard; systems for training and management are vertical fixes associated to particular programmes – to boost performance in the absence of system capacity.

In environments such as Somalia where there are very few trained staff, no culture of organized medical care or health system and unstructured employer-employee relations - all organizations (with long term sustainability objectives or short term service objectives) struggle.

There also is no clear human resource development policy or plan.  Training results in substantial numbers of new nurses and even some MDs entering the workforce – but hardly any of them work for NGOs or the public sector.  There is a disconnect between production of skilled workers and recruitment, deployment and retention. 

Job descriptions for health staff and mechanisms for performance assessment are not in place. Since there are no structures and procedures for in-service training of health staff, there is lack of motivation, career opportunities, and incentives for the staff. Health care training institutions also require system of accreditation and standardized curricula. 

Due to weak capacity and shortage of financial and human resources, most training facilities struggle to attain acceptable quality standards. Shortage of qualified and competent teachers is one of the key concerns. Furthermore training institutions concentrate on the production of nurses and doctors (there is some training of midwives in Hargeisa) and neither produce specialists nor the diverse range of other cadres needed to manage and implement health services (e.g. administrators, lab techs, pharmacists and CHWs).  

The current situation, for which data is very patchy, is that there are quite substantial numbers of people providing health care in both public and private sectors overall but severe shortages of qualified staff remain. The average health work force ratios are very low in Somalia: 3 Physicians per 100,000 (300 Physicians) and 11 Nurses per 100,000 (995 Nurses). The health workforce shortage is particularly acute for midwives within the 3 zones with a total of 282 midwives and a ratio of 3 midwives per 100,000.

Table 1 - Human resources for Health in Somalia

	Human resources
	SCZ
	NWZ
	NEZ
	Grand total

	
	Total
	Public
	Private
	Total
	Public
	Private
	Total
	

	Doctors


	94
	43
	42
	85
	32
	42
	74
	300

	Pharmacists


	4
	-
	-
	-
	14
	3
	17
	21

	Qualified

Nurses
	189
	240
	96
	336
	128
	208
	336
	995

	Qualified 

Midwives
	10
	44
	15
	59
	29
	18
	47
	282

	Auxiliaries and technicians
	333
	462
	242
	704
	160
	215
	375
	1512

	TOTAL
	630
	1241
	243
	1184
	363
	486
	849
	3110


(Source: zonal MoH, 2007 

3.2.6
Supplies

Essential drugs program in Somalia ceased with the collapse of central government and the infrastructure of the Ministry of Health in 1991. Access to essential drugs, particularly through public health services, is low and variable depending on the local presence of donor supported programs.

Procurement and distribution of medicines, supplies, and equipments remain a key area of concern due to limited resources and capacity. Majority of these activities are carried out by partner agencies and government’s role is limited to co-ordination. MCH centers and health posts largely depend on the renewable kits from UNICEF. There is frequent shortage of drugs at service delivery points. Health workers prefer to prescribe brand drugs since they guarantee more user fees value and so, increasing potential incentives.

The EPI survey indicates the most significant barrier to increased use of services is lack of vaccines at the MCHs.  In addition a recent report has also indicated the sensitivity of the entire national system to stock outs and poor supply.  Enhanced supply (what is supplied, how much and how often) would increase performance of the national system or network substantially.  With regard to EPI there is also a need for replacement and expansion of the cold chain.

The national system offers routine vaccination through the MCH level.  Surveys indicate no vaccination services offered through the private sector.  In addition very few of the health posts offer vaccination.  There are only about 240 MCHs in Somalia (one per 35,000 people spread out over the least populated land in Africa).  There are an additional 600 health posts.  If vaccination services are to be extended to the HPs then there needs to be extension of the cold chain, increased training of front-line health workers and improved supply and supervision systems for the HPs.

Drugs available in private pharmacies are often costly and of poor quality as there is no quality control or regulatory mechanisms. Attempts to develop a national essential drugs policy have been initiated in Somaliland through donor assistance but needs to be institutionalized.

3.2.7
Health Information System

Currently, health information systems are implemented by different UN agencies for different specific purposes or by NGOs using their own formats. MCH centers record data on different forms and registers – health posts do not even return a data summary sheet. In general, data quality is extremely low.  There are poor reporting rates (facilities sending in monthly summary reports for only some months), many missing values or zero values and many inconsistencies and data that do not match up.  Overall the facility based reporting is of low quality and limited coverage and there is weak capacity for information management at all levels.

Therefore there is limited shared analysis and limited trusted information to base decisions upon.  Most decisions are made on the basis of preferences and ideology.  Debates on priorities and strategies continue without end as they are driven by interests and positions and not by evidence.

3.2.8
Results of Barriers and Constraints

 Despite the investments made in health services by international agencies and the private sector over the past decade, there appears to be little improvement in immunization coverage.

There is some basic coverage of immunization to roughly 25% of the population via the network of public health facilities. There have been genuine successes in extending real coverage to vaccination through population based outreach services (acceleration campaigns, child health days, and national immunization days).  Polio is an important example – after years of sufficient and sustained investment there has been a steady drop in polio cases since 2000, when an outbreak of 46 cases was reported. By 2002, circulation of the virus had reduced so that only three cases in and around Mogadishu were reported. No wild virus cases have been reported so far in 2008.

Public services alone and operating at this level of function are not helping to boost coverage of critical services OR engender trust and demand from the public. There has to be a realistic strategy to develop the QUALITY of service provision through any and all facilities which mitigates against expansion of the current network of facilities and would imply the need to focus resources on fewer staff and facilities to ensure productivity and performance.  At the same time there is a need to ensure poor demand for preventive services and low equity of access due to low numbers of facilities by ensuring complimentary strategies to deliver essential packages of services directly to the population.

Any strategic development needs to consider these dual directives/pressures and use ingenuity to try and make the spending reasonable and the process synergistic rather than competitive.

To the applicant: section 3.3
· Please provide information on those barriers that are being adequately addressed with existing resources (Table 3.3). These could be socio economic, political or related to gender analysis based on social science research. 

3.3: Barriers that are being adequately addressed with existing resources

Due to the fragmentation of financing and action over space, time – sub-sector and agency many barriers are being partly addressed but none are comprehensively addressed.

There is some investment in the following:

	
	Barriers
	Measures taken to address these barriers in recent years

	1
	Health Care Financing 
	· A health expenditure study was recently conducted by Word bank, while UNICEF/EC health sector development project (lot 3) is forecasting a public expenditure review and capacity building in financial management.

· Estimate of costs for health sector development has been produced in Harmonization and operational action plan 2008  

	2
	Human Resource Development
	· Efforts are being made by various projects to provide incentives for the staff.
· EC Lot 3 project has developed standardize packages of incentives and salaries.
· Various actors are involved in strengthening Health system in Puntland – focusing on the training of general doctors and nurses (with some production of midwives). 
· The Health Systems Strengthening project funded by DFID is looking at improving the HR situation in Somaliland through the following:
-Working with health training institutions in Somaliland to improve their technical capacity to deliver basic training and continuous professional development for doctors, nurses and midwives to support them in their delivery of the EHP.

-Working with the ministry of health and labour to improve the technical capacity of primary health care workers to deliver maternal and child health care services.

-Working with professional bodies to increase their capacity and make progress towards establishing appropriate regulatory frameworks

-To ensure that there is growing public awareness of the changes taking place in the health system leading to more usage of the same.

· There is some effort towards establishing an autonomous certification body for reviewing qualifications of health workers and issuing standards diplomas (Somaliland).  
· GF/HSS will address the shortage of trained health manpower at all levels, the lack of motivation, career structures, non-monetary incentives for the staff and the lack of standard job descriptions and performance assessment mechanisms. 

	3
	Health Care Delivery
	· Despite the big challenges in health care provision, international development agencies, bilateral donors and NGOs are working to support the health care delivery system. 
· The Ministries of health have recognized the need for implementation of the EPHS, which has been formulated through the Lot 3 project. Similarly other projects are addressing different components of service delivery including lack of standards, protocols for staff, facilities and services.
· Lot 3 project will conduct a study on private health providers for further regulation.
· GF/HSS will address other gaps including the poor maintenance and equipment of selected PHC facilities, the poor quality of services, the weak referral mechanisms, the lack of effective mechanisms for monitoring and supportive supervision and the low demand and poor utilization of public health services.

	4
	Medical Products and Technologies
	· WHO and EC are involved in developing Essential drugs list and improvement of drug procurement mechanisms, while GF/HSS cross-cutting will address other gaps including lack of policies, standards and guidelines for drugs and supplies, lack of quality and price control mechanisms, fragmented, logistics system (procurement, storage, transportation, distribution), lack of capacity for drugs and health products management, lack of supportive services and absence of quality control mechanisms. 




To the applicant: section 3.4
· Section 3.4 should outline the most important barriers not being adequately addressed and give reasons why they have been prioritized in terms of those that are not currently funded by other sources, such as those that will have maximum impact or catalyse other activities or for geographic or social reasons. If there is an obvious lack of a national policy that emphasises a human rights based approach to accessing health care (including gender or lack of competencies at different levels of the health system then it should be mentioned here.
3.4: Barriers not being adequately addressed (in order of highest priority)
The gaps identified and proposed interventions in this document are based on health system building blocks. It is important to reiterate that Somalia does not have a public health system – through which funds can be channelled to improve overall performance.  There are hospitals and there are clinics at different levels of functionality – there is a very low referral or inter-action between facilities and different staffing patterns, operating procedures and degrees of supervision and management.

Furthermore the financing of the health sector remains a major problem.  The Ministries of the 2 northern zones both receive 2 – 4% of their “national” budgets. This amounts to less than 1 million USD in both Somaliland and Puntland – insufficient to run any kind of health system.  Prospects for major increases in the budget are poor in the intermediate period.  Donor funds are funnelled largely through NGO based projects supporting small numbers of health facilities clustered in specific areas.  The UN agencies support public (government only supported) and public (government + NGO supported) facilities.

There are huge needs, low levels of health knowledge in the population, low levels of health service utilisation (public and private), and particularly demand for preventive and promotive services, like vaccination, and poor quality of services when people do access them.  Consequently there is very low productivity or performance of the public health sector and low levels of coverage.

The main health system strengthening projects in Somalia both currently being implemented or planned include; the EC health sector development project (Lot 3); the Joint WHO/UNICEF Child survival project (including mass vaccination + campaigns); the Puntland health initiative (a regional health systems support project); and the GF R8 HIV/HSS cross-cutting component (including support to a number of higher level clinical service providing facilities). 

Taking into consideration the work already done or planned by other partners and projects,   GAVI/HSS will focus on areas where it can provide most added value and directly influence sustained increases in EPI coverage. 

The proposed interventions for GAVI/HSS component will complement the activities undertaken by these projects to avoid duplication of efforts and resources.
Chapters 2 and 3 have provided an overview of the state of the Somalia health care system.  The key areas of relevance to GAVI HSS that need to be redressed to ensure overall improvements in performance include:

· Enhancing health knowledge and timely demand for appropriate health services among the general population.

· Training of lower level cadres and formalising the lowest level of health care provision (by certifying, paying and supervising lower level staff) and particularly those of the health post/community level (as well as recruiting more female community level health workers).

· Ensuring recruitment, deployment and retention of key trained staff at all levels (expanding room for employing skilled staff in the public system).

· Improving supply and storage of key medical inputs – drugs and vaccines - through improved monitoring of the drug supply system as well as extending and renovating the cold chain system.

· The insufficient set of qualified personnel and conditions necessary for the provision of maternal and reproductive health care.

· Improved supervision and management of the PHC network to ensure performance.

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

3.5: Describe specific barriers to civil society and the private sector in delivering immunization services and strengthening health systems or becoming part of the national process to increase immunization coverage
One of the major changes in Somalia over the past decade has been the growth of the private sector. Economic deregulation and privatization have accompanied the radical localization of governance. The growth of the private sector is closely liked to processes of globalization. In the context of weak and often ineffectual public administrations, the private sector is playing an instrumental role in providing social services and shaping development. As a market economy has replaced a centrally planned economy, development had become market-driven rather than government-led.

Private clinics, diagnostic facilities, and pharmacies function in most major cities and towns, and are relatively affordable, but of debatable quality. Basic equipment is available to the physicians; however, more intricate tasks require flying the patient to a neighboring country. Doctors are available even in remote villages. The lack of doctor and nurse certification is detrimental to the quality of health care in the country. Reputation effects are not sufficient to supplant medical diplomas, given the unobservable character of the quality of care. On the other hand, government-run hospitals are insufficient in number, understaffed and reportedly of lower quality than their private alternative. State-employed physicians as a rule maintain a private practice as well. Drug quality standards are vital, as medication is sold outside of pharmacies, in stalls on the street; and products are frequently sold past their expiration dates.

Health, education, and safety nets for the very poor cannot profitably be provided by the private sector, leaving a clear mandate for government presence in these sectors. The existing gap in state provision of those services is not being filled. The role of a safety net has been played by private remittances from the Diaspora, alms, and religious organizations, loans from the extended family or clan. For example, vulnerable groups traditionally do not pay for water: upon request, they are allocated a modest quantity for free from private catchments by the owners.

The GAVI HSS grant cannot achieve everything in 5 years.  The proposal will continue by proposing to work specifically on the following:

· Support to MCH centre level functioning to ensure (1) a selected number of facilities that (2) meet specific criteria in terms of catchment populations and performance and (3) have quality higher level service providers to refer to (hospitals supported by the GF HSS grant) are able to deliver a core set of basic health services and supply and manage an appropriate number of community level health workers (and serve as their referral level).  These sub-systems are to be managed by contracted NGO partners with involvement of health authorities in selection and incentives for staff, sufficient and timely supply of medicine, supervision and monitoring of performance.

· Support to the creation, formalisation, deployment and functioning of a new cadre of Community based female health workers (FHWs). These female health workers will extend access to the public health system (referral and promotion) and improve uptake of low cost high impact promotive, preventive and basic curative health services through direct service provision to the population. This model will be thoroughly evaluated in terms of cost and impact on the health outcomes. In addition health posts and CHWs will be supported through incentives and monitoring and supervision.
· Demand Creation and communication for positive behaviour change to improve uptake of immunization and other preventive health services. 
· These programme actions will be complimented by a programme of operational research to evaluate the application of these models in urban  areas, rural low population density areas and areas with a high proportion of nomadic/pastoralist citizens.  It is imperative to develop low cost – best possible operational models with good costing data for the roll out and reconstruction of feasible national systems of health service delivery.
Section 4: Goals and Objectives of GAVI HSS Support
To the applicant: sections 4.1 and 4.2
· Please describe the goals of GAVI HSS support below (Table 4.1). 
· Please describe (and number) the objectives of GAVI HSS support (Table 4.2). Please ensure that the chosen objectives are SMART (specific, measurable, achievable, realistic and time-bound). 
· This section should demonstrate a) why the proposed HSS objective is expected to sustain immunization coverage and b) how the proposed activities will ensure the achievement of HSS objectives. It is therefore very important to show the links between identified barriers – goals – objectives – activities and indicators. They should follow a logical sequence and distinct outputs, outcomes and processes should be identified. It should then be evident how the proposed activities will increase or sustain immunization coverage 
· Geographic issues: If a discrete sub national area has been selected for intervention, it should be clear how and why the area(s) were selected and the rationale for the geographic specific indicators and criteria

· Any supporting documents or background documents (such as the Human Resource Policy Document Number…., procurement policy Document Number…. or Mid Term Expenditure Framework Document Number….) should be quoted here and references should be precise in terms of sections and page numbers referred to in the application. 

4.1: Goals of GAVI HSS support

To contribute to the reduction in child and maternal morbidity and mortality from vaccine preventable and other serious and easily avoidable/treatable diseases by providing support to the lowest tiers of the public health system and communities in order to improve access, availability, consumption and quality of essential low cost maternal and child health services in selected areas of the 3 zones of Somalia. 

4.2: SMART objectives of GAVI HSS Support
Objective 1: To improve availability and utilization of immunisation and other essential maternal and child health services by 2014- through strengthening and supporting 40 MCH/Health centres based on the Essential Package of Health Services (EPHS).
Objective 2: To improve the access of rural communities to immunisation and other basic but essential preventive, promotive and curative health services by the year 2014, through support to: 80 Health posts and CHWs; and introducing on a pilot basis a new cadre of 240 Female Community- based Health Workers (FCHWs) providing mainly preventive services to a defined catchment population

Objective 3: To improve awareness and demand for immunization and other essential quality maternal and child health services by the year 2014, through implementation of a comprehensive and sustained campaign of behavioural change communication. 

Objective 4: To provide evidence (on utilization, impact and cost of services) in order to generate appropriate, equitable and affordable health care delivery models for maximisation of efficiency and equity of immunisation and other essential services, through managing a programme of operational/health system research. 
4.2.1. Links between barriers, objectives and activities

· Heath services in Somalia are poorly organised with low quality of staff and supervision and absence of many services deemed essential.  Services are not linked up to any system and so do not provide any coherent referral options. 

MCH centres are the main point of service delivery for majority of rural population in Somalia. Currently, the MCH centres function at varying level and do not have enough resources, capacity and support to provide full range of health services according to the EPHS. The utilization of available services is extremely low. The project propose to strengthen and support selected MCH centres which will include conducting an assessment to identify gaps in services, capacity and human and material resources; rehabilitation and providing performance based incentives to EPI and MCH staff; renovation of cold chain equipment; building the capacity of staff to provide MCH services including outreach immunization sessions and supporting CHWs and FCHWs at the community level. In addition it is proposed to establish linkages with higher tiers of health services (supported by GFR8 HIV/HSS) for referrals (EMOC), HMIS and supervision. The strengthened, supervised and supported MCH centres would help improve the availability and utilization of immunization and MCH services.
· The Somali population has never had good access to health care in Somalia.  Very low numbers of facilities and the low population density of many areas of Somalia as well as population mobility mean that populations often do not have a relationship with a single health facility.  Health facilities are few and far apart and function at a very low level.  The decision to seek care requires extensive travel with long time requirements and potentially high transport costs. There is a need to address poor demand for preventive services and low equity of access due to low numbers of facilities by ensuring complimentary strategies to deliver essential packages of services directly to the population.

Objective 2 recognises the low access to MCH services and low performance of the Primary Health Care system and recommends a policy innovation – enhanced support and supervision to the lowest levels + introduction of new household level female community health care workers to act as a bridge between the people and the formal health care system. This trained new cadre along with CHWs in health posts with clearly defined roles and responsibilities and a strong system of supportive supervision will help address the poor demand for preventive services improve the access of rural communities to immunisation and other basic Maternal and Child health services. 
Since this policy innovation is untried and untested in the context of Somalia– and definitely not costed, the proposal includes significant emphasis on the collection of rigorous comparative data across the regions and districts to evaluate the relative importance of different tiers of the system and the cost-effectiveness of adding the FCHW.  
· The population of Somalia is more than 80% illiterate.  Somali society is highly traditional and conservative, particularly in rural areas.  Modern health care is commodified and largely revolves around the purchase of medicines for treatment of specific ailments.  In particular nomadic population buys supplies of medicines as they travel through markets with access to medicines.

In particular there are problems regarding demand for vaccination and other preventive MCH services.  Vaccination is offered only through the public system which has limited infrastructure and generally low utilization due to trust and quality problems as well as low numbers of facilities. 

The project proposes to develop and implement a comprehensive behavior change communication strategy for Somalia. The strategy and the tools will be based on the behaviors and barriers to utilization of immunization and other essential MCH services, identified through formative research and will include a sustained mass media campaign at the national level; mobilizing communities through mosques, schools and local institutions and to implement a program of interpersonal communication through CHWs and Community based female health workers in selected areas for local action to promote uptake of vaccination and other simple cheap but effective health, nutrition and hygiene actions. The BCC strategy at three levels is expected to improve the awareness, demand and hence the utilization of essential MCH services.
· Currently, information and evidence on the performance of health system is scarce in Somalia to help managers in planning, implementation and monitoring of health services. The facility based reporting is of low quality and limited coverage and there is weak capacity for information management at all levels. There is limited shared analysis and limited trusted information to base decisions upon.  Most decisions are made on the basis of preferences and ideology.  Debates on priorities and strategies continue without end as they are driven by interests and positions and not by evidence.

Objective 4 recognises the need for evidence to develop health care delivery models for various settings. To address this gap in evidence, the programme actions will be complimented by a programme of operational research to evaluate the application of these models in urban  areas, rural low population density areas and areas with a high proportion of nomadic/pastoralist citizens and IDP camps.  It is imperative to develop low cost – best possible operational models with good costing data for the roll out and reconstruction of feasible national systems of health service delivery. The activities under this objective will help establish baseline; establish effective monitoring and evaluation mechanism to be able to collect critical data on the implementation of services as well as the utilisation and impact of services; and collect extensive costing data to be able to develop a costed and contextually feasible plan for development of a national primary health care service to ensure gender equity and impact with longer term affordable/sustainable cost implications.

4.2.2. Geographic issues: 

The GAVI grant cannot support the reform and reconstruction of the entire PHC health system of Somalia.  This proposal has been designed to promote – reformation of the PHC system at local levels.

Introduction of major new policy innovations (Female Community based health workers) to increase access demand for and access to PHC services among women in rural areas and possibly nomadic groups. There is an increased emphasis on improving performance and supervision.

Geographic issues are critical in Somalia.  Somalia is the lowest population density country in Africa (the lowest population density continent on earth).  The geography ranges form riverine and relatively densely wooded areas in the south to extremely marginal near desert zones in the North.  

The terrain is inhospitable and infrastructural development is minimal.  Rural populations are spread out and hard to reach.

This proposal seeks to contract out coherent PHC systems to NGOs.  The range of areas covered will be selected in order to cover the full range of implementing challenges.  Rural areas to be sampled will include populations living in – riverine, coastal, marginal near desert and mountainous regions – as a means to provide comprehensive information for sector reform and development and to ensure GAVI support is targeted to those most in need and hardest to reach.

Section 5: GAVI HSS Activities and Implementation Schedule
To the applicant: section 5.1
· Please identify below how it is intended to sustain, both technically and financially, the impact achieved with GAVI HSS support (5.1) when GAVI HSS resources are no longer available.

Note: Mechanisms for the technical and financial sustainability should be carefully outlined especially for GAVI support related to infrastructure, equipment, transport and human resources development efforts. This should include how these investments will be sustained after GAVI HSS support has finished. Reference should be made to the Infrastructure, Procurement or Human Resources Development strategies or policy documents (Document Number ....), if they exist.

Note: GAVI recommends that GAVI HSS supports a few prioritised objectives and activities only. It should be possible to implement, monitor and evaluate the activities over the life of the GAVI HSS support. 
· For each SMART objective identified in Table 4.2, detail the major activities that will be undertaken to achieve that objective. Include the implementation schedule (duration, annual milestones, and end point if any) for each of these activities.
· Ensure timing of activity duration in table 5.2 is consistent with the timing of expenditures for each activity shown in table 5.3 

5.1: Sustainability of GAVI HSS support

Sustainability of improvements in performance of the health care system in Somalia is a challenging concept.  Somalia has been in active war for many of the past 17 years and has never managed to reformulate the central state since its collapse in 1991.  

Somalia is divided into 3 administrative zones.  The central south zone has no de facto administration at the time of writing.  Over the past 4 years there has been an administration in name but not in practice.  The administration in as far as it exists has not had a public budget or any projection of technocratic authority in terms of management of health services in the past two decades.

The two northern states of Somaliland and Puntland have managed to formulate de facto administrations with a degree of administrative and regulatory control over their territories.  They have also raised a public budget – but in each case the public budget for health is less than 1 million USD per year (roughly 3% of the total public budgets) and therefore accounts for less than 1 USD per person per year in public health expenditure.  The public administrations both manage public budgets in the order of 30 million USD whereas Diaspora remittances are estimated to total 300 – 500 million USD per year!

The health system consists of a few poorly staffed and managed facilities that are operating in virtual isolation without reference to other facilities or public health authorities (and execution of policies and laws).  The public system is largely there as a result of international assistance (at least the primary health care network).  The private sector is blooming and does cater for training of some doctors and nurses as well as some hospitals and pharmacies.  The public sector is less dynamic and accounts for very low levels of consumption of health services by the population – a consumer has to pay for public or private services and frequently the rates are not very different.  The consumer does not see a major difference in public or private services.  As a consumer he or she is choosing which services to access and will self- refer between facilities as he or she sees fit.

In this context external actors are the main financiers of public health (especially preventive and promotive health) and drive policy indirectly through their allocative and operational decisions.

It is important for the international community to:

Establish policies and cost effective strategies for improving health whilst building local capacity to develop and manage a health system, empowering Ministry of Health authorities in different Health Sector blocks. 
Develop donor coordination; harmonisation and alignment to ensure more strategic, contextually relevant and predictable financing to ensure pursuit of such policies through actions (allocate funds over time to priority areas for development)

Bundle together projects to contribute to the nascent beginnings of development of capacity (HR, service packages, management) for the establishment of an equitable and effective health care system.
Work with local champions and public administrations to realise, expand and sustain their involvement and commitment to the task of development of local health systems.

Develop knowledge and health awareness among ordinary Somali communities so they begin to demand health services (not just medicines) and in particular begin to demand preventive services like immunisation and access basic health services on a more regular basis.

Despite the challenges to the concept of “sustainability” in this context, this proposal seeks to follow the principles as outlined above:

· Major commitment to Behavioural Change Communication for the development of Somali knowledge and demand for basic health care services (including immunisation).  These attitudes and new understandings are sustainable and crucial in order to see enhanced uptake of PHC services – now and in the long term.

· Coordination with the Global Fund HSS grant in order to build locally relevant and nationally coherent “mini-systems” according to recently formulated and endorsed central policies for health sector reform (incentive scales, Essential Package of Health Services etc.)

· Leadership among donors along with the GF ATM to provide realistic financing over multiple years in nationally and strategically critical areas of health action (harmonised, aligned and predictable – whilst remaining contextually relevant).

· The performance of the PHC system is dismally low. This proposal seeks to invest in area segments of the PHC system and introduce a major policy innovation (the female community based health worker) to see if this additional investment can bridge gaps between health service providers and the community and make overall investment in the health system more cost-effective (by increasing use and performance).  This investment will be rigorously tested and costed to see if it offers a viable model to enhance the impact of PHC system that has not functioned so far in Somalia.

· Complimenting the Global fund HSS round 8 proposal, there is a strong emphasis on supervision and management of PHC facilities – it is expected that investing in supervision and management is the only way to break the current cycle and ensure some real performance.  Demonstrable performance will engender interest from Somalis, donors, civil society and even members form other sectors.

The relative stability and political/administrative leadership in both Somaliland and Puntland provides a perfect space to create, test and implement working models for a sustained health system and at the same time to make use of the de facto decentralization in the south central zone regions to stabilize the regional and district authorities in safer areas.

The structures, processes and procedures built and put in place in these areas will be an asset in the future Somalia – as will the awareness and knowledge developed among the Somali population and health planners about how to deliver at reasonable cost and ensure equity.   

Financial sustainability:

Both Somaliland and Puntland administrations have been gradually expanding their national budgets and the proportional share of the national budget to health in the past 3 years and both have committed to continue the trend – aiming to reach 5-6% of total expenditure on health in 3 – 5 years.

There are efforts under-way through international assistance programmes to promote Public Financial Management reform ad overall improvement in governance and the public process.  This programme is expected to enhance the state’s capacity to generate more revenue through taxation and to allocate additional money to the social sectors.  However both administrations spend 60-80% of public budgets on security.  The greatest public financial dividends will be seen in a reduction in violence and increased peace allowing gradual withdrawal of financing form the security sector and progressive re-allocation to productive sectors like health, education, agriculture, ports etc.

A recent World Bank study indicated overall investment in the Somali health sector increased over the period from 2002 – 2006.  Conventional donor funding increased almost 3-fold over the period ($23 million -> $68 million) to a level of about 7 USD per capita.  Other sources of finance not captured in the study were estimated to extend health expenditure to the range of 12 – 20 USD per capita per annum (a not inconsiderable sum and comparable to other countries in the region). Nevertheless the report acknowledged:

· While overall aid flows were not volatile and steadily increased – the range of donors, the actors they financed, the projects they financed and the predictability of financing to each sub-sector was highly volatile. 

· There was little financial focus on core strategic priorities (EPI, nutrition, reproductive health and basic primary health services).

· The non-conventional donor funds (NGOs, remittances, charitable contributions) are dispersed to the household or project-level and hence are difficult to register, manage or bundle into strategically important sums and actions. 

· There are unusually high transaction costs in Somalia operations meaning absolute sums are not comparable with other country operations, as a much smaller percentage of funds is transferred with direct benefit to the individual.

· There have been significant increases of funding coming through vertical/disease oriented programme funding strategies (polio, GFATM) which do not seem to reflect performance or public health priorities and have had a distorting impact on the health system as a whole.

· There has been a significant investment (relatively) in health systems but it has been fragmented over time and geography.

The report indicated the need for major increases in funding for the health sector – and more specifically, increases in strategically directed, predictable investment in primary health care (specifically EPI, reproductive health and nutrition).

The GAVI HSS grant and a related application for financial support to vaccination services will specifically respond to these concerns and be coherent with the above recommendations.  As mentioned above the GF has recently approved a major HSS grant under Round 8 for Somalia, which mainly focus on human resource development including strengthening supervision, management capacity building; improving service delivery and strengthening logistic management capacity and systems. The teams involved in developing this proposal have made great efforts to ensure that there is no overlap between the grants and as much synergy as possible.

These supports from different Funds and Donors re designed to be accompanied by significant investment (financial and technical) in developing capacity of local authorities to administer, track and manage programmes and funds. The investment in supervision will help boost the degree of managerial function in general and thus play a role to more cost- effectiveness in district management. Particularly because this grant foresees the separation of programme management in service provision (contracted out to NGOs); and regulatory functions including monitoring and evaluation and operational research (performed by government units with support form UN agencies) – leading to greater specialisation and reduction of conflicts of interest.

There is perpetual hope for peace and when it comes – a major donor commitment to finance reconstruction and development.  This hope is ever waiting in the wings - as this proposal is being developed there is renewed hope for a new phase of political development and potential restoration of peace (and a donor conference in May 2009).  This GAVI HSS grant would place the health sector in a good position to be able to answer difficult policy questions and present viable tested strategies for health sector reform and performance.
Technical Sustainability:

The support by Global Funds, Polio eradication funds and other disease targeted funds has become the predominant sources of financing for Somali health programming.  Whilst these funds have played a significant role in keeping the health sector alive and providing some vital services to the extremely needy population of Somalia, yet it has become apparent from the accumulated experiences of major funds (GF, GAVI and others) that success is limited by the extent, reach and performance of the national health system.  Concomitant investment in targeted disease interventions and at the same time system building will positively enhance and improve the outcomes and hence the impact of these interventions.  The main approaches to develop the technical sustainability will cater for:

1. Involvement of local leadership in the local delivery of healthcare;

2. Expansion of health services in unattended areas by better utilization of available human and material resources;

3. Linking tiers of health services and reducing barriers to access;

4. External technical assistance to increase competence of national technical capacity;

5. Emphasising the critical importance of developing professionally competent medical teams in health facilities and motivating, supplying and supervising them appropriately;

6. Increasing local ability in provision of health care by strengthening the role of NGOs in healthcare delivery;  

7. A major policy innovation (community based female health workers) which will be evaluated and costed to ensure appreciation of the role this level has in enhancing utilisation and coverage (and hence performance) of the entire health system.
To the applicant: section 5.2
· Note: Please add (or delete) rows so that Table 5.2 contains the correct number of objectives for your GAVI HSS application, and the correct number of activities for each of your core objectives.
· Note: Please add (or delete) years so that Table 5.2 reflects duration of your GAVI HSS application

· Note: The budget for the first year should demonstrate the use of unit costs and a budget breakdown. This will add to the soundness and sense of realism of the proposal; especially for any activities that may include major training or procurement components.  Budgets should be based on real costs and not based on contingency cost.
· For each objective identified in Table 4.2, please give details of the major activities that will be undertaken in order to achieve the stated objective and the implementation schedule for each of these activities over the duration of the GAVI HSS support.
5.2: Major Activities and Implementation Schedule
	Major Activities
	Year 1

(2010)
	Year 2

(2011)
	Year 3

(2012)
	Year 4

(2013)
	Year 5

(2014)

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

	Objective 1: To improve availability and utilization of immunisation and other essential maternal & child health services - by strengthening and supporting selected MCH/Health centres based on the Essential Package of Health Services (EPHS).
	
	
	
	
	

	Activity 1.1: Develop a list of priority facilities and conduct survey to identify gaps in 40 MCH centres
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2: Rehabilitation of selected MCH centres (based on assessment)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.3: Procurement and supply of essential equipment for MCH services (based on gaps)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.4: Provide comprehensive support for BEMOC in selected MCH centres (6)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.5: Develop/adapt curriculum for training of MCH and EPI staff in supervision, outreach and HMIS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.6: Conduct training of MCH and EPI staff (in 40 MCH centres)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.7: Develop curriculum for training of all MCH staff in EPI, injection safety and vaccine management
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.8: Training of all MCH centre staff (EPI, injection safety and vaccine management)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.9: Renovation of cold chain equipment in all MCH centres
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.10: Develop and implement a system of regular EPI outreach from MCH centres to the catchment areas of health posts and FCHWs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.11: Develop a system for regular supervision for MCH centres from regional and Zonal MOH
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.12: Provide transport support to MOH for supervision of regional offices
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.13: Provide transport support to regional mangers for supervision of MCH centres
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.14: Provide incentives to EPI outreach and RH staff at MCH centres
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 2: To improve the access of rural communities to immunisation and other basic but essential preventive, promotive and curative health services through support to: Health posts and CHWs; and introducing on a pilot basis a new cadre of Female Community- based Health Workers (FCHWs) providing mainly preventive services to a defined catchment population
	
	
	
	
	

	Activity 2.1: Developing scope of work, incentives and criteria for selection, plan of supervision of FCHWs and health posts
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2: Recruitment of FCHWs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.3: Develop/adapt curriculum for FCHWs and supervisors 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.4: Training of trainers
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.5: Training of FCHWs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.6: Training of supervisors
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.7: Develop and implement a system of supportive supervision for health posts and FCHWs and outreach activities
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.8: Develop and implement a community based HMIS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.9: Printing and distribution of HMIS tools
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.10: Procure and distribute/resupply FCHW kits
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.11: Procure and distribute/re-supply equipment for Health posts
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.12: Refresher training for FCHWs and supervisors
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.13: Provide incentives to CHWs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.14: Provide incentives to FCHWs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 3: To improve awareness and demand for immunization and other essential quality maternal and child health services through a comprehensive and sustained campaign of behavioural change communication. 
	
	
	
	
	

	Activity 3.1: Formative research to identify key behaviours and barriers
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.2: Develop National BCC strategy
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.3: Develop, print and distribute IEC material (MCH centres, health posts)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.4: Develop video programs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.5: Disseminate video messages through cable
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.6: Develop radio programs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.7: Disseminate BCC messages through radio
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.8: Increase public awareness through print media
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.9: Organise advocacy/BCC events for community elders and religious leaders 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.10: Organise school events on key messages
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.11 Produce and distribute IEC material to private pharmacies
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.12: Produce and distribute IEC material (flipcharts) to FCHWs and CHWs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.13: SMS text messaging for BCC
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 4: To provide evidence (on utilization, impact and cost of services) in order to generate appropriate and affordable health care delivery models for maximisation of efficiency health essential services through managing a programme of operational research. 
	
	
	
	
	

	Activity 4.1: Conduct baseline and end-line surveys
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.2: Establish and support Operational research committee 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.3: Commission operational research studies 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.4: Conduct focus groups for operational research
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.5 Support data analysis and use 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.6 Training of MOH managers in operational research
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.7 Organise study tours for health authorities and partners to learn from other similar programs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.8: Technical assistance for Operational research
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


5.3: Costed implementation plan for the first year of implementation 
To the applicant: section 5.3
Note: The first year’s implementation plan should be outlined in section 5.3, giving details of timelines, inputs, outputs and processes to be monitored, with details of  costs (and unit costs at least for the first year implementation).
	Activities
	Q1
	Q2
	Q3
	Q4
	Outputs and processes to be monitored
	Cost

	Activity 1.1: Develop a list of priority facilities and conduct survey to identify gaps in 40 MCH centres
	
	
	
	
	List of priority health facilities developed
Survey of MCH centres conducted
	45000

	Activity 1.2: Rehabilitation of selected MCH centres (based on assessment)
	
	
	
	
	MCH centres rehabilitated based on the need
	100,000

	Activity 1.3: Procurement and supply of essential equipment for MCH services (based on gaps)
	
	
	
	
	Essential equipment for MCH procured and distributed
	200,000

	Activity 1.4: Provide comprehensive support for BEMOC in selected MCH centres 
	
	
	
	
	Selected MCH centres upgraded to BEMOC centres
	150000

	Activity 1.5: Develop/adapt curriculum for training of MCH and EPI staff in supervision, outreach and HMIS
	
	
	
	
	Curriculum for training of MCH and EPI staff in supervision, outreach and HMIS developed
	15000

	Activity 1.6: Conduct training of MCH and EPI staff (in 40 MCH centres)
	
	
	
	
	MCH and EPI staff in 40 MCH centres trained
	30000

	Activity 1.7: Develop curriculum for training of all MCH staff in EPI, injection safety and vaccine management
	
	
	
	
	Curriculum for training of all MCH staff in EPI, injection safety and vaccine management developed
	15000

	Activity 1.8: Training of all MCH centre staff (EPI, injection safety and vaccine management)
	
	
	
	
	All MCH centre’s staff trained in EPI, injection safety and vaccine management 
	60000

	Activity 1.9: Renovation of cold chain equipment in all MCH centres
	
	
	
	
	Cold chain equipment renovated in all MCH centres
	160000

	Activity 1.10: Develop and implement a system of regular EPI outreach from MCH centres to the catchment areas of health posts and FCHWs
	
	
	
	
	System of regular EPI outreach from MCH centres developed and in place
	15000

	Activity 1.11: Develop a system for regular supervision for MCH centres from regional and Zonal MOH
	
	
	
	
	System of regular supervision of MCH centres developed
	15000

	Activity 1.12: Provide transport support to MOH for supervision of regional offices
	
	
	
	
	MOH provided transport for supervision of regional health offices
	22500

	Activity 1.13: Provide transport support to regional mangers for supervision of MCH centres
	
	
	
	
	Regional health offices provided transport for supervision of MCH centres
	77100

	Activity 1.14: Provide performance based incentives to EPI outreach and RH staff at MCH centres
	
	
	
	
	MCH staff provided performance based incentives
	12000

	Activity 2.1: Developing scope of work, incentives and criteria for selection, plan of supervision of FCHWs and health posts
	
	
	
	
	Scope of work and criteria for selection, plan of supervision of FCHWs and health posts developed
	36000

	Activity 2.2: Recruitment of FCHWs
	
	
	
	
	1200 FCHWs recruited
	14400

	Activity 2.3: Develop/adapt curriculum for FCHWs and supervisors 
	
	
	
	
	Curriculum for FCHWs and supervisors developed
	36000

	Activity 2.4: Training of trainers
	
	
	
	
	TOT conducted
	27000

	Activity 2.5: Training of FCHWs
	
	
	
	
	Training of FCHWs started
	100000

	Activity 2.6: Training of supervisors
	
	
	
	
	Training of supervisors started
	60000

	Activity 2.7: Develop and implement a system of supportive supervision for health posts and FCHWs and outreach activities
	
	
	
	
	System of supportive supervision for health posts and FCHWs developed
	153600

	Activity 2.8: Develop and implement a community based HMIS
	
	
	
	
	Community based HMIS developed
	36000

	Activity 2.9: Printing and distribution of HMIS tools
	
	
	
	
	HMIS tools printed
	20000

	Activity 2.10: Procure and distribute/re-supply FCHW kits
	
	
	
	
	FCHW’s kits and supplies procured
	15000

	Activity 2.11: Procure and distribute/re-supply equipment for Health posts
	
	
	
	
	Supplies for health posts procured
	8000

	Activity 2.13: Provide incentives to CHWs
	
	
	
	
	Incentives provided to CHWs
	38400

	Activity 2.14: Provide incentives to FCHWs
	
	
	
	
	Incentives provided to FCHWs
	86400

	Activity 3.1: Formative research to identify key behaviours and barriers
	
	
	
	
	Formative research conducted
	30000

	Activity 3.2: Develop National BCC strategy
	
	
	
	
	National BCC strategy developed
	36000

	Activity 3.3: Develop, print and distribute IEC material (MCH centres, health posts)
	
	
	
	
	IEC material developed and printed
	6000

	Activity 3.4: Develop video programs
	
	
	
	
	Video with BCC messaged developed
	15000

	Activity 3.5: Disseminate video messages through cable
	
	
	
	
	Dissemination of messages through cable
	5000

	Activity 3.6: Develop radio programs
	
	
	
	
	Radio programs developed
	20000

	Activity 3.7: Disseminate BCC messages through radio
	
	
	
	
	BCC messages aired on radio
	104000

	Activity 3.8: Increase public awareness through print media
	
	
	
	
	BCC messages through newspaper columns 
	26000

	Activity 3.9: Organise advocacy/BCC events for community elders and religious leaders 
	
	
	
	
	80 Community leaders events organised
	96000

	Activity 3.10: Organise school events on key messages
	
	
	
	
	160 School events organised
	48000

	Activity 3.11 Produce and distribute IEC material to private pharmacies
	
	
	
	
	IEC material developed and distributed to private pharmacies
	27000

	Activity 3.12: Produce and distribute IEC material (flipcharts) to FCHWs and CHWs
	
	
	
	
	IEC material developed and distributed to FCHWs and Health posts
	25000

	Activity 3.13: SMS text messaging for BCC
	
	
	
	
	SMS text messaging for BCC started
	9000

	Activity 4.1: Conduct baseline and end-line surveys
	
	
	
	
	Baseline surveys conducted
	60000

	Activity 4.2: Establish and support Operational research committee 
	
	
	
	
	Operational research committee established
	24000

	Activity 4.3: Commission operational research studies 
	
	
	
	
	Operational research studies conducted
	15000

	Activity 4.5 Support data analysis and use 
	
	
	
	
	Support provided for routine data analysis and use 
	6000

	Activity 4.6 Training of MOH managers in operational research
	
	
	
	
	MOH managers trained in operational research
	15000

	Activity 4.7 Organise study tours for health authorities and partners to learn from other similar programs
	
	
	
	
	Study tour organised
	20000

	Activity 4.8: Technical assistance for Operational research
	
	
	
	
	TA provided for operational research
	22500

	Management costs
	
	
	
	
	
	163,980

	M&E support costs
	
	
	
	
	
	87,000

	Technical support
	
	
	
	
	
	378,911


Section 6: Monitoring, Evaluation and Operational Research
To the applicant: Sections 6.1, 6.2 and 6.3
Note: It is strongly recommended that the chosen indicators are linked with proposal objectives and not necessarily with activities. Where possible, sex disaggregated and age specific data should be used and made available.

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

· All the presented data in this application form should be consistent with other GAVI proposals and reports and with other official health reports and documents. Any discrepancies between these data and those presented in this proposal or the GAVI Annual Progress Reports should be fully explained and justified. This is especially important for the birth cohort, target populations and coverage rates.
· All applications should identify a nominated focal point in Government service who oversees the monitoring and evaluation of the GAVI HSS proposal

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

i) National DTP3 coverage rate (%)
ii) Number / % of districts achieving ≥ 80% DTP3 coverage
 
iii) Under five mortality rate (per 1000)
· Please identify three additional impact / outcome indicators that can be used to assess the impact / outcome of the GAVI HSS support in improving immunisation and other child and maternal health services in Table 6.1 below.
· Please list up to 6 output and process indicators in Table 6.2 & 6.3 below.
· For all indicators, please give a data source, the baseline value of the indicator and date, a target level and date, as well as a numerator and denominator. Some indicators may have more than one data source.
· Baseline values should be noted for all indicators and there should be a process indicator for each objective

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

6.1: Impact and Outcome Indicators (data should be consistent with other GAVI applications and annual progress reports from the country)
	Indicator
	Data Source
	Baseline Value

	Source
 
	Date of Baseline
	Target
	Date for Target

	1. National DTP3 coverage (%)
	JRF
	36%
	UNICEF
	2006
	55%
	2014

	2. Number / % of regions* achieving ≥80% DTP3 coverage
	MICS
	0%
	UNICEF
	2006
	30%
	2014

	3. Under five mortality rate (per 1000)
	State of Worlds Children 2009
	145
	UNICEF
	2007
	125
	2014

	4. Measles immunization coverage (%)
	MICS
	19%
	UNICEF
	2006
	60%
	2014

	5. ANC coverage  (% Women 15-49, one visit or > during pregnancy)
	MICS
	26%
	UNICEF
	2006
	50%
	2014

	6. Vitamin A supplementation (under-fives) (%)
	MICS
	24%
	UNICEF
	2006
	60%
	2014


* Note: The districts are not clearly defined in Somalia. The lowest functional administrative unit is the region
6.2: Output Indicators (one per objective) 
	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value10
	Source
	Date of Baseline
	Target
	Date for Target

	1. % MCH centres providing outreach immunization services to each supported community 
	Number MCH centres organising  outreach sessions to each supported community at least once a month 
	Total number of supported MCH centres
	EPI records

Report of supervisory visits
	20%
	UNICEF

HMIS returns
	2008
	100%
	2012

	2. Improved supervision of MCH centres
	Number of MCH centres visited at least 4 times in the last year using  checklist
	Total number of supported MCH centres
	Supervision records at regional health offices
	0%*
	UNICEF/WHO estimates
	2008
	80%
	2012

	3. % of FCHWs carrying out regular home visits (5-7 per day)
	No. of FCHWs carrying out at least 5 home visits per day
	Total number of FCHWs
	Supervision records at MCH centres
	0%**
	UNICEF/WHO
	2009
	90%
	2012

	4. Community based information system in place and functional
	Number of FCHWs submitting  monthly reports 
	Total number of FCHWs
	MCH centres records
	0%
	UNICEF/WHO
	2009
	90%
	2013

	5. % of school events held to improve awareness of key health actions
	Number of BCC events held in schools during last year
	Number of school events planned (160) 2 per year/MCH centre
	FCHW monthly report
	0%
	UNICEF/WHO estimates
	2009
	80%
	2014

	6. M&E system in place for routine data collection as part of operational research
	No. of quarterly reports submitted to regional offices
	Total reports expected 
	Regional office records
	0%
	UNICEF/WHO estimates
	2009
	80%
	2014


* Supervision occur at some of the MCH centres managed by NGOs, however without using any checklist

** Currently this cadre does not exist

6.3: Process Indicators (one per objective)

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value10
	Source
	Date of Baseline
	Target
	Date for Target

	1. % of MCH centres rehabilitated and equipped
	Number of MCH centres rehabilitated and equipped
	Total number of supported MCH centres (40)
	Regional office reports
	0%*
	UNICEF
	2009
	100%
	2012

	2. % of MCH centres having a functional cold chain equipment for static and outreach
	Number of MCH centres having a functional cold chain equipment
	Total number of supported MCH centres
	Regional office reports
	40%**
	WHO Routine data
	2008
	100%
	2012

	3. No, of FCHWs trained
	Number of FCHWs who completed training 6 months
	Number of FCHWs recruited
	Contracted NGO’s report
	0%***
	UNICEF/WHO
	2009
	240
	2012

	4. % of FCHWs with regular supply of essentials kit items
	Number FCHWs kits procured and distributed
	Total number of FCHWs working in the field
	UNICEF
	0%
	UNICEF/WHO
	2009
	100%
	2012

	5. IEC material developed and distributed
	No, of health posts/FCHW having IEC material 
	Total number of health posts/FCHWs. (80/240)
	UNICEF
	0%
	UNICEF/WHO
	2009
	90%
	2012

	6. % of health managers trained in operational research
	Number of health managers trained in operational research
	Number of health managers involved in operational research
	WHO
	0%
	UNICEF/WHO
	2009
	100%
	2010


* Some of the centres have been rehabilitated and equipped but not according to the EPHS, which is proposed in GAVI
** Most of the cold chain equipment is old and need replacement
*** The FCHW cadre currently does not exist

To the applicant: section 6.4
· Please describe how the data for the identified indicators will be collected, analyzed and used. Existing data collection and analysis methods should be used wherever possible. Please indicate how data will be used at local levels and ways of sharing with other stakeholders in the last column of Table 6.4 below.
· Data collection: the level data is collected at and whose responsibly it is to collect it

· Data analysis: the level this data is analysed at in disaggregated form, and who is responsible at local and central levels for ensuring the data is assessed and analysed

· Use of data: how will this indicator’s data be used in assessing performance, and in revising or developing plans  and strategies

6.4: Data collection, analysis and use  
	Indicator
	Data collection
	Data analysis
	Use of data

	Impact and outcome 
	
	
	

	1. National DTP3 coverage rate (%)
	EPI records from regional health offices and MOH

	Analysis at regional health offices for coverage, trends, dropouts and comparison across facilities

MOH for coverage, trends and comparison across regions

	The data will be used to identify operational issues and gaps and plan for improvement.
To provide performance based incentives

	2. Number / % of districts/regions achieving ≥80% DTP3 coverage
	EPI records from regional health offices and MOH


	Analysis at regional health offices for coverage, trends dropouts and comparison across districts

MOH for coverage, trends and comparison across regions and districts


	The data will be used to identify operational issues and gaps and plan for improvement
To provide performance based incentives

	3. Under five mortality rate 
(per 1000)
	MICS
	MOH level
	To monitor progress in PHC interventions 

	4. Measles immunization coverage (%)
	Vaccination records from regional health offices and MOH

Population data from  MICS

	Analysis at regional health offices for coverage, trends and comparison across facilities

MOH for coverage, trends and comparison across regions


	The data will be used to identify operational issues and gaps and plan for improvement.

To provide performance based incentives

	5. ANC coverage  (% Women 15-49, one visit or > during pregnancy)
	MOH/NGOs

	Coverage, trends dropouts and comparison across facilities/regions
	The data will be used to identify operational issues and gaps and plan for improvement.

to provide performance based incentives

	6. Vitamin A supplementation (under-fives) (%)
	UUNICEF/WHO /MOH
Routine and campaign data


	Coverage, trends dropouts and comparison across facilities/regions
	The data will be used to identify operational issues and gaps and plan for improvement.

To provide performance based incentives

	Output
	
	
	

	1. % MCH centres providing outreach immunization services to each supported community at least once a month
	MCH level

Routine HMIS data

	Regional level
Regional managers
	To identify operational issues and gaps and plan for improvement.

to provide performance based incentives

	2. Improved supervision of MCH centres
	Regional level
Supervision reports


	Regional managers
	To identify operational issues and gaps and plan for improvement.

to provide performance based incentives

	3. % of FCHWs carrying out regular home visits (5-7 per day)
	MCH level

Supervisor’s report

	Regional office
	To identify operational issues and gaps and plan for improvement.

to provide performance based incentives

	4. Community based information system in place and functional
	MCH and Regional level

	Regional office
	To identify operational issues and gaps and plan for improvement.

to provide performance based incentives

	5. % of school events held to improve awareness of key health actions
	FCHWs records


	Regional office
	

	6. M&E system in place for routine data collection as part of operational research
	M&E records
	Regional office and MOH
	to improve planning

	Process
	
	
	

	1. % of MCH centres rehabilitated and equipped
	MCH


	Regional office
	To improve process management

	2. % of MCH centres having a functional cold chain equipment for static and outreach
	MCH


	Regional office
	To improve process management

	3. No, of FCHWs trained
	MCH


	Regional office
	To improve process management

	4. % of FCHWs with regular supply of essentials kit items
	Health posts/MCH


	MCH/Regional office
	To improve process management

	5. IEC material developed and distributed
	UNICEF Somalia


	MCH/Regional office
	To improve process management

	6. % of health managers trained in operational research
	Zonal level


	Zonal level


	To improve process management


To the applicant: section 6.5
· Please indicate if the Monitoring & Evaluation (M&E) system needs to be strengthened to measure the listed indicators and if so describe which areas of the M&E system specifically needs strengthening. (Table 6.5).  
Note: GAVI HSS resources may be used to strengthen the Health Information System itself. If the country chooses, the investment should be harmonised with the support from other donors (such as the Global Fund for AIDS, HIV and TB and others). Countries can seek GAVI HSS support for including relevant sex disaggregated data in their Health Information System. 
6.5: Strengthening M&E system
An efficient monitoring system is the key to success of this proposal.  Adequate supervision and management of Primary Health facilities and community based services is considered to be the greatest challenge and obstacle to increased performance.  Establishing effective systems for training and staff performance management is the key.

Furthermore even in times of peace Somalia had very low levels of access to PHC (6 – 15% in the 1980s when Somalia was the highest recipient of aid per capita in Africa!).  Somalia has never had a well-functioning health system. Somalia is the lowest population density country in Africa.  Models of the delivery of care to rural populations – especially nomads – are under-developed and tested.  This proposal includes significant finance for operations research to be able to collect data to see what mix of service delivery (MCHs, HPs, CHWs, FCHWs) works best and in which settings (nomadic, sedentary, peri-urban etc.)

Both in order to manage and monitor progress and outputs AND to generate vital information for strategies to reconstruct the primary health care system – this proposal is founded on a need for detailed and strategically gathered information.

Monitoring MDGs 4 and 5: target and indicators in Somalia 

The MDGs targets for Somalia are to decrease child, new-born and maternal deaths

· U5 MR from 225/1000 to 68/1000 by 2015 (from current rate of 145/1000, UNICEF 2008). 

· MMR from 1600/100,000 to 400 /100000 (currently at 1400/100,000 as rough estimate)  

Maternal mortality ratio: Since this indicator cannot be used to track the progress in maternal health, the proportion of births attended by skilled health personnel (midwives or auxiliaries within maternity) which is not very proxy to MMR but is still important because it reflects the access to health facilities, maternity occupancy and useable beds utilization both in terms of occupancy rate and utilisation per 1000000 population. For the moment, it will be difficult in Somalia context to evaluate the accessibility and use of emergency obstetric care by pregnant women who experience complications or to scale up access to family planning and other reproductive health activities.
Health system is fragmented in Somalia. In Central South most health facilities are supported by local or international NGOs with additional support from the UN agencies.  Monitoring and evaluation is not required by any central public health authority.  Reporting occurs only to UNICEF or to donors.

In Somaliland and Puntland, some of the health facilities are supported by NGOs and others only by the MOH with assistance from UN agencies.  Again reporting has been of low quality, irregular and fragmented.

Strengthening and Sustaining the Health Information System

Recent efforts are under way (with support of NUICEF and the Global Fund) to rationalise the availability of basic reported data.

For Somalia in general:

· Data forms have been simplified

· NGOs have been trained in data entry and analysis in a common software

· UNICEF has centralised collection of PHC data and maintains a single data base

· PHC facility data returns have been analysed for the first time and regular reports are now issued.

· Hospital data collection sheets are being harmonised and tested currently.

For Somaliland and to a lesser degree in Puntland work is also under way to centralise the flow and analysis of data:

· Data reports are sent to regional authorities

· Regional authorities send analysed data to central MoH
· MoH provides access to a single data base

· MoH provides regular analysed reports to promote decision making.

· Support is being given to HMIS departments in regional and central offices.

· Technical support to audit data quality, train and increase HMIS supervision has begun through CCM (NGO).

Lastly, UNICEF has committed to implementation of MICS surveys every 3 years (access allowing).  The next MICS is planned for 2010 and MICS V will be in 2013 – to provide regular and consistent population based data. In addition, operational research and analysis of routine monitoring reports will compliment MICS to assess the impact. The findings will be shared will all partners. 

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

The Somali health system has never functioned effectively.  What is clear is that the financing, staffing and strategic visions are not in place to develop or introduce an effective modern system of health services.

Health service provision is largely provided through small scale projects managed by a host of different NGOs with different ideologies, capacities and financing.  Hence the health care system is extremely fragmented and lacks direction or output.

This grant proposal seeks to address these issues in as much as it can.  The proposal provides for linked tiers of service AND the introduction of a major new policy initiative – the introduction of community based female health workers as a means to promote demand and use of modern health services in hard to reach populations.

As the health system lacks strategic direction and as this policy innovation is untried in Somalia – the grant request includes a major focus on operational research:

· To cover a cross section of service delivery challenges: riverine, mountainous, desert, coastal

· To use BCC and FCHWs to increase awareness, demand and access to promotive and preventive services

· To promote tiers of service and inter-facility supervision, supply and referral.

These innovations in practice are not revolutionary in terms of PHC thinking but they are new in Somalia – and as such must be rigorously tested and costed in different environments in Somali and towards different population targets to be able to evaluate what mixes of service delivery are affordable, effective and equitable in this extremely challenging environment.

As such operational research is a major axis or focus in this proposal and is seen to be one of the major areas for outputs/outcomes in terms of programme objectives.

The programme will use

· Baseline and programme end surveys in all programme regions on selected indicators.

· Regular HMIS data returns

· National MICS surveys

· Specific targeted surveys and analyses to collect specific information to answer specific questions

In each case, capacity will be developed in MoHs to allow MoHs to play a central role in the investigation of strategic options to allow the MoH to exercise a regulatory role and to own information for informing strategy.

Costing data will be collected to allow comparisons in efficacy but also in terms of efficiency and cost-effectiveness (a major issue in such a resource poor environment). 
A forum or body of experts will also be formed to identify research questions, develop protocols and conduct research studies, in addition to analyzing routine data to make policy recommendations. 
Section 7: Implementation Arrangements 

To the applicant: sections 7.1 and 7.2
· Please describe how the GAVI HSS support will be managed (Table 7.1).  Please also indicate the roles and responsibilities of all key partners in implementing the GAVI HSS support (Table 7.2).
Note: GAVI encourages countries to align the implementation arrangements for the GAVI HSS support with existing country mechanisms. Applicants are strongly discouraged from establishing a project management unit (PMU) for the GAVI HSS support. The establishment of PMUs will only be funded under exceptional circumstances, based on a strong rationale. 
7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Give details on the management costs and mechanisms (especially if a partner will be managing parts of the GAVI HSS proposal)


	Standard 7% according to the MOU (details given in budget, MOU to follow later)

(Due to the special  situation in Somalia, the 7% overhead cost is over and above the budget as discussed and agreed during the Joint  GAVI Mission on March 16th 2009)

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	WHO and UNICEF will lead the implementation in close collaboration with health authorities 

	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	· The Somali Health Sector Committee (SHSC) Ensures that GAVI/HSS support is managed according to the best practices and in accordance with existing health system strategies and programs in Somalia;

· Monitors and guides on implementation of GAVI/HSS activities;

· Reviews the progress and advice on addressing any hurdles in implementation; 

· Reviews and approves the progress reports for submission to the GAVI secretariat; 



	Mechanism for coordinating GAVI HSS support with other health system strengthening activities and programs
	As SHSC brings together members from all partners working on related HSS issues, it will ensure National and Zonal level coordination
The Global Fund has become a predominant source of financing for the Somalia health sector. GAVI HSS proposal builds on the same structure and complements the strategies and interventions proposed under Global Fund HSS. 



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

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

	Ministries of health 
	MOH
	Yes
	· Oversee the monitoring and regular review of progress and evaluation.
· Supportive supervision .
· Training (identifying needs and facilitate /participate).
· Promote awareness at all levels.
· Ensure institutional support (including legal framework and access to the program for the beneficiaries) for the GAVI program from relevant local government authorities. 

· Ensure representation of beneficiaries (patients, communities)

· Promote synergies and coordination with other relevant initiatives.
· Promote synergies with NGOs and private sector.

	Health Planning units 
	MOH
	Yes
	· Ensure planning, implementation and coordination of the program at national level.
· Monitoring and review of progress.
· Supportive supervision of activities.
· Progress reporting.  

	Representative 
	WHO 
	Yes
	· Ensures overall management and implementation of HSS grant in collaboration with health authorities and other partners.
· Coordination with allied programs and activities in the health sector.
· Facilitates the provision of TA required for the implementation of GAVI/ HSS support. 
· Contracting out of specific functions to NGOs.
· Operational research in collaboration with health authorities, UNICEF and other partners.

	Representative 
	UNICEF 


	Yes
	· Ensures implementation of specific functions in collaboration with health authorities, WHO and other partners.
· Manage procurement and distribution of equipment, drugs and supplies.
· Develop implement and monitor BCC strategy and activities.
· Operational research in collaboration with health authorities, WHO and other partners.

	Health Manager at regional level
	Regional level
	Yes
	· Coordination for program related interventions.
· Supervision of MCH centres and regular reporting.
· Participate in operational research. 

	Health facilities mangers
	MCH centres
	No
	· Implementation of GAVI/HSS related activities at the community level.
· Monitoring, supervision of health posts and FCHWs.
· Regular reporting.

	SHSC and its full-time Coordinator

	All agencies, Donors and NGO’s
	Yes
	· Reviews and endorses annual plan of action and any budget revisions.

· Monitor the implementation of the GAVI/HSS support on regular basis.
· Programme review in the quarterly SHSC and HSS Working Group Meeting and give update to partners.
· Ensure coordinated intersect oral programs and activities.
· Ensure adherence to the guidelines of SHSC and GAVI.
· Advocacy and mobilization of complementary resources.
· Submit annual progress report to the GAVI.

	Partner NGOs
	Selected NGOs
	Yes
	· Implement designated activities under the guidance and supervision of MOH and GAVI coordinators
· Training of MCH centre staff
· Training of FCHWs and supervisors

· Monitoring & supervision in collaboration with health authorities

· Regular reporting

· Supply and logistics

· Data collection for operational research



To the applicant: section 7.3

Please provide information on the financial management of GAVI HSS support in table 7.3
Note: Applications will not be reviewed or approved by the Independent Review Committee (IRC) if the required documentation on the financial arrangements are not submitted together with the completed application form
Note: The GAVI Alliance adopted a Transparency and Accountability Policy (TAP) for cash-based support, including GAVI HSS support, which took effect as of 1 January 2009.

Note: The TAP policy outlines a set of minimum requirements for the financial management of GAVI HSS support: 

· Funding should be used for objectives stated within a proposal.

· Funds must be managed in a transparent manner, and accurate and verifiable financial reports should be provided on a regular basis, as specified by individual funding arrangements.

· Funds must be managed within accounts that meet national legal requirements for auditing, accounting and procurement.
Note: Besides the above minimum financial management requirements:

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

	Has a GAVI FMA been conducted: yes / no
	NA

	When was the last FMA conducted: mm/yyyy
	NA

	If yes: Has an Aide Memoire been signed: yes
 / no (Document Number…..)
	NA

	If yes: Will the present  Aide Memoire govern the financial management of the GAVI HSS funds: yes / no
	NA

	If no: Reasons for not following all the agreements in the last Aide Memoire 
	NA

	Next FMA scheduled for: mm/yyyy
	NA

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

	If yes: Will this joint financing mechanism be used for managing GAVI HSS funds: yes
 / no                             (Document Number…..)
	NA


	If no: Reasons for not using the joint financing mechanism
	NA


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


	The Somali Health Sector Committee (SHSC) will be involved in the grant negotiations, approval, oversight, and submission of financial reports;
MOUs will be signed with WHO and UNICEF to implement the programme with the Somali Health authorities;
Disbursement through trances will be made directly to WHO and UNICEF through their corporate agreements with GAVI;

A programme governance manual and conflict of interest policy will be drafted soon with the support from Global Fund in order to ensure transparency and accountability amongst all partners.

	Title(s) of document(s) governing the annual budgeting process for the use GAVI HSS funds

(Document Number…..)
	NA

	Title(s) of document(s) governing the financial management (accounting, recording and reporting) of the GAVI HSS funds
 
(Document Number…..)
	NA


	Title(s) of document(s) governing the audit of the GAVI HSS funds
 (Document Number…..)
	NA


	Frequency of internal audits planned for GAVI HSS funds?
	In line with WHO and UNICEF internal procedures

	Frequency of external audit
 planned for GAVI HSS funds?
	In line with WHO and UNICEF internal procedures

	Title(s) of document(s) governing procurement procedures for GAVI HSS funds

(Document Number…..)
	UNICEF will be responsible for all procurements through its global standard operating procedures manual.


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

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

Reports on monitoring of the HSS process and results: according to the objectives and indicators will be an ongoing process;

The technical reporting will start at the community level (FCHWs and health posts), submitted to the MCH centres on a monthly basis where the reports will be compiled and submitted to the regional health offices. The compiled regional report in consultation with the partners will be sent to the zonal MOH where the reports will be compiled, analyzed, used for improving performance and disseminated to all partners and stakeholders on quarterly basis; 
An Annual Progress Report on the GAVI/HSS activities will be submitted jointly by implementing partners (Health authorities, WHO, UNICEF) to the SHSC Coordinator for synthesis and review of SHSC before submission to GAVI;

Selected activities will be contracted out to implementing partners (NGOs).  Under the guidance of health authorities, NGOs will be responsible to assist in:

· Baseline and completion/exit surveys

· Regular reporting via routine HMIS

· Reporting against contractual obligations (utilisation, coverage, targets, finances)

· Participation in collection and reporting on monitoring and operational research thematics

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

Note: The GAVI Alliance Secretariat can provide countries with one-time financial support to assist with the application process. The procedures for this support are described in the GAVI HSS Guidelines under Technical Support.
Note: Request for resources for technical support to implement and monitor the GAVI HSS support should be made using table 7.5 below.
7.5: Technical assistance requirements 
	Activities requiring technical assistance
	Anticipated duration
	Anticipated timing (year, quarter)
	Anticipated source (local, partner etc.)

	Develop a list of priority facilities and conduct survey to identify gaps
	3 months
	Year 1 Q2/3
	Partner

	Develop/adapt curriculum for training of MCH and EPI staff
	2 months
	Year 1 Q2/3
	International Consultant

	Develop a system of regular EPI outreach from MCH centres to the catchment areas of health posts and FCHWs
	2 months
	Year 1 Q1/2
	Partner

	Develop a system for regular supervision for MCH centres from regional and Zonal MOH
	2 months
	Year 1 Q1/2
	Partner

	Develop scope of work, incentives and criteria for selection, plan of supervision of FCHWs and health posts
	2 months 
	Year 1 Q1/2
	Partner

	Develop/adapt curriculum for FCHWs and supervisors
	3 months
	Year 1 Q1/2
	International Consultant

	Formative research to identify key behaviours and barriers
	4 months
	Year 1 Q1/2
	International Consultant

	Develop National BCC strategy
	3 months
	Year 1 Q2/3
	International Consultant

	Develop BCC program and IEC material
	6 months
	All years
	Partner

	Develop radio and TV programs
	5 months
	All years
	Partner

	Conduct baseline and end-line surveys
	6 months
	Year 1 and Year 5
	International Consultant

	Conduct operational research studies to better inform the decision making processes
	10 months
	All years
	International Consultant


Section 8: Budgeting and Funding for GAVI HSS supported activities
To the applicant: section 8.1
· Please prepare a budget for all major activities for the duration of the GAVI HSS support. Please add or delete rows / columns to give the right number of objectives, activities and years. (Table 8.1)
Note: Please ensure that all costs for the implementation of GAVI HSS support, including technical assistance, are included in the budget. Please convert all budget figures to US$ (at the current exchange rate), and ensure that GAVI deflators are used for future costs (see guidelines on the GAVI website: www.gavialliance.org). 
Note: The amount requested in table 8.1 should not exceed the amount specified in table 8.2.

Note: Management costs should be kept to a minimum. All management costs should be detailed in the budget and whether the management is through partners; including cost of having other partners responsible for managing part of the implementation of the GAVI supported activities. 
Note: Unit costs and calculations should be attached in a spreadsheet.
For each subsequent year, provide the estimated expenditure (using unit costs) for each activity. Please carefully check that the totals of columns (expenditure by year) are consistent with the totals by Row (for activity and SMART Objective). Calculation errors are a frequent source of delays, as the IRC will ask for clarifications
Ensure the total budget for the entire HSS proposal does not exceed the country allocation calculated in Section 8.2 below 
8.1: Budget for implementing GAVI HSS support 
	Area for support
	Cost per year in US$ (,000)

	
	Unit cost, if applicable
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	Year 5 of implementation
	TOTAL COSTS

	
	
	2010
	2011
	2012
	2013
	2014
	

	Activity costs
	
	
	
	
	
	
	

	Objective 1
	
	
	
	
	
	
	

	Activity 1.1 
	15,000
	45000
	
	
	
	
	45,000

	Activity 1.2 
	5,000
	100,000
	100,000
	
	
	
	200,000

	Activity 1.3 
	5,000
	200,000
	
	
	
	
	200,000

	Activity 1.4 
	50000
	150000
	150000
	
	
	
	300,000

	Activity 1.5 
	15000
	15000
	
	
	
	
	15,000

	Activity 1.6 
	5500
	30000
	
	25000
	
	
	55,000

	Activity 1.7 
	15000
	15000
	
	
	
	
	15,000

	Activity 1.8 
	5000
	60000
	
	60000
	
	
	120,000

	Activity 1.9 
	3200
	160000
	160000
	
	
	
	320,000

	Activity 1.10 
	15000
	15000
	
	
	
	
	15,000

	Activity 1.11
	15000
	15000
	
	
	
	
	15,000

	Activity 1.12 
	7500
	22500
	22500
	22500
	22500
	22500
	112,500

	Activity 1.13 
	770
	77100
	77100
	77100
	77100
	77100
	385,500

	Activity 1.14
	50
	12000
	216000
	288000
	288000
	288000
	1,092,000

	Objective 2
	
	
	
	
	
	
	

	Activity 2.1 
	12000
	36000
	
	
	
	
	36,000

	Activity 2.2 
	60
	14400
	14400
	
	
	
	28,800

	Activity 2.3 
	12000
	36000
	
	
	
	
	36,000

	Activity 2.4 
	9000
	27000
	
	
	
	
	27,000

	Activity 2.5 
	16600
	100000
	100000
	
	
	
	200,000

	Activity 2.6 
	30000
	60000
	30000
	
	
	
	90,000

	Activity 2.7
	3840
	153600
	153600
	153600
	153600
	153600
	768,000

	Activity 2.8 
	12000
	36000
	
	
	
	
	36,000

	Activity 2.9 
	
	20000
	
	
	
	
	20,000

	Activity 2.10 
	50
	15000
	12000
	12000
	12000
	12000
	63,000

	Activity 2.11 
	200
	8000
	4000
	4000
	4000
	4000
	24,000

	Activity 2.12 
	
	
	
	100000
	
	
	100,000

	Activity 2.13
	           40    
	       38,400    
	      57,600    
	     76,800    
	      76,800    
	      76,800    
	          326,400    

	Activity 2.14
	           60    
	       86,400    
	    172,800    
	   172,800    
	     172,800    
	    172,800    
	          777,600    

	Objective 3
	
	
	
	
	
	
	

	Activity 3.1
	10000
	30000
	
	
	
	
	30,000

	Activity 3.2 
	12000
	36000
	
	
	
	
	36,000

	Activity 3.3 
	
	6000
	6000
	6000
	6000
	6000
	30,000

	Activity 3.4 
	15000
	15000
	15000
	
	
	
	30,000

	Activity 3.5 
	
	5000
	5000
	5000
	5000
	5000
	25,000

	Activity 3.6 
	
	20000
	
	20000
	
	
	40,000

	Activity 3.7(airtime radio)
	500
	104000
	104000
	104000
	104000
	104000
	520,000

	Activity 3.8 
	500
	26000
	26000
	26000
	26000
	26000
	130,000

	Activity 3.9 
	1200
	96000
	96000
	96000
	96000
	96000
	480,000

	Activity 3.10 
	300
	48000
	48000
	48000
	48000
	48000
	240,000

	Activity 3.11 
	16
	27000
	27000
	27000
	27000
	27000
	135,000

	Activity 3.12 
	15
	25000
	25000
	
	
	
	50,000

	Activity 3.13 
	0.01
	9000
	9000
	9000
	9000
	9000
	45,000

	Objective 4
	
	
	
	
	
	
	

	Activity 4.1 
	15000
	60000
	
	
	
	60000
	120,000

	Activity 4.2 
	
	24000
	9000
	9000
	9000
	9000
	60,000

	Activity 4.3 
	5000
	15000
	15000
	15000
	15000
	15000
	75,000

	Activity 4.4 
	2000
	
	36000
	36000
	36000
	36000
	144,000

	Activity 4.5 
	2000
	6000
	6000
	6000
	6000
	6000
	30,000

	Activity 4.6 
	15000
	15000
	
	
	15000
	
	30,000

	Activity 4.7 
	20000
	20000
	
	20000
	
	
	40,000

	Activity 4.8 
	11250
	22500
	22500
	22500
	22500
	22500
	112,500

	Support costs
	
	
	
	
	
	
	

	Management costs
	
	     163,980    
	    170,820    
	   177,660    
	     181,980    
	    186,300    
	          880,740    

	M&E support costs
	
	87,000
	54,000
	72,000
	72,000
	54,000
	339,000

	Technical support
	
	378,911
	532,407
	531,942
	531,942
	523,938
	2,499,140

	TOTAL COSTS
	
	     2,786,791    
	    2,476,727    
	     2,222,902    
	     2,017,222    
	      2,040,538    
	11,544,180


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

· If GNI < $365 per capita, country is eligible to receive up to $5 per new born
· If GNI > $365 per capita, country is eligible to receive up to $2.5 per new born
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 (this number should be consistent with data used in other GAVI applications and annual progress reports)
	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

	
	2009
	2010
	2011
	2012
	2013
	2014
	

	Birth cohort (number)
	422,215
	434880
	447926
	461364
	475205
	489461
	

	Allocation per newborn ($)
	
	$5
	$5
	$5
	$5
	$5
	

	Annual allocation ($)
	
	2174400
	2239630
	2306820
	2376025
	2447305
	$11,544,180


Birth cohort:

Source: Population Estimates and Projection for Somalia 2005-2010 (DRAFT) KNS Nair and Mariam Alwi UNDP Somalia
To the applicant: section 8.3
· Please summarize the overall available funding for the Heath System Strengthening efforts related to improving the immunization coverage and the coverage of other child health services. 
· Immediately following the table, please provide a concise explanation to demonstrate how the proposed GAVI HSS funding will be used to complement these existing and/or planned efforts to strengthen health systems capacity.

Note: GAVI HSS funds must be additional to the government’s health budget – and the funds should not displace resources allocated to the health sector. 
Note: Please specify the contributions from the Government, GAVI and the main funding partners or agencies. If there are more than four main contributors, please insert more rows. Please indicate the names of the partners in the table, and group together all remaining expected contributions.  Please indicate the source of the data (Public Expenditure Review, MTEF, donor reports etc).
8.3: Sources of all expected funding for health systems strengthening activities 
	Funding 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

	
	2009
	2010
	2011
	2012
	2013
	2014
	

	GAVI
	     2,786,791    
	    2,476,727    
	     2,222,902    
	     2,017,222    
	      2,040,538    
	     2,786,791    
	$11,544,180

	Government *
	-
	-
	-
	-
	-……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
	-
	-

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

	Donor 1. Global fund
	-
	2999350
	3942500
	1523050
	1079600
	1043400
	$10,587,900 (10% reduction) 

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

	Donor 2. EC lot 3
	620,000

(ending June 09)
	-
	-
	-
	-
	-
	$620,000



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

	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	

	

	Total Other** 
	-
	-
	-
	-
	-
	-
	-

	TOTAL FUNDING
	
	
	
	
	
	
	$22,194,080


* Details on Government budget allocation for health system strengthening in not available.
** Several NGOs are involved in health system strengthening activities, however the budget in not available
Source of information on funding sources:
GAVI:
GAVI
Government:
Ministries of health
Donor 1:
Global fund/UNICEF
Donor 2:
UNICEF/EC LOT3
Donor 3:


Total other:
NGOs
To the applicant: section 8.4 
· Please provide a concise explanation to demonstrate how the proposed GAVI HSS funding will be used to complement these existing and/or planned efforts to strengthen health systems capacity.
8.4: Describe how GAVI HSS funding will complement other sources of HSS funding

The current situation, for which data are very patchy, is that there are quite substantial numbers of people providing health care in both public and private sectors overall but severe shortages of qualified staff (both clinical and support staff and community health workers) remain. Majority of the existing health workers are concentrated in urban areas. The three main cadres involved in delivering basic health services are community health workers; nursing auxiliaries and nurses. EPI and MCH services are primarily supplied by partially trained workers at MCH and vaccinators. Quality of care is poor, as is the general working environment. In summary, there are problems with health worker skills; insufficient numbers, an ageing workforce and health worker performance.

To address the skills problem, donors have provided substantial 'in-service' clinical training, but many untrained auxiliary nurses and community health workers (running those health posts that are operational) remain. As mentioned in section 4, for EPI, Maternal & child health services, shortage of adequately trained staff is a particular constraint. A third bottleneck is general management (as distinct from clinical management) capacity. Few staff in managerial positions in zonal or regional health offices or health facilities have any management training. The Joint Needs Assessment in 2006 argued that without building up such capacity there was little hope for lasting outcomes from investments in the health systems strengthening.
Basic skills in handling budgets, staff and health information are needed, and also simple but effective managerial procedures and tools such as job descriptions; supervision; standardised curricula and incentives. In sum, additional responses are needed to address Female community health workers (FCHW) production and improve performance of the existing cadres.

There are now opportunities for a broader HSS response, which will need to be tailored to the different situations in the three different zones. First, there is the agreed Essential Package of Health Services, which provides some benchmarks for staffing, such as MCH center, Health Post and community health workers. In addition, Somaliland and Puntland have relative political stability. Ministries of Health in these zones are beginning to think more strategically about workforce issues. Pre-service training curricula for nurses and midwives have been standardized by WHO and partners, and approved for the whole of Somalia. There is an inter-agency agreement on staff incentives. Lastly, several training schools are beginning to produce health workers again. 

While there is not yet any overarching Health Systems Strengthening, management and planning, monitoring and supervision, community health workforce strategy, this is partially done through European Commission's health sector development support (known as Lot 3). Indeed, discussions about how to be more strategic in these issues have been catalysed in part by the development of this proposal and the forthcoming one for Global Fund HSS component. This intervention/service delivery area contributes to beginning a more balanced approach. However, the EC support to HSS is ending in June 2009 and support from Global Fund and GAVI is anticipated to fill this gap.

In principle, the basic health care delivery system in Somalia is tiered, comprising of regional and district hospitals, MCH centres and health posts. Available information indicates that there are 86 hospitals (most of which have only 20-30 beds); 200 MCH centers and 500 health posts in the 3 zones. Facilities are unevenly distributed: in Somaliland, half of all hospitals are in Hargeisa town. Many are non functional: in Puntland, only 20% of district hospitals are functional - 3 run by NGOs and 4 run by the MOH. Facilities operate to vastly different standards, and lack the necessary capacity to provide a range of basic primary care services. Altogether, there is a need for more precise information on the location and functionality of health facilities. UNDP has begun a mapping exercise that captures facility location. 

Lack of health workers at the service delivery facilities (MCH centers and Health Post) and to support community outreach initiatives (such as male and female health workers) have been identified as a major constraint to scaling up the delivery of Immunization and other maternal and child health services in all three of Somalia's zones: South Central zone, Northwest zone (Somaliland) and Northeast zone (Puntland). During the long standing conflict there has been a massive brain drain. Formal pre-service training almost totally stopped until recently. Temporary solutions have relied primarily on staffs in humanitarian NGOs, and unqualified health workers who have minimal and often haphazard training. 

Estimates of access and coverage vary, but are generally low: access is reportedly around 45% or less. Only 20% of women get any antenatal care - which is a major point of entry for malaria control. Poor quality care; frequent stock outs of medicines; an almost non-functioning referral system and lack of effective monitoring and supervision are some of the factors leading to low utilization. In terms of which facilities people actually use, health posts are under used, but would be better used if properly supported. Currently the main sources of care are the MCH centres (many open only a few hours a day) and hospitals, plus a rising array of private drug shops, clinics and hospitals. To date a number of agencies are involved in rehabilitation of MCH centres and hospitals, including UNOPS and some NGOs. District hospitals, most of which are more like health centres with beds, and which are supposed to provide the basic referral function for more complex cases of pneumonia, malaria etc, have had less attention. These almost impossible working conditions severely limit the ability of staff to put new skills developed from training courses into practice especially for increasing the EPI coverage and essential package of maternal and child health interventions. Currently, these issues are partially addressed by the National Immunizations Days (NIDs) and Child Health Day Campaigns lead by UNICEF with support from WHO and other partners as a component of Child Survival Programme.
There are a number of activities already supported by external partners to tackle the health systems components. The Essential Package of Health Services contains an agreed list of essential drugs for different types of facilities, based on WHO's Essential List, which all partners are expected to support. WHO is supporting some training on stock management and the use of Somalia's standard treatment guidelines. A few bilaterals and NGOs are also involved, such as DFID, the European Commission and Save the Children Fund. Many NGOs are running MCH centres and therefore running their own service packages. Two main areas are proposed for GAVI support. They focus on developing capacity in commodity management and community outreach coverage, building on a variety of activities by WHO, UNICEF and Save the Children. 

As in the other Intervention/Service Delivery Areas in this proposal, the GAVI HSS will not be the only source of support. The expected results from the proposed activities are: more facilities functioning to provide essential services for Immunization and related Maternal and child health. 
There are substantial complementarities and positive consequences anticipated from GAVI HSS proposal.  It was written in collaboration with the GF-HSS component and other programmes and partners.  The approval process of this proposal involved the Somali Health Sector Committee (SHSC) composed of all UN agencies, donors, NGOs, and health authorities.  Implementation will be continuously monitored and adjustments made, where needed.
Section 9:  Terms and Conditions of GAVI Support

To the applicant:

· This Section sets out the terms and conditions for GAVI HSS support. By signing and endorsing this application form, you confirm you have read and agree to GAVI’s terms and conditions for HSS support. 
GAVI ALLIANCE

TERMS AND CONDITIONS

FUNDING USED SOLELY FOR APPROVED PROGRAMMES

The applicant country (“Country”) confirms that all funding provided by the GAVI Alliance for this application will be used and applied for the sole purpose of fulfilling the programme(s) described in this application.  Any significant change from the approved programme(s) must be reviewed and approved in advance by the GAVI Alliance.  All funding decisions for this application are made at the discretion of the GAVI Alliance Board and are subject to IRC processes and the availability of funds. 

AMENDMENT TO THIS PROPOSAL

The Country will notify the GAVI Alliance in its Annual Progress Report if it wishes to propose any change to the programme(s) description in this application.  The GAVI Alliance will document any change approved by the GAVI Alliance, and this application will be amended.

RETURN OF FUNDS

The Country agrees to reimburse to the GAVI Alliance, all funding amounts that are not used for the programme(s) described in this application.   The country’s reimbursement must be in US dollars and be provided, unless otherwise decided by the GAVI Alliance, within sixty (60) days after the Country receives the GAVI Alliance’s request for a reimbursement and be paid to the account or accounts as directed by the GAVI Alliance.    

SUSPENSION/ TERMINATION

The GAVI Alliance may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in this application, or any GAVI Alliance-approved amendment to this application.  The GAVI Alliance retains the right to terminate its support to the Country for the programmes described in this application if a misuse of GAVI Alliance funds is confirmed.

ANTICORRUPTION

The Country confirms that funds provided by the GAVI Alliance shall not be offered by the Country to any third person, nor will the Country seek in connection with this application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.

AUDITS AND RECORDS

The Country will conduct annual financial audits, and share these with the GAVI Alliance, as requested. The GAVI Alliance reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country. 

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

CONFIRMATION OF LEGAL VALIDITY 

The Country and the signatories for the government confirm that this proposal is accurate and correct and forms a legally binding obligation on the Country, under the Country’s law, to perform the programmes described in this application.
CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARANCY AND ACCOUNTABILITY POLICY

The Country confirms that it is familiar with the GAVI Alliance Transparency and Accountability Policy (TAP) and will comply with its requirements. 

ARBITRATION

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

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

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

Section 10: Endorsement of the Application

To the applicant: sections 4.1, 4.2, 4.3 and 4.4
· The GAVI HSS proposal cannot be reviewed without the necessary signatures and endorsement from the Minister of Health and Minister of Finance, the Chair and members of the Health Sector Coordinating Committee (HSCC)
· All HSCC members should sign the minutes of the meeting where the GAVI HSS application was endorsed. This should be submitted with the application and any issues identified during the meeting that may affect the proposal’s implementation or monitoring should be highlighted by HSCC members (numbered and listed in Annex 1). 

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

10.1: Government endorsement
The Government of Somalia 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.

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

	Name:
	Name:

	
	

	Signature:


	Signature:

	Date:
	Date:


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

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

	Name:


	Post / Organisation:

	Signature:
	Date:


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


Name: 
Title: 


Tel No:
Address:


Fax No.


Email:


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

Name: 
Title: 


Tel No:
Address:


Fax No.


Email:


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

· Please number and list in the table below all the documents submitted with this application. Please be consistent with the title and number of the background / supporting document when referring to it in the proposal.
Note: The Proposal and attachments must be submitted in English or French, and be accompanied with soft copies of the submitted documents.

	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration 
	Attachment Number

	National Health Sector Strategic Plan (or equivalent) 

· United Nations Transition Plan  For  Somalia,

      2008-2009
· Joint Needs Assessment Somalia Sub-Cluster: Health draft September 14th  2006


	Yes*
	September 14th 2006
2008-2009
	Annex 34
Annex 33

	cMYP
 


	Yes
	2010-2014**

	Annex 29

	MTEF
 


	No
	
	

	PRSP8

	No
	
	

	Recent Health Sector Assessment documents

HOAP(Steps towards harmonizing external support and health care provision for the Somali people)
	Yes
	November 2008
	Annex 40

	Others – please specify

· Essential Package of Health Services

· Health Baseline Survey For Togdheer Region, Somaliland Save The Children
· Comprehensive Multi Year Plan 2008-2010 (cMYP)
· Health Systems Strengthening Workshop EC Lot 3 September 5th- 7th 2007 
· A Review Of Health  Sector  Aid  Financing  To Somalia (2000-2006)

· Five Year Strategic Health Plan for Somaliland 2005-2009

· Round 8 Global Fund Proposal 

· Country Cooperation Strategy Plan (2010-2013) 

· Somaliland EPI Coverage Survey Report 28-09-2008 

· Multiple Indicator Cluster Survey (MIC 2006)

· Somali Knowledge Attitude Practices Study (KAPS)

	Yes

	2008-2010

2000-2006

2005-2009

(2009-2013)
2008-2009

2008
2009-2013

2010-2013


	Annex 24
Annex 27
Annex 28
Annex 29
Annex 30
Annex 31
Annex 34
Annex 35
Annex 36
Annex 37
Annex 38



*JNA and UNTP used as National Health Sector Strategic Plan
** cMYP currently being  updated for 2011-2014 
Response to GAVI conditions (revised 24 Sep. 09)
1) National health planning document

· In April 2009, WHO and MOH developed the Country Cooperation Strategy (CCS) for Somalia in consultation with all health partners and health authorities from the three zones. The CCS represents medium-term vision for cooperation with Somalia and defines the strategic agenda for working with the country.  The expected time frame is 5 years (2010-2014).  The CCS is a tool for aligning the cooperation with national strategies and plans. It identifies the joint priorities for technical collaboration between WHO and Somalia based on national priorities and through an elaborate consultative process with national stakeholders. 

The CCS clarifies the proposed roles and functions of WHO and MOH in supporting the zonal health plans and is considered as a primary tool for harmonizing work with other UN agencies and key health partners. It draws from, and contributes to, aid coordination and partnership platforms such as the Reconstruction and Development Plan (RDP), United Nations Transitional Plan (UNTP) and Millennium Development Goals (MDGs). The CCS for Somalia is a “live" document that will be periodically adjusted according to the situation in Somalia and its priority health needs.

The strategy has been developed on the basis of extensive situation analysis and clearly identifies needs and priorities for strengthening of the health system in Somalia. The document has been approved and endorsed by health partners and stakeholders as a much needed interim health sector strategy for Somalia. The proposed interventions in GAVI proposal are clearly aligned with the strategic directions in the CCS.
In addition to the copies of the zonal (Somaliland and Puntland) strategic health plans sent earlier with the proposal, the final working draft of Country Cooperation Strategy 2010-1014 has been attached for easy reference. 
2) Behaviour Change Communication (BCC) and Operational research

· BCC
Somali society is highly traditional, with high levels of illiteracy and low levels of access to modern services and information - particularly in rural areas.  There is low awareness and demand for vaccination and other preventive MCH services.   

· A recent EPI coverage survey in Somaliland indicated that the 2nd most important reason for not seeking vaccination for mothers and children was lack of knowledge about vaccination (efficacy and schedules)
.

· Recent experience with child health days has shown relatively high rates of coverage can be achieved for child vaccination – but vaccination of women with TT has remained much lower.  This has been due to poor knowledge (that TT vaccine is only for pregnant women) and high rates of refusal due to lack of knowledge and customary beliefs.

· In previous campaigns, high rates of refusal were reported for polio and measles – rates of refusal have been significantly reduced through extensive social mobilisation and working with community and religious leaders.  Opinion leaders are key to reassuring the population and engendering trust and assurance.

Vaccination is offered only through the public health system which has limited infrastructure and generally low utilization due to poor quality of health services as well as inadequate number of health facilities to serve the population. 

In order to address this issue, the project proposes to conduct formative research to identify behaviours and barriers to utilization of immunization and other MCH services. Based on the findings, a comprehensive behaviour change communication (BCC) strategy and tools will be developed. 
Expanding acceptance and demand for vaccinations is critical to longer term improvement in the chronically low levels of vaccination coverage seen over the past decades.  

In addition – with low access to health services – there is an urgent need to expand demand for health services and enhance knowledge of best practices in the home so that families can maximise their health through improved behaviours and know when it is important to seek effective health care.

The overall activities to be conducted under the BCC component include: Strategy development; Advocacy; Social mobilisation; Inter-personal communication; Monitoring and evaluation.

The BCC component of the project depends on careful identification of appropriate messages, communication channels, reception and interpretation of communication efforts and changing behaviors and attitudes.  In order to achieve this we shall:
· Perform basic quantitative research through the MICS (2010) as well as attaching various questions to FSAU nutrition surveys.

· For more in-depth, complex and interpretive research we depend on focus group research with specific target groups (women/mothers, children, religious leaders (Imams,sheikhs), traditional elders, men).  Research will take place in IDP camps and in all zones and with the assistance of specialized partners such as Health Unlimited and PSI.  Creation of appropriate messages through research and development with authoritative Islamic institutions (i.e. University in Cairo).  Pre-test messages through focus group research.   Finally in order to monitor how messages are received and interpreted we will rely also on focus groups with specific target groups as well as SMS messaging and feedback systems that UNICEF is currently establishing in Somalia.

BCC activities will be implemented at three levels: 1) Advocay at various levels including sustained mass media program at the national level; 2) Social mobilization: mobilizing communities through mosques, schools, local institutions and community-based organizations; and 3) to implement a program of interpersonal communication using IEC materials in local language, through Community Health Workers (CHWs) and Female Community based Health Workers (FCHWs) in order to promote uptake of vaccination and other maternal and child health, nutrition and hygiene actions. 
The BCC strategy at three levels is expected to improve awareness and demand for immunization and other essential Primary Health Care (PHC) services. In addition to increased demand, improved services at the health facility and community level will help to increase immunization rates and uptake of other essential PHC services.

· Operational Research:

There is no real health system in Somalia.  Health facilities operate at low levels and in isolation of each other.  There is tremendous variation in the level and range of services offered by each facility and tremendous variation in utilisation rates.  Some facilities are supported by a variety of international and local organisations – others remain virtually un-supported.

Consequently performance is low and efforts to introduce reform need to include almost all factors at once which makes reform difficult.  Evidence on the performance of the health services that do exist – and the costs involved - are scarce and fragmented..  
The facility based reporting system is of low quality and there is weak capacity for information management at all levels. There is limited data analysis and limited reliable information for managers to make informed decisions for planning, implementation and monitoring of health services.  Furthermore, there is virtually no data on the costs of providing services and different costs of different service options.  Hence it is difficult to make comparisons on the relative cost-benefits of different approaches and therefore to use evidence to define which direction should be pursued in the reform and reconstruction of the public health system of Somalia (i.e. What is the best strategy to maximise the utility and equity of those resources we do have for the attainment of improved health of Somalis). 

Without some reliable information on outputs and impact as well as costs of achieving these outputs, it is not possible to host an informed discussion on best strategies in this very difficult operating environment.  Debate tends to migrate towards individually held ideological preferences without reference to resource constraints - and the debate goes on without resolution.  No final decisions are made.

The GAVI HSS proposal aims to develop mini-health systems in distinct geographic locations.  The struggle to achieve performance as well as the cost data necessary to do so are an invaluable resource that must be captured to properly inform the decision making process on where and what to invest in to the future.

To address this information management and system gaps, the programme interventions will be complimented by operational research to evaluate the costs and application of these interventions in various settings. It is imperative to develop low cost – best possible operational models based on reliable financial and costing data for the roll out and reconstruction of feasible zonal systems of health service delivery. The data will also allow comparisons to be made to the cost-effectiveness of campaign approaches.  

In addition, Health facility survey will be conducted in selected MCH centres of the 3 zones of Somalia in order to assess the existing status of inputs (Physical infrastructure, essential furniture and equipment including cold chain), situation of human resources (number and qualification level of staff), and availability and accessibility of immunization and other basic MCH services in order to identify the gaps to be filled by GAVI support. In addition,  out puts in terms of immunization and coverage of other essential MCH services and management and support systems like drug supply, cold chain and logistics system, health management information system, monitoring and supervision will also be assessed in order to identify gaps in management support to MCH centres. A short term consultant will be recruited for this purpose. The data will be collected from health facilities on especially designed/adapted questionnaires based on Essential package of health services. The tools will be translated, pre tested and standardized to the context of MCH centres in Somalia. The enumerators will be trained to collect the data and analysis will be made to identify gaps in individual health facilities as well as across MCH centres by zone. A summary of the key findings and a comprehensive report of the survey will be prepared and shared with all partners. 

The proposed surveys will help to establish baselines and end line evaluation of the project as well as the inputs, costs and investments required to produce desirable outcomes. An effective monitoring and evaluation mechanism will be crucial to programme success as the programme will be implemented by a variety of partners in different situations.  

Hence real investment is recommended to allow collection of critical data to be able to develop a contextually feasible plan for the development of national PHC services in order to ensure gender equity, universal access and community involvement and to measure the cost-effectiveness of services and in the longer term provide information for the establishment of realistic health financing mechanisms to offer affordable health services that are sustainable. In addition, since the GAVI proposal will support a limited number of facilities and communities, evidence through operational research would be needed for measuring cost and effectiveness of services and to make informed decisions about expansion of interventions to other areas and regions. 
3) Overhead cost 

· The 7% overhead cost has already been incorporated in the budget.
4) Output and process indicators

Considering the uncertain security situation in Somalia, section 6.2 and 6.3 (Output and process indicators) have been revised in order to make them more realistic
6.1: Impact and Outcome Indicators (data should be consistent with other GAVI applications and annual progress reports from the country)

	Indicator
	Data Source
	Baseline Value

	Source
 
	Date of Baseline
	Target
	Date for Target

	1. National DTP3 coverage (%)
	JRF
	36%
	UNICEF
	2006
	55%
	2014

	2. Number / % of regions* achieving ≥80% DTP3 coverage
	MICS
	0%
	UNICEF
	2006
	30%
	2014

	3. Under five mortality rate (per 1000)
	State of Worlds Children 2009
	145
	UNICEF
	2007
	125
	2014

	4. Measles immunization coverage (%)
	MICS
	19%
	UNICEF
	2006
	60%
	2014

	5. ANC coverage  (% Women 15-49, one visit or > during pregnancy)
	MICS
	26%
	UNICEF
	2006
	50%
	2014

	6. Vitamin A supplementation (under-fives) (%)
	MICS
	24%
	UNICEF
	2006
	60%
	2014


* Note: The districts are not clearly defined in Somalia. The lowest functional administrative unit is the region

6.2: Output Indicators (one per objective) 
	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value1
	Source
	Date of Baseline
	Target
	Date for Target

	1. % MCH centres providing outreach immunization services to each supported community 
	Number MCH centres organising  outreach sessions to each supported community at least once a month 
	Total number of supported MCH centres (40)
	EPI records

Report of supervisory visits
	20%
	UNICEF

HMIS returns
	2008
	80%
	2012

	2. Improved supervision of MCH centres
	Number of MCH centres visited at least 4 times in the last year using  checklist
	Total number of supported MCH centres (40)
	Supervision records at regional health offices
	0%*
	UNICEF/WHO estimates
	2008
	70%
	2012

	3. % of FCHWs carrying out regular home visits (5-7 per day)
	No. of FCHWs carrying out at least 5 home visits per day
	Total number of FCHWs (240)


	Supervision records at MCH centres
	0%**
	UNICEF/WHO
	2009
	80%
	2012

	4. Community based information system in place and functional
	Number of FCHWs submitting  monthly reports 
	Total number of FCHWs (240)
	MCH centres records
	0%
	UNICEF/WHO
	2009
	80%
	2013

	5. % of school events held to improve awareness of key health actions
	Number of BCC events held in schools during last year
	Number of school events planned (160) 2 per year/MCH centre
	FCHW monthly report
	0%
	UNICEF/WHO estimates
	2009
	80%
	2014

	6. M&E system in place for routine data collection as part of operational research
	No. of quarterly reports submitted to regional offices
	Total reports expected 
	Regional office records
	0%
	UNICEF/WHO estimates
	2009
	80%
	2014


* Supervision occur at some of the MCH centres managed by NGOs, however without using any checklist

** Currently this cadre does not exist

6.3: Process Indicators (one per objective)

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value1
	Source
	Date of Baseline
	Target
	Date for Target

	1. % of MCH centres rehabilitated and equipped
	Number of MCH centres rehabilitated and equipped
	Total number of supported MCH centres (40)
	Regional office reports
	0%*
	UNICEF
	2009
	100%
	2012

	2. % of MCH centres having a functional cold chain equipment for static and outreach
	Number of MCH centres having a functional cold chain equipment
	Total number of supported MCH centres (40)
	Regional office reports
	40%**
	WHO Routine data
	2008
	100%
	2012

	3. No, of FCHWs trained
	Number of FCHWs who completed training 6 months
	Number of FCHWs recruited
	Contracted NGO’s report
	0%***
	UNICEF/WHO
	2009
	240
	2012

	4. % of FCHWs with regular supply of essentials kit items
	Number FCHWs kits procured and distributed
	Total number of FCHWs working in the field
	UNICEF
	0%
	UNICEF/WHO
	2009
	90%
	2012

	5. IEC material developed and distributed
	No, of health posts/FCHW having IEC material 
	Total number of health posts/FCHWs. (80/240)
	UNICEF
	0%
	UNICEF/WHO
	2009
	90%
	2012

	6. % of health managers trained in operational research
	Number of health managers trained in operational research
	Number of health managers involved in operational research
	WHO
	0%
	UNICEF/WHO
	2009
	100%
	2010


* Some of the centres have been rehabilitated and equipped but not according to the EPHS, which is proposed in GAVI

** Most of the cold chain equipment is old and need replacement

*** The FCHW cadre currently does not exist

� Joint Needs Assessment (2006), Cluster: Social Services and Protection of Vulnerable Groups, Sub-Cluster: Health, 2007-2011


� Burns, M. (2004), Identification of Capacity Building Interventions for Local Health Authorities in Somalia, EC FW Contract AMS451


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


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


� Each MoH is differently structured – but each has departments dealing with health services, primary health care, EPI, nutrition, planning and human resource development, administration and finance and health management information systems (HMIS) – among other things.


� 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.


� IMF Direction of Trade Statistics � HYPERLINK "http://www.imf.org/external/pubs/cat/longres.cfm?sk=20721.0" ��http://www.imf.org/external/pubs/cat/longres.cfm?sk=20721.0� 


� Old cold chain Somalia constitutes equipments that have been used for more than eight 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


� Please summit a copy of the Aide Memoire


� Please summit a copy of the agreement/memorandum of understanding, which governs the joint financing mechanism and a copy of the document which describes how the joint financing mechanism is currently functioning.


� Please note that the mechanism selected must comply with the minimum requirements of GAVI’s Transparency & Accountability Policy


� Please summit a copy of the procedures and legislation, which applies to the annual budgeting process for the use of GAVI HSS funds and documentation, which describes how the budgeting process for GAVI HSS funds would be conducted


� Please summit a copy of the procedures, which apply to the financial management (accounting, recording and reporting) of GAVI HSS funds and documentation, which describes how the financial management of GAVI HSS funds would be functioning.


� Please summit a copy of the procedures, which apply to the external audit of GAVI HSS funds and documentation, which describes how the external audit of GAVI HSS funds would be conducted


� “External audit” defined as the audit conducted by the Government’s Supreme Auditing Agency.


� Please summit a copy of the procurement  procedures for GAVI HSS funds and documentation, which describes how the procurement would be processed


� See GAVI HSS Guidelines for countries respective funding levels under Allocation


� 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


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


� Important for easy accessing and cross referencing
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