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This common proposal form is for use by applicants seeking to request Health Systems Strengthening (HSS) Support from GAVI and/or the Global Fund. 


This form is structured in three parts: 

· Part A - Summary of Support Requested and Applicant Information

· Part B - Applicant Eligibility

· Part C - Proposal Details

All applicants are required to read and follow the accompanying guidelines in order to correctly fill out this form. 

	Part A - Summary of Support Requested and Applicant Information

	

	Applicant:
	Ministry of Health, Timor-Leste

	Country:
	Timor-Leste

	WHO region:
	SEAR

	Proposal title:
	Expanding the Reach of Community Health Care for enhanced access to Immunization and a Basic Services Package

	Proposed start date:
	May 2013

	Duration of support requested:
	5 Years May 2013- May 2018

	Funding request:
	Amount requested from GAVI:
	$2,999,909 US
	Amount requested from Global Fund:
	

	Currency:
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	Contact details

	Name
	Mr. Mateus Cunha

	Title
	Head, Department of Planning

	Mailing address
	Ministry of Health, Dili, Timor-Leste

	Telephone
	+670-77269219

	Fax
	-

	E-mail addresses
	cunha_2001et@yahoo.com;  cunha2009ph@gmail.com


	Executive Summary

→ Please provide an executive summary of the proposal.

	Country Background
Timor-Leste was declared a sovereign nation in 2002 after decades of civil conflict and 24 years of occupation by Indonesia. The country has now established systems of national governance including the conducting of parliamentary elections in 2007 and 2012. The country is classified as a fragile state, and has now established a plan to transition from a phase of internal security to the next development phase of state building (Transition Plan 2011).  Timor-Leste has a population of 1.06 million (Census 2010), with 70% of the population residing in rural areas.  Timor-Leste is divided into 13 administrative districts, 65 Sub-districts, 442 Sucos (villages) and 2,225 Aldeias (hamlets). One of its districts (Oecusse)  is a rural enclave within the neighbouring Indonesian province of East Nusa Tengara.  Most communities reside in remote mountainous locations with generally very poor but improving roads and telecommunications.  In rural areas, only 62% of women are literate (compared to 72% of men). Due to the post conflict reality of the country, the Timor-Leste population is beset with significant and very challenging governance, social development and public health situations. 

The Health Situation
The nutritional status of children is a major concern and is reported to be deteriorating, with rates of 58% for stunting in children, and an overall rate of anaemia of 38% for children aged 6-59 months. Although there are declining rates of fertility, the most recent survey results demonstrate that the total fertility rate for women is still very high at 5.7, with the unmet need for family planning of 32%. Timor-Leste has one of the highest maternal mortality ratios in the region of 557 per 1000 live births. Under 5 child mortality, though improving remains high, with wide variations in rates between some rural and urban areas (111 per 1000 births for Liquica rural district and 60 per 1000 for Dili, the capital city of Timor-Leste). These high mortality rates are attributable in part to low health services access, particularly in remote areas, but also in some rural and urban locations.  52.6% of one year olds are fully immunized, and at last survey, 23% had received no vaccinations at all.  Only 30%of women had their last delivery supported by a skilled provider, and only 22% delivered in facilities (Data sources – Timor-Leste Demographic and Health Survey 2009/10). 

All of these figures point to low health services access exacerbated by the social and political context of a post conflict country in a fragile state setting. The objective of re-building the State (in this case the rebuilding of the health sector) is well on its way in Timor-Leste.   Timor-Leste’s Constitution defines “medical care as a fundamental right for all citizens and imposes a duty on the government to promote and establish a national health system that is universal, general, free of charge and, as far as possible, decentralised and participatory.” (National Development Plan).  There is now a network of District referral hospitals (6) and community health centres (CHCs n = 67) at sub district level. In selected areas of the country, there are also health posts located (n = 213). For areas not accessible to the population, a program referred to as “integrated community health services” or  Servisu Integradu da Saúde Communitária (SISCa) is being implemented in 474 locations across the country (National Health Statistics 2011). This program establishes temporary fixed posts at locations more distant from health facilities for provision of an MOH approved Basic Services Package (BSP), which according to national 

policy comprises Maternal Health, Child Health (including immunization), Communicable Diseases, Non-communicable diseases, Health Promotion and Environmental Health. Support services and the components of each service delivery area are also described in the policy.

Civil society, in the form of health NGOs are very active in some parts of the country, and a private medical sector in the form of private medical clinics (n = 47) is beginning to emerge in the capital city and some district towns.
Health System Gaps
As would be expected from a country in a fragile setting, there are major health system gaps, identified in the national health plan and related development documents. Despite significant levels of investment nationally and internationally over the last 10 years, there are still chronic problems associated with non access to services for 20% to 30% of the population. Immunization coverage has reached a plateau of just below 70%, despite efforts to raise coverage above this level. In fact, the WHO/UNICEF Joint Reporting Form on Immunization reported that coverage for DPT3 declined from 72% in 2010 to 67% in 2011, with a dropout rate of 10% between BCG and DPT3 (TLDHS 2010). Health inequities are an important gap, with the most recent DHS survey demonstrating that there is a 17% gap in immunization coverage for DPT3 between children with a mother with a high education level (77%), compared to children with mothers who have had no education (55.6%).  A similar gap exists for children in the highest and lowest wealth quintiles. To date, with the exception of the SISCa strategy (integrated community services outreach posts), most national and development effort has focused on infrastructure rebuilding and human resource development. Less attention has been given to strengthen the service delivery system in order to extend services to these unreached populations. The cMYP on page 15 indicates that the primary constraints for increasing routine immunization coverage to a high level are the proportion of the population living in remote or difficult to access areas and limitations of management capacity which is defined as an issue for the whole of the health system.
It is this constraint that this proposal proposes to address.

Health Systems Gaps are summarized below.
Gap 1 Planning and Financial System Gaps: Major health system gaps have been identified in the National Health Sector Strategic Plan (NHSSP 2011-2030). Financial management and planning reforms are required in order to put more emphasis on the peripheral aspects of health services delivery, especially in relation to the Basic Services Package (BSP) and SISCa (NHSSP Page 83). In terms of health planning, the current emphasis on vertical program work plans detracts from wider efforts to support more comprehensive planning strategies in the context of decentralization (HSSP Page 83). Finances for operations are not reaching the peripheral level of the health system. To date, the system has been based on historical budgeting with limited linkages between financing, performance and results. There is lack of managerial capacity including effective planning for SISCa and outreach, particularly in relation to transport arrangements and distribution of staff.
The main impact of these limitations in planning and financial management systems is the lack of timely access to operational funds at the local level for basic health services delivery. Poor planning has also meant that there has limited the reach and demand for services provided through the SISCa strategy (integrated community services outreach posts). This HSS strategy proposes to address this gap and complement other development initiatives by supporting planning and demand side efforts to reach populations beyond the reach of the SISCa strategy.
Gap 2 Human Resources Management System Gaps: The NHSSP identifies that human resource management and development as the fundamental gap in the development of health care system in Timor-Leste. There are shortages with numbers, distribution, skills development and motivation. In particular expansion of integrated community health care services into communities will require a significant enhancement  of supervisory capacities, including the decentralization of staff management responsibilities, and a requirement for more emphasis on incentives for good performance. (HSSP Section V HRH).  

Gap 3 Community Participation System Gaps: Indications are that gaps in coverage are related to issues of both access to services and demand for services. Although community participation structures have been mandated by the NHSSP, these structures are not yet functioning effectively enough to support service delivery, particularly in remote areas. Specifically, the NHSSP identifies the need to implement the following strategies to increase community empowerment for the purpose of identifying health needs and barriers to access, inter-sectoral collaborations and community support for improvement to the health referral system. (NHSSP Page 36). Despite movements towards decentralization in Timor Leste, the involvement of community local government leaders in health care has been very limited.

All of these systems gaps are contributing to gaps in service delivery. The 2009/10 DHS found that 22.7% of one year olds had no records of immunizations, indicating a clear need for more and better outreach.

Consultations undertaken in April and June 2012 with the MOH, civil society and development partners established that there are significant capacity gaps in 3 main areas, which directly impact on universal access to basic MCH services, including immunization and which moreover are consistent with the gaps identified in the NHSSP. These areas are as follows:

1. Lack of sufficiently developed Primary Health Care (PHC) Planning Systems, Public Financial Management (PFM) and Monitoring and Evaluation Systems 

2. Middle Level Management capacity to implement these systems for improved program performance

3. Quality and reach of Community Health Services and Outreach (SISCa) and supporting community participation mechanisms

Program Objectives and Service Delivery Areas
The overall goal of the Timor-Leste Health System Strengthening (HSS) proposal will be to reduce Under 5 mortality through improved access to, and utilization of, immunization and related maternal and child health services in hard to reach or unreached areas. The expected outcomes of the proposal are sustainable improvements in immunization and related MCH services for currently underserved or unreached populations.  

The expected outcome will be the following: The National DPT3 coverage is proposed to increase increased from 66% to 95% by 2018. The number of Districts that have DPT3 coverage less than 80% coverage will decrease from a baseline of 10 in 2010 to 0 by 2015 (comprehensive multi year plan for immunization {cMYP} target). The percentage of women receiving at least 4 ANC visits is proposed to increase from 55% in 2010 to 80% in 2015.

The strategy of this proposal will be to go beyond the existing community outreach services referred to as “SISCa” to reach remote and geographically less accessible hamlets where the majority of low access families reside (20% - 30% of the total population of Timor-Leste as estimated by District Health officials during consultative workshops for the development of this proposal).  These outcomes will be achieved through the following main service delivery and system development objectives and service delivery areas.

Objective 1 DISTRICT MANAGEMENT SYSTEMS
: The first objective will be to improve immunization (increase DPT3 to 95% by 2018) and related MCH coverage and equity through development and implementation of District Management Systems. This is to respond to the identified health system gap of limited middle level management capacity and lack of application of a consistent model of management systems across the country. The expected outcomes will be to improve Community Health Centre (CHC) management systems (particularly needs assessment, micro-planning and financial management) leading to sustainable improvements in immunization and the Basic Services Package coverage. Specific activity areas will be development of financial management guidelines and manual for CHC managers and District managers, and development of planning guidelines for the peripheral level of the system. These will also be integrated into a package of middle level management training for District and CHC managers.
Objective 2 CHC MICRO-PLANNING The second objective will be to improve immunization (increase DPT3 to 95% by 2018) and related MCH coverage and equity through development and implementation of CHC Micro-Plans (refer to page 22 narrative for details on micro-planning). The expected outcomes and outputs will be introduction of a needs based planning system leading to improved immunization and Basic Services Package coverage (Basic Services Package is the national policy that comprises Maternal Health, Child Health including immunization, communicable diseases, non-communicable diseases, health promotion and environmental health. Support services and the components of each service delivery area are also described in the policy). This will build on existing initiatives supported by the MOH and partners in development of immunization micro-planning strategies and planning tools, and support the National Health Sector Plan Strategy to extend integrated services to hard to reach or unreached populations. 

As a first step, health needs assessments will be conducted to assess needs of services and of populations. These assessments will be based on the 6 building block areas. However, particular focus will be placed on assessment of partnering with communities in order to address issues of both access and utilization. 
During the inception phase of the program, the detailed mechanisms by which funds flow to Districts, and how these funding flow mechanisms relate to PFM reforms, will be further articulated.  The current arrangement will be for funds to flow according to Ministry of Health policies and procedures for management of external funds (see Attachment 6). It is proposed that the CHC micro-plans can then be clustered into the District Health Plan, with quarterly funding releases to Districts subject to the timely submission of a performance report. A “management and supervision” budget will also be identified for both central and District managers to provide oversight for CHC micro-plan implementation. 

It is proposed that performance based agreements between the Central MOH and the Districts and between the Districts and CHCs will be developed specifying mutual roles and responsibilities of managers and providers, proposed targets, main activities and cost categories. A system of supportive supervision from central level and Districts, in combination with data quality self assessments and coverage surveys, will be implemented in order to validate agreement outcomes. It is expected that micro-planning system will scale up to nationwide coverage by the end of 2016. 
To further extend the reach of immunization services to hard to reach or unreached populations, particularly for new vaccines (pentavalent vaccine is being introduced in 2012) vaccine management capacity building and cold chain and transport equipment will be procured according to the vaccine improvement plan and cMYP requirements. 
Objective 3 COMMUNITY SYSTEM STRENGTHENING The third objective will be to improve immunization and related MCH coverage and equity through increasing demand for services and utilization of services, through review and implementation of a community participation policy and strategies. This area is in response to the identified gap of low access and utilization of services in many areas of the country, particularly for the poor, socially disadvantaged and remote populations. The expected outcome is improved immunization and Basic Services Package (BSP) coverage through improved utilization and demand for better quality services by the population. It is envisioned that strengthened or revised community participation mechanisms, and a revised policy and guideline on participation, which will be approved by 2016. 

Capacity building programs for Family Health promoters or Promotor Saude Familia (PSF) and local authorities (Suco Village Health Committee and District Health Council) will be conducted. Activities will also be conducted in order to promote CSO (both CBOs and NGOs) involvement in health through community participation mechanisms and micro-planning processes.   The CHC micro-plan will reflect inputs of NGOs and CSOs active in basic service delivery. They will also be involved through implementation coordination groups at District and CHC levels (see Attachment 7 TOR of NHSCC which details involvement of partners at each level of the system).

The training, mobilization and education activities will be linked into CHC micro-plans for the Basic Services Package, with immunization and related MCH outcomes as the primary measures of success. The CHC needs assessments and planning and community participation guidelines will include assessment of gender barriers to immunization and related barriers to MCH services, in order to specify specific communication or networking activities that could be undertaken and financed through CHC micro-plans.  A “community fund” will be established for each CHC so that a local area demand side project can be identified during the micro-planning process and the needs assessment exercise.

Investment in development of community participation mechanisms through local government, religious leaders, households and the CHC health teams, will ensure that local support mechanisms are in place for information dissemination, resource mobilization (from the MOH, international agencies, NGOs and CSOs) and monitoring and evaluation. Following design, testing and evaluation of these planning and participation methods, investments will then be made in gathering and collating the evidence to translate these initiatives into national health policies on community participation and needs based planning.

HSS Strategic Approach and Scope
A nationwide scope of work is proposed for HSS, but with a focus on the CHC and community level, as a complement to the wider health system strengthening activities being conducted through the National Health Sector Strategic Plan-Support Program (NHSSP-SP.) NHSS-SP is the main health sector development program in the sector, with a focus on public financial management, sector coordination and service delivery improvement.
(1) A focus on CHC level and below: The general focus of the proposal is to focus on CHC level and below, with specific reference to development of community participation and health micro-planning systems, and strengthening of management capacity (particularly of supervision and monitoring and evaluation capacity). Activities will therefore be a mix of system design, test and evaluation, linked to simultaneous investments in policy/systems development, capacity building and implementation. 

(2) Upstream Policy Development and Sub District Implementation: Policy and guideline development for needs based planning and community participation will be supported based on findings of health system rapid assessments and evidence based micro-plans (supplemented by wider health facility and KAP surveys being conducted through other development initiatives).  The objective of this approach will be to sustain coverage gains through policy developments in the areas of planning and coordination, improved demand through activation of community and local government participation networks, and negotiating long term co-financing of service operations by the MOF, MOH and other development partner programs. This will be reflected in the resource allocation pattern of the proposal, which will aim for 20% central level policy development budget, a 20% management support budget for District level, and a 60% allocation for operations at the sub district level (Community Health Centres).
(3) A mix of Supply and Demand Side Strategy using a Performance based Approach: The HSS strategy balances both supply side approaches through CHC micro-planning, and demand approaches through strengthening of community systems.  On the provider side, there will be a performance based approach (health agreements), reinforced by a program of supportive supervision and middle level management training.
(4) A Phased Approach to Implementation: It is proposed that in the first year of operation, an “inception” or “system building” phase of the program would commence in 2 districts. It is proposed that an urban district (Dili) and a rural district (Ermera) be selected based on the following criteria : (1) the largest numbers of un-immunized children (2) ease of access to Dili which will be of importance for the systems development phase (3) largest populations (4) capacity to develop coordinated CHC plans with other NGOs. In this period, the initial focus would be on planning and community participation system development, and its testing in two districts (Dili and Ermera). Lessons learned will be adopted from this early period of implementation, including linking of CHC planning with District Plans, and formalization of the funds flow mechanism to the sub district level. In the second ”scale up” phase of the HSS plan, the emphasis in resource allocation will shift gradually from systems development and technical support to implementation and evaluation.

Alignment with National Policies and Plans and other Development Initiatives
The proposed HSS initiative aligns with the NHSSP, National Health Policy and comprehensive multi year Plan for Immunization (cMYP)   in the following ways.

1. The community participation mechanisms align with the National Strategy for “strengthening community empowerment in participating and to take lead in the identification of health issues and practices that hinders access to health services.” (NHSSP page 36).

2. The strengthening of needs based planning models aligns with National Health and development strategy, the NHSSP and with the cMYP in the context of decentralization, attainment of health equity and sustainable improvements in immunization coverage. GAVI HSS will take into account the broader implications of decentralization strategy for the health sector, including strengthening of middle level management capacity, and support for planning and financial management system development at the District level and below.

3. The HSS investment also supports the cMYP approach of reaching the unreached through the development and implementation of more effective micro-plans, and through providing more system support for introduction of new vaccines (logistics and transport system support in line with the pentavalent vaccine introduction commencing in 2012).

4. Strengthening immunization in the context of integrated service delivery is aligned with the National Health Policy on the “Basic Services Package.”

Linking to other Initiatives for District Health Strengthening:  The proposal will carefully link with the main development program in the sector – the “National Health Sector Strategic Plan – Support program” (NHSSP-SP) and other development partner initiatives at the District level in order to ensure that CHC planning and community participation systems are aligned with national strategies and harmonized with other initiatives. Financial management technical support through GAVI HSS for CHC financial management will link to the financial management systems development at central and district level supported through HSSP-SP. The principal mechanisms for ensuring coordination will be the annual planning systems at both District and CHC level, which will reflect input from all stakeholders in expanding coverage to hard to reach or unreached populations. Funding support through GAVI will complement in particular the support provided through the Imunizasaun Proteje Labarik Project (IPL) which is supporting 34 sub-districts in 7 districts. Here the HSS effort  will build on existing initiatives (through the USAID Health Improvement project – Haforsa Distritu iha implementasaun Atividade Kuidadus Saude Primaria (HADIAK) and IPL programs) in the areas of training of community leaders on immunization and strengthening suco (sub district) council health committees.

Technical coordination will be enabled through the National Health Sector Coordination Committee (NHSCC). In addition, at the local level, the principal mechanisms for coordination of inputs and strategy will be through the District and CHC planning system (District and sub District Technical Working Groups) and the supporting community participation mechanisms described in objective 3 above. Technical coordination will also take place through existing district health strengthening initiatives supported through HSSP-SP, HADIAK, IPL and UNICEF. The technical cooperation strategy will be implemented through the appointment of two national officers in WHO and UNICEF, and through periodic short term technical support for systems development in the areas of performance based management, health planning, financial management systems and community system strengthening.

Financial Coordination: Funds will flow utilizing Ministry of Health policies and procedures. In the inception phase of the program (Year 1) the Department of Planning will coordinate funds flow utilizing the same financial management mechanisms as for the vaccine introduction grant for pentavalent vaccine. The proposal will link with Public Financial Management (PFM) reforms proposed through the latest Health Sector plan. Progress in PFM reform will be a precondition for making better use of existing funds and for being able to manage and account for a new stream of funding (ie GAVI HSS). In this first phase of the program, funding will not be pooled.  This is required given that pooled funding arrangements are at an early stage of development in Timor-Leste. At the mid-point of the HSS program, once the new pooled funding flow arrangements have been linked to District Health Planning processes, the situation could be reassessed with consideration being given by the MOH and Development partner Multi Donor Trust Fund (MDTF) to include GAVI funds within the pooled funding arrangement at a later date. 

Expected Outcomes

The principal outcomes of the HSS program will be as follows:

· Improvement of % DPT3 Coverage from a baseline of 66% in 2010 to 95% in 2018



· Improvement in the % of Children fully immunized from a baseline of 53% to 95% by 2018


· The number of Districts < 80% DPT3 coverage  will decrease from 10 to 0 by 2018



· Ante Natal care Coverage (4 Visits) is proposed to increase from 55% to 80% by 2018.

· % children less than 5 years receiving vitamin A increases from 51% in 2010 to 90% by 2018 

In terms of system outputs, it is proposed that all districts (13) will be implementing systems of CHC micro-plans, financial management, supervision, performance based management  and community participation systems according to national standards by 2018.


Governance and Risk Management

Oversight of the program nationally will be provided through the National Health Sector Coordination Committee, which will meet quarterly and include oversight of HSS as one of the agenda items. The technical linking of the GAVI HSS program to HSSP-SP will also support the MOH commitment to taking gradual steps towards sector wide management processes (“one plan, one budget, one M & E system”). Technical and financial coordination will be managed through the annual planning systems, reinforced by a system of performance based agreements that establish the mutual roles and responsibilities of managers and workers. Another layer of programmatic and financial risk management will be the strengthened supportive supervision and monitoring system. The Department of Planning, in collaboration with the Dept. of Finance and the EPI program, will implement a program of contracts management and central integrated supervision to ensure activities are being implemented as planned, assess quality of data and ensure funds are flowing and are being managed according to MOH procedures. At the community level, through direct participation in micro-planning and coordination meetings (see Attachment 7) the proposed strengthening of community participation systems and networks will support local community and CSO involvement in organization of outreach services, identification of community health needs, and provide opportunities for assessment of quality of services.




	Part B - Applicant Eligibility


If this application includes a request to the Global Fund, please fill out the eligibility and other requirements section available here. 
If this application includes a request to GAVI, please click here to verify the applicant’s eligibility for GAVI support.

	Part C - Proposal Details

	

	1. Process of developing the proposal

	1.1 Summary of the proposal development process

→ Please indicate the roles of the HSCC and CCM in the proposal development process. Also describe the supporting roles of other stakeholder groups, including civil society, the private sector, key populations and currently unreached, marginalised or otherwise disadvantaged populations. Describe the leadership, management, co-ordination, and oversight of the proposal development process. 

	The Timor-Leste Health System Strengthening proposal was developed over a 5 month period between April and August 2012. 

For the proposal development, the process was overseen by the Director General for Health and the Department of Planning, with close participation from EPI program staff. Technical guidance was led by the country office of WHO with consultant support, backed up by UNICEF technical assistance and guidance.  The type of proposal development activities included interviews, group discussions, a field assessment, literature review, and conducting of MOH, district, civil society and development partner forums.  The steps in the proposal development process are outlined below. Details of consultations undertaken between April and August 2012 are included in the document “GAVI HSS Proposal Development - Record of Consultations April to August 2012” which is attached as Attachment 10 to this proposal.

1. A first round of consultations was undertaken with the Ministry of Health and stakeholders (development partners and civil society) in June 2012. This was undertaken with consultant support through WHO although the whole process and organization of consultations was managed through the Department of Planning. Consultations were undertaken with Ministry of Health Departments including the Office of the Director General, Department of Planning, the Health information Department, policy advisers, the Community Health Directorate, the EPI Working Group, and the representatives and advisors of major development partners including the World Bank, WHO, UNICEF, AusAID and USAID. 

2. A field rapid assessment was undertaken 17th – 19th June 2012, which provided additional input into the development of a program outline.

3. The findings from these rounds of consultations, in addition to literature review and field rapid assessment, enabled the development of a revised HSS program outline in June 2012. The program outline  presented at the following forums:

a. A civil society and development partner forum on the 22nd June

b. The EPI Working Group including representatives of the MOH, development partners and civil society

c. A District Managers Workshop on 21st June with participants from 8 districts.

4. Following these three forums, the HSS program outline was revised again, and then circulated to the MOH and development partners and to the Regional Office of WHO in Delhi for further comment.

5. Main decision points were identified that required one more consultation with the Director General and senior MOH Staff on the 2nd of August. At this meeting, the Director General gave a “green light” for main decision points including the focus on CHC micro-planning, performance based management, general guidance of resource allocation between MOH levels (Central, District and CHC), designation of technical leadership of the strategy by the Dept. of Planning and the importance of focussing on supervision.

6. Based on these decisions and final revisions to this HSS program outline based on comments from the MOH and development partners, the proposal was drafted in the first week of August, with information gaps addressed by the Dept. of Planning,  Dept. of Finance, the EPI programme, WHO and UNICEF.

7. On August the 13th, the general proposal was presented at a forum of the EPI technical working group (chaired by the Dept. of Planning) with participation from development partners and civil society agencies.

8. On August the 14th, the proposal was presented by the Department of Planning to the National Health Sector Coordination Committee.

9. The draft proposal was also circulated to the Regional Office of WHO (SEARO), the Ministry of Health Departments and Development partners for review between August 18 and 23

10. Based on revisions to the proposal recommended in these two meetings and in this peer review, the details of the proposal were finalized between August 14 and August 28, with signatures of the Ministers of Finance and Ministers of Health obtained in this period.

	1.2 Summary of the decision-making process

→ Please summarise how key decisions were reached for the proposal development.

	The main decisions in this HSS proposal relate to the following:

1. The importance of focussing on the Community Health centre level and the hard to reach

2. The concept of funds flow directly to CHCs (through District Management Systems) to support operational plans to reach the hard to reach or unreached

3. A performance based management system to support CHCs to implement plans

4. The importance of activation of community participation mechanisms (with CSO and local authority involvement) in order to improve demand for immunization and other MCH related services.

The decisions were reached in the following ways.

1. Consultations undertaken in April and June demonstrated a broad consensus on points (1), (2) and (4) above. There was broad agreement that, despite significant MOH and development partner support, immunization coverage had reached a plateau and that a specific focus on the hard to reach/unreached and improvement to demand were critical factors in making a difference to the situation. 

2. The decision making process was supported by existing health access data, particularly that provided through the most recent DHS survey. What the survey data demonstrates is that 23% of one year olds are not accessing immunization services at all, and only 53% are fully immunized. The District workshop participants confirmed that 20% to 40% of the population are not accessing health services, and that the majority of the unreached are in remote areas not accessed by outreach health workers or mobile health services.

3. The decision making process was also supported by reviewing the National Health Sector Strategic Plan (NHSSP), and linking main gaps and activities in this NHSSP to the proposed main activities in the GAVI HSS proposal.

4. Consultations undertaken in July with the Dept. of Planning and the above mentioned stakeholders (see section on proposal development process) enabled the development of a HSS proposal outlined that was reviewed by the MOH, civil society representatives and by development partners. 

5. Following finalization of the proposal outline, main decision areas were tabled at a meeting with the Director General and with senior Ministry of Health Staff (including Director of Planning Dept. and EPI Manager – See Attachments for minutes of meeting).

6. This enabled drafting of the proposal that was then reviewed by a development partner forum on August 13th, and then reviewed and endorsed by the National Health Sector Coordination Committee on the 14th of August.


	2. National Health System Context 

	2.1 a) National Health Sector

→ Please provide a concise overview of the national health sector, covering both the public and private sectors at the national, sub-national and community levels.

2.1  b) National Health Strategy or Plan

→ Please highlight the goals and objectives of the National Health Strategy or Plan. 
2.1 c) Health Systems Strengthening Policies and Strategies 
→ Please describe policies or strategies that focus on strengthening specific components of the health system that are relevant to this proposal (e.g. human resources for health, procurement and supply management systems, health infrastructure development, health management information systems, health financing, donor coordination, community systems strengthening, etc.)

	a) National Health Sector

Country Background

Timor-Leste is a new nation and was declared a sovereign nation in 2002 after decades of civil conflict and 24 years of occupation by Indonesia. The country has now established systems of national governance including the conducting of parliamentary elections in 2007 and 2012. The country is classified as a fragile state, and has now established a plan to transition from a phase of internal security to the next development phase of state building (Transition Plan 2011).  Timor-Leste has a population of 1.06 million (Census 2010), with 70% of the population residing in rural areas, and with 84% of the population employed in primary industry. Most communities reside in remote mountainous locations with generally very poor but improving roads and telecommunications.  In rural areas, only 62% of women are literate (compared to 72% of men). Due to the post conflict reality of the country, the Timor-Leste population is beset with a significant and very challenging social development and public health situation, particularly with regard to the nutritional status of women and children and access to basic health and other social services. The country was ranked in 2011 by the UNDP as 147th out of a list or 184 countries on the human development index.
The Health Situation

The nutritional status of children is a major concern and is reported to be deteriorating, with rates of 58% for stunting in children, and an overall rate of anaemia of 38% for children aged 6-59 months. Although there are declining rates of fertility, the most recent survey results demonstrate that the total fertility rate for women is still very high at 5.7, with the unmet need for family planning of 32%. Timor-Leste has one of the highest maternal mortality ratios in the region of 557 per 100,000 live births. Under 5 child mortality, though improving remains high, with wide variations in rates between some rural areas (111 per 1000 births for Liquica rural district) and 60 per 1000 for Dili, the capital city of Timor-Leste. These high mortality rates are attributable in part to low health services access, particularly in remote areas, but also in some rural and urban locations.  53% of one year olds are fully immunized, and at last survey, 23% had received no vaccinations at all.  Only 30%of women had their last delivery supported by a skilled provider, and only 22% delivered in facilities (Data sources – TLDHS 2009/10). 
The National Health Sector

The objective of re-building the State (in this case the rebuilding of the health sector) is well on its way in Timor-Leste. Up to 80% of health facilities were damaged during the independence struggle. Although in the last 10 years most of these facilities have been restored, the low health services access is exacerbated by the social and political context of a post conflict country in a fragile state setting.
Timor-Leste’s Constitution defines “medical care as a fundamental right for all citizens and imposes a duty on the government to promote and establish a national health system that is universal, general, free of charge and, as far as possible, decentralised and participatory.” (National Development Plan).  
There is now a network of District referral hospitals (6) and community health centres (CHCs n = 66) at the sub district level. In selected areas of the country, there are also health posts located (n = 213) in hamlets (aldeia). 
For areas not accessible to the population, a program referred to as “integrated community health services” or  Servisu Integradu da Saúde Communitária (SISCa) is being implemented in 474 locations across the country (National Health Statistics 2011). This program establishes temporary fixed posts at locations more distant from health facilities for provision of an MOH approved Basic Services Package (BSP). 
Civil society, in the form of health NGOs are very active in some parts of the country, and a private medical sector in the form of private medical clinics (n = 47) is beginning to emerge in the capital city and some district towns.
Due to the post conflict and fragile status of the nation, many of the management systems required to establish and enhance the functions of the state are now underway. Chief amongst these redevelopment efforts are the plans and activities to rebuild the public health human resources sector. There is currently a health workforce of 2,500 for the population of 1.06 million, with over two thirds of these staff numbers posted at District level and below (nurses and midwives). At the community level, these peripheral health staff are supported by a network of health volunteers referred to as PSF. In addition to the PSF network, local community leaders at District, sub District and community level (aldeia) assist to register populations and mobilize populations to attend the SISCa (integrated Community Health Services Posts).

The other major development challenge (to be taken up by this proposal in particular) is extending services beyond the SISCa point to unreached populations. The NHSSP 2011-2030 plans an increase in the number of public and private facilities based on an assessment of health infrastructure and an infrastructure development plan is to be completed by the end of 2012.
National Health Strategy

The Ministry of Health has produced a National Health Sector Strategic Plan (NHSSP 2011-2030). The plan is divided into 8 areas and has 3 strategic directions – provision of services, investing in human capital and infrastructure development. 

The first strategic direction of service delivery strategy focuses on delivering services in an integrated manner, with a view to improving the access and quality of services to the population.  

The second strategic direction focuses on development of a comprehensive human resources plan. Human resources management strategy will focus on development of performance based management systems, and will include performance based incentives and rewards linked to attainment of outcomes. 

The third strategic direction of Infrastructure investment will include expanding facility access at the suco (sub district level) as well as construction of additional community health centres and upgrading of District facilities in line with projected population growth. 

The NHSSP also outlines human resource and infrastructure planning, in addition to a road map for improvements to public financial management.

The NHSSP demonstrates that financial management and planning reforms, human resource development and increasing community demand are priority areas for investment and activity in the new plan, the details of which are documented in the following section on health system constraints. 

This proposal will focus on supporting strategic direction 1 (service delivery systems) in particular, by extending integrated services to unreached population. It will also support strategic direction 2 (human resource development) through middle level management capacity building and introduction of performance based management systems.

Health System Strengthening Policies and Strategies
The proposed HSS initiative aligns with the NHSSP, National Health Policy and comprehensive multi year Plan for Immunization (cMYP)   in the following ways.

1. The community participation mechanisms align with the National Strategy for “strengthening community empowerment in participating and to take lead in the identification of health issues and practices that hinders access to health services.” (NHSSP page 36).

2. The strengthening of needs based planning models aligns with National Health and development strategy, the NHSSP and with the cMYP in the context of decentralization, attainment of health equity and sustainable improvements in immunization coverage. GAVI HSS will take into account the broader implications of decentralization strategy for the health sector, including strengthening of middle level management capacity, and support for planning and financial management system development at the District level and below.

3. The HSS investment also supports the cMYP approach of reaching the unreached through the development and implementation of more effective micro-plans.

4. Strengthening immunization in the context of integrated service delivery is aligned with the National Health Policy on the “Basic Services Package” and on the NHSSP Strategy (2011-2030) of implementing service delivery strategy in an integrated manner.

The GAVI HSS investment will directly support Ministry of Health Polices and Plans (as well as broader development strategies and plans) in the following ways:

1. Fragility Transition Planning: This proposal is aligned to international policy on the “”New Deal for Engagement in Fragile States,” particularly with regards to managing resources more effectively and aligning these resources for results. Government and UN in Timor-Leste have established a joint mechanism for planning and implementation to transition the country from peacekeeping to state building (in line with planned UN mission withdrawal in 2012). Seven focal areas for transition have been identified including Police and Security, Rule of Law, Justice and Human Rights, Democratic Governance, Socio-economic Development, Mission Support and Logistics, training for Timorese Staff and Impact on the Local Economy. (Timor-Leste Transition Plan 2012).  This GAVI HSS proposal will support implementation of the transition plan to Statehood in particular through governance measures (building middle level management capacity) and socioeconomic development  (extending public services to previously unreached populations) 
2. Decentralization Policy: The policy of middle level management capacity building, CHC needs based planning and community participation are all supportive of the development strategy of administrative decentralization that is underway in Timor-Leste. The Ministry of state administration Ministerial decree no. 8/2005 on local assemblies states that health will be represented on District and sub District Planning and Implementation Committees and that health services and public health are specific areas for local government investment.

3. Gender policy Implementation: Under the Constitution, women have equal rights and Timor-Leste has ratified the Convention on Elimination of All Forms of Discrimination against Women. The inclusion of an assessment of  identification of gender barriers in the rapid assessments for CHCs micro-plans, as well as the identification of activities to respond to these barriers in these plans, will support the efforts of the Government of Timor-Leste and of civil society agencies to mainstream gender as part of its ongoing development efforts. 
4. Health Equity Strategy: Given that needs based micro-plans will specify the sub populations and locations of unreached families for immunization and related MCH services, this proposal will support the NHSSP objective of “allowing easy and nearby access to integrated and comprehensive health care services for communities living in very remote areas (page 36 NHSSP).

5. Human Resource Strategy: The NHSSP identifies the long term direction of direction decentralization of staff management responsibilities, and a requirement for more emphasis on incentives for good performance. (NHSSP Section V Human Resources for Health).  

6. Health Systems Policy and Strategy:  The design and implementation of CHC micro-planning and community participation systems for both immunization and MCH will support the service integration strategy outlined in the NHSSP and the objectives of the basic Services Package Policy (BSP) of the Ministry of Health.
7. Immunization Strategy: Investment in the cold chain and improvements to vaccine management will directly support the strategies of the cMYP (2011-2015), the EVM Improvement Plan 2011-2015, the National Immunization Strategy (2011) and the pentavalent vaccine introduction plan 2012. It will achieve this by financing new cold chain investments and through improvements of procedures and skills in the area of vaccine management. This will also support the related GAVI support for pentavalent vaccine introduction in 2015. 


	2.2 Key Health Systems Constraints 

→ Please describe key health systems constraints at national, sub-national and community levels preventing your country from reaching the three health MDGs (4, 5 and 6) and from improving immunisation, and from improving outcomes in reducing the burden of (two or more of) HIV/AIDS, tuberculosis and malaria. Include constraints particular to key populations and other unreached, marginalised, or otherwise disadvantaged populations (including gender related barriers).

	As would be expected from a country in a fragile setting, there are major health system gaps, identified in the national health plan and related development documents. Despite significant levels of investment nationally and internationally over the last 10 years, there are still chronic problems associated with non access to services for 20% to 30% of the population. Immunization coverage has reached a plateau of just below 70%, despite efforts to date have struggled to raise coverage above this level. In fact, JRF reported coverage declined from 72% in 2010 to 67% in 2011. To date, with the exception of the SISCa strategy (integrated community services outreach posts), most national and development effort has focused on infrastructure rebuilding and human resource development. Less attention has been given to strengthen the service delivery system in order to extend services to these unreached populations. It is this problem that this proposal proposes to address.

The 2009/10 DHS found that 22.7% of one year olds had no records of immunizations, indicating a clear need for increased quantity and quality of health outreach services. The DHS survey conducted in 2009/10 demonstrated that more than 96 percent of Timorese women reported they experienced at least one problem in accessing essential health care, with the two main concerns being no availability of drugs (87 percent) and non availability of a health care provider (82 percent). 

DHS data also demonstrates the impact of socio-economic factors in determining both access and outcomes. Immunization and maternal and child health care access, including mortality outcomes, are highly co related to income and education status and location. Half of mothers provide birth in facilities in urban areas, compared to only 12% in rural areas. 

Although between 2003 and 2010 DPT3 increased from 53% to 61%, the percentage of children who have not received immunization services at all actually increased from 18% to 23% in the same period. This demonstrates that the health system failing to reach a distinct disadvantaged sub population of the country, most of whom are resident in remote areas or who are socio-economically disadvantaged. There are significant inter district variations in coverage, ranging from 51.5% for DPT3 in Ermera District to 86% in Aleiu District. There are also significant gaps in immunization access based on wealth quintiles (17% absolute gap in coverage between lowest and highest education levels, and 28% gap between lowest and highest wealth quintiles) (TLDHS 2010).  Immunization micro-planning exercises conducted through the EPI program and UNICEF have illustrated the extent to whole populations are denied access through geographical barriers in remote mountain locations exacerbated by poor weather and road conditions that provide only intermittent access for health care workers, and which hampers the ability of families to access health facilities. The cMYP on page 15 indicates that the primary constraints for increasing routine immunization coverage to a high level are the proportion of the population living in remote or difficult to access areas and limitations of management capacity which is defined as an issue for the whole of the health system.
Lack of outreach services to populations has been cited in one study as the principal reason for lack of access to immunization services. Even in the mostly urban area of Dili District (capital city) lack of outreach has limited the ability of to immunize more children (IPL Study 2012). 
There are significant demand side factors at work that are restricting utilization of immunization services, including lack of knowledge of parents of the benefits of immunization. This is further evidenced by the fact that in urban areas of the capital city of Dili there are also large pockets of un-immunized children. It has been documented that in Timor-Leste, health seeking behavior is effected by cultural practices, traditional beliefs, lack of education, traditional gender concepts, as well as by acceptability and availability of health care services (Zwi, 2009). The very low service access for women’s health outlined above and the exceptionally high maternal mortality rate (557 per 100,000) also demonstrates the impact of gender barriers to health services access. More than two in five Timorese women who died in the seven years preceding the survey died from pregnancy or pregnancy related causes (DHS, 2010).

Gaps in coverage for maternal and child health care services are therefore a mix of supply and demand side factors. For the purposes of this HSS proposal, the system gaps contributing to the service coverage gaps have been narrowed to 3 main supply and demand side areas that are outlined below.

Gap 1 Planning and Financial System Gaps at District level and below

Lack of adequate outreach services, and the limited reach of the SISCa strategy, can be traced to inadequate planning and resourcing of activities to reach the unreached. These health system gaps have been identified in the National Health Sector Strategic Plan (NHSSP 2011-2030). The NHSSP states that financial management and planning reforms are required in order to put more emphasis on the peripheral aspects of health services delivery, especially in relation to the Basic Services Package (BSP) and SISCa (NHSSP page 83). The SICSCa strategy has been noted to have shortcomings in terms of transport, human resource distribution and lack of adequate micro-planning and mapping. In terms of health planning, the current emphasis on vertical program work plans is reported to detract from wider efforts to support more comprehensive planning strategies in the context of decentralization (HSSP Page 83).  The main impact of these limitations in planning and financial management systems is the lack of timely access to operational funds at the local level for basic health services delivery. This HSS strategy proposes to address this gap and complement other development initiatives by supporting planning and demand side efforts to reach populations beyond the reach of the SISCa strategy.
Gap 2 Human Resources Management Gaps

The NHSSP identifies that human resource management and development is the fundamental gap in the development of health care system in Timor-Leste. Of the current MoH workforce of around 2500, about 72% are clinical health workers, of which two thirds are nurses and midwives. Health workers are distributed inequitably across the country. Dili district has 53 doctors, while Alieu and Manatutu don‟t have any. There are shortages with numbers, distribution, skills development and motivation. In particular expansion of integrated community health care services into communities will require a significant up skilling of supervisory capacities, including the decentralization of staff management responsibilities, and a requirement for more emphasis on incentives for good performance. (HSSP Section V HRH).  The IPL study in 2012 also indicates that health workers knowledge, skills and attitudes to caregivers are major constraints to performance. Of particular concern is middle level capacity for vaccine and cold chain management. Particular areas of concern are stores management, temperature monitoring and vaccine distribution capacity. 

Gap 3 Community Participation Gaps

Indications are that gaps in coverage are related to issues of both access to services and demand for services. Although community participation structures have been mandated by the HSSP, these structures are not yet functioning effectively enough to support service delivery, particularly in remote areas. Specifically, the HSSP identifies the need to implement the strategies to increase community empowerment for the purpose of identifying health needs and barriers to access, inter-sectoral collaborations and community support for improvement to the health referral system. (HSSP Page 36). An assessment of the PSF (Family Health Volunteer) program in 2009 established that some of the PSF have not been trained and many still require more guidance (MOH Evaluation of PSF Program 2009). There are various community participation structures and mechanisms proposed including District Health Councils, the PDS (Suco Development Plan) and KJPS (Management Commission for Suco programs). However, most implementation is inconsistent with a limited number of pilot programs in operation. 

Consultations undertaken in April and June 2012 with the MOH, civil society and development partners confirmed  that at the delivery level there are significant capacity gaps in 3 main areas, which directly impact on universal access to basic MCH services, including immunization and which moreover are consistent with the gaps identified in the NHSSP. These areas are as follows:

1. Lack of sufficiently developed Primary Health Care (PHC) Planning Systems, Public Financial Management (PFM) and Monitoring and Evaluation (M&E) Systems 

2. Middle Level Management capacity to implement these systems for improved program performance

3. Quality and reach of Community Health Services and Outreach (SISCa) and supporting community participation mechanisms 



	2.3 Current HSS Efforts 

→ Please describe current HSS efforts in the country, supported by local and/or external resources, aimed at addressing the key health systems constraints. 

	The major health development program in the sector is the national Health Sector Strategic Plan- Support program (NHSSP-SP) which aims to support the MOH in three main areas:
(1) To assist the MOH to implement its “One Plan, One Budget, One Sector M&E Framework”; 

(2) The MoH to work closer with MoF and develop stronger financial management and procurement systems that enable DPs to use government systems (and be in a stronger position to receive budget sector support)  

(3) The MoH to work closely with a broad range of partners to improve the delivery of health services, particularly in CHCs and Health Posts, and through regular community outreach visits (i.e SISCas). 

The GAVI HSS investment will complement NHSSP-SP through support for CHC micro-planning and outreach that is linked to those programs investments in District health planning and financial management. This HSS strategy proposes to address current service gaps in remote areas and complement other development initiatives by supporting planning and demand side efforts to reach populations beyond the reach of the SISCa strategy.
The two investments will be coordinated through the Directorate of the Department of Planning and Finance and the National Health Sector Coordination Committee. Additionally, Technical Working Groups at District and sub District level (represented by health staff, local government and NGOs) will provide additional coordination through monitoring of the annual implementation plans. Most of the development program representatives are also involved with the EPI technical working group, which will provide additional opportunities for technical and resource coordination. In particular long term national technical assistance through WHO and UNICEF will complement technical assistance for health system strengthening provided through the HSSP-SP at the Dept. of Planning and Dept. of Finance.
The EPI program, WHO and UNICEF has implemented immunization micro-planning which has demonstrated that CHC and District managers can identify who and where the unreached are, as well as identify the specific activities that are required to reach them. However, operational financing needs to be secured in order to sustain the initiative. The IPL program (Immunization Protects Children) aimed to raise immunization coverage in 7 districts of Timor-Leste through micro-planning support.

UNICEF programs in Timor Leste support procurement of vaccines and cold chain equipment, provides technical advice on new vaccine introduction, supports Information Education and Communication strategies (IEC), family registration and assists with evaluation and strengthening of vaccine management capacity in the country.

The USAID funded IPL program (2011-2013) aims to assist Timor-Leste to increase the coverage of DPT3 and measles to over 80% nationally. This project has targeted 7 Districts in Timor-Leste. Main lessons learned from the program (as demonstrated in two published reports on baseline assessments and socio-cultural dynamics of communities) have been taken up into the program design (particularly with regards to community participation and management systems). 
Another USAID funded project is “Haforsa Distrituiha Implementasuan Actividade Kuidadus Saude Primaria (HADIAK), “Strengthening the Implementation of District Health Care Service Delivery Activities.”  This program operates in 5 districts and aims to improve PHC delivery, MNCH behaviours and outcomes and increase community engagement. Technical areas of support include leadership and governance, community engagement, skilling and equipping of health workers and improved data management.

The Government of Timor-Leste has already demonstrated its capacity to manage Global Health Initiative Grants through the Global Fund for HIV AIDs, malaria and TB control. The two current grants in progress (Rd 5 HIV 8.3 M $US and Rd 7 TB 5.1 M $ US) are currently receiving ratings of A1 and A2 respectively according to the Global Fund assessment criteria. http://portfolio.theglobalfund.org/en/Country/Index/TMP
The main lesson learned from the Malaria Global Fund program are the following:

(1) The importance  of conducting a situation analysis to identify priority problems

(2) The importance of undertaking District and CHC micro-planning to identify unreached populations

(3) The importance of utilizing community and local government networks through local government, PSFs and NGOs

(4) The importance of undertaking family registration in order to obtain accurate population estimates
The GAVI HSS support will complement and add value to these and other bilateral and CSO programs through joint planning activities at District and CHC levels. It is proposed that the CHC plans will reflect inputs from all sources of funding including government, CSO, bilateral and multilateral sources. However, the GAVI HSS investment, through the CHC micro-planning and community participation strategy, will add value by focussing on the hard to reach or unreached areas beyond the service areas of the SISCa strategy.  

Based on the consultations undertaken over a 5 month period with these various development projects, the HSS program will adapt lessons learned from implementation, which, based on the consultations undertaken over a 5 month period can be summarized as follows:
(1) There is limited use of data at CHC level to select and guide interventions. 
(2) The motivation and skills of volunteers is an issue. They need to be trained to conduct health education and refer when necessary. There is limited participation of local authorities in health planning and community mobilization. The main issue is not always resources – it is communication, especially between the Suco Chief, health workers and volunteers


(3) There is lack of managerial capacity including effective planning and financial management for SISCa and outreach, particularly in relation to transport arrangements and distribution of staff.

(4) The lesson from the previous cycle of NHSSP-SP was that systems were often too complex to implement. For this reason, the new NHSSP-SP has been streamlined with a view to doing fewer things to a higher standard.  



	3. Health Systems Strengthening Objectives

	3.1 HSS objectives addressed in this proposal

→ Please describe the HSS objectives to be addressed by this proposal and explain how they relate to, and flow from, the information provided in section 2 (National Health System Context). Please demonstrate how the objectives proposed to GAVI will improve health outcomes related to immunisation, and how the objectives proposed to the Global Fund will improve health outcomes for (two or more of) HIV/AIDS, tuberculosis and malaria. 

	Objective 1 DISTRICT MANAGEMENT SYSTEMS
 : To improve immunization and related MCH coverage and equity through development and implementation of District Management Systems

This is to respond to the identified health system gap of limited middle level management capacity and lack of application of a consistent model of district management systems across the country. 

The expected outcomes will be increased immunization and BSP coverage (increase in DPT3 from 66% in 2010 to 95% by 2018) through improved supportive supervision and planning and financial management capacity of District Managers to support the development and implementation of CHC micro-plans. Improvements in immunization coverage will be attained through implementation of needs based micro-plans that will identify where the unreached are, why they are unreached, and that will specify the activities and budgets required to reach these populations. District management support (described in more detail in the narrative section below) is an essential condition for ensuring these plans are developed, and successfully implemented.

Objective 2 CHC MICRO-PLANNING : To improve immunization and related MCH coverage and equity through development and implementation of CHC Micro-Plans

This is in response to the identified health system supply gaps in the areas of planning and financial management capacity, and human resources skill and motivation. It will directly address the supply side issues (and some demand side factors) relating to lack of service access for remote and disadvantaged populations who either have no immunization or MCH access (23% never immunized) or limited immunization and MCH access (53% fully immunized).

The expected outcomes and outputs will be introduction of a needs based planning system leading to improved immunization and BSP coverage (increase in DPT3 from 66% in 2010 to 95% by 2018).  

Improvements in immunization coverage will be attained through implementation of needs based micro-plans that will identify where the unreached are, why they are unreached, and that will specify the activities and budgets required to reach these populations. 

Objective 3 COMMUNITY SYSTEM STRENGTHENING : To improve immunization and related MCH coverage and equity through increasing demand for services and utilization of services, through development and implementation of a community participation policy and strategies

This objective aims to improve demand for and utilization of services, through review and testing of a community participation strategy/policy, with the aim of scaling up to national level by 2015. Specific activities will include policy and guideline development, capacity building and test and evaluation of improved community participation mechanisms with Suco Councils, PSF and other community leaders.

This area is in response to the identified gap of low utilization of services in many areas of the country, particularly for the poor, socially disadvantaged and remote populations which is attributable in part to inactive community participation networks and systems, and consequently low demand for CHC and SISca programs. 

The expected outcome is improved immunization and BSP coverage through improved utilization of better quality services by the population. It is envisioned that strengthened or revised community participation mechanisms, and a revised policy and guideline on participation, will be approved by 2015. 

Improved immunization and related MCH services coverage will result from improved knowledge of families and communities of the importance of immunization and maternal and child care, as well as improved social support, networks and leadership from community leaders and stakeholders (suco chiefs, community leaders, religious leaders and CBOs and NGOs).   




	3.2 a) Narrative description of programmatic activities
→ Please provide a narrative description of the goals, objectives, Service Delivery Areas (SDAs) and key activities of this proposal.

3.2 b) Logframe

→ Please present a logframe for this proposal as Attachment 2.

3.2 c) Evidence base and/or lessons learned 
→ Please summarise the evidence base and/or lessons learned related to the proposed activities. Please provide details of previous experience of implementing similar activities where available.

	Goal
The goal of the program will be to reduce child mortality in Timor-Leste through improved access to and utilization of immunization and related MCH services, with a particular focus on hard to reach or unreached populations.

Objectives

In support of this goal, the three objectives proposed are as follows:

1. To improve immunization and related MCH coverage and equity through development and implementation of District Management Systems

2. To improve immunization and related MCH coverage and equity through development and implementation of Community Health centre (CHC) micro-Plans

3. To improve immunization and related MCH coverage and equity through increasing demand for services and utilization of services, through development and implementation of a community participation policy

The expected outcome will be the following: The national DPT3 coverage is proposed to increase increased from 66% to 95% by 2018. The number of Districts that have DPT3 coverage less than 80% coverage will decrease from a baseline of 10 in 2010 to 0 by 2015 (cMYP Target). The percentage of women receiving at least 4 ANC visits is proposed to increase from 55% in 2010 to 80% in 2015.

These objectives are in support of the overall NHSSP 2011-2030 goals of providing comprehensive primary care services that are accessible to all Timorese people, and providing an adequate support system to the service delivery system (NHSSP 2011-2030) It also supports the cMYP objectives for coverage improvement and increased equity in immunization services access (cMYP 2011-2015).

There will be three distinct phases of implementation of HSS:

(1) Inception and Systems Development Phase

(2) Evaluation Phase

(3) Policy development and Scale Up Phase

It is proposed that in the first year of operation, an “inception” or “system building” phase of the program would commence in 2 districts. It is proposed that an urban district (Dili) and a rural district (Ermera) be selected based on the following criteria (1) the largest numbers of un-immunized children (2) ease of access to Dili which will be of importance for the systems development phase (3) largest populations (4) capacity to develop coordinated CHC plans with other NGOs.

In this period, the initial focus would be on planning and community participation system development, and its testing in a number of districts. Lessons learned will be adopted from this early period of implementation, including linking of CHC planning with District Plans, and formalization of the funds flow mechanism to the sub district level. In the second ”scale up” phase of the HSS plan, the emphasis in resource allocation will shift gradually from systems development and technical support to implementation and evaluation. Based on the evaluations (commencing from year 2 or 3) a third phase of policy development (evidence based policy) will be implemented with expected policy endorsements in the areas of needs based micro-planning, community participation and performance based management.

Service Delivery Areas and Main Activities

The first objective DISTRICT MANAGEMENT SYSTEMS focuses on development of District Management Systems – this is to improve immunization and related MCH coverage and equity through development and implementation of District Management Systems.

The expected outcome is improved immunization coverage (refer to log frame for specifics) through development and implementation of the planning, financial management, DQA and supportive supervision systems outputs.

Although the focus of the proposal is the CHC level and below, this SDA will ensure sustainability of the bottom up planning by putting in place sustainable management support systems for CHC planning. The areas of focus are supportive supervision and planning, financial management and data quality auditing.
The three main Service Delivery Areas to support the development of these outputs are as follows:

1. SDA 1 Development and Implementation of District Planning and Supportive Supervision Systems
2. SDA 2 Development and Implementation of Improved Financial Management Systems for financing of CHC Micro-Plans
3. SDA 3 Implementation of Middle Level Management Capacity Building program for EPI and BSP

SDA 1.1 – 1.3 Main Activities

This supervision, planning and financial management system development is an essential requirement to support the development and implementation of CHC micro-plans, the central focus of HSS.

Supervision Systems: In support of the implementation of the Basic Services Package Policy, technical supervision is conducted for the various vertical programs making up this package, including EPI, malaria, MCH etc. The purpose of the development of this system area will be to develop a style and content for supportive supervision of management systems, with a particular focus on human resource management, planning, community participation, financial management and M & E including data quality (ie. health system building blocks).  The supervision will also focus on contracts management, as the financing of plans will be based on performance based mechanisms and agreements (to be described in more detail under objective 2).

The supervision will be conducted centrally by the Dept. of Planning in collaboration with the Dept. of Finance and line technical programs where appropriate (including EPI). At the District level, supportive supervision will be conducted by District managers in collaboration with MCH/EPI staff.

CHC Micro-planning Systems: Micro-planning guidelines for delivery of the Basic Services package will also be developed, based on lessons learned for micro-planning implementation through the EPI program. The guidelines are likely to provide guidance in the areas of situation analysis, objective setting and main activities, costing and monitoring and evaluation arrangements. The guidelines will also stipulate the service package to be provided and community participation arrangements. Likely cost categories in the micro-plans will include transport and fuel, health worker incentives, and communication activities and in some cases, capital procurements (cold chain, logistics or transport).

A system of Performance Agreements will be developed and trialled in the first two districts. There will be two levels of agreements. Agreements will be established between the central MOH and Districts, and between Districts and CHCs. The performance based agreements will stipulate roles and responsibilities of partners to the agreement, the main activities to be conducted, the targets, the systems of payment, and requirements and steps of data quality auditing in order to verify outcomes. The District Performance Based Agreement will focus on management activities including supportive supervision, quarterly reviews and data quality auditing. The CHC performance based agreements will focus on service delivery and communication. In certain contexts, based on the findings of the situation analysis and the contents of the CHC micro-plans, it is also likely that the District may develop performance based agreements with CSOs for demand side activities including health education, social mobilization or immunization registration.

It is proposed that 75% advance payments will be made to Districts to support implementation of the agreements, with payments being made twice a year. Final 25% payments will be made to Districts based on achievement of agreed and negotiated targets for immunization, ante natal care and vitamin A coverage. In turn, Districts will release advance 75% payments to CHCs for the CHC Micro-Plan, with reward payments being made according to the same system. 

Financial Management Guidelines: In order to support timely flow of funds to CHCs for implementation, and to promote transparency and accountability for funds management, a set of financial management guidelines for transfer and management of funds will be developed in the inception phase of systems development. The guidelines are likely to include information on funds flow and accountability mechanisms and responsibilities, unit costs, implementation arrangements as well as information on the various accounting formats.  
As a preparatory system building activity, supportive supervision, CHC micro-planning and financial management guidelines will be developed and tested in the two districts (Dili and Ermera) where the CHC micro-planning is first being tested.

Data Quality Improvement Systems: The other area for system design is for data quality self assessment and data quality audit. Guidelines will be adapted to the Timor-Leste context to assess the quality of immunization and related MCH data in order to measure outcomes and provide a system of verification for performance based payments. The system will include a method by which health facility data are cross checked with household visits. It is proposed that DQA methods are integrated into supportive supervision and monitoring visits by the central level and by Districts. It is also proposed that coverage surveys are financed in Districts every 3 years in order to validate outcomes.
As a second step, the supportive supervision, micro-planning and financial management system will be integrated into the middle level management (MLM) capacity building program, after which the HSS program will support implementation in all HSS areas. This MLM program will focus on management systems and also on the technical aspects of the immunization program, particularly in relation to vaccine management and logistics.

A system of quarterly and annual health reviews will also be conducted at District level in order to assess the status of program implementation, document and discuss areas of best practice and problem solve obstacles to implementation.

Expected work and budget plan areas area as follows:

1. Technical support for development of planning, financial management and supportive supervision guidelines for District Management Systems

2. Implementation of supportive supervision centrally and from the District

3. Quarterly District Planning Reviews
4. DQA implementation and coverage surveys

5. Conducting capacity building programs on Middle Level management systems.

Following the systems inception phase of the program in Year 1, the program will then be scaled up nationwide, the details of which are included under objective 2.

Objective 2 CHC MICRO-PLANS focuses on improving immunization and related MCH coverage and equity through development and implementation of CHC micro-plans

This objective is central to HSS. It involves assessment of needs of hard to reach and gender barriers to access, the activities required to reach them, and the costs of these activities. After testing, it is proposed guidelines be revised based on lessons learned for national scale up. The objective also incorporates costs of activities for vaccine management and community participation. The EVM plan, some of which will be supported through this proposal, includes plans for expansion and replacement of cold chain equipment to meet future programme requirement and enhancement of the management aspect of the vaccine supply chain throughout the country. The GAVI HSS funds will finance capital procurement for the cold chain EVM plan, as well as the training in vaccine management which will take place in the middle level management training program. Other aspects of the EVM improvement plan will be financed through the Government of Timor-Leste and UNICEF. Vaccine management will also be reinforced through the integrated and technical supervision programs, some of which will be financed through the HSS program.

The first SDA concentrates on testing of CHC Micro-planning system in 2 districts in 2013, including implementation of baseline rapid assessment. This SDA incorporates development of guidelines for rapid assessment of the needs of the hard to reach, testing of implementation, and the evaluation of implementation in 2 districts. 
It is proposed that a needs assessment is conducted in each district by a central supervision team, with a particular focus on assessment of the locations of the hard to reach and the unreached, and identification of main barriers (including demand side gender barriers) to health care access. Other areas of assessment will include system building block categories including human resources, planning and management, community participation, service delivery or facility barriers and financial management. This assessment, as well as guiding District and CHC planning, will also assist to establish an M & E baseline for the HSS program. The rapid assessments will be conducted in the District by the Dept. of Planning and EPI program, including technical collaboration with WHO and UNICEF.

The CHC micro-plans will be developed based on the principles and practices of micro-planning which will include the following steps:

· Conducting a barrier analysis and catchment mapping in a District workshop format

· Setting a baseline of indicators for the plan

· Describing priority activities to reach the unreached populations identified in the needs assessment, mapping and barrier analysis (health system supply barriers, community demand side barriers)

· Costing the activities to reaching the unreached and identifying multiple sources of finance for the plan

· Setting targets

· Describing the management support from the District (including performance based agreement and DQA method) to be used for ensuring results in the plan are obtained
Likely activity areas in the CHC plans are the following:

· Conducting of fixed facility services and the SISCa program

· Outreach or mobile services as a complement to the above

· Community participation activities including monthly meetings with PSF and local authorities

· Communication activities to support reductions in equity or gender barriers

· Health and Family Registration

· Health Education for families, PSF volunteer networks, Local authorities (suco or aldiea chiefs)

· Capital procurements (cold chain, transport)

Implementation of the plans will be reinforced through integrated supportive supervision programs  (into addition to specific program supervision) for central and district level, middle level management capacity building programs (planning, financial management, data management, supervision, and vaccine management) and through a system of performance based agreements between central and district levels, and district level and CHC levels (refer to attachment for terms of reference for integrated supervision). 

The performance agreements will stipulate roles and responsibilities of managers in implementing agreements, targets, methods of payment, and data quality assessment requirements. Following MOH financial management guidelines, quarterly advance payments will made, with bonus payments made on attainment of verifiable targets for immunization and MCH. 
The trial in the 2 districts will be evaluated after 1 Year. Based on the findings of this review, the planning guidelines will be revised and updated accordingly. 

As part of SDA 2.2, It is then proposed that the CHC micro-planning system will be scaled up in a phased manner, reaching 100% of districts by 2015.
The scale up will be according to the following schedule:
1. Scale up to 4 Districts by the end of 2014, implementing baseline assessment and follow up quarterly and annual reviews of implementation 
2. Scale up to 8 Districts by the end of 2015, implementing baseline assessment and follow up quarterly and annual reviews of implementation (8 Districts)
3. Scale up to 13 Districts (100%)  by the end of 2016, implementing baseline assessment and follow up quarterly and annual reviews of implementation 
SDA 3 refers to implementation of the Vaccine Management Improvement Plan (see Attachment 8) . This SDA will involve support for implementation of the Vaccine Management Improvement Plan - particularly in relation to procurement, maintenance, capacity building and monitoring. This will directly support introduction of new vaccines (with pentavalent vaccine being introduced in 2012). Skills of managers and providers will also be enhanced in vaccine management (particularly in the storage, maintenance, temperature monitoring and distribution management areas)  through including sections on cold chain and vaccine management logistics in the middle level management capacity building program included in activity 1.1.3. Repeat Vaccine Management Assessments will be conducted in 2013 and 2016 in order to assess improvement and as well to inform the development and implementation of an ongoing vaccine management improvement plan.
Expected work and budget plan areas for Objective 2 are as follows:

1. Health needs assessments to support micro-plan development

2. Implementation of CHC Micro-planning including performance based agreements
3. Evaluation study of CHC micro-planning trial
4. Implementation of Vaccine Management Improvement Plan

5. Conducting of Vaccine Management assessments in 2013 and 2016.

6. Technical support for vaccine management assessment and micro-planning evaluation

Objective 3 COMMUNITY SYSTEM STRENGTHENING focuses on improving immunization and related MCH coverage and equity through increasing demand for services and utilization of services, through development and implementation of a community participation policy.
This objective aims to improve demand for and utilization of services, through trial and testing of a community participation strategy/policy, with the aim of scaling up to national level by 2015. Specific activities will include policy and guideline development, capacity building, testing and evaluation and scale up. Main activities that are required to address these gaps finalizinganan.com.au agreements between the MOH and the Ministry of State Administration and Territorial Planning on working with Suco Councils. Collaboration with Suco Councils to effectively plan for and improve community health will also be required.
SDA 3.1 will aim to develop of a Draft Policy / Guideline on Community participation. This SDA will include a situation analysis  as a starting point for development of a draft policy and guideline on community participation. Along with a situation analysis, testing and evaluation will be undertaken in two districts prior to potential scale up of the strategy from 2014.
SDA 3.2 involves the implementation of the community participation model and its testing in the two trial CHC micro-planning Districts. The process then will be evaluated after 1 year, and the guidelines then revised accordingly. Potential activities for community participation, the general guidance of which would be provided in the draft policy, and the specific activities that would be included in a CHC micro-plan are as follows:

1. Participatory community appraisal of health needs conducted jointly with the rapid health system assessment)

2. Activation of District Health Councils and of CHC health committees for oversight of health plans and activities

3. Capacity building programs for local authorities (Suco and Aldeia chiefs and PSF) and community health volunteers (PSF) on priority health needs, referral systems, surveillance of disease or other priority health needs
4. Identification of community based projects and programs to improve health access (eg. enhancing food security, water and sanitation projects, community based rehabilitation or health education programs, support for the health referral system, small proposals to reducing gender or equity barriers to health care access and decision making such as mothers or women’s support groups).

5. Support for monthly meetings at the CHC for suco and aldeia chief, PSF and health staff).

6. Local area support for health or family registration

7. Integration of CHC health plans into Suco Development Plans (PDS) (i.e. integration of health plans into village development plans)

The third SDA in this objective (implementation of community participation Policy through CHC Micro-plans) will link back to the central part of the HSS strategy - the CHC needs based micro-plan. Community participation activities will be identified, located and costed in these CHC plans for the purpose of increasing demand for, and utilization of, immunization and related MCH services. Following the evaluation of the model in SDA 2, and adaptation of the policy and guidelines based on the findings of this evaluation, the policy implementation will then be scaled up according to the following schedule:
1. Scale up to 4 Districts by the end of 2014, implementing baseline assessment and follow up quarterly and annual reviews of implementation 
2. Scale up to 8 Districts by the end of 2015, implementing baseline assessment and follow up quarterly and annual reviews of implementation (8 Districts)
3. Scale up to 13 Districts (100%)  by the end of 2016, implementing baseline assessment and follow up quarterly and annual reviews of implementation 
Evidence Base and Lessons Learned

The evidence base for district management systems

The NHSSP states that the major health system challenge is rebuilding the health care workforce. The proposal now being put forward in development planning for formation of municipal government and decentralization, along with the strong research evidence on gaps in service coverage, all point to the need to develop effective middle level management systems in order to respond to these challenges. Specifically, micro-plans need to be developed to identify unreached populations. Management systems are required to develop a consistent set of planning procedures linked to a financial management system that enables timely funds flow for activities to outreach services to unreached populations. 
The evidence base for micro-plans 

There is a strong evidence base for strengthening of a decentralized health planning system that detects the locations of the un-immunized, the reasons for non immunized status, and the activities and costs required to reach them. As mentioned earlier in this proposal, 23% of one year olds has received no vaccination at all (DHS 2010). In 2011, JRF reported coverage declined from 72% to 67% for DPT3, and with measles coverage remains only at 63% (JRF 2011). A recent survey established that only 19% of health facilities have a health micro-plan and that none were using the RED approach (IPL Baseline Report 2011). The rapid field assessment conducted for this proposal indicated also that CHCs had neither plans nor operational budgets (HSS Consultation Notes 2012) to reach populations beyond the SISca service points. There is lack of managerial capacity including effective planning for SISCa and outreach, particularly in relation to transport arrangements and distribution of staff.
The evidence base for community participation

Low demand for services is evidenced by the low and declining coverage rates as outlined above, not only for immunization, but also for delivery services. Only 30% of women receive delivery assistance from a skilled delivery provider (30%). Barriers of cost and low levels of awareness have been reported in one study to contribute to poor access to government health services (Zwi et al Timor-Leste health care seeking behaviour study UNSW 2009).  In one more recent study on the socio-cultural dynamics of urban communities in Dili, it was found that caregivers knowledge, health workers attitudes, health seeking behaviours and inadequate information were all contributing factors too low utilization of services, even for communities quite close to health facilities (IPL, 2012). Unfortunately, in the related baseline assessment to the IPL program, it was found that community participation mechanisms (District Health Councils, CHC communication meetings) are either infrequent or inactive. Only 4% of suco councils have a health committee, 57% of Districts have established a District Health Council and 60% of the local authorities were unaware of the SISCa schedule. None of the PSFs (volunteers) in this study had had an orientation on immunization. Although most sub districts have the support of one or more CSOs, this study reported that they are not very well linked to MOH policies and guidelines.(IPL Baseline Assessment 2012). So opportunities will be taken here to add value to existing micro-planning efforts by improving the quality, coverage and coordination of micro-planning across the country.

The main lessons learned from project implementation to date, highlights the following 3 important factors:

1. The lesson for the major health development program (HSSP-SP) is that it is better to aim for a smaller number of activities and aim for a higher quality outcome that attempt to do to much. For this reason, this program will focus on 3 main areas only (district management, CHC micro-plans and community participation), with the focus of the program being on the CHC micro-plan. Most of the HSS program inputs will be embedded in these plans.

2. Despite the presence of international development partners and NGOs/CSOs, it still remains the case that most facilities do not develop and implement micro-plans to reach the unreached. The lesson learned from this experience is that, in order to sustain such initiatives, 3 important interventions are required for sustainability – 

a. A mainstreamed financial management system to support the financing of operations  

b. A supportive supervision systems that is regular and is focussed on problem solving  and reinforcing accountability for performance.

c. Policy or nationally endorsed guideline on micro-planning and community participation that focuses managers attention on the hard to reach or unreached populations that are currently beyond the reach of the SISCa model

3. Once again, despite the presence of international development partners and NGOs/CSOs and a network of local government and health facilities, utilization of services in some cases remains very low. Consultations for the development of this proposal highlights the importance of developing strategies to improve communication between many of these stakeholders, particularly at the operational level among many local government (suco and aldeia chiefs), health staff, NGOs/CSOs and PSFs (volunteers).



	3.3 Main Beneficiaries 

→ Please describe how the proposed activities under each objective contribute to equity (e.g., gender, geographic, economic), reach the unreached, underserved and marginalised populations with health services, and benefit the poorest and other disadvantaged populations, including any measures to reduce stigma and discrimination that these populations may face. 



	Objective 1 DISTRICT MANAGEMENT SYSTEMS Contributions to Equity 

The objective is to improve immunization coverage through strengthening of management systems – particularly to supporting the development and implementation of needs based CHC micro-plans. It is the purpose of the proposal that these micro-plans focus on identifying high risk populations including their locations, reasons for non immunized status and the designation of special costed activities to reach them. Given that only 19% of health facilities have a costed micro-plan (IPL Study), the system development support of the district (in particular supportive supervision and planning review) will be critical in achieving equity in immunization. 

The identification of gender and equity barriers to access would also be more fully explored in the needs assessments to be conducted for each District. It is expected that this rapid assessment, and the CHC micro-planning mapping, would identify the high risk populations in each catchment area. Coverage rates and immunization numbers at suco (sub district) level should enable identification of sub district and community areas of low DPT3 coverage. The analysis of this data in quarterly reviews by the Districts and CHCs will also pinpoint whether progress is being made in narrowing gaps in coverage between the general population and communities of higher risk. These communities may not always be those living in remote locations. These communities also exist in the capital City Dili, indicating that socio-economic related service barriers will also be addressed. 

The sex disaggregated data in the previous DHS survey demonstrates that boys (54%) and more likely to be fully immunized than girls (51%). In the Timor Leste context, it is mothers who bring children for immunization, so barriers to bringing children for immunization services will be analysed during the micro-planning exercises and needs assessment. The very low facility delivery rates also demonstrate significant gender barriers to access for women. The identification of an activity and costing category of “Community Fund” means that planners can identify community projects to address equity and gender barriers and include them in micro-plans.
Objective 2 CHC NEEDS BASED MICRO-PLANS Contributions to Equity

This objective will most directly address the equity problem of immunization and MCH services access in Timor-Leste. As stated throughout this proposal, these plans, through rapid assessment and through mapping of the unreached in a workshop format, will identify the following:

· Population numbers by aldeia (village or hamlet)

· Unimmunized numbers and locations by aldeia

· Reasons for immunization failure (from both rapid assessment and plenary discussion)

· The activities to address either community (demand) and health systems (supply) side factors

· The community and/or communication actions required to improve demand and utilization, and address socio-economic, distance and gender barriers

· The social supports required from CSOs and local government and community leaders to reach the populations

· The description of the financial resources required to conduct the service delivery and communication activities (including transport, vaccine management, health education)

· The description of the package of services that are feasible to deliver to the population in the hard to reach setting

· A list of indicators that will determine whether the plan has reached the unreached (DPT3, reduced drop out, ANC etc).

Given that coverage is only 67%, the implementation of these costed micro-plans, by deliberately targeting the hard to reach or unreached and that are well supervised and monitored, should begin to improve overall coverage as well as narrow differences within a reasonable timeframe (1-2 years).
Objective 3 COMMUNITY SYSTEM STRENGTHENING Contributions to Equity

This objective will also directly address the equity and gender issue through the following mechanisms:

· The situation analysis conducted for community system strengthening should seek to identify the high risk populations and their barriers to access that would enable (a) better representation of their interests in community participation forums (b) potential signing of performance agreements with NGOs/CSOs in order to meet the special needs of these groups (for example very remote populations or the urban poor). 

· The activation of community system networks such as District and Suco Health Councils will enable wider representation of citizens voice in health matters and should enable better social support from local government and other partners to support health staff to reach these underserved groups

· The opportunity for the District and/or CHC to involve NGOs/CSOs  and local government in the micro-planning process will ensure that the government public health system has the potential to partner with agencies that can reach out to communities where the government may have limited capacity (due to shortage of human resources or limitations of community networks).




	4. Performance Monitoring and Evaluation 

	4.1 National Monitoring and Evaluation (M&E) Plan and Performance Framework

→ Please present your National M&E Plan as Attachment 3, and the Performance Framework for this proposal (using prescribed template) as Attachment 4.

	4.2 a) M&E arrangements

→ Please describe how the Performance Framework in this proposal uses existing national indicators, data collection tools and reporting systems.

4.2 b) Strengthening M&E systems

→ Please describe the M&E systems strengthening activities to be funded through this proposal.

	M & E Arrangements 

M & E strategies and guidelines are outlined in two main documents. These are:

1. The National Health Sector Strategic Plan MOH 2011-2030 (Monitoring and Evaluation Section)

2. Health Management Information System Guideline MOH 2012 (Attachment 3)

The NHSSP has an implementation framework that includes main activities, outputs and their indicators, some of which have been included in the Performance Framework for HSS (Attachment 4)
The monitoring and evaluation system will be according to the structure and flow of the national HMIS system as outlined in the diagram below.
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There is also a surveillance unit at the MOH. The performance of this system is measured according to the timeliness and completion of reports and feedback, and outbreak investigation and response within 24 hours. 

The indicators described in the performance framework (see attachment 4) are sourced from the HMIS system, the DHS (2009/10) and the Monitoring and Evaluation section of the National Health Sector Strategic Plan 2011 – 2030. Data collection and analysis will use the same systems and the same data collection forms as the HMIS, supplemented by surveys, special studies and the micro-planning and supervision systems described further below.

All outcome indicators are part of the HMIS or immunization information system. The HMIS system will therefore be utilized to monitor progress (utilizing the Health Management Information System Guideline of the MOH 2012). However, this data will be validated by DHS surveys, coverage surveys and through DQA activities that have been integrated into the proposal design. 

The system of annual and quarterly reviews for the planning system (at central level and at District leve) will be utilized to monitor progress. Investments through GAVI (both Vaccine and HSS support) will also be monitored and reviewed through the Joint Annual Reporting (JAR) system along with other development programs including the Global Fund. 

At the peripheral level (Community Health centres and communities) there will be several activities to collect data and monitor progress over and above the routine system. The CHC Micro-planning system will detect hard to reach and unreached populations, and monitor activities to reach them, ensuring that data collected will be utilized for planning purposes. The Suco Village Health Committees, in collaboration with CSOs, will assist with family registration and with community based surveillance.
There will be no special “project” data collection and analysis systems, beyond the baseline data collected in in the needs assessments at the commencement of the program. This data will be required for baseline and monitoring some of the system output indicators.

Monitoring of the program will be technically overseen on a day to day basis the Planning Department and the National HMIS directorate. Overall strategic monitoring of progress will be through tabling of quarterly reports through the National Health Sector Coordination Committee.
M & E Strengthening Activities

The main gaps in the monitoring and evaluation system relate mostly to analysis and use of information for planning purposes. A recent analysis of health information systems at District level established there are gaps in completeness, timeliness and feed back of information.  At the CHC level, it was detected that analysis of trends and use of indicators to assess performance between geographic areas was very limited.  There was also very little use of information for specific decision making in available reports at district level (Report of District level HMIS Workshops TAIS JSI 2011).

The main M & E strengthening activities that will be undertaken in this HSS program will be as follows:

1. Information for Planning: The system of CHC micro-planning will strengthen links between health information data collection and use of this information for planning actions. The micro-planning system will detect the unreached, where they are located, and the reasons why they are unreached, and then design the actions to reach them. This will assist to address the gaps outlined above of gaps in links between information and actions.

2. Needs Assessments: The needs assessment to be undertaken at the commencement of each District program will assist in analysing the health situation according to health system building block, and to also assist with setting a baseline for overall program performance, as well as for assessing of the progress of each District and CHC plan. 

3. Planning Reviews: The system of annual and quarterly reviews at District and central level, and of monthly meetings at the CHC level, will also assist for health managers and workers to track progress over time.

4. Performance Based Management of Information Systems: The system of performance based management for CHC micro-plans will reinforce the requirements for timeliness and completeness of health reporting. Provision of timely and complete reports would be a necessary condition for award of performance based payments.

5. Data Quality Assessments: The system of Data Quality Audit/Self Assessment will be one method by which data quality is assessed. Utilizing the WHO guidelines adapted to the local context, this system will assist central and district planners to compare data between  administrative levels. Opportunities will also be undertaken in order to compare and contrast data in immunization registers and monthly reports at the CHCs with household checks in order to verify services have been provided. This is very important given the context of performance based payments.

6. Coverage surveys will also be implemented. The 2009/10 DHS survey provides a solid baseline for assessment of performance. This survey is likely to be repeated in 2015. A midterm coverage survey will also be implemented in 2013/14. This is for two purposes. The first is to narrow the time gap between two DHS surveys which are quite wide apart. The second is to use the opportunity to identify reasons for immunization failure, which is vital information for guiding strategic and operational planning actions.

7. Gender and Equity Assessments and Indicators: The opportunity will be undertaken with MLM training, needs assessments and CHC and District micro-planning in order to develop operational measures to assess equity of access (by gender, geographic area). The CHC micro-planning will detect immunization numbers (and the numbers of unimmunized) by suco level, making it much easier to pinpoint through planning the actions required to improve equity of access.

8. Family Registers and Child Tracking: A system of family registration exists in Timor Leste (RSF or Regista Saude Familia). This system can be utilized for monitoring immunization access and drop out.

9. Evaluations and Special Studies: Periodic evaluations and special studies will be conducted in order guide HSS. These small scale evaluations will include the following:

a. A year 1 assessment of the process and outcomes of the CHC micro-planning trial (internal evaluation)

b. A baseline assessment of the community participation system and CSO involvement in demand side strategies (internal evaluation)

c. A midterm evaluation of HSS in 2014 (external evaluation)

d. Vaccine management assessments in 2013 and 2016 (external/internal evaluation).

e. DQA and coverage surveys as outlined above

f. An end of program evaluation in late 2017



	5. Gap Analysis, Detailed Work Plan And Budget

	5.1 Detailed work plan and budget

→ Please present a detailed work plan and budget as Attachment 5.

	5.2 Financial gap analysis

→ Please present a financial gap analysis (and counterpart financing table for Global Fund applicants).

	5.3 Supporting information to explain and justify the proposed budget

→ Please include additional information on the following: 

· Efforts to ensure Value For Money

· Major expenditure items
· Human Resources costs and other significant institutional costs 

	Financial Gap Analysis

There are very limited data on health financing in Timor-Leste. The NHSSP has not been costed. Financial data are not available in one place which would enable an estimate of the financial gaps by health system building block. The pattern and volume of development partner expenditures are also unclear. Timor-Leste spends 13.6% of GDP on health, which is much higher than most regional countries. However,  the percentage of government spending on health has declined in recent years from 15 percent of government expenditures in 2007 to only 6 percent in 2010. The main source of financing is general budget revenues and external resources. The 10 year average for private expenditures as a source of total health expenditures is 23%, which is once again much lower than regional averages.

From 2005 to 2010, in real terms, the MOH budget increased by 150 percent (USD 14 million to USD 35.6 million). During the same time period, the recurrent budget for the Ministry has increased from USD 9.7 million to USD 24 million and the budget for minor capital and capital & development rose from USD 4 million to USD 11.5 million. Recent budget data demonstrates that  allocation for salaries is increasing while the budget for goods and services is decreasing for districts.
Available data from the MOH budget in recent years demonstrates that funds are being increasingly invested in infrastructure and human resources in order to rebuild the sector. This is a characteristic of a fragile state in the early period of its redevelopment. However, this focus is leading to shortfalls in budget expenditures on operations and maintenance. The World Bank Financing Note (2011) stressed the importance of costing of the basic health package of services which was undertaken in 2012.

This in depth study was conducted through the support of the World Bank in order to cost the Basic Services Package, as well as to identify financial gaps for service delivery. This report is attached as  annex to this proposal (see Attachment 5 B Financial Gap Analysis). The gap analysis demonstrated that there is a significant gap between existing expenditures and the finance required to achieve universal health care coverage. The normative costs of the BSP services are estimated to be $ 38.73 million or $28.8 per capita. Around 28% of the total costs are for maternal health conditions (normal delivery and emergency obstetric care), 33% child health and 28% for communicable diseases, with the remaining 10% of the cost are for services. The figure of $28.8 per capita for UHC compares with a baseline figure of $15.89. The study demonstrates that almost a doubling of expenditures on maternal and child health would be required in order to achieve scale up of services to 100% of the population. (World Bank/Oxford Policy Management 2010 – see Attachment 5 B).

These findings are reinforced by the costing of the comprehensive multiyear plan 2011 - 2015, which demonstrates that the main funding gaps in services relate to recurrent costs for activities and logistics (cold chain and transport). 

It is this service delivery gap that this proposal will assist to address through costed and needs based micro-planning, which will identify the service and financial gaps required to reach hard to reach populations (in collaboration with Government and with other development partners). 

In order to undertake macro-level analysis (analysis of gaps by building block), an activity has been proposed in year 1 to undertake an overall costing exercise of the sector utilizing the “OneHealth” costing tool. This is a method for medium term strategic planning costing at national level. It will enable joint planning, costing, budgeting, impact analysis and financial space analysis.

Supporting Information to explain and justify the budget

The main budget areas of this proposal are as follows:

(a) CHC Micro-plans 
The main cost components of micro-plans will include human resource costs (per diems), community mobilization, support for volunteers and transport costs. Costs are estimated based on current MOH and UN regulations for HR costs.

(b) Cold Chain  and transport equipment
Cold chain capital will be procured according to the vaccine improvement plan (see attachment 8).
(c) Systems Development

For systems development, there are programs of technical cooperation, research and evaluation and guideline publication and dissemination. All rates of payment for national consultants and international short term consultants are currently priced at the lower range of the current UN rates. Programs of national and district level supervision (and HR costs for middle level management training) are costed according to current MOH and UN rates of payment.

Rates of Human Resource Allowances and Operational Costs:

Prior to development of the budget and work plan, unit costs were calculated according to MOH and UN standards of payment. 

All other human resource costs are for management, supervision and training costs, all paid according the recommended rates and allowances for MOH staff. The Government Act on “Health professional Career Regime” which was published in 2012 has described the fixed salary rates of health professionals in Timor-Leste.

The details of the financial assumptions for making these estimates are included in the budget and work plan (see Attachment 5 A).

Procurements and Supply Management 
The main procurements through this program will be for vaccine management and cold chain equipment,  transport equipment and technical cooperation.

The MOH has a Procurement Commission. The MOH follows the written and detailed regulations and manuals issued by the Directorate of Planning and Finance that emphasize the need for transparency and competitiveness.  The Procurement Commission has established systems for local and international procurement. 
 
The Ministry of Health normally procures medical supplies and equipment through an autonomous medical store unit called Servico Autónomo de Medicamentos e Equipamentos de Saúde (SAMES). The core functions of SAMES are the procurement, storage and distribution of drugs and medical supplies for the district public health sector facilities and Hospitals of Timor-Leste.  
All cold chain and vaccine management equipment will be procured through UNICEF procurement mechanisms.

Value for Money

This program represents value for money in terms of equity and efficiency.

In terms of equity, the objectives and main activities of the program are targeted towards the unreached or the unreached. The emphasis on developing planning, financial management and community participation mechanisms to reach these populations is confirmation of this.

The program also represents value for money in terms of efficiency. (a) The CHC micro-plans are government micro-plans for the basic services package that will represent sources of funding from all sources, one of which will be GAVI. This will minimize the risk of overlap of resources.

The program represents value for money in terms of potential effectiveness. Through development of planning, financial management and demand side systems, the program will, through marginal investments at the periphery of the system and organizational and policy developments centrally, will achieve sustainable increases in immunization and BSP coverage within a reasonable time frame (increasing DPT3 from 67% in 2011 to 95% by 2018. 



	6. Implementation Arrangements, Capacities, and Programme Oversight

	6.1 a) Lead Implementers (LI)

-> For each LI, please list the objectives they will be for responsible to implement. Please describe what lead to their selection, including their technical, managerial and financial capacities to manage and oversee implementation of objectives, including previous experience managing Global Fund and/or GAVI grants. Describe any challenges that could affect performance (refer to any current assessments of capacity if available) as well as mitigation strategies to address this. 

( Please copy and paste the tables below if there are more than two Lead Implementers (LI). Where a LI will act for more than one objective, list all objectives.


	Lead Implementer:
	Ministry of Health

	Objective(s):
	1. Strengthening of District Management Systems (planning, supportive supervision, Public Financial Management and DQA systems)

2. CHC Micro-planning Systems and Implementation

3. Community System Strengthening

	( Description of the Lead Implementer’s technical, managerial and financial capabilities.

	Ministry of Health

The HSS program will be overseen by the Directorate of Planning and Finance in the Ministry of Health, in close coordination with the Directorate of Finance and the National EPI program. 

The Department of Planning is located in the Directorate of National Planning and Finance.  This Directorate includes the Dept. of Planning, Dept. of Finance and the Dept. of Partnership Management.

The Ministry of Health already has a track record in management of large international development assistance programs, including the multi donor health sector support programs and Global Fund Grants for prevention and control of malaria, TB and HIV AIDs.

The technical, managerial and financial capabilities of this department will be reinforced by the formation of a HSS supervision team which draws on the technical and financial expertise of the following programs and departments: (1) Dept. Planning (2) Dept. Finance (3) National EPI program (4) Inspector General of Audits (3) Technical advisers WHO and UNICEF. (Refer to Attachment 9 for detailed TOR for supervision teams and for technical co-operation)

Managerial capacity will be further enhanced through appointment of 1 contracted staff to the Dept. of Planning to assist the Head of the Planning Department to coordinate implementation with various agencies. (Refer to Attachment 9 for details terms of reference)

From this point on, the program will be implemented through District Health management Teams, CHC teams in collaboration with Suco Councils, PSF networks and CSOs, with monitoring through the District and sub District Technical Working Groups. 


	6.1 b)   Coordination between and among implementers

	( Please describe how coordination will be achieved (a) between multiple Lead Implementers, if there is more than one nominated for the proposal; and (b) between each nominated Lead Implementer for the proposal and its respective Sub-Implementers. 

	National Health Sector Coordination Committee and Integrated National Supportive Supervision

The National Health Sector Coordination Committee is the principal body for coordination of the health sector in Timor-Leste. More specifically the TOR state that “it is the forum for the Ministry of Health, development partners and other stakeholders to discuss health policies and challenges in the health sector and to oversee projects and programmes guided by the National Health Sector Strategic Plan 2011-2030.” This body will also coordinate overall planning, budgeting, implementation between the MOH and development partners working at national and district level out of a common platform. GAVI HSS investments will be discussed at this meeting on a quarterly basis. This body was established on the 26th July 2012 (see Attachment 7 on TOR of NHSCC)

The Dept. of Planning, National EPI Program and Dept. of Finance will all be leading implementers of this program. In order to enhance coordination for supportive supervision of management at District and CHC level, and integrated supportive supervision strategy is proposed, the TOR for which are attached as Attachment 9.
District and Sub Coordination Mechanisms

At the District and sub District levels, the Ministry of Health has decreed the establishment of District Technical Working Groups to coordinate health development efforts. The representatives of these working groups include District Administrators (co chair), District Health Service Directors (co chairs) and managers, heads of CHCs and representatives of development partners. The roles of the District Technical Working Group is to :

(1) Coordinate activities of various health facilities, local authorities and partners in the district
(2) Ensure develop of sub district annual action plans (harmonized into one action plan)

(3) Monitor progress of sub district coverage and agree on corrective actions

(4) Support the development and implementation of suco development plans

(5) Prepare and submit quarterly reports

This system is also replicated at the sub district (CHC) level.

EPI and MCH Technical Working Groups

An EPI group, represented by the Dept. Planning, the national EPI, and development partners and NGOs, meets quarterly to coordinate and problem solve issues of implementation of the national EPI program. The EPI working group is in fact a sub group of the MCH Working Group. This Working Group will be consulted and updated regarding technical issues surrounding the access of populations to the Basic Services Package.

Local Government

This program will directly support improved coordination with local government. This will be through conducting a situation analysis and review of existing community participation models. The reviewed model will be test in the first 2 districts in 2013. This model will consider how to activate District Health Councils and Village Health Committees to provide more logistics support and social mobilization efforts to enable CHCs to reach unreached populations.
CSOs and NGOs

In Timor-Leste, there are 2 or 3 NGOs in each of the Districts. There will be two main mechanisms to coordinate NGO/CSO efforts. The first will be through joint District and CHC micro-planning. Plans should reflect the inputs of both CSOs and NGOs. The second mechanism will be to involve NGOs and CSOs in the District and Sub District Technical Working Groups as mandated by the Ministry of Health. 


	6.1 c) Sub-Implementers (Not Applicable for GAVI applicants)

	(i) Will other departments, institutions or bodies be involved in implementation as Sub-Implementers? 
	[image: image4.wmf]Yes

( go to section 6.1 c) (iii) and 6.1 c) (iv)

	
	[image: image5.wmf]No

( go to section 6.1 c) (ii)

	(ii)
If no, why not?

	Not Applicable

	(iii)
List the identified Sub-Implementers and, for each Sub-Implementer, describe:

· The roles and responsibilities to be fulfilled; 

· Past implementation experience;

· Geographic coverage and a summary of the technical scope;

· Challenges that could affect performance and mitigation strategies to address these challenges. 

	Not Applicable

	iv)  If the private sector and/or civil society are not involved as Sub-Implementers or only involved in a limited way, explain why.

	Not Applicable


	6.1 d)
Strengthening implementation capacity
(a) Applicants are encouraged to include a funding request for technical assistance to achieve strengthened capacity and high quality services, supported by a summary of a technical assistance (TA) plan.  In the table below, please provide a summary of the TA plan.

( Please refer to the Strengthening Implementation Capacity information note for further background and detail. 

	Management and/or technical assistance objective
	Management and/or technical assistance activity
	Intended beneficiary of management and/or technical assistance
	Estimated timeline 
	Estimated cost

( same as proposal currency

	To ensure high quality advice on cold chain and vaccine management
	Conduct vaccine Management Assessments

Update Vaccine Management Improvement Plans

Technically support strengthening of vaccine Management Component of Middle Level Management training program, including integrated supervision program
	National EPI 

Middle level managers (district managers and CHC managers)
	1 Full Time UNICEF national Staff for 5 years

20 days international TA for Vaccine Management Assessment in 2013 and 2016
	$175,000 over 5 years

$14,640 with additional assistance from in country surveyor team

	To ensure development and implementation for technical guidelines health micro-planning, health needs assessment, performance based management and supportive supervision 
	To research, develop and test main system developments for HSS
	Dept. Planning

National EPI program

Middle level managers (district managers and CHC managers)

Community (improved access)
	1 Full Time WHO national Staff for 5 years

20 days international TA over 2 years

1 Full time public health specialist in the Dept. of Planning for 5 years (contracted in)
	$175,000 over 5 years

$13,674

$100,000



	To ensure development and implementation for technical guidelines for community system strengthening 
	To review and test guidelines for community system strengthening
	Dept. Planning

National EPI program

Middle level managers (district managers and CHC managers)

Suco Councils and PSF (volunteers)

Parents
	25 days international TA  supported by field surveyors and supervision team
	$18,975

	To ensure adequate financial management capacity at District and Sub District levels
	To develop a financial management manual for management of cash flow for operations at District and sub District levels (in collaboration with Dept. Finance and HSSP-SP)
	Dept. Finance

Dept. Planning

District and CHC Managers
	International TA for 20 days in Year 1 and 20 days in year 2
	$22,396

	To ensure technical collaborations with existing technical partners at central and district level
	To coordinate effectively with HSSP-SP (district Support advisers), HADIAK and IPL to provide additional technical support in health system strengthening
	Central and District and CHC managers
	Develop synergies for technical assistance with existing partners including HSSP-SP, HADIAK and IPL and others
	-

	(b) Describe the process used to identify the assistance needs listed in the above table.

	The National Health Sector Coordination Committee and the Planning Department will have overall responsibility for the technical cooperation strategy. 

Needs will be reassessed annually by the NHSSC, in collaboration with HSSP-SP .

WHO will access international TA through the Regional Office of WHO at the request of the Dept. Planning.

	(c) If no request for technical assistance is included in the proposal, provide a justification below.  

	Not Applicable


	6.2 Financial management arrangements

· Please describe:
a) The proposed financial management mechanism for this proposal;

b) The proposed processes and systems for ensuring effective financial management of this proposal, including the organisation and capacity of the finance department and the proposed arrangements for planning and budgeting, treasury (fund management and disbursement), accounting and financial reporting, internal control and internal audit, procurement, asset management and external audit.

c) Technical Assistance (TA) proposed to strengthen the financial management capacities in order to fulfil the above functions.


	(a) Proposed Financial Management Mechanisms
(1) The funds will be deposited in the Ministry of Health Bank Account.

(2) Funds will be transmitted to the District on a quarterly basis for CHC Microplans using MOH financial management process and procedures, as outlined in the document “Accounting Finance Policies and procedures for External Funds Management Ministry of Health 2012.” Although originally intended for use by the Global Fund, it is proposed that these guidelines are adapted for wider use for all programs  (see Attachment  6).

(3) Funds will be transmitted based on the submission of a detailed and costed plan and signed performance agreement, which will specify the terms and conditions of use of funds

(b) Process and Systems for Ensuring Effective Financial Management
(1) Financial reporting, accounting procedures, internal controls and audit systems, and procurement systems and assets management will all be implemented according to Ministry of Finance procedures (see Attachment 6 for document “Accounting Finance Policies and procedures for External Funds Management Ministry of Health 2012.”) There will be no specific project mechanisms. Government systems will be used in all cases. Refer to page 53 of Attachment 6 for details of disbursements of funds to Districts.
(c) Technical Assistance
(1) For technical assistance for financial management and procurement systems, it is proposed that a financial management manual will be developed for management of cash flow to CHCs. It is proposed that this technical assistance be sought through the HSSP-SP program including short term technical support through GAVI HSS, as this is a main technical area for this program (refer to technical cooperation plan).  
(2) Technical assistance will be sought from the Region and through consultant support to cost the health sector plan through the OneHealth Costing method. The Regional Office from SEARO will provide additional technical support in this area. This effort will be coordinated by the Dept. Planning and Dept. Finance in collaboration with the HSSP-SP program of support.

(3) The GAVI HSS technical support will focus on CHC financial management guidelines and capacity building (reinforced through the middle level management capacity building program).  This will complement the financial management system development of HSSP-SP at Central and District level.


	6.3 Governance and oversight arrangements

· Please describe:

a) The committee(s) responsible for the governance of the HSS support in the country (this should include the roles of the HSCC and the CCM, including how the roles of these bodies are aligned with Global Fund or GAVI requirements);

b) The mechanisms for coordinating the proposed HSS support with other health system strengthening activities and programs;

c) Plans (where appropriate) to strengthen governance and oversight;

d) Technical Assistance (TA) requirements to enhance the above governance processes.



	a) Committees Responsible for Oversight of HSS

The National Health Sector Coordination Committee is the principal body for coordination of the health sector in Timor-Leste. More specifically the TOR state that “it is the forum for the Ministry of Health, development partners and other stakeholders to discuss health policies and challenges in the health sector and to oversee projects and programmes guided by the National Health Sector Strategic Plan 2011-2030.” This body will also coordinate overall planning, budgeting, implementation between the MOH and development partners working at national and district level out of a common platform. GAVI HSS investments will be discussed at this meeting on a quarterly basis and coordinated with other development partner efforts (particularly HSSP-SP). An EPI group, represented by the Dept. Planning, the national EPI program, and development partners and NGOs, meets quarterly to coordinate and problem solve issues of implementation of the national EPI program. District and Sub Coordination Mechanisms: At the District and sub District levels, the Ministry of Health has decreed the establishment of District Technical Working Groups to coordinate health development efforts. The representatives of these working groups include District Administrators (co chair), District Health Service Directors (co chairs) and managers, Heads of CHCs and representatives of development partners. The roles of the District Technical Working Group is to :

(1) Coordinate activities of various health facilities, local authorities and partners in the district
(2) Ensure develop of sub district annual action plans (harmonized into one action plan)

(3) Monitor progress of sub district coverage and agree on corrective actions

(4) Support the development and implementation of suco development plans

(5) Prepare and submit quarterly reports

b) Mechanisms for Coordination
The principal mechanisms for coordination with other HSS development programs include (a) the above mentioned coordination structures and (b) the annual planning system at District and CHC level (c) the Joint Annual Review process.

c) Plans to Strengthen Governance and Oversight

A range of other mechanisms, included in this program as HSS main activities, will strengthen governance and oversight of health system strengthening in Timor-Leste. They are as follows:

(1) Central level governance will also be developed through strengthening of financial management capacity through (a) training in use of the OneHealth Costing Tool to assist with monitoring and evaluation of health sector financing (b) utilization of National Health Sector Coordination Committee processes to improve coordination in the sector 

(2) An integrated supportive supervision team from central level (Dept. Planning. Dept. Finance, EPI program, and Inspector General Auditing) will provide coordinated management supervision for District and CHC plans

(3) A Middle Level management capacity building program will be developed to focus on management and planning, supportive supervision and financial management (SDA

(4) The system of performance based agreements between the central level and the Districts, and between the Districts and the CHCs will enhance accountability of performance through signing off on mutual roles and responsibilities and through a focus on results (payment for performance)

(5) Governance and oversight will also be strengthened at the local level through review and activation of the community participation strategy, which will see a new focus on the District Health Council and Suco Village Health Committee as being the principal local area agencies for responsibility for health in the catchment area. 

(6) The emphasis on rapid assessments, data quality and vaccine management assessments, needs based planning and midterm and end of program evaluations and are all indicative of a move towards evidenced based policy and planning, which is a critical requirement for sound governance and oversight of a HSS program.

Technical Assistance to Support the Governance Strategy:  Technical support for the Governance Strategy will be provided through WHO and UNICEF in the areas of planning, financial management, supportive supervision and operational research as outlined earlier in the technical cooperation strategy. The Dept. of Planning and other central agencies will technically support districts in the areas of planning and community participation and financial management (particularly through NHSSP-SP)


	7. Risks and Unintended Consequences

	7.1 Major risks
· Please describe any major “internal” risks (within the control of those managing the implementation of the HSS support) and “external” risks (beyond the control of those managing the implementation of the HSS support) that might negatively affect the implementation and performance of the proposed activities. 


	Risks
	Mitigating strategies

	External Risks
	

	That the NHSSP-SP and related Public Financial Reforms are delayed in implementation, negatively effecting the implementation of related HSS programs
	As an interim measure, a budget line can be identified in the District Annual Action Plan (AAP) that specifies “CHC Micro-Plan).”  

	That technical supports through HSSP-SP or other programs is delayed for financial management, resulting in delay in development of financial management guidelines for release of funds to CHCs. This could result in a delay in release of funds from central level.
	This should not affect GAVI HSS as there are existing financial management procedures to enable fund flow to Districts. For fund flow to CHCs, financial management assistance through GAVI HSS will enable procedures to be put in place early (and strengthened) to enable timely funds flow to CHCs.

	That there is inadequate co financing of operational budgets by the Government of Timor-Leste or by other Development partners, leading to high sustainability risk for the GAVI HSS investment
	(a) Ensure in the CHC Micro-Planning Guidelines that all investments from all sources are reflected in the planning template for operational costs. This will enable tracking of government and other DP support for the CHC micro-planning system.

(b) The CHC Micro-planning guidelines will stipulate that the plan is not for a GAVI project. It is in fact a Government plan co-financed by GAVI, HSSP-SP, GAVI and NGOs. This will substantially reduce the risk for GAVI

(c) During the Grant agreement and Financial management assessment stage, a percentage commitment by Government to the financing of plans can be negotiated (gradual taking over of the financing of operations from 2016 or 2017)

	Internal Risks
	

	There is a risk of inflation of reported HMIS results due in part to payment for performance mechanisms being introduced by these programs
	(a) Middle level managers will be trained on systems of Data Quality Self Assessment and Data Quality Audit

(b) Data quality auditing will be built into integrated supervision systems (including household checks) 

(c) Conducting DQA will be a criteria for receipt of a performance based grant

(d) A coverage survey will be funded and implemented in 2013, and a repeat DHS will be due in 2015



	That managers lack sufficient knowledge and understanding of essential of planning, supervision and financial management to supervise the development of a financed performance planning system
	(a) A systems development phase (inception phase) is built into the program design in order to research and develop systems (planning, supervision, financial management, community participation) that will be tested in two districts. This will permit time for central planners and advisers to adapt systems to country context and capacity, and learn from experience
(b) During the systems development phase of the program, a middle level management program will be developed and conducted prior to scale up districts implementing the HSS Strategy

	In relation to vaccine management, for GAVI HSS, the finance will mainly be for cold chain capital. This raises the risk that there will be insufficient investment in management skill and oversight, and in operational costs for maintenance of the system.
	(a) The GAVI HSS funds will also finance the training in vaccine management which will take place in the middle level management training program. 

(b) Other aspects of the EVM improvement plan will be financed through the Government of Timor-Leste and UNICEF. 

(c) Vaccine management will also be reinforced through the integrated and technical supervision programs, some of which will be financed through the HSS program.
(d) For maintenance risk, please refer to the following section


	That there is lack of maintenance support for procurements through the HSS program (particularly motorcycles and cold chain equipments)
	(a) Maintenance of capital equipment will be a required cost category in all CHC micro-plans
(b) The MOH will identify a line in budgets for maintenance. WHO and development partners are focussed on indentifying and financing technical assistance for logistics management

	That the system of performance based agreements may contribute to increasing health inequities, because staff will try to improve coverage for the most accessible populations first.
	(c) This risk will be managed through structuring in the agreements, which will stipulate that performance payments would be made for reaching additional children / mothers in remote locations identified in the micro-plan mapping. Monitoring of equity of access will also be included in the supervision guidelines. 


	7.2 Unintended consequences

· Please describe any possible unintended consequences that might occur as a result of implementing the proposal and the strategies to mitigate these unintended consequences.



	A main unintended consequence is that community agencies, representatives and health workers and managers will become dependent on external funding for basic health operations.

There will be two main strategies to mitigate this unintended consequence. Firstly, the performance based agreements will promote accountability for performance for managers and workers. The negotiation of a grant agreement during the financial management assessment will specify the level of co-financing by government for the CHC micro-plans. It should be then clear to all concerned that it is intended that GAVI HSS is an interim system strengthening strategy to improve system performance.

A second unintended consequence is that, in developing needs based plans, it may be the case that there are insufficient resources for implementation. This may de-motivate managers and workers.

There will be two strategies to mitigate the unintended consequence of plan failure due to lack of resources. The first strategy will be to ensure that all stakeholders and development partners are involved in the planning process. This will mitigate the consequence through efficiency gains (through coordinated actions) and through reflecting all area inputs into the planning process. The second strategy will be to include in the middle level management program clear articulation of planning concepts, which states that identification of planning resource gaps can be an effective strategy for resource mobilization. Additionally, in the CHC micro-planning guidelines, the specification of a “planning appraisal” step will be included so that planners can reassess planning actions based on a reassessment of resources that are available for the plan. The third strategy will be to regularly updated the National Health Sector Coordination Committee on program implementation, so that resource coordination for District and CHC micro-plans can be negotiated with the MOH and other development partners.



	Mandatory Attachments

→ Please tick when the attachment is included

	No.
	Attachment
	(

	1
	National policy, national strategy, or other documents attached to this proposal, which highlight strategic HSS interventions 

1.A  cMYP 2011-2015

1.B cMYP Costing 2011-2015

1.C NHSSP 2011-2030
	· 

	2
	Logframe
	· 

	3
	National M&E Plan (HMIS Guidelines)
	· 

	4
	Performance Framework
	· 

	5
	4 (a)  Detailed work plan and detailed budget

5 (b)  Financial Gap Analysis (Report on Service Delivery Funding Gaps)
	· 

	
	
	


	Optional Attachments

→ Please tick when the attachment is included

	No.
	Attachment
	(

	6
	Financial Management Guidelines
	· 

	7
	TOR of National Health Sector Coordination Committee (NHSCC) and Meeting Minutes July 23
	· 

	8
	EVM Report
	· 

	9 
	Terms of Reference for Central Supervision Team and Technical Advisers
	· 

	10
	Consultation Records for HSS program Development (district meetings, civil society meetings, department consultations)
	· 

	11
	Meeting Minutes with Director General and MOH on Main HSS decisions
	· 

	12
	Signatures Civil Society Consultations HSS 2012
	· 

	13
	Signatures Participant List Stakeholders Meeting on HSS August 13 2012
	· 

	14
	Signatures District Managers Consultation Meeting on HSS
	· 

	15
	Signatures NHSCC Minutes approving proposal
	· 

	16
	Signatures GAVI Application Form Supplement (Signatures and Donor HSS Funding)
	· 

	17
	NHSCC Minutes approving the HSS proposal
	· 
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Common HSS Proposal Form 

1

