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Abbreviations and Acronyms
                                   Acronyms

The following acronyms are used in this document.

AEFI         adverse event following immunization

AHB          Annual health bulletin

a Td         adult tetanus and  diphtheria vaccine

DT            diphtheria and tetanus vaccine

CMYP      comprehensive multi-year plan

DDG (PHS)  Deputy director general public health services

DDG (ET& R)  Deputy director general education, training and research

DGHS       director general of health services

DPDHS    deputy provincial director of health services 

DPT3        third dose of diphtheria-tetanus-pertussis vaccine

EPI            expanded programme on immunization

FHB         Family health bureau 

GAVI       global alliance for vaccines and immunization

GDP         gross domestic product

GNP         gross national product

GTN         global training network

HDC         Health development committee

HMP         Health master plan
HMN         Health matrix network

HRD         Human resource development

ICC           interagency coordinating committee

LB             Live birth

MCH        maternal and child health

MOH       medical officer of health 

MoH         Ministry of health

MDPU     Management Development and Planning Unit

MR           measles and rubella vaccine
NHDC      National Health Development Committee

IMR          Infant mortality rate

INGO       International nongovernmental organization

PHM         public health midwife

PHC         Primary health care

UNICEF   United Nations Children’s Fund

WHO        World Health Organization

Executive Summary
Sri Lanka's social indicators are impressive for a low-income. The successes in terms of low mortality statistics have been attributed to the primary health care (PHC) system that was first established in mid 1920s and were expanded in 1970s.  However, since 1970s successive governments have found it increasingly difficult to maintain these services at an acceptable level of quality due to the adverse economic conditions faced by the country. Furthermore, it had been a challenge for the governments to provide PHC services of reasonable quality to hundreds of thousands of families sheltered in districts affected by the conflict which has been erupting time to time for the past 25 years, and in some other districts such as the districts with plantation community have been affected by the economic downturn making the poverty headcount ration worse. 

Analysis of the health system with a view to improve child health outcomes point out to several system issues that are weak and needs immediate correction. The challenge of ensuring the availability of a motivated, competent and passionate health workforce to deliver high quality, responsive primary health care services have been well recognized. The need to overcome the absolute and relative shortages in terms of geographical mal-distribution and skill-mix imbalances and lack of Health Workforce management capacity among the health mangers have been realized. The need to strengthen the pre-service and the in-service training of PHC staff has been reiterated at many forums. 

However these needs could not be accomplished to the satisfaction of the Ministry of Health as whatever little increases of the health budget over the past decade has been engulfed by the high demands of curative services to provide secondary and tertiary care. The need to have infrastructure to deliver primary health care services at several divisions in the Eastern Province which was liberated recently and newly inhabited by people have to be addressed. The current disease surveillance system does not capture surveillance information from those seeking treatment at out patient facilities while the need to have a strong network of public health laboratories too remain unsolved. 

There are three broad priority areas from the situation analysis that were felt top be appropriative areas for Health System Strengthening interventions, supported through a mix of internal and external funds, including the GAVI Alliance support.

1) Human Resource Development, especially the development of health workforce dealing directly with Primary Health Care service provision needs special attention. 

2) Deficient Primary Health Care infrastructure in several districts that are affected by the conflict and high level of income poverty must be remedied. These Primary Health Care centres, which are also known as Gramodaya (village awakening) Health Centres, are small facilities that deliver maternal and child health services for those in the surrounding village. They are staffed by a Public Health Midwife, who is the grass-root level health worker. 

3) Establishing strong supervision to support and promote good quality MCH and immunization service delivery.  Part of this can be addressed through pre-service training, as well as developing mechanisms for the PHC workers to undergo needs-based in-service training. This, in turn will develop their level of competency to deliver good quality Maternal and Child Health services including immunization services.  The need to develop the management capacity with a view to strengthen the  monitoring and supervision mechanisms of these field workers also remains a very high priority, as it has been identified as one of the reasons for MCH performance gaps in underserved areas.   

GAVI HSS support has provided a window of an opportunity to seek funds to correct some of these deficiencies that would lead to the health systems strengthening. This proposal captures the need of developing a Health Workforce to deliver the PHC services efficiently and effectively, and of putting into place effective monitoring and supervisory systems, while also filling gaps in selected PHC delivery infrastructures. The entire proposal targets underserved locations, including those which are permanently inhabited by internally displaced people. 

The HSS proposal was developed by a participatory method involving many lead stakeholders including development partners. The Management Development and Planning Unit (MDPU) of the Ministry of Healthcare and Nutrition which is responsible for the development of the national and district Health Systems took the initiative and the leadership in the proposal development process. Many development partners including WHO, UNICEF, UNFPA, World Bank and JICA provided inputs during the process while WHO took a lead role in providing technical support. The Health Master Plan Implementation Steering Committee (HMPISC) will play the role of the HSCC. This committee comprises of all developmental partners and Health Ministry officials including the Secretary as the chair. All of them involved in proposal development process and at the time of endorsement. 

The goal of the component of HSS to be funded by the GAVI Alliance is to accelerate the reduction of MCH related morbidity and mortality in underserved areas, through improvement of coverage and quality of MCH services.

The specific objectives of the GAVI HSS project are to; 

1. To increase Primary Health Care staff in correct skill mix in 10 underserved districts [see annex 3] to reach national norm by 2012. 

2. To ensure availability of basic infrastructure and logistics to  meet the national standards in 10 underserved districts for delivery of maternal and child health services by 2012 

3. To ensure adequate monitoring and supervision of MCH services carried out in 10 underserved districts by the middle level facility managers, by 2012
The main thematic areas are the  

1. Development of a competent, motivated Primary Health Care (PHC) workforce in adequate numbers to deliver child and maternal health services in the conflict affected districts and districts that are underserved (districts with plantation community in estates). 
2. Ensuring the availability of basic infrastructure and facilities for efficient delivery of  child and maternal health services in the same districts
The Expected Results are as follows;

1. Shortages (including geographical imbalances) of PHC workers especially at conflict affected districts and the districts that are underserved, have overcome
2. The quality of basic training of PHC workers improved

3. PHC workers are exposed to need-based in-service training through a ‘Systematic Continuing Educational Programme’  

4. The management capacity of supervisors and middle level managers, to oversee and ensure provision of high quality MCH services by all PHC staff improves 

5. Basic infrastructure and facilities made available at selected geographical locations (in conflict affected and under privileged areas) for delivery of maternal and child health services

The project period will be from 2008 to 2012, which is five years and the proposed budget is US$ 4,595,715. 
The following table provides the baseline figures and targets for the priority outcome indicators selected for monitoring performance gains arising from strengthened heath systems and processes. 
	Indicator
	Baseline 2005
	Target for 2012

	1. Under 5 mortality rate  [impact]


	16.0 / 1000 Live Births
	2012 target:11.0 /1000

(2015 target: 8.0 / 1000)

	2. Infant Mortality Rate  [impact]


	11.0/ 1000 Live Births
	2012 target: 9.0 / 1000 

(2015 target: 7.0 / 1000 LB)

	3. National DTP3 coverage (%)[outcome]


	96%
	99%

	4. Number / % of districts achieving ≥ 80% DTP3 coverage (with assessing trends in underserved districts) [outcome]


	100%
	100%


Intermediate targets were set for 2012 based on the MDG targets by 2015 

Section 1: Application Development Process

1.1: The HSCC (or country equivalent)

Name of HSCC (or equivalent):

Health Master Plan Implementation Steering Committee (HMPISC). This committee is a part of the National Health Development Committee (NHDC).
HSCC operational since: 1983 

Organisational structure (e.g., sub-committee, stand-alone): 
The National Health Development Committee (NHDC) is the highest level coordination, monitoring and evaluation committee placed within the Ministry of Health. The Secretary Health chairs the meetings, and very often the meetings are attended by the Hon Minister of Health. All the Provincial Health Secretaries participate as members of the NHDC.

Following the launching of Health Master Plan (HMP) 2007 – 2016 in February 2007, a Steering Committee was formed to monitor the implementation of HMP. The responsibility of the HMPISC is to decide on what direction the HMP implementation should take place. 

HMP has five strategic objectives as given bellow.

1. To ensure the delivery of comprehensive health services, which reduce the disease, burden and promote health;

2. To empower communities (including households) towards more active participation in main​taining their health;

3. To improve the management of human resources for health;

4. To improve health financing, resource allocation and utilisation; and

5. To strengthen stewardship and management functions of the health system.

Monitoring of each of these objective areas are been done by the HMPISC. HSS support also had been identified as a part complementing the strategic objective number 5. Hence the Ministry has recently recognized the HMPISC as the HSCC body to coordinate and monitor the HSS support.   

The composition of members of the HMPISC includes Secretary (Chair), Additional Secretaries, Deputy Director Generals, Provincial Directors, Ministry of Finance and Planning, Finance Commission, Development Partners.

Frequency of meetings:
 HMPISC is planning to meet once a month. 

Overall role and function:
The objective of formation of the HMPISC is to take the lead role in implementation of the HMP in next ten years. As all the stakeholders have participated in developing the HMP, the ministry has a responsibility of implementing the HMP with participation of stakeholders. Members of the Steering Committee have to look into all five strategic objective areas and make sure that entire plan is put into operation to accomplish the vision of the Health Ministry; that is: 

The government aims to foster a healthier nation that contributes to its economic, social, mental and spiritual well-being 

1.2: Overview of application development process 

Who coordinated and provided oversight to the application development process?

The Hon Health Minster, Secretary Health and the Director General Health Services provided policy direction and guidance while the Management Development and Planning Unit (MDPU) of the Ministry of Healthcare and Nutrition of Sri Lanka which is responsible for the development of the national and district Health Systems took the initiative and the leadership in the proposal development process. 

The Deputy Director General (Planning) who is the Chief Planning Officer of the MDPU of MoH was responsible in overseeing the proposal development process. The activity was coordinated by the Director Planning of the MDPU with the active participation of many other stakeholders who are from within and outside the Ministry of Health. The Deputy Director General, Public Health Services (DDGPHS) and the Officers from the Family Health Bureau, Epidemiology Unit and the National Institute of Health Sciences who are responsible for the national scale implementation of the Maternal and Child Health services, Immunization programmes and development of Health Workforce respectively, were actively involved throughout the planning process. Further the planning group consisted of officials of WHO Country Office and UNICEF, UNFPA, JICA and World Bank who are active developmental partners in the field of health in Sri Lanka.
Who led the drafting of the application and was any technical assistance provided?

The Management Development and Planning Unit (MDPU) of the Ministry of Healthcare and Nutrition of Sri Lanka led the drafting of the application. UNICEF, UNFPA, JICA, World Bank and WHO Regional and Country Offices were proactively involved in providing technical assistance throughout the planning process.  

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

The MDPU of MoH developed the GAVI HSS proposal with the assistance of the WHO Country Office and the focal point of GAVI HSS of WHO Regional Office, New Delhi. The first draft of the application (proposal) was circulated among the planning team members for their comments. The comments were collected, and many were incorporated. The second draft was circulated for comments among representatives of developmental partners, including, WHO, UNICEF, UNFPA, World Bank, ADB, and JICA and among the members of HMPISC that act as the new HSCC in Sri Lanka. The draft proposal was sent to WHO SEARO by the Director Planning of Sri Lanka, for their comments and necessary technical assistance, and constructive comments were incorporated in the application.  

Who approved and endorsed the application before submission to the GAVI Secretariat
The proposal was circulated among the members of the Health Master Plan Implementation Steering Committee (HMPISC) which act as the HSCC in Sri Lanka for their approval and endorsement. The Secretary, Ministry of Healthcare and Nutrition and the Director General National Planning Department of the Ministry of Finance in Sri Lanka have approved the submission of the proposal by placing their signatures. 

1.3: Roles and responsibilities of key partners (HMPISC members and others)
	Title / Post
	Organisation
	HMPISC member yes/no
	Roles and responsibilities of this partner in the GAVI HSS application development

	Secretary Healthcare and Nutrition 
	Ministry of Healthcare and Nutrition
	Yes
	Provide leadership and policy direction to the planning process 

	Director General,  Healthcare and Nutrition 
	Ministry of Healthcare and Nutrition
	Yes
	Provide leadership and policy direction to the planning process

	Deputy Director General (Planning)


	Management Development & Planning Unit, MoH
	Yes
	Overall responsibility of GAVI HSS project planning, including programme implementation, monitoring, evaluation and , financial responsibility

	Deputy Director General ( Logistic)
	MoH
	Yes
	Identification of proposed goods for procurement  and budgeting construction.

	Director

National Institute of Health Sciences (NIHS)
	National Institute of Health Sciences, MoH 
	No
	Problem analysis, formulation of objectives, identification of strategic activities and designing monitoring and evaluation of GAVI HSS project 

	Provincial Directors of Health Services of Eastern province 
	Provincial Ministry of Health Services, Eastern Province

 
	Yes
	Problem analysis, formulation of objectives, identification of strategic activities, identification of sites for propose PHC infrastructure construction and designing monitoring and evaluation of GAVI HSS project.

	Provincial Director of Health Services, Central Province
	Provincial Ministry of Health Services, Central Province
	Yes
	Involved in gap identification in the MCH services of the Central Province.

	Provincial Director of Health Services, Uva Province
	Provincial Ministry of Health Services, Uva Province
	Yes
	Involved in gap identification of MCH services of the Uva Province

	Provincial Director of Health Services, Sabaragamuwa Province
	Provincial Ministry of Health Services, Sabaragamuwa Province
	Yes
	Involved in gap identification of MCH services of the Sabaragamuwa Province

	Provincial Director of Health Services, Southern Province
	Provincial Ministry of Health Services, Southern Province
	Yes
	Involved in gap identification of MCH services of the Southern Province

	Director Planning, 
	Ministry of Healthcare & Nutrition
	Yes
	Coordination of HSS proposal writing, act as a secretary to the HMPISC, compiling all views of stakeholders in to the application

	Director

Maternal & Child Health (MCH)
	Family Health Bureau, MoH
	No
	Problem analysis, formulation of objectives, identification of strategic activities and designing monitoring and evaluation of GAVI HSS project

	Chief Epidemiologist


	Epidemiology Unit
	No
	Problem analysis, formulation of objectives, identification of strategic activities and designing monitoring and evaluation of GAVI HSS project

	Director General National Planning


	Department of National Planning, Ministry of Finance
	Yes
	Insight to proposal development, ensuring the planned activities fall within the scope of the national development plan 

	WHO Representative


	WHO


	Yes
	Provision of technical inputs on Surveillance, Monitoring, health policies, and infrastructure development, during the proposal development phase. 

	Head, Early Childhood Development Programme


	UNICEF


	Yes
	Provision of technical inputs on MCH, safe motherhood and Child Survival, Clod Chain and Logistics, during the proposal development phase.

	National Programme Officer (Health)


	World Bank


	Yes
	Provision of technical inputs on financial sustainability and financial flows relevant to the proposal development phase.

	Consultant,

UNFPA 
	UNFPA
	No
(Rep. is the NHDC member)
	Provision of technical inputs on MCH strategies during the proposal development phase.

	Health Coordinator, JICA 
	JICA 
	No

(Rep. is the NHDC member)
	Provision of technical inputs on Linking HSS proposal to Health Master Plan and other national health and development strategies, during the proposal development phase.


1.4: Additional comments on the GAVI HSS application development process 

The GAVI application for HSS was first submitted in March 2007, which was turned down by the GAVI HSS Independent Review Committee. Among the reasons that were forwarded were budget being double of the entitled allocation, the proposal to form a separate project unit to implement the project, and inclusion of few activities that would not contribute to the overall outcome. The need to specifically identify the sites for essential infrastructure development too had been highlighted. 
In the new attempt the planning team re-examined and re-confirmed the priority problems that had been identified in the first attempt. The problems were analyzed using a problem tree approach. Based on the causes and sub causes that lead to the problem, the objectives, outputs and activities were identified. As the GAVI application form does not allow arranging the activities under outputs, the outputs have been left out of this document. However when identifying priority activities, all options were weighed against cost, effectiveness and feasibility and those activities that scored the highest were identified. Throughout the planning process a participatory method has been followed. 
The draft application was then circulated among all internal and external stakeholders for their inputs. The inputs received by the stakeholders were examined by a small group and many have been incorporated. 

The draft proposal was then presented at the GAVI HSS workshop on proposal development which has been organized by the WHO SEARO in Sri Lanka from 29th to 31st August 2007. The inputs and suggestions received during this workshop too have been incorporated in the final draft. 
Section 2: Country Background Information

2.1: Current socio-demographic and economic country information
	Information
	Value
	Information
	Value

	Population
	19.886 million (2006)
	GNI per capita
	$US 830 (2004)

	Annual Birth Cohort
	367657  (2006)
	Under five mortality rate
	16.0 (2005)

	Surviving Infants* 
	363,771 (2006)
	Infant mortality rate 
	11.0 (2005)

	Percentage of GNI 

allocated to Health
	1.7 (2004)
	Percentage of Government expenditure on Health 
	2.5% (2004)


* Surviving infants = Infants surviving the first 12 months of life [Source – WHO SERO IVD (AERF – 2006) ]
In Sri Lanka both public and private sectors provide health care. The public sector provides health care for early 60 % of the population. The Department of Health services and the Provincial health sector encompass the entire range of preventive, curative and rehabilitative health care provision. Care provided to out patients are equally distributed between the public and private sectors, whilst ninety five percent of inpatient care is provided by the public sector. 
Western, Ayurwedhic, Unani, Siddha and Homeopathy systems of medicine are practiced in Sri Lanka. Of these, western medicine is the main sector answering the needs of the vast majority of the people.

2.2: Overview of the National Health Sector Strategic Plan

Sri Lanka has developed a ten year health sector master plan with the assistance of JICA. The master plan is the result of an intensive consultation process that took place over a period of about two years involving many health and non-health sector partners. The vision of the ministry is to foster a healthier nation that contributes to its economic, social, mental and spiritual well-being. This proposal aims at building up a sufficient human resource base that can reach out to the underserved areas, whilst aiming at behaviour development and change through a system of training of divisional and district providers that will bring about positive health seeking behaviour.
Partnerships are emerging between the MoH and the Ministry of Labour, Foreign Employment Bureau, Tri-Forces and the Police, Vocational Training Authority, National Youth Service Council, National Institute of Education, non-government organizations are being actively involved with the MCH promotive, preventative and curative service delivery and programmes.
The objectives of the plan are 
1. To ensure the delivery of comprehensive health services, which reduce the disease, burden and promote health;

2. To empower communities (including households) towards more active participation in main​taining their health;

3. To improve the management of human resources for health;

4. To improve health financing, resource allocation and utilisation; and

5. To strengthen stewardship and management functions of the health system.

This proposal will directly contribute to the following MDGs:

1. Reduce child mortality: Primary prevention among women and children are effective strategies to maintain low child mortality. All efforts that seek to keep women and mothers alive and healthy greatly assists in safeguarding the health of children.

2. Improve maternal health: reducing maternal morbidity and mortality will assist in preventing deterioration of maternal and hence child health, as women are normally the main care-providers.
The main challenges that have been identified in the health master plan and many other health system review documents are; changing epidemiological pattern leading to a double burden of disease; lack of competent, motivated health workforce in equitable manner; limited service delivery infrastructure especially in rural, estates and conflict affected areas; limited health budget, and inadequate community participation in health actions. 
[image: image2.png]Five Strategic Objectves

1. Health Systom

Management 5
Stovardship

4 Human 2 Health Service x Health Financing
Rescurces Issue Dolivery System and Resaurce
st Momhmnnw Issiues
5 Community

Participation and
Empowarment

tesic Object





The plan identified five areas; Health service delivery, Health system management and stewardship, Human Resource development, Health financing and community participation and empowerment as main themes around which the master plan has been arranged. The interaction of these five areas is shown above.   
The Epidemiological Unit and the Family Health Bureau (FHB) are jointly responsible for the implementation of the EPI programme. The Epidemiological Unit is responsible for the surveillance of EPI diseases, vaccine logistics (procurement, storage and distribution of vaccines), recording and processing of relevant data and planning, monitoring, and evaluation of the EPI programme and training of health staff. The FHB is responsible for the procurement and delivery of equipment and other supplies required for the EPI programme and maintenance of the cold chain. The FHB also monitors the implementation of the EPI. These activities are facilitated and coordinated at the provincial and district level by the Provincial Directors of Health Services and Deputy Provincial Directors of Health Services respectively. 

All policy decisions on EPI are taken by the National Advisory Committee on Communicable Diseases chaired by the Director General of Health Services. The national EPI activities are regularly reviewed at the Inter-agency Coordinating Committee (ICC) chaired by the Secretary of Health.

Throughout the country, immunization is being done along with the Maternal and Child Health (MCH) services. MCH programmes are delivered through outreach centres / clinics. Almost all MCH clinics are conducted by the Medical Officers of Health (MOOH) / Divisional Directors of Health Services (DDDHS). In some hospitals, maternity homes, and central dispensaries, institutional Medical Officers conduct the clinics with the assistance of field health staff. In the estate sector, immunization is being carried out in estate health centers.

In addition, private hospitals and general practitioners also provide immunization services to the community. Upon request, the EPI vaccines are provided free of charge to private hospitals and general practitioners. The recipients receive these vaccines free of charge but with a charge for the professional service.

Section 3: Situation Analysis / Needs Assessment

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates

	Situational analysis report developing the National Health Master Plan 
	Ministry of Health, Finance, JICA, WHO, World Bank 
	All health system components including health service delivery, human resources for health,  health financing, community involvement health management and stewardship  
	2003 -2004

	Health Master Plan of Sri Lanka: Health & Shining Island 21, Supporting Document #1 Situational Analysis
	Ministry of Health, Nutrition and Welfare, JICA, Pacific Consultants International 
	All health system components including health service delivery, human resources for health,  health financing, community involvement health management and stewardship  
	September 2003

	Country Corporate Strategy of WHO 

	World Health Organization and Ministry of Health 
	Health service delivery, human resources for health,  health financing, Maternal and child health, non-communicable diseases 
	2005

	Comprehensive MYP 2007-2011

	Expanded Programme on Immunization, Directorate General of Health Services
	Immunization service delivery; health system strengths and weaknesses that impact upon EPI coverage, strategies and policies.
	2007

	Financial Sustainability Plan
	Ministry of Finance and Planning, MoHN, Asian Development Bank
	Health financing flows, financial status, projected resource needs, Sustainability of health financing,
	2000-05


Health System Strengths:

The social capital, pro poor policies, widely distributed infrastructure covering many geographical areas, and high literacy rates (especially of women) in Sri Lanka have been identified as major strengths, among others, which has contributed to health and development accomplishments. 

The country's health indicators show a steady improvement over recent decades, particularly in maternal and infant mortality, and life expectancy. The maternal mortality rate of 1.4 per 10,000 live births and the infant mortality rate of 11.2 per 1,000 live births in 2002 are exceptional achievement for a developing country with a per capita income of US$ 930. The improvement in these indicators is predominantly attributed to the maternal and child care programmes including expanded programme of immunization (EPI) implemented nationally as integral components of the state health care system. However, whilst post-neonatal mortality has declined significantly, efforts to reduce prenatal and neonatal mortality have been less successful. A neonatal mortality rate of 10.6 per 1,000 live births suggests continuing problems requiring improvement in the quality of natal care and the maternal nutrition. 

Life expectancy has risen steadily to around 75.4 for females and 70.7 for males (2001), and the fertility rate has declined to around 1.9 - below population replacement level. With the rapid ageing of the population and success in combating the major communicable diseases, the disease burden has started shifting rapidly towards non-communicable diseases like diabetes, cardiovascular diseases, cerebrovascular diseases, mental illnesses, cancer, and accidents and injuries. The leading causes of death by percentage of total mortality for year 2003 are ischaemic heart disease (12.5%), diseases of the intestinal tract (10.8%), cerebrovascular disease (9.1%), pulmonary heart disease and diseases of the pulmonary circulation (9.1%), and neoplasms (4.4%). However, infectious diseases such as malaria, dengue and tuberculosis are still prevalent and Sri Lanka has to bear a double burden of communicable and non-communicable diseases. Nutritional status has improved but remains a serious problem among the poorer and vulnerable communities and, even on average, is unsatisfactory.

The above mentioned trends are based on information related to the whole country and does not reflect the disparities that exist between provinces. When the provincial or district level figures on infant and maternal mortality rates are compared there seems to be great disparities, part of which may be due to differential underreporting or to the transfer of cases to adjacent districts with better health care facilities. In particular, information on the conflict-affected areas and the estates show significant variation between and within provinces.

Heath System Challenges

The Sri Lanka health sector has been a successful model of "good outcome at low costs" in the 20th century. The success so far achieved is commendable; however, a failure would loom unless actions are taken to face the rapidly changing scenario due to the epidemiological and demographic transition and the protracted civil conflict. Health transition is a historical phenomenon that many developed and developing countries are now experiencing, and Sri Lanka is no exception. Most of the countries share common underlying factors, i.e. transition in epidemiological patterns, change in patients’ expectations, and societal demand for efficiency of healthcare system management.

The ‘health transition’ in Sri Lanka could be briefly explained as below:

· Group 1: Continuing problems - In the developing world, prominent diseases have been infectious and, maternal and child health related conditions. They continue to remain as an important problem, though the morbidity and mortality due to these conditions have fallen down significantly over the years. Yet, there are pockets of areas exist where still the morbidity and mortality from these conditions remain high. Vector-borne diseases, such as malaria, dengue and diarrhoea continue to affect the population, while nearly a third of preschool children remain malnourished.

· Group 2: Emerging problems – The social changes resulted from rapid urbanisation, industrialisation and/or the breakdown of traditional society has lead to many emerging problems in recent years. They include accidents, injuries, violence and the surge of homicides in the younger age groups. Sri Lanka also faces an emerging problem of HIV/AIDS.

· Group 3: Evolving problems – Some problems are evolving as a result of changing lifestyles, people's behaviour and stress in daily life. These problems are represented by an increasing propensity of non-communicable diseases such as diabetes, heart diseases, mental disorders and cancer. In Sri Lanka, where communicable diseases and MCH-related diseases have been drastically curtailed, these chronic ailments have evolved as a major problem and becoming more visible due to the ageing of the population. 

The challenges posed by this health transition have to be faced by a new service delivery system by making changes in the presence system. The new health care delivery system should employ an integrated approach with three functional arms, namely:  preventive, curative and welfare. 

Curative services alone cannot establish an efficient and cost-effective health system that is capable of challenging the health transition. Policy for integration of preventive services has to be based on tackling the risk factors from foetal stage to old age. The policy focus on establishment of a comprehensive health care system should also highlight the importance of welfare elements. This is particularly vital to maintain a healthy society for the aged and disabled people.

3.2: Major barriers to improving immunisation coverage identified in recent assessments
In terms of national and provincial immunization coverage Sri Lanka shows excellent figures, however the quality of child and maternal care including immunization services in some geographical areas is yet to be improved.  Studies undertaken by the MOH's Epidemiological Unit indicate that rates of vaccine-preventable disease incidence and coverage in areas with historically unequal access to immunization are now approaching, and in some cases surpassing, those in the rest of the country. According to a series of household coverage surveys since 2000 in the estate sector, under-served settlements in the Municipal Council Area of Colombo, and three districts in the north and east, coverage levels for DTP3 and Measles are in excess of 95%. A preliminary analysis of measles coverage survey data, stratified by a wealth index, suggests virtually no difference between the richest and poorest groups. Few countries have realized this balance of effectiveness with equity. 

The review of many documents and reports on Health Systems Strengthening points out to several barriers and constraints that affect Sri Lanka to ensure good quality maternal and child health services in an equitable manner. Some of them are directly related to the difficult terrain of the central hill-country which makes accessibility to health services very difficult. The 20 year long conflict too has caused many difficulties to maintain Primary Health Care Services especially to those that are constantly shifting as Internally Displaced Persons (IDPs). Some of the districts which report a high prevalence of income poverty are facing difficulties in maintaining good quality essential health care services.
Sustaining these achievement is threatened, however, by recent findings of disparities in the quality of immunization services provided. There is considerable variation between under-served areas and the rest of the country in the reporting of adverse events following immunization (2001 average of 55% vs. 79%, respectively). Even within high reporting areas, the 2001 rate of injection site abscess varies widely (range: 22/100,000 to 160/100,000). A loss of confidence in the program could undermine the achievements to date and impede progress towards consolidation of these gains.

The health system constraints that hinder provision of good quality maternal and child health services including immunization services to many of these difficult-to-reach populations are many. Non-availability of health service delivery infrastructure in specific locations that are away from major towns, and lack of competent human resources in adequate numbers to serve at numerous health facilities, especially in remote rural areas has been identified as important constrains in improving MCH services. Difficulty in obtaining health information especially from difficult to reach locations in a regular manner, and lack of adequate transport facilities to transport medical supplies, logistics are some of the system factors that affect scaling up of child health services. The need to improve the management and stewardship functions which leads to week monitoring and supervision mechanisms and breakdown of acceptable level of responsiveness especially at district levels too have been highlighted as system constraints that have lead to week maternal and child health services

3.3: Barriers that are being adequately addressed with existing resources

Several health development activities are being carried out to improve/sustain the health gains of especially the poor and marginalized especially those who are living in conflict affected districts and districts that report a high level of income poverty. The situation was worsened by the tsunami in December 2004 which damaged over 100 health institutions and dwellings of hundreds of thousands of families located along the coastal areas, causing a massive displacement of people with new resettlement sites. With tsunami rehabilitation funds Primary Health Care infrastructure had been built up in many coastal districts, however PHC infrastructure of many districts affected by the conflict and poverty still remain deficient.

The government has taken a policy decision to double the number of field based Public Health Midwives. These form the backbone of the country’s Primary Health Care delivery system, and have been shown to have contributed to Sri Lanka’s health gains. 
Sri Lanka is being supported by the Health Matrix Network (HMN) which has the mandate of health information system development. With HMN funding the work related to health information strengthening has been intensified.

The need to improve the management and stewardship functions has received the top priority of the Ministry of Health. Relevant post graduate training programmes have been initiated during the past few years with the objective of developing a team of health managers and administrators who can take the leadership of health development in the country. 

The government is facing difficulty in maintaining the level of health financing especially to maintain the Primary Health Care services of the country. Over the past decade a gradual decline of government financing of preventive health care has been witnessed. However, there is a new World Bank grant of US $ 60 million that spans across five years from 2005-2009. This project is mainly targeting selected public health problems, and has boosted the level of government health financing for preventive health care activities. 
3.4: Barriers not being adequately addressed that require additional support from GAVI HSS 

There are three broad priority areas from the situation analysis that were felt top be appropriative areas for Health System Strengthening interventions, supported through a mix of internal and external funds, including the GAVI Alliance support.

1) Human Resource Development, especially the development of health workforce dealing directly with Primary Health Care service provision needs special attention. The adequacy in terms of numbers and distribution in an equitable manner need much attention. The need to develop the competencies to face the current and future health demands, needs and challenges too remain important. The national norm for Public Health midwives was 1 per 3000 population and in the recent past the government has taken a decision to bring down the norm to 1 per 1500 population.
2) Deficient Primary Health Care infrastructure in several districts that are affected by the conflict and high level of income poverty must be remedied. These Primary Health Care centres, which are also known as Gramodaya (village awakening) Health Centres, are small facilities that deliver maternal and child health services for those in the surrounding village. They are staffed by a Public Health Midwife, who is the grass-root level health worker. 

3) Establishing strong supervision to support and promote good quality MCH and immunization service delivery.  Part of this can be addressed through pre-service training, as well as developing mechanisms for the PHC workers to undergo needs-based in-service training. This, in turn will develop their level of competency to deliver good quality Maternal and Child Health services including immunization services.  The need to develop the management capacity with a view to strengthen the  monitoring and supervision mechanisms of these field workers also remains a very high priority, as it has been identified as one of the reasons for MCH performance gaps in underserved areas.   
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	 Cadre positions of selected staff in the north-east province [conflict area]

   

	category
	Cadre
	Vacancy
	Remarks
	 

	medical specialist
	103
	86
	Including Teaching hospitals
	 

	Medical officers
	414
	96
	Inclusive of MOHs, MO (MCH), RE
	 

	Dental Surgeons
	80
	22
	Inclusive of Specialists
	 

	RMO/AMO
	261
	113
	 
	 

	Nursing Officers
	1191
	536
	Including Matrons
	 

	Pharmacists
	139
	59
	 
	 

	Public Health Nursing Officers
	65
	60
	 
	 

	Public Health Inspectors
	383
	112
	Including Supervisory Staff
	 

	Midwives
	1231
	619
	Including Supervisory Staff
	 

	Medical Lab Technologists
	59
	22
	 
	 

	*Note: excludes teaching hospitals.

	Source: Statistical Handbook NEP 2000, Information on Specialist Services 2000, MoH


Section 4: Goals and Objectives of GAVI HSS Support
4.1: Goals of GAVI HSS support

Goal 

To reduce the MCH related morbidity and mortality in underserved areas through improvement of coverage and quality of MCH services.

4.2: Objectives of GAVI HSS Support
The SMART Objectives are;

1. To increase Primary Health Care staff in correct skill mix* in 10 underserved districts [see annex 3] to reach national norm by 2012.  This targets the first unaddressed barrier identified in section 3.4 above.
2. To ensure availability of basic infrastructure and logistics to meet the national standards in 10 underserved districts for delivery of maternal and child health services by 2012. This targets the second unaddressed barrier identified in section 3.4 above.

3. To ensure adequate monitoring and supervision of MCH services carried out in 10 underserved districts by the middle level facility managers, by 2012. This targets the third unaddressed barrier identified in section 3.4 above.

*skill mix is defined as : Skills required to perform MCH related activities by the PHC workers  as describe in the training curricula.  
The 3 Tables below lists all three SMART Objectives, their corresponding activities, how they are linked to the overall National Health Strategies, expected outcomes, and a discussion of why they were chosen. 

	Objective1 & Activities
	Expected outcome/ product

(Baseline/target)
	Linkages
	Discussion
	Responsible party

	Objective 1. To increase Primary Health Care staff in correct skill mix* in 10 underserved districts (see Annex 3 to reach national norms by 2012.


	Staff trained on MCH best practices in place in 10 underserved districts, based on: 1 PHM/1500 pop., 1MOH/30,000 pop.; 1 PHI/10,000 pop.
	· cMYP, p.2 (1.1.3) pp.23-24, pp.45-46

· HMPsum 2007-16 p.27, pp.34-36 (5.3);

· AHB 2003 p.85 (Table 11)

· HMP pp.6-6 to 6-9 (6.3), & 6-10 to 6-11(6.4)
	HMP pp.6-6 to 6-9: acute shortages of paramedics and other PHC providers hampers delivery of MCH and immunization services, which is echoed in the cMYP assessment from 2007
	DDG/P 

DDG/ET&R



	1.1 Develop HR plan for underserved areas which will be an input for national HR development plan


	National HR plan completed by 2008 and implemented by 2012.
	· SFHD in Sri Lanka p. 33-35 (4.4.1)
· HMPsum 2007-16 p. 7-8
	SFHD notes the MoH role for HR development is to be expanded from recruitment, distribution and training to include policy/planning, HR development and management, collection and analysis of HR data and coordinating a strategic approach to HR development across other ministries and institutions, including academic and training centres.
	DDG/ET&R

DDG/P

	1.2 Improve the facilities* for PHC staff training at six training schools (Jaffna*, Baticaloa*, Badulla*, Kandy, Rathnapura, Galle). * Training facilities 


	All six training facilities fully upgraded by 2012
	· HMPsum 2007-16 pp.40-41(5.5.1-3)
	Jaffna*, Baticaloa*, Badulla* were selected because they are the only ones located in the 10 selected districts, and the additional 3 were required to ensure sufficient numbers of staff are trained to meet needs for all 10 districts..
	DDG/ET&R

DDG/P

	1.3 Recruit 600 qualified candidates* for training from the underserved areas starting from 2008. 


	200 candidates enrolled annually in revised training program, starting in 2008.
	· HMPsum 2007-16 pp.40-41(5.5.1-3)
	Candidates will be recruited form 10 districts, to increase the likelihood of retention of staff.
	DDG/PHS

DDG/ET&R



	1.4 Annual Training of 300 PHC staff at 6 upgraded training schools.


	300 PHC staff trained at 6 upgraded schools per year
	· HMPsum 2007-16 pp.40-41(5.5.1-3)
	This is to help close the HR gap currently constraining sustainable provision of MCH and immunization services in the 10 districts.
	DDG/ET&R

D/NIHS

	1.5 Posting of trained PHC staff of correct skill mix to 10 underserved districts starting from year 2011.


	300 newly trained staff posted annually commencing in 2010, in the 10 underserved districts
	· AHB 2003 p.85 (Table 11), p.78 (table #4)

· 
	This is to help close the HR gap currently constraining sustainable provision of MCH and immunization services in the 10 districts.
	DDG/PHS

	1.6 Conduct in-service training programmes for all PHC workers of underserved districts.


	20% of PHC staff in each of 10 districts receive revised training each year, starting in 2008
	· HMPsum 2007-16 pp.40-41(5.5.1-3)
	To upgrade knowledge and skills to cope with new challenges and introduction of new services and interventions(e.g. pentavalent DTP-HiB-HepB)
	DDG/ET&R




	Objective2 & Activities
	Expected outcome/ product

(Baseline/target)
	Linkages
	Discussion
	Responsible party

	Objective 2. To ensure availability of basic infrastructure and logistics to meet the national standards at 10 underserved districts for delivery of maternal and child health services by 2012
	All 10 districts will have sufficient basic infrastructure in place and functioning, to provide the full range of MCH services, by 2012.
	· HMPsum 2006-17 p.32(5.1.8)

· HMP pp.6-6 to 6-9 (6.3), & 6-10 to 6-11(6.4)
	HMP p6-8 to 6-9:This will supplement on-going government effort to upgrade facilities under the Health-Reform Programme in the North-East Provinces, as well as some single projects having donor support (e.g. from MSF). Part of the effort will support strengthening sentinel sites for selected diseases (e.g. pneumococcal disease) as well as the surveillance network in these 10 districts
	DDG/P



	2.1 Improve the existing infrastructure facilities at MCH clinic centres in underserved districts.
	Ensure all facilities have access to basic water, sanitation and power supplies.
	· cMYP pp.43-45(#4,5,8), p.46 (#10)

· HMPsum 2007-16, p.33 (5.2.2)

· HMP p.6-1, pp 6-8 to 6-9
	HMP p6-1: areas affected by conflict lack infrastructures, staff and equipment, especially at the primary heath care level, to provide adequate health services for the resident population as well a large numbers of Internally Displaced Persons.
	D/FHB

	2.2 Supply basic MCH equipment packages to all MCH clinics in 10 underserved districts.
	By 2012, all facilities will have the minimum package of equipment required for providing MCH services, which comprise BP cuffs, scales, exam beds, health registers.
	· HMPsum 2006-17 p.32(5.1.8)
	Maintenance costs for all equipment will be provided for in the regular budget.
	DDG/BES

	2.3 Supply 10 double cabs for MOH divisions in 10 underserved districts to ensure effective implementation of PHC services.
	One double cab to each of 10 districts, by 2012
	· HMPsum 2006-17 p.32(5.1.8)
	Survey carried out in 2007 by Family Health Bureau noted scarcity of vehicles many underserved areas in these 10 districts, and that all districts needed strengthened systems for vaccine and other MCH supplies distribution and logistics. Maintenance costs for all vehicles are provided for in the regular budget
	DDG/BES

	2.4 Supply 500 mopeds for Public Health Midwives in 10 underserved districts for efficient delivery of PHC services.
	By 2010, each district will receive 50 mopeds, for use in most underserved areas
	· HMPsum 2006-17 p.32(5.1.8)
	This is to ensure outreach and mobile team activities can be carried out. Maintenance costs for all vehicles are provided for in the regular budget
	DDG/BES

	2.5 Supply 20 scooters for supervisory staff covering underserved districts.
	By end of 2008, all 10 districts will receive 2 scooters
	· HMPsum 2006-17 p.32(5.1.8)
	This is to ensure supervisory visits are carried out regularly by public health nurse sisters, whose duty is to carry out supervisory activities. Maintenance costs for all vehicles are provided for in the regular budget.
	DDG/BES

	2.6 Supply 100 motor bikes for Public Health Inspectors in underserved districts for efficient immunization coverage.
	By 2011, each of 10 districts will receive 10 motorbikes.
	· HMPsum 2006-17 p.32(5.1.8)
	Public Health Inspectors are responsible for environmental safety, food safety and carrying out School medical inspections and School Immunization Activities. Maintenance costs for all vehicles are provided for in the regular budget
	

	2.7 Supply 2 double cabs (to FHB and Epidemiology unit) for strengthening of central support to MCH services at underserved districts.
	By 2010, the FHB & EPI. unit receives both double cabs
	· HMPsum 2006-17 p.32(5.1.8)
	FHB and Epidemiology Unit provides all technical guidance to PHC staff at the district and divisional levels, to carry out all MCH services. Maintenance costs for all vehicles are provided for in the regular budget
	DDG/BES


	Objective3 & Activities
	Expected outcome/ product

(Baseline/target)
	Linkages
	Discussion
	Responsible party

	Objective 3. To ensure regular monitoring and supervision of MCH services carried out at 10 underserved districts by the middle level facility managers, by 2012


	Increase MCH coverage (which  includes immunization) among all target age groups living in underserved areas 
	· HMPsum 2007-16 pp.40-43(5.5) 

· SFHD in Sri Lanka p. 26 (4.1.3)

· HMP pp.6-6 to 6-9 (6.3), & 6-10 to 6-11(6.4)
	As part of the MoH Quality Assurance programme, clinical accountability and development of peer group reviews will be introduced to help assess and improve services quality. To ensure sustainability, professional organizations, medical faculties and services providers will be involved in developing supervisory systems and revising pre and in-service training, to support the Quality Assurance Strategy.
	DDG/P

	3.1 Quarterly district management review meetings held in all 10 districts.


	Regional Deputy Director of Health Services convenes quarterly meetings to review quality of MCH services and divisional staff performance under the oversight of each Divisional head, in all 10 districts by 2009
	· HMPsum 2007-16 p.40(5.5.1)
	This is to support on-going efforts to make management more responsive to changing conditions and to use data on performance to guide microplanning
	DDG/P

	3.2 Conduct training programs for supervising staff on monitoring and supervision in a devolved health system


	2000 PHC workers in 10 target districts receive training on supervision
	· cMYP  p.26-27(2.12);
	The cMYP assessment considers improved EPI Surveillance through provision of training (and research) as an essential component of in-service training for all PHC staff
	D/training

	3.3 Develop performance appraisal tool to assess MCH skills of, and reporting by, PHC staff
	PA tool developed and piloted in 2 districts by 2009
	· HMPsum 2007-16 p.41 (5.5.3)
	This supports the MoH funded policy to introduce a system of individual and institutional performance management. Incentives and rewards are to be based upon individual performance.
	RDHS

	3.4 Train district-level managers and supervisors on PA tool
	PHC supervisors and managers in all 10 districts receive training on tool by 2012
	· HMPsum 2007-16 p.41 (5.5.3)
	Supports the system of individual performance management. Incentives and rewards are to be based upon individual performance.
	

	3.5 Train PHC staff in 10 districts (approx. 2000 staff) on best practices for AEFI surveillance 
	% of districts completing monthly AEFI surveillance report on time  
	· cMYP  p.4 (#6); p.21 (2.8.3)
	To improve detailed investigation of selected AEFIs, filling a gap caused by lack of resources at the divisional (sub-district) level.
	PD

	3.6 Review the quality and efficiency of existing management information system on MCH including EPI
	A national Data Quality Audit conducted to assess HMIS for MCH including EPI) by 2010
	· HMPsum 2007-16 p.42 (5.5.5), p.57 (5.4.2)

· cMYP p.21 (2.8.3)
	A national Data Quality Audit is being planned to asses national and district quality of data levels.
	DDG/P

	3.7 Staff performance appraisal will include assessing the completion and timely submission of monthly reports from MOHS to divisions and quarterly reports from Divisions to central level.


	100% of reports submitted on time, with at least 90% completion, by 2009, and to be evaluated in 2010 on desirability of national scale-up.
	· HMPsum 2007-16 p.43 (5.5.7)
	This supports the MoH funded policy to introduce a system of individual and institutional performance management. Institutional performance management will require all institutions and programmes to issue Annual Reports on progress , based on guidelines distributed by the Management Development and Planning Unit of the MoH
	DDG/P


Section 5: GAVI HSS Activities and Implementation Schedule
The table above in Section 4.1 lists all activities, the expected outcomes and dates of delivery of outcomes, as well as the responsible party overseeing the Objective and/or activity.

5.1: Sustainability of GAVI HSS support

Financial Sustainability:
Sources of funds:

Sri Lanka spends a relatively low percentage of GDP on health care under a public and private mix financing. However, Sri Lanka has been witnessing a rising trend in health expenditure in recent years. Total health expenditure in Sri Lanka was Rupees 59.5 billion in 2002, which was a 30% increase for that of year 2000. As a percentage of GDP, it was 3.7% in 2000, and 3.8% in 2002. In per capita terms, expenditure on health was Rupees 2,499 (US$ 31) in year 2000. This was increased to Rupees 3,152 (US$ 33) in 2002 (i.e. 14% increase). 

The main source of the government’s health expenditure is the consolidated fund funded through general tax revenue, with the balance coming as foreign aid and donor in-kind contributions. This covers the health care needs of the vast majority of the population. 
Since 1999, about 7% of the total government expenditure has been spent on health in Sri Lanka. In 2002, government financial resources covered 43% (Rupees 25.8 billion) of the of total health expenditure. The immunization programme in Sri Lanka is mainly funded by the government, as 75% of the routing vaccine cost is born by the Government of Sri Lanka rest is mainly by the GAVI (Hep B vaccine). This demonstrates good evidence of financial sustainability in the past. The remaining was financed privately (Rupees. 33.7 billion) through out-of-pocket payment, employer-sponsored benefits, and insurance. The out-of-pocket payments contributed almost 90% of the private health expenditures.

	System components
	Indicator
	National

	
	
	2003
	2004
	2005
	2006

	Financial sustainability
	Percentage of total routine vaccine spending financed using government funds.

	NA
	69%%
	75%
	68%


In 2002, foreign aid component of the health expenditure was Rupees 1218.2 million. This accounted for 4.5% of the health expenditure. This figure was 10% in 1998. This proportion has decreased over the years. Compared to with the total external funding in to the health sector, the amount of donor funding for immunization is proportionately low.
Composition of spending:

In 2002, 61.9% of total expenditure on health in the public sector was on curative care, and the proportions spent on the public (preventive) health services and general administration were 12.0% and 24.7% respectively. In 2003, the recurrent government health expenditure as a proportion of the total government health expenditure was nearly 80%. Information on private sector investment and expenditure is inadequate, as it is not well regulated. It poses some limitation in the assessment of total expenditure on health.
The commitment of Government of Sri Lanka to provide a range of health care services from primary to tertiary, through a wide network of government health institutions, free of charge at the point of service delivery is well reflected in the government policies over the last several decades. In fact these social policies are considered as deeply rooted policies in the country’s social context, and if not respected are perceived as factors that might change the political equilibrium of the country. Realizing the importance of these socially favourable policies, successive governments have continued investing on health even with the limited government budgets. 

Recurrent costs for vehicles and equipment are included under the regular budget, and additional funds will be allocated to cover new capital investments. 

Technical Sustainability:

The vehicle purchases here will help complete a national vaccine and medical supply transport system. UNICEF is contributing the vehicles to transport supplies between central and district cold stores (Regional Stores
), while the support requested under GAVI HSS will complete the transportation link between district stores and points of service (health facilities, outreach sessions, mobile clinics, etc.).

The GAVI HSS project has provided an opportunity to the Government of Sri Lanka to improve the quality of pre-service and in-service training, especially of those who are field based and delivering Primary Health Care Services. This project will develop capacity in selected training institutions which will enhance intake of trainees and the quality of training. The Central Government (Line Ministry) under whom the function of pre-service training has been placed within the  decentralized health system, is committed to continue to pay the training allowance to the trainees (as is the practice as at today) until these trainees complete their training programme.  Once the training is successfully completed, the government is totally committed to provide employment in the government sector, to each and every one of them over the next five years with salaries that are comparable to their follow mates. The Central Government and the Provincial Government will allocate adequate funds to maintain these training schools and the primary health centres hat are proposed to be constructed under the project. 

Support for training will reinforce, and be reinforced, by the World Bank sponsored Sri Lanka Health Sector Development Project’s (HSDP). The project’s Immunization Subcomponent targets improvements to the quality of immunization, reducing variation in immunization service quality between districts [as defined in the guidelines of the Ministry of Health]. A reduction in AEFI is the primary indicator of quality improvement. This GAVI HSS proposal will help ensure that midwives (vaccinators) who provide MCH services remain highly motivated, in part by having their skills upgraded through revised training received from the training centres supported and upgraded through the GAVI HSS support. The pre and in-service components of this HSS proposal will increase the numbers of skilled divisional and district health staff, in turn helping to deliver the expected outputs of reduced AEFIs and improved MCH coverage. This will complement the World Bank support, which commenced in 2006, and that will extend through 2009.

In addition, the revised Performance-Based Assessment system for heath services providers will reinforce the adoption of improved practices and new techniques for more effective and higher quality MCH services. Combined with stronger supervision, this will help maintain the higher level of technical competency of health services providers, which is one of the expected outcomes of this HSS proposal.

Finally, by recruiting qualified, local persons from communities within the underserved districts, there is a greater likelihood that newly trained staff can be retained in these areas of greatest need.

5.2: Major Activities and Implementation Schedule
	Major Activities
	Year 1

(2008)
	Year 2

(2009
	Year 3

(2010)
	Year 4

(2011
	Year 5

(2012)

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

	Objective 1.

To increase Primary Health Care staff in correct skill mix* in 10  underserved districts to reach national norms by 2012.
	
	
	
	
	

	1.1

Develop HR plan for underserved areas which will be an input for national HRD plan
	      Q2 Q3 Q4
	
	
	
	

	1.2

Improve the facilities for PHC staff training at six training schools (Jaffna, Baticaloa, Badulla, Kandy, Rathnapura, Galle).


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

	1.3

Recruit 600 qualified candidates for training from the underserved districts starting from 2008.


	                 Q4
	                Q4
	                 Q4
	
	

	1.4

Annual training of 300 PHC staff at 6 upgraded training schools.
	                Q3 Q4
	Q1 Q2 Q3 Q4 
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4 

	1.5

Posting of trained PHC staff of correct skill mix to 10 underserved districts starting from year 2010.
	
	
	            Q3 
	            Q3 
	           Q3

	1.6

Conduct in-service training programmes for all PHC workers of underserved districts.
	          Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4


	Major Activities
	Year 1

(2008)
	Year 2

(2009
	Year 3

(2010)
	Year 4

(2011
	Year 5

(2012)

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

	Objective 2.

To ensure availability of basic infrastructure and logistics to  meet the national standards in  10 underserved districts for delivery of maternal and child health services by 2012
	
	
	
	
	

	2.1

Improve the existing infrastructure facilities at MCH clinic centres in underserved divisions.
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4

	2.2

Supply basic MCH equipment packages to all MCH clinics in 10 underserved districts.
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4

	2.3

Supply 10 double cabs for MOH divisions in underserved districts to ensure effective implementation of PHC services.
	
	                 Q4
	                   
	
	                 Q4

	2.4

Supply 500 mopeds for Public Health Midwives in 10 underserved districts for efficient delivery of PHC services.
	                    Q4
	                   Q4
	                  Q4
	
	              

	2.5

Supply 20 scooters for supervisory staff covering underserved districts.
	               Q3
	
	
	
	

	2.6

Supply 100 motor bikes for Public Health Inspectors in underserved districts for efficient immunization coverage.
	               Q3
	Q1
	Q1
	Q1
	

	2.7

Supply 02 double cabs (to FHB and Epidemiology unit) for strengthening of central support in MCH services at underserved districts.
	
	
	                   Q4
	
	


	Major Activities
	Year 1

(2008)
	Year 2

(2009
	Year 3

(2010)
	Year 4

(2011
	Year 5

(2012)

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

	Objective 3.

To ensure adequate monitoring and supervision of MCH services carried out in 10 underserved districts by the middle level facility managers, by 2012
	
	
	
	
	

	3.1

Quarterly district management review meetings held in all 10 underserved districts.
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4

	3.2

Conduct training programs for supervising staff on monitoring and supervision in a developed health system. 
	      Q2 Q3
	      Q2 Q3
	       Q2 Q3
	      Q2 Q3
	       Q2 Q3

	3.3

Develop performance appraisal tool to asses MCH skills of, and reporting by, PHC staff.
	 Q1  Q2        
	                     Q4              
	                     Q4              
	                     Q4              
	                     Q4              

	3.4

Train district level managers and supervisors on PA tool.
	
	 Q1 Q2
	Q1 Q2
	Q1 Q2
	Q1 Q2

	3.5

Train PHC staff in 10 districts [aprox. 2000 staff] on best practices for AEFI surveillance. 
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4
	Q1 Q2 Q3 Q4

	3.6

Review the quality and efficiency of existing management information system on MCH including EPI
	
	Q1 Q2 Q3 Q4
	
	
	

	3.7

Staff performance appraisal will include assessing the completion and timely submission of monthly reports from PHC staff to divisions and quarterly reports from divisions to central level.
	                 Q4     
	                     Q4              
	                     Q4              
	                     Q4              
	                     Q4              


Section 6: Monitoring, Evaluation and Operational Research

The chosen indicators are drawn from those already used for monitoring the Health Master Plan 2007-2016, and thus are not an extra burden to measure.
6.1: Impact and Outcome Indicators

	Indicator
	Data Source
	Baseline Value

	Source
 
	Date of Baseline
	Target
	Date for Target

	1. Under 5 mortality rate  [impact]


	HMIS
	16.0/ 1000 Live Births
	Medical Statistics Unit, Ministry of Healthcare and Nutrition
	2005
	11.0/1000

8.0 / 1000
	2012

2015 [MDG]

	2. Infant Mortality rate [impact]


	HMIS
	11.0/ 1000 Live Births
	Medical Statistics Unit, Ministry of Healthcare and Nutrition
	2005
	9.9/1000

LB
7.0 / 1000 LB
	2012

2015 [MDG]

	3. National DTP3 coverage (%)[outcome]


	HMIS
	96%
	Epidemiological Unit, Ministry of Healthcare and Nutrition
	2006
	99%
	2012

	4. Number / % of districts achieving ≥ 80% DTP3 coverage (with assessing trends in underserved districts) [outcome]


	HMIS
	100%
	Epidemiological Unit, Ministry of Healthcare and Nutrition
	2006
	100%
	2012


6.2: Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value3
	Source
	Date of Baseline
	Target
	Date for Target

	Proportion of births attended by skilled PHC staff in 10 underserved districts. 
	births attended by skilled PHC staff
	total births (per district)
	HMIS
	98%
	Family Health Bureau, Ministry of Healthcare and Nutrition
	2006
	100%
	2012

	% of children 1-5 utilizing PHC services at MCH centres in underserved divisions. 
	children ages 1-5 utilizing PHC services at MCH centres
	Total children ages 1-5
	HMIS
	< 68%
	Family Health Bureau, Ministry of Healthcare and Nutrition
	2006
	>95%
	2012

	% of mothers receiving post natal care of accepted levels at home within first 10 days after delivery in the underserved areas. 
	mothers receiving post natal care visit at home within first 10 days
	Total mothers post-partum
	HMIS
	<67%
	Family Health Bureau, Ministry of Healthcare and Nutrition
	2006
	>95%
	2012

	(Obj#1) Staff trained on MCH best practices in place in 10 districts, based on: 1 PHM/1500 pop., 1MOH/30,000 pop.; 1 PHI/10,000 pop.
	Staff trained on MCH best practices
	N/A
	Quarterly district reports
	N/A
	Regional Director of Health, who sends them to Family Health Bureau,
	2006
	100%
	2012

	(Obj#2)All 10 districts will have sufficient basic infrastructure in place and functioning, to provide the full range of MCH services, by 2012.
	districts with sufficient basic infrastructure
	10
	Quarterly district reports
	N/A
	Regional Director of Health, who sends them to Family Health Bureau,
	2006
	100%
	2012

	(Obj#3) Increase MCH coverage (which  includes immunization) among all target age groups living in underserved areas [NB: aTd coverage used as proxy]
	No.# of children who receive a single dose of aTd
	total children enrolled in grade 7
	HMIS
	73%
	Epidemiology Unit, MoHN
	2006
	>95%
	2012


6.3: Data collection, analysis and use  
	Indicator

Impact and outcome
	Data collection
	Data analysis
	Use of data

	1.

 IMR (base line 11.0 / 1000 LB, target 9.0 / 1000 LB by 2012)


	Divisional level: Public Health Midwife [HMIS], Births & Deaths registers
District  level: Medical Officer of Maternal and Child Health [HMIS]

	Divisional level: Medical Officer of Health
District  level: Medical Officer of Maternal and Child Health
National level by FHB and Registrar Generals Department
	Divisional level reviews and microplanning
District level reviews & to guide objectives of supervisory visits, plus to inform Performance Appraisals
National level reviews: to monitor progress towards MDGs and HMP targets for 2015

	2. 

DPT3 immunization coverage in under served areas (target >99%, by 2012). 


	Divisional level: Public Health Midwife [HMIS]

District  level: Regional Epidemiologist [HMIS]


	Divisional level: Medical Officer of Health

District  level: Regional Epidemiologist [HMIS]

National level by Epidemiology Unit
	Divisional level reviews and microplanning

District level reviews & to guide objectives of supervisory visits, plus to inform Performance Appraisals

National level reviews: to monitor progress towards MDGs and HMP targets for 2015

	3. 

Under 5 mortality rate (base line 16.0 / 1000, target 11.0 /1000 by 2012). 


	Divisional level: Public Health Midwife [HMIS], Births & Deaths registers

District  level: Medical Officer of Maternal and Child Health [HMIS]


	Divisional level: Medical Officer of Health

District  level: Medical Officer of Maternal and Child Health

National level by FHB and Registrar Generals Department
	Divisional level reviews and microplanning

District level reviews & to guide objectives of supervisory visits, plus to inform Performance Appraisals

National level reviews: to monitor progress towards MDGs and HMP targets for 2015

	4.

 % of districts achieving ≥ 80% DTP3 coverage (with assessing trends in underserved districts) [Target 100% 2012]


	Divisional level: Public Health Midwife [HMIS]

District  level: Regional Epidemiologist [HMIS]


	Divisional level: Medical Officer of Health

District  level: Regional Epidemiologist [HMIS]

National level by Epidemiology Unit
	Divisional level reviews and microplanning

District level reviews & to guide objectives of supervisory visits, plus to inform Performance Appraisals

National level reviews: to monitor progress towards MDGs and HMP targets for 2015


	Output
	Data collection
	Data analysis
	Use of data

	1.

Proportion of births attended by skilled PHC staff in 100 underserved divisions. (base line 98% in 2006, target 100 % in 2012)


	Divisional level: Public Health Midwife [HMIS]

 District  level: Medical Officer of Maternal and Child Health [HMIS]


	Divisional level: Medical Officer of Health

District  level: Medical Officer of Maternal and Child Health

National level by FHB
	Divisional level reviews and microplanning

District level reviews & to guide objectives of supervisory visits, plus to inform Performance Appraisals

National level reviews: to monitor progress towards MDGs and HMP targets for 2015

	2

Proportion of children under 5 utilizing PHC services at MCH centres in underserved divisions. (base line <68% target >95% by 2012).


	Divisional level: Public Health Midwife [HMIS]

 District  level: Medical Officer of Maternal and Child Health [HMIS]


	Divisional level: Medical Officer of Health

District  level: Medical Officer of Maternal and Child Health

National level by FHB
	Divisional level reviews and microplanning

District level reviews & to guide objectives of supervisory visits, plus to inform Performance Appraisals

National level reviews: to monitor progress towards MDGs and HMP targets for 2015

	3

Proportion of mothers receiving post natal care of accepted levels at home within first 10 days after delivery in the underserved areas. ( < 67% base line, target >95% in 2012.


	Divisional level: Public Health Midwife [HMIS]

 District  level: Medical Officer of Maternal and Child Health [HMIS]


	Divisional level: Medical Officer of Health

District  level: Medical Officer of Maternal and Child Health

National level by FHB
	Divisional level reviews and microplanning

District level reviews & to guide objectives of supervisory visits, plus to inform Performance Appraisals

National level reviews: to monitor progress towards MDGs and HMP targets for 2015


6.4: Strengthening M&E system
The country’s PHC delivery system has been enjoying a comprehensive monitoring and evaluation mechanism from 1980s to about three to four years ago, during which signs of breaking down of the monitoring mechanism start appearing due to shortage of staff, skills and logistics in terms of mobility etc.. 

However, fortunately, the data in relation to Maternal and  Child Health services keeps on flowing from grass root level ( within the system it is referred to as PHM level) to district, provincial and the national levels without any interruption due to the fact that the past three decades have been  successful in deeply institutionalizing the data collection mechanisms.

The GAVI HSS project it is not expected to create any new or parallel monitoring and evaluation mechanisms. The project will heavy rely on the existing mechanisms which have been time tested while strengthening whatever the weak points that have been already identified.    

Part of the proposed GAVI HSS grant will be used to strengthen the field based monitoring, supervision and evaluation mechanisms, and link these to the Performance Appraisal System. It is considered as very important. If field based monitoring and supervision is not carried out effectively and consistently, the field workers who are left unsupervised tend to get de-motivated. Therefore the project itself will enhance the supervision and monitoring mechanisms in the field, through strengthened supervision and training on supervisory best practices.

All outcome indicators that have been mentioned in section six of the application form are presently being monitored, with time-tested mechanisms that are in place. Therefore it is not an added burden to ensure the flow of data from the districts to the centre. However, some of the proposed output indicators given in the same section, will require improved data collection practices. Improvement of data collection and management will be one of the components of the training received by MCH providers under this GAVI HSS proposal.
The activity on ‘development of a systematic Continuing Education’ has an inbuilt component of monitoring. To explain in more clear terms, currently, in-service training is taking place in an ad-hoc manner as and when funds are made available. As part of this proposed systematic training programme, a district/provincial data base will be developed to record information on each and every in-service training programme including the number of units assigned to each programme against the name of each participant. This data base will be updated on a regular basis will allow the district/provincial supervisors to identify who has been trained and whose not. This would readily provide the information on in-service training received by health personnel.  
6.5: Operational Research

One important outcome expected from this project is to ensure that all people in the underserved districts, targeted in this HSS application, have access to Primary Health Services of high quality. This has two dimensions which are not captured in the routine monitoring and evaluation mechanisms. They are ‘what is the percentage of people that have access to PHC services including Primary Care within a reasonable distance from their dwellings?’ (in Sri Lanka seven Kilometres had been considered as reasonable. However in an area which has good transport facilities an argument can be made that even 10 kilometres is reasonable while in a terrain with no transport facilities if the people are to walk even three kilometres can be too far for PHC services) Therefore at a given point it will be important to carryout operational research to identify ‘what people think of the adequacy of access to MCH and all other health services?’. ‘How much population will be covered within a reasonable norm under the proposed project?’ etc..

The need to identify the degree of responsiveness also requires operational research. Sri Lanka does not have a regular mechanism to monitor responsiveness that includes the dimensions of customer satisfaction. Therefore it is proposed that operational research is carried out to identify the level of responsiveness of the people. 

Any other need for operational research if found to be useful would be entertained on the basis of priority.

The costs of these proposed operational research studies have been already identified under the work plan and budget above. Their costs are reproduced below. 

	Area for support
	Cost per year in 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 costs

	
	2007
	2008
	2009
	2010
	2011
	2012
	 

	Operational Research 

(as described above)
	 
	 
	$10,000
	 
	 
	$10,000
	$20,000


Section 7: Implementation Arrangements 
7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	Dr. W. B. Wijekoon, (Director Planning) will be responsible for project management and implementation under the overall guidance and supervision of Dr. Sarath Samarage (Deputy Director General (Planning) of the Ministry of Health. Dr Wijekoon will be responsible to monitor and report progress to the NHDC on quarterly basis. The presentation formats in terms of technical and financial progress will be designed based on the implementation and operational plans that will be developed by the Planning Unit of MoH on yearly basis.    

	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	The NHDC (HSCC) will regularly monitor the progress of implementation of GAVI HSS activities. The NHDC would be responsible to report to the Minister of Health on regular basis.

	Mechanism for coordinating GAVI HSS with other system activities and programs
	GAVI HSS work will be carried out as part of the government system following government procedures. The NHDC will provide the platform to all other partners to view these activities against those that are already being funded by their organizations. This opportunity will be used to generate synergy between many activities that are being implemented at the same time. 


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

Overall, the responsibility for overseeing implementation, reviewing its effectiveness and proposing revisions, rests with the Health Master Plan Implementation Steering Committee (HMPISC). The Director General of Health, as HMPISC chair, will present the reports to the National Health Development Committee (NHDC), which will review the progress of HSS in the context of all other Health System Strengthening Initiatives undertaken in Sri Lanka.
	Title / Post
	Organisation
	HMPISC member yes/no
	Roles and responsibilities of this partner in the GAVI HSS  implementation

	Director General  National Planning Department
	Ministry of Finance
	Yes 
	Will assist MoH to prepare budget estimates and facilitate assistance from other departments of Ministry of Finance to  carry out the procurement and construction activities adhering to the government guidelines and procedures. 

	WHO Rep.
	World Health Organization 
	Yes
	Will provide necessary technical support including development of implementation plans, monitoring and evaluation plans, and in designing operational research. if requested by MoH the WHO would assist in procuring supplies and equipment. 

	Head, Early Childhood Development Programme
	UNICEF 
	Yes
	Will provide necessary technical support during the project implementation. 

	WB 
	
	Yes
	Will assist MoH to identify funding gaps and coordinate the existing Health Sector development Project activities to bring in more synergy  and ensure sustainability of achievements

	UNFPA

	
	Yes
	Will provide necessary technical support during the project implementation.


7.3: Financial management of GAVI HSS support
Overall, the responsibility for overseeing implementation, reviewing its effectiveness, auditing expenditures and proposing strategies to increase the financial sustainability of Health System Strengthening in general, rests with the Health Master Plan Implementation Steering Committee (HMPISC).
	Mechanism / procedure
	Description

	Mechanism for channelling GAVI HSS funds into the country
	The GAVI Secretariat is to channel funds to the Director General Health Services, Ministry of Healthcare and Nutrition, Sri Lanka.  

Once the DGHS receives funds from GAVI, the DGHS will inform the Ministry of Finance (MoF), and the funds will be entered into to the foreign fund component of the National Health Budget, administered by the MoF

	Mechanism for channelling GAVI HSS funds from central level to the periphery
	Based on annual budget estimates submitted to the MoF, MOF will release the relevant funds budgeted under the Line Ministry to DGHS and the funds budgeted under the Provincial Ministries to the Finance Commission, which is also under the MoF
The Finance Commission will channel the funds to Provincial Councils which in turn will channel them to Provincial Health Ministries against the annual plans already agreed upon under GAVI HSS.  The Provincial Health Ministries in turn will channel funds to Deputy Provincial Directors of Health Services through Provincial Health Directors based on the responsibility of implementation.

	Mechanism (and responsibility) for budget use and approval
	It is expected that the MDPU (Management Development Planning Unit) of the Ministry of Health will develop Implementation/operational plans before beginning of each planning year, with the active involvement of provincial and district authorities.

These activities will be budgeted, responsibility of implementation will be identified, and based on the responsibility, the budget lines will be reflected either in the Line Ministry budget or Provincial Ministry budgets.
According to the government regulations these budgets need approval from the Department of National Planning (for Line Ministry) and Finance Commission (for Provincial Ministry).    

	Mechanism for disbursement of GAVI HSS funds
	Based on annual budget estimates submitted to the MoF, MOF will release the relevant funds budgeted under the Line Ministry to DGHS and the funds budgeted under the Provincial Ministries to the Finance Commission, which also is under the MoF
The Finance Commission will channel the funds to Provincial Councils which in turn will channel them to Provincial Health Ministries against the annual plans already agreed upon under GAVI HSS. 

The Provincial Health Ministries in turn will channel funds to Deputy Provincial Directors of Health Services through Provincial Health Directors based on the responsibility of implementation.

	Auditing procedures
	Secretary of Health is the chief auditing officer of the MoH, according to the Government regulations in Sri Lanka. The internal audit unit, MoH functions independently and reports to the Secretary of Health. In addition, Auditor General’s Department carry out external audits independently from the MoH and report to the MoF and Parliament. Thus, Sri Lanka has a meticulous audit mechanism for utilization of both government and donor funds. The Finance Commission also monitors the fund utilization process and reports to MoF.


7.4: Procurement mechanisms
All procurement for MoH or for Provincial Health Authorities will be done by calling for tenders by tender boards. The government financial code has clearly laid down all steps that are to be followed in procurement. 

For details: www.npa.gov.lk/guidelines/gov.php
When it is important to rely on international procurement, the practice has often been to seek the assistance of either UNICEF or WHO to procure the required goods for the MoH. In some instances, this has facilitated the procurement process. When it comes to infrastructure development, again open source government procedures need to be followed. All procurement will be done by calling for tenders by tender boards.

7.5: Reporting arrangements

Each programme manager reports and submits the financial and activity progress reports at the end of each activity and at the end of each fiscal year to the Project Manager with copies to either DGHS (for programme managers under the Line Ministry) or the Provincial Director of Health Services. It is the responsibility of the project secretariat to ensure that all financial and activity reports and records are received timely and also ensure the completeness and accuracy of the information / records.

The Health Master Plan Implementation Steering Committee (HMPISC) will compile all financial and activity reports. The Director General of Health, as HMPISC chair, will present the reports to the National Health Development Committee (NHDC) which will review the progress of HSS in the context of all other Health System Strengthening Initiatives undertaken in Sri Lanka. 

The HMPISC will summarize all these activities into the Annual Progress Report (APR) to the GAVI Alliance, with the NHDC comments and review. It is the responsibility of Deputy Director General (DDG) Planning to submit the Annual Progress Report to the GAVI secretariat at the appropriate time. Also it is the responsibility of the DDG Planning to get any audit reports prepared or produce any additional reports required by the GAVI secretariat, if necessary.  
7.6: Technical assistance requirements
	Activities requiring technical assistance
	Anticipated duration
	Anticipated timing (year, quarter)
	Anticipated source (local, partner etc.)

	1. External review
	One week 
	1st quarter 2008
	WHO/UNICEF 

	2.  External review
	Two weeks 
	2nd quarter 2010
	WHO 


Section 8: Costs and Funding for GAVI HSS
8.1: Cost of implementing GAVI HSS activities

	Area for support
	Cost per year in 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 COSTS

	
	2007
	2008
	2009
	2010
	2011
	2012
	 

	Activity costs
	 
	 
	 
	 
	 
	 
	 

	Objective 1
	 
	 
	 
	 
	 
	 
	 

	Activity 1.1
	 
	$20,000
	 
	 
	 
	 
	$20,000

	Activity 1.2
	 
	$250,000
	$100,000
	$200,000
	$200,000
	$100,000
	$850,000

	Activity 1.3
	 
	RB*
	RB
	RB
	RB
	RB
	$0

	Activity 1.4
	 
	$100,000
	$100,000
	$100,000
	$100,000
	$100,000
	$500,000

	Activity 1.5
	 
	RB
	RB
	RB
	RB
	RB
	$0

	Activity 1.6
	 
	$100,000
	$50,000
	$75,000
	$100,000
	$100,000
	$425,000

	subtotals
	 
	$470,000
	$250,000
	$375,000
	$400,000
	$300,000
	$1,795,000

	Objective 2
	 
	 
	 
	 
	 
	 
	 

	Activity 2.1
	 
	$200,000
	$200,000
	$200,000
	$200,000
	$200,000
	$1,000,000

	Activity 2.2
	 
	$20,000
	$20,000
	$20,000
	$20,000
	$20,000
	$100,000

	Activity 2.3
	 
	 
	$200,000
	 
	 
	$200,000
	$400,000

	Activity 2.4
	 
	$30,000
	$30,000
	$30,000
	 
	 
	$90,000

	Activity 2.5
	 
	$25,000
	 
	 
	 
	 
	$25,000

	Activity 2.6
	 
	$37,500
	$37,500
	$37,500
	$37,500
	 
	$150,000

	Activity 2.7
	 
	 
	 
	$80,000
	 
	 
	$80,000

	subtotals
	 
	$312,500
	$487,500
	$367,500
	$257,500
	$420,000
	$1,845,000

	Objective 3
	 
	 
	 
	 
	 
	 
	 

	Activity 3.1
	 
	$20,000
	$10,000
	$10,000
	$10,000
	$10,000
	$60,000

	Activity 3.2
	 
	$30,000
	$30,000
	$30,000
	$30,000
	$30,000
	$150,000

	Activity 3.3
	 
	$40,000
	$20,000
	$20,000
	$20,000
	$20,000
	$120,000

	Activity 3.4
	 
	 
	$80,000
	$80,000
	$80,000
	$80,000
	$320,000

	Activity 3.5
	 
	$15,000
	$15,000
	$15,000
	$15,000
	$15,000
	$75,000

	Activity 3.6
	 
	 
	$80,000
	 
	 
	 
	$80,000

	Activity 3.7
	 
	 
	 
	$20,000
	 
	 
	$20,000

	subtotals
	 
	$105,000
	$235,000
	$175,000
	$155,000
	$155,000
	$825,000

	Support Costs
	 
	 
	 
	 
	 
	 
	 

	M&E support costs
	 
	$0
	$0
	$0
	$0
	$0
	$0

	Technical support
	 
	$0
	$0
	$0
	$0
	$0
	$0

	Operational Research 
	 
	 
	$20,000
	 
	 
	$20,000
	$40,000

	TOTAL COSTS
	 
	$887,500
	$992,500
	$917,500
	$812,500
	$895,000
	$4,505,000

	annual Allocation
	 
	$939,550
	$952,010
	$964,470
	$976,935
	$989,400
	$4,822,365

	Difference
	 
	-$31,643
	$73,357
	-$1,643
	-$106,643
	-$24,143
	-$317,365


* RB: expense already covered by allocations from Regular Programme Budget for MoH
Roughly  3% surplus of  the budget for the each year will be available. Therefore we propose this money will be utilized for the strengthening the focal point for this project coordination. It is important to emphasis that prevailing system is adequately capable enough to handle this project. DDG/P and HMPISC totally responsible for the total project coordination. 

8.2: Calculation of GAVI HSS country allocation
	GAVI HSS Allocation
	Allocation per year (US$)

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

	
	2007
	2008
	2009
	2010
	2011
	2012
	Total

	Birth cohort
	370,838
	375,820
	380,804
	385,788
	390,774
	395,760
	 

	Allocation per newborn
	$0.00
	$2.50
	$2.50
	$2.50
	$2.50
	$2.50
	 

	Annual allocation
	 
	$939,550
	$952,010
	$964,470
	$976,935
	$99,400
	$4,822,365


Source : GAVI Annual progress report 2006
Source and date of GNI and birth cohort information:

GNI: 1.7 % of GNI allocated for health Source: Economic Review Sep/Dec 2006   Date 2004
Birth cohort:
370,838 in 2007, [GAVI Annual   

                             progress report 2006]
Total Other:


8.3: Sources of all expected funding for health systems strengthening activities
Support for many of the proposed health system strengthening components will be reinforced and extended by the World Bank sponsored Sri Lanka Health Sector Development Project’s (HSDP). The project’s Immunization Subcomponent targets improvements to the quality of immunization, reducing variation in immunization service quality between districts [as defined in the guidelines of the Ministry of Health]
See the cMYP pp 38-41 for details of various scenarios describing expected funding over the years covered by the GAVI HSS proposal. One of these scenarios, showing only funding so far secured, is presented.

Scenario I
	Secure funding
	2007 (US$)
	2008(US$)
	2009(US$)
	2010(US$)
	2011(US$)

	Government
	5982802
	3831602
	3893776
	4115678
	3965101

	World Bank
	412,845
	
	
	
	

	UNICEF
	
	
	
	
	

	WHO
	
	
	
	
	

	GAVI
	430897
	
	
	
	

	Total secure fund
	6826544
	3831602
	3893776
	4115678
	3965101

	Total resource requirement
	10227359
	9785323
	10036662
	10515384
	10112538

	Funding gap
	3400815
	5953721
	6142886
	6399706
	6147437


Section 9: Endorsement of the Application
To the applicant:

· Representatives of the Ministry of Health and Ministry of Finance, and the Chair of the Health Sector Coordinating Committee (HSCC), or equivalent, should sign the GAVI HSS application.

· All HSCC members should sign the minutes of the meeting where the GAVI HSS application was endorsed. This should be submitted with the application (numbered and listed in Annex 1). 

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

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

	Ministry of Health:
	Ministry of Finance:

	Name: Dr. Athula Kahandaliyanage
	Name: Mr. B. Abeygunawardena

	Title / Post: Secretary, Ministry of Health.
	Title / Post: Director General, Department of National Planning, Ministry of Finance & Planning

	Signature:


	Signature:

	Date: 05th October 2007
	Date: 05th October 2007


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

Members of the Health Sector Coordination Committee or equivalent endorsed this application at a meeting on 21st September 2007. The signed minutes are attached as Annex 1.

	Chair of HSCC (or equivalent):
	

	Name: Dr. Athula Kahandaliyanage

	Post / Organisation: Secretary, Ministry of Health

	Signature:
	Date: 05th October 2007


9.3: Person to contact in case of enquiries:


Name: Dr. Sarath Samarage
Title: Deputy Director General of Health 

                                                                                           Services (Planning)

Tel No: +94-11-2679997
Address: Ministry of Health,
                                                                                                  385, Ven. Baddegama Wimalawansa 

      Fax No. +94-11-2692694                                                    Thero Mawatha, Colombo 10.

Email: sarathms@sltnet.lk


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

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

Note: All supporting documentation should be available in English or French, as electronic copies wherever possible. Only documents specifically referred to in the application should be submitted.

	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration 
	Attachment Number

	Health Master Plan 2007- 2016

	Yes
	2007 -2016
	   1

	cMYP
 


	Yes
	2007 - 2011
	    2

	Health Master Plan Supporting Document #1, Situational Analysis, September 2003

	Yes
	2003
	    3

	Annual Health Bulleting 2003

	Yes
	2003
	    4

	Recent Health Sector Assessment documents:
MDG Review

	Yes
	2007
	    5

	HSCC minutes, signed by Chair of HSCC


	Yes
	2007
	    6

	Strategic Framework for Health Development in Sri Lanka 2004-2015 (April 2003)


	Yes
	2004 - 2015
	    7


This picture shows that there is high rates of Neonatal Mortalities in the Eastern Province and upcountry areas where the plantation community lives.


























This picture shows the distribution of HR. Eastern Province and parts of upcountry areas are affected with less number of HRs.
































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


� Administratively, the areas are called “districts”; however, for Health administrative purposes, the term “regions” are used. Geographically, the area covered by a district and a region are almost always identical.


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


� Important for easy accessing and cross referencing


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