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

· Please identify who took overall responsibility for preparing the GAVI HSS application, the role and nature of the HSCC (or equivalent), and the stakeholders participating in developing the application.

1. Major barriers to improving immunisation coverage in Uganda

The mission of the Ministry of Health (MoH) is to contribute to the fulfilment of the health sector’s contribution to the Poverty Eradication Action Plan (PEAP) and Millennium Development Goals (MDG) goals of reducing fertility, malnutrition, maternal and child mortality and the burden of HIV/AIDS, tuberculosis and malaria. In order to attain this goal, activities in the health sector are being implemented guided by the Health Sector Strategic Plan (HSSP) II that covers the period 2005/6-2009/10 and was developed in a consultative manner and in the context of PEAP and MDGs. The goal of the HSSP II is to attain a good standard of health for all people in Uganda in order to promote a healthy and productive life. The HSSP II spells out the priority health activities that the MoH, HDPs and other service providers should be implementing. The effective implementation of HSSP II will result into better health for all Ugandans. 

The funding for the health sector has been inadequate as demonstrated by HSSP I, which was 50%, funded. In order to ensure that the poor have access to quality health care, the Government of Uganda (GoU) has defined a minimum package of health care, commonly referred to as the Uganda National Minimum Health Care Package (UNMHCP). The minimum package is based on evidence-based and cost effective interventions, which address the disease conditions that the majority of Ugandans suffer from. The delivery of immunisation services is one major component of the UNMHCP. An assessment of barriers to immunisation delivery conducted in 2004 by MoH and funded by GAVI identified barriers in the health system that impede delivery of immunisation services. The major system barriers identified are lack of funding, shortage of human resource and the lack of transport at all levels. Low remuneration and under-investment in pre-service training for health workers have led to staff shortages which are quite critical in rural and hard to reach areas. 

Resource constraints result into shortage of essential medicines, the lack of supervision, the lack of essential skills (e.g. management and data utilisation) among health workers and the lack of essential medical equipment including shortage of storage space for vaccines. There is also limited involvement of the private sector in the provision of immunisation services mainly because of lack of equipment and training. Only 22% of the private facilities found in Kampala were found providing immunisation services. Lastly, there is widespread inadequate use of Health Management Information System (HMIS) data at all levels of health care to inform decision-making. 

As Uganda focuses on delivery of the UNMHCP, it is important that system barriers should be addressed. Some partners such as the United Nations Children’s Fund (UNICEF), World Health Organisation (WHO), Department for International Development (DFID), Japan International Cooperation Agency (JICA), United States Agency for International Development (USAID), Danish International Development Agency (DANIDA), the World Bank and the African Development Bank (ADB) among others are supporting the GoU to address some of the identified barriers. These barriers however still prevail. This proposal to GAVI seeks funding to support the MoH and partners to address some of these barriers particularly the provision of infrastructure and other necessary equipment, contribution to improvement of data management including utilisation and ensuring the involvement of the community and the private sector in immunisation and other public health services.

2. The goal and objectives of the GAVI HSS support application

2.1 Goal of the proposal

The goal of this GAVI HSS proposal is to contribute to the strengthening of the Ugandan health system for the purpose of delivering the Uganda National Minimum Health Care Package, including immunization, in an efficient, equitable and sustainable manner for the reduction of morbidity and mortality in the population.
2.2 Objectives of the proposal

The objectives of this GAVI HSS proposal are as follows:

Objective 1: To improve the delivery of UNMHCP, including immunisation by providing the necessary infrastructure, logistics and management training. 

Objective 2: To support the participation of communities in health care delivery and decision making through scaling up of the establishment and training of village health teams.
Objective 3: To strengthen the capacity of health workers at all levels of health care delivery at district level to manage and utilise their data. 

Objective 4: To strengthen the capacity of the private sector to deliver immunisation and other child health services by providing cold chain and training. 

3. Activities that will be undertaken to address these objectives

In order to address the barriers to the delivery of UNMHCP, support is being sought from GAVI HSS over a period of 2.5 years starting from January 2008. A number of activities are proposed to address these barriers. These are summarised below by objective.

Objective 1: To improve the delivery of UNMHCP including immunisation by providing the necessary infrastructure, logistics and management training. 

(a) Activities to address transport bottlenecks in the MoH

Transportation is a major barrier for the delivery of the UNMHCP. The lack of transport affects the implementation of supportive supervision; delivery of EPI and other supplies; and timely referral of patients. Even though a number of partners such as DANIDA, WHO, UNICEF and JICA among others have purchased vehicles for MoH at some point, there is still a big problem of transport especially at district and lower health service delivery levels. Supplies are usually delivered at district level, however they get stuck there because of lack of transport to take these supplies to health centres (HCs). Since there are 80 districts and DANIDA already bought 21 vehicles distributed to 10 districts in Northern Uganda and the MoH also purchased 2 vehicles under the Spanish Loan, this proposal seeks funding to purchase vehicles for the remaining 68 districts. These vehicles will be used multi-purposely by the District Health Officers (DHOs). An additional 2 vehicles will be purchased for use at headquarters (central level) for purposes of monitoring the implementation of the activities including visiting districts where activities will be implemented.

UNEPI has 8 trucks for transportation of vaccines and other supplies from the national level to the districts. Four of these trucks are old and should be boarded off. In order to reduce costs associated with the distribution of vaccines, 7 hubs (one per region) based at Regional Referral Hospitals (RRH) will be supported. Each regional hub will be capacitated with a truck and expansion of cold storage space to cater for other districts within their catchment area. The new trucks will be responsible for delivery of supplies from these hubs to other districts. The 4 trucks in fairly good condition at national level will be used to transport supplies from the airport to the stores and then to the regional hubs. For districts with water bodies, it has been suggested that since WHO already bought 6 boat engines, support from GAVI will be sought to purchase boats and then the engines can be fitted. In addition to this, 7 motorised boats will also be purchased for other districts with hard to reach areas. These proposals will significantly address the transport barrier experienced by MoH.

GAVI ISS funds were used to purchase 500 motorcycles in 2005 which were distributed to 500 sub-counties out of a total of 967 counties; hence a shortfall of 467 motorcycles. While the MoH has trained Cold Chain Assistants, transport is a nightmare for them to repair malfunctional fridges and conduct regular maintenance. In addition, Surveillance Focal Persons at district level require motorcycles to conduct their routine surveillance activities at health facility and community levels. The replacement of their motorcycles, which were procured in 1999 and 2001, is long overdue. WHO has planned to purchase 43 motorcycles for districts during 2007/2008 for use by surveillance focal persons. This proposal seeks funding to purchase a total of 584 motorcycles: 467 for the sub-counties, 80 for Cold Chain Assistants (one for each district) and 37 for Surveillance Focal Persons (one for each district). Bicycles should be procured and distributed to all the 2500 primary health units providing vaccination services in order to provide transportation to outreach sessions. The Village Health Teams (VHTs) will also access bicycles at health units to conduct mobilization and other activities. Some of these bicycles will be ambulance bicycles.  This support would go a long way to address the transport problems faced by MoH and will result into improved delivery of immunisation services. 
(b) Activities to address storage space and staff accommodation

At national level, the MoH lacks space for storing vaccines and other EPI supplies. Dry storage space is rented on a daily basis while cold storage space is rented during national campaigns. To save money, the proposal is to construct storage space at national level. GAVI ISS funds have been proposed to fund this activity, but there is a shortfall. This GAVI HSS application seeks US$ 2 million to complete the construction of UNEPI offices and cold and dry stores in Kampala. It is also proposed that in each of the 24 newly created districts a store should be constructed to address storage problems. 

In addition to construction of storage space, 52 houses will be constructed in Karamoja Region to compliment DFID’s construction and renovation of staff houses in northern Uganda. The newly constructed houses will be provided with solar energy for lighting in HCs and staff houses and running refrigerators. Such activities will contribute to attraction and retention of staff in these areas. 

Objective 2: To support the participation of communities in health care delivery and decision making through scaling up of the establishment and training of VHTs.

(a) Activities to address training needs for VHTs
The establishment and training of VHTs is a major priority in the PEAP and HSSP II. These VHTs are involved in mobilisation of communities for health activities including immunisation and offering other services such as malaria treatment, de-worming, contraceptives and follow up of pregnant women and ensuring that children receive vaccinations. They also keep records, which are then passed on to health facilities. Where VHTs have been trained for example in Mpigi district, the work is appreciated by stakeholders. However, only 45% of the 50,000 proposed VHTs have been trained. This proposal seeks to train and equip 5,000 VHTs over the next 2.5 years of GAVI support. Poorly performing districts will be given first priority. These VHTs will have access to bicycles at HC II level to support their activities. 

(b) Comprehensive assessment of VHT operations

As the number of VHTs being established and getting trained increase, there is need to understand whether the huge investment that is being done by development partners and the GoU in VHTs is worthwhile. This assessment will document comprehensively the lessons that can be learnt from implementing this initiative more especially knowing what has worked well and what has not and what should be done in order to make these VHTs more useful to the implementation of the UNMHCP including immunisation.

Objective 3: To strengthen the capacity of health workers at all levels of health care delivery at district level to manage and utilise their data at the point of data collection. 

This proposal seeks to train health workers at district level on data collection, analysis, interpretation and utilisation. This training will ensure that health workers analyse and utilise the data that they generate. This training will be conducted in all the 80 districts. Since the drive is towards electronic data processing and transmission, one computer will be purchased for each of the 24 newly created districts and internet will be connected and subscription provided for the first two years. This will enable new districts to transmit data electronically. 

Objective 4: To strengthen the capacity of the private sector to deliver immunisation and other child health services by providing cold chain and training and other related issues.

Since participation of the private sector in immunisation services is very low and the major reason for such a scenario is the lack of cold chain equipment, this proposal seeks to purchase and distribute cold chain equipment to selected private clinics in Kampala and municipalities in Uganda. A comprehensive mapping of private clinics will be done in Kampala and municipalities in order to determine their location, whether they are providing immunisation or not and their willingness to provide these services. A total of 200 facilities will participate in this pilot program and will be given fridges and cold boxes. Other private facilities can get vaccines and other supplies from those facilities, which will be sampled. A comprehensive assessment will be done after one year in order to determine the way forward with regard to provision of immunisation and other public health services by the private sector.

4. Baseline figures and targets for the priority indicators selected

	Indicator
	Baseline Value

	Date of Baseline
	Target
	Date for Target

	1. National DTP3 coverage (%)
	80%

	2006
	90%
	2009/10

	2. Number / % of districts achieving ≥80% DTP3 coverage
	50%2
	2006
	90%
	2009/10

	3. Under five mortality rate (deaths per 1000)
	137

	2006
	60
	2015

	4. Percentage of deliveries in health facility
	29%

	2006
	50%
	2009/10

	5. % of children vaccinated in private facilities as a % of all children vaccinated
	15%

	2004/05
	50%
	2009/10


5. Budget

A total of US$19,224,200 is being requested from GAVI to support the proposed activities over the 2.5-year period. The following is a breakdown of the costing by objective:

Objective 1: US$15,294,500

Objective 2: US$  2,340,000

Objective 3: US$     952,200

Objective 4: US$     655,000

TOTAL:       US$19,241,700

6. Overall responsibility for preparing the GAVI HSS application, the role and nature of the HSCC

The Health Planning Department in the MoH in close collaboration with the Uganda National Expanded Program for Immunization (UNEPI) has spearheaded the GAVI HSS proposal development process. The MoH has worked in close collaboration with key health development partners (HDPs) in preparing this application. This proposal has been reviewed and endorsed by civil society organisations, Senior Management Committee (SMC), Health Sector Budget Working Group (HSBWG), Health Policy Advisory Committee (HPAC), and the Top Management Committee (TMC) of the MoH.
Section 1: Application Development Process

To the applicant
In this section, please describe the process for developing the GAVI HSS application.   

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

1.1: The HSCC (or country equivalent)

	Name of HSCC (or equivalent):

The name of the Health Sector Coordinating Committee in Uganda is the Health Policy Advisory Committee (HPAC) whose secretariat is in the Health Planning Department of the Ministry of Health (MoH) and this is chaired by the Permanent Secretary of the MoH. 



	Health Policy Advisory Committee operational since:

The Health Policy Advisory Committee has been functional since 1999.



	Organisational structure: 

The Memorandum of Understanding, which was signed between the MoH and its HDPs, defines the establishment, membership and the long-term institutional arrangements for HPAC. Membership of HPAC is drawn from civil society organizations (CSOs), Faith-Based Organizations (FBOs) and the public and private sectors and bilateral and multi-lateral organisations. CSOs, FBOs and the private sector have 5 representatives on HPAC. In addition to these, other members of HPAC include HDPs and semi-autonomous bodies namely Health Services Commission and the Uganda AIDS Commission. Within the public sector, membership is drawn from the MoH; Ministry of Public Service; Ministry of Finance, Planning and Economic Development; Ministry of Education and Sports; Ministry of Water and Environment; Ministry of Gender, Labour and Social Development; and Ministry of Local Government. Within the MoH, in addition to senior managers, membership is also drawn from national, regional and district health care delivery levels. 

HPAC works very closely with the MoH, HDPs and technical working groups and other health service providers. The Permanent Secretary in the MoH chairs HPAC in her capacity as Accounting Officer for MoH as provided for in the 1995 Constitution of the Republic of Uganda. HPAC reports to the Top Management Committee (TMC) of the MoH, which is chaired by the Minister of Health. The TMC provides political guidance on matters of policy, procedures and finance as may be required. The Senior Management Committee (SMC), Health Sector Budget Working Group (HSBWG), HPAC, and TMC have the responsibility to review and approve the MoH work plans. It is the responsibility of the HSBWG to ensure HSS support complements rather than displaces the existing inadequate sector budget.



	Frequency of meetings:

HPAC meets monthly. There is, however, a provision for extraordinary meetings when and as deemed necessary



	Overall role and function:

The MoH established HPAC as the overall body advising on policy issues and strategies. The Committee is also responsible for mobilization of resources for the health sector; and prioritization of health programmes and activities to be funded and implemented by the MoH and its partner service providers according to available resources. It also monitors and evaluates implementation of activities in the health sector. The HSBWG constitutes one of the technical working groups of HPAC and is responsible for undertaking analytical work by synthesizing work plans, project appraisals, and analyzing the Medium Term Expenditure (MTE) ceilings. This committee also holds the responsibility of producing the Budget Framework Paper. The HSBWG is chaired by the Health Planning Department (HPD) in the MoH and reports to HPAC.




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

	Who coordinated and provided oversight to the application development process?

The Health Planning Department (HPD) of the MoH coordinated and provided oversight in the development of this proposal with input from different stakeholders including HDPs.



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

The HPD in MoH provided overall leadership in the development of this proposal. The Uganda National Expanded Program for Immunisation (UNEPI), WHO, UNICEF and other partners such as CSOs, the Private Not For Profit (PNFP) and the Private For Profit (PFPs) health providers participated in the development of this proposal. The finalisation of the proposal was made possible with technical assistance from a Consultant who was supported by WHO. 



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

The development of this proposal started in June 2006 when a core team was put together by the HPD. This team was then tasked with the responsibility of developing the HSS proposal. This core team consisted of HPD in MoH, UNEPI, WHO, UNICEF and MoFPED and they met regularly and kept on updating senior MoH management and HPAC. At the time, Senior Management in the Ministry welcomed and endorsed this initiative and further requested that it be updated on the progress, which was being made in the development of the GAVI HSS proposal. HPAC discussed the proposal on 4 different occasions and endorsed it before it was submitted in May 2007. The IRC reviewed this proposal and recommended a resubmission in June 2007. When IRC comments were received and discussed in HPAC, it was agreed that technical assistance be sought to help finalise the proposal [See HPAC minutes attached]

A consultant was then hired by WHO to work with the HPD in the MoH and its partners and finalise the Uganda HSS proposal. A meeting was held with the core team that was involved in the development of the initial GAVI HSS proposal at the MoH headquarters on 4th September 2007. The meeting discussed the tasks that should be fulfilled during the mission. Stakeholders in the health sector had already participated in the development of the initial GAVI HSS proposal that was submitted in May 2007. However, it was agreed that it was still necessary that the different stakeholders be part of the proposal development process for resubmission. A number of meetings were therefore scheduled with UNEPI, MoH Planning Department, MoH Infrastructure, MoH Human Resource Management and Development, MoH Procurement Unit, MoH Finance Department, PNFP and PFP representatives, and representatives of the private sector and CSOs and HDPs. Based on discussions with different partners, the proposal was revised and circulated widely to solicit views from different stakeholders after which it was finalised and submitted to Senior Management Committee (SMC) in the MoH, HPAC and the GAVI Regional Working Group based in Harare for review and comments. An extra-ordinary HPAC meeting was convened to review the revised proposal. SMC and HPAC both endorsed the proposal.



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

This application received input from different stakeholders as stipulated above. Stakeholders provided inputs into the proposal development process and after it was drafted, it was circulated among the different stakeholders for comments. A meeting was held at the MoH on 11th September 2007 where the drafting team presented the draft proposal and received the comments from key stakeholders including CSOs, private sector and beneficiary departments. These comments were then incorporated in the proposal. After this, the proposal was also presented to Senior Management on 13th September 2007 and then it was also sent to the Regional Working Group in Harare. On 18th September 2007 the proposal was also discussed by the Basic Package Technical Working Group/ Maternal and Child Health Sub-Committee. On 19th September the proposal was presented to HPAC. HPAC then endorsed the proposal. 



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

This proposal was approved and endorsed by HPAC, the Minister of Health and the Minister of Finance, Planning and Economic Development as detailed in Section 9 of the proposal.




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

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

	Permanent Secretary
	MoH
	Chair, HPAC
	Provided overall stewardship in the development of the proposal 

	Director General Health Services


	MoH


	Yes


	Provided overall technical guidance to priority setting on the activities that should be funded by GAVI HSS funds in line with HSSP II and PEAP priorities.

	Director Health Services (Planning and  Development)
	MoH
	Yes
	Provided rationale for investing in selected areas given the funding gaps in the HSSP II and identified sector wide barriers to immunisation.

	Director Health Services (Community and Clinical)
	MoH
	Yes
	Provided rationale for investing in selected areas given the funding gaps in the HSSP II.

	Commissioner, Health Planning Department
	MoH
	Yes
	Team leader for the drafting of the GAVI HSS proposal development process closely collaborating with EPI and other stakeholders.

	Programme Manager, EPI
	MoH
	No
	Participated in the development of the proposal and further provided insight into health system challenges affecting EPI.

	Under-Secretary, Finance and Administration
	MoH
	Yes
	Provided guidance on how the accounting procedures and fund management in relation to the GAVI HSS including auditing and reporting procedures

	Principal Personnel Officer
	MoH
	Yes
	Provided the background information to support the Human Resource Component of this proposal

	Representatives of the HDPs


	Embassy of Belgium

DFID, SIDA & WHO
	Yes


	Advocated for alignment of the proposal with GoU procedures related to budgeting, financial management, procurement and reporting 

	Secretary of the Health Services Commission


	Health Services Commission
	Yes
	Reviewed and appraised the proposal including determining the proposed funding gaps within the health system as part of HPAC.

	Desk Officer
	Ministry of Finance, Planning and Economic Development
	Yes
	Provided guidance on how the GAVI HSS funding should be accommodated in the current fiscal space to address macroeconomic concerns.

	Representative
	Civil Society (UNHCO, TASO, MACIS, UCBHCA)
	Yes
	Reviewed and appraised the proposal 

	Representative
	Private-not-for-Profit Medical Bureaus: UCMB,

UPMB & UMMB
	Yes
	Provided input into the proposal and also reviewed and appraised the proposal.

	Representative
	Private For Profit (UPMPA)
	Yes
	Helped identify gaps in immunization services delivery and proposed activities for the private sector

	Representative
	WHO
	Yes
	Provided technical support to the proposal development process. They were part of the drafting team. WHO Representative provided further guidance on overall direction of the proposal development process. 

	Representative
	UNICEF
	Yes
	Provided technical support and was part of the draft team.




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

The GAVI HSS Proposal development process was spearheaded by the HPD of the MoH in collaboration with the EPI division. The process was participatory and consultative. The proposal was circulated and discussed repeatedly by HPAC. HPAC then met (Refer to minutes of HPAC meeting attached) and reviewed and approved the proposal, taking into account its relevance to national goals in the health sector and priorities (as contained and defined in the HSSP II); the overall GAVI HSS guidelines, terms and conditions; and the cost efficiency, cost effectiveness and impact of the proposed interventions. During the process of GAVI HSS proposal development, individuals with necessary expertise within the health sector, the different technical working groups and WHO and UNICEF provided technical input.
Section 2: Country Background Information

To the applicant
· Please provide the most recent socio-economic and demographic information available for your country. Please specify dates and data sources. (Table 2.1).

2.1: Current socio-demographic and economic country information

	Information
	Value
	Information
	Value

	Population (2007)
	28,247,300

	GNI per capita
	$US 338

	Annual Birth Cohort (4.85%)
	1,369,9947
	Under five mortality rate
	137/ 1000


	Surviving Infants* (4.3%)
	1,214,6347
	Infant mortality rate 
	75/ 10008

	Percentage of GNI 

Allocated to Health
	9.3
	Percentage of Government expenditure on Health 
	9.3 


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

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

2.2: Overview of the National Health Sector Strategic Plan in Uganda

2.2.1 Summary of Uganda’s Health Sector Plan

The mission of the MoH is to contribute to the fulfilment of the health sector’s contribution to the Poverty Eradication Action Plan (PEAP) and Millennium Development Goals (MDG) of reducing fertility, malnutrition, maternal and child mortality and the burden of HIV/AIDS, tuberculosis and malaria. The mission further aims at reducing disparities in health outcomes among lowest and highest income quintiles over the implementation period of the Health Sector Strategic Plan II (HSSP II). HSSP II builds on the achievements registered during implementation of HSSP I (1999/2000-2004/2005). A review of HSSP I showed that during the period of implementation a number of achievements were made and these included the decentralisation of the delivery of health services to districts and health sub-districts including reallocation of resources to these lower levels. This brought health services closer to deserving Ugandans and further allowed their full participation in setting priorities for health care and management of health services that is one of the pillars of primary health care (PHC). During the implementation of HSSP I, vacancy levels also decreased, extensive capacity building in planning and management at various levels took place, EPI was revitalised (and DPT 3 coverage rose to 89% in 2004/5 compared to 55% pre HSSP I), structures for health systems were institutionalised and efforts were made to define and make available essential health care to all those who needed it. The construction of new facilities and upgrading of some older ones and the abolition of user fees in all government health facilities constitute some of the factors that have also contributed to an increase in access to health care for Ugandans.

After the expiry of HSSP I, the HSSP II was developed for the period 2004/5-2009/10. The development of this current strategic plan was very intensive, participatory and iterative and involved all the major stakeholders and service providers including private sector and civil society. The plan provides a common strategic framework that guides all partners in the field of health at all levels on the types of health and other social interventions that need to be implemented in order to achieve improved health for all Ugandans. It details the priority health activities that the MoH, HDPs and other service providers working in the health sector should focus on and implement. The overall goal of the HSSP II is to attain a good standard of health for all people in Uganda in order to promote a healthy and productive life; thus contributing to the attainment of MDGs and Uganda’s PEAP health targets. The priority in HSSP II is to accelerate the full functioning of the decentralized health care delivery system including making the Village Health Teams (VHTs) fully functional so as to achieve more effective and equitable delivery of the selected sets of cost-effective interventions and strengthen capacity at all levels. Specifically, the HSSP II forms a basis for development of long-term and short-term expenditure frameworks and the annual budget framework paper for the health sector and it acts as a guide for investment in health by the HDPs including budget support. The HSSP II further forms a basis for the development and implementation of the strategic and operational plans for the central level, district and HSDs and communities. Figure 1 below shows how HSSP II programme objectives contribute to the desired health outputs and outcomes:

Figure 1:
Conceptual framework for the Health Sector Strategic Plan II
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The HSSP II also outlines the levels of the delivery of health services in Uganda. The MoH has the overall responsibility of providing leadership and coordination of policy and program development and, at the same time, provision of health services. There are national referral hospitals at the highest level that ideally are supposed to cater for the whole population of Uganda estimated at 28 million. Currently, there are 11 regional referral hospitals and these are located in each of the 11 regions of Uganda. Each regional referral hospital caters for about 2 million people and then there are district referral hospitals. Below this there are Health Centre IVs, which are essentially the headquarters of Health Sub Districts (HSDs). HSD health services lie below the district services and within this there are Health Centre III (sub-county level), Health Centre II (Parish Level) and then Health Centre I (Village Health Team). The HSSP II further defines the functions and responsibilities of each level of the health care delivery system and it has further defined the minimum standards and staffing levels for these levels. 

The HSSP II also recognises the important role played by Private For Profit (PFPs) and Private Not For Profit (PNFP). The strategy encourages partnership between MoH and the PFPs and PNFPs. Lastly, the HSSP has also identified a minimum health care package that should be available to all when needed. The elements of the HSSP II have been grouped into 4 clusters namely maternal and child health; prevention and control of communicable diseases such as AIDS, malaria and tuberculosis; prevention and control of non-communicable diseases; and, health promotion, disease prevention and community health initiatives. The HSSP II is a very comprehensive and ambitious plan, which, if properly implemented, will result into better health for all Ugandans. In order to successfully implement this strategic plan, there is need for adequate resources, which will ensure the availability of infrastructure and medical equipment and drugs and an adequately trained and motivated human resource base capable of implementing the Uganda National Minimum Health Care Package (UNMHCP).

2.2.2 Strengths

In order to adequately implement the HSSP II, there are some opportunities and strengths that the MoH, HDPs and other health service providers should build on as they implement this plan. The review of the HSSP I generally showed it was implemented successfully under the leadership and stewardship of the MoH. A number of health sector reforms were successfully implemented during this period including the introduction and operationalisation of the Sector Wide Approach in health (SWAp) as required by the HDPs. Such successful implementation of activities including the overachievement of some targets as set in HSSP I generally  demonstrate the capacity of MoH to shoulder its leadership and coordinating functions despite the heavy work load; hence its capability to provide leadership to all stakeholders in the health sector. As has been mentioned in the HSSP II, the delivery of health services in Uganda has been fully decentralised; hence the focus is on the district, sub-district, sub-county, parish and village levels. This, as has been mentioned earlier, is advantageous for communities as they are now participating in health planning and management, especially in those areas where the VHTs have been trained and are fully functional. 

The HSSP II recognises the gross under-funding for the health sector that has severely affected the delivery of health services in Uganda. It is for this reason that disease interventions that have been proven very effective for the control of communicable diseases were implemented during HSSP I and these constituted the UNMHCP. The Expanded Programme for Immunisation (EPI) is one of the major components of the UNMHCP. While there were problems with the way the UNMHCP was implemented during the HSSPI (for example inadequate prioritisation, poor coordination of technical interventions and piecemeal implementation of activities), it still constitutes the health service delivery framework in Uganda. It has, however, been modified to consist of a set of evidence-based and cost effective interventions which currently receive priority in the allocation of resources. The identification of key disease conditions which are affecting the majority of Ugandans and giving priority to these conditions during resources allocation implies proper utilisation of limited resources that are available to the MoH and its partners; hence it constitutes one of the major strengths that stakeholders can build upon.

The MoH further recognises that it cannot implement the HSSP II on its own. As such the HSSP II describes the partnerships and other structures that have since been created in order to ensure the successful implementation of the HSSP II. The operationalisation of the Health SWAp, seen as a vehicle through which the UNMHCP is being delivered, is an important partnership through which HDPs are supporting MoH and other providers of health services in mobilising and managing resources for the health sector. The establishment of structures such as HPAC, Health Sector Budget Working Group (HSBWG), the National Health Assembly (NHA), HDPs and the Joint GoU/Development Partners Joint Review Missions are all aimed at ensuring the effective and smooth implementation of the UNMHCP. The HSSP II spells out the functions and responsibilities of these different structures and such structures further constitute the strengths upon which the implementation of the HSSP II can build upon. In addition to these structures, the HSSP II also emphasises on the importance of the public private partnership for health in which the private sector is seen as a major partner in national health development. It is therefore apparent that some strengths exist within the health sector upon which the implementation of the HSSP II, hence delivery of the minimum package can build on.

2.2.3 Weaknesses 

There are a number of weakness within the health sector that may impede the effective implementation of the HSSP II; and hence the delivery of the UNMHCP. These weaknesses have been identified through the evaluation of the HSSP I, the assessment of the involvement of the private sector in public health initiatives such as immunisation and Integrated Disease Surveillance and Reporting (IDSR) and the annual health sector performance reports (AHSPR). One of the major weaknesses in the health sector is the inadequate funding to the health sector that makes it very difficult to effectively implement the UNMHCP including immunisation. Approximately only 30% of HSSP1 was funded. The HSSP further documents that inadequate funding also makes it very difficult for the MoH to recruit and deploy trained personnel in hard to reach areas that mostly need them. The funding problems also result in frequent stock-outs of essential medicines, shortage and lack of essential medical equipment especially for new health facilities and the critical shortage of human resource. Due to such shortage of staff, it is increasingly difficult for the MoH and other service providers to provide adequate and quality Uganda National Minimum Package of Health Care as defined in the HSSP II and MoH policies and guidelines. 

There is also general lack of involvement of the private sector in the provision of services especially immunisation and other public health initiatives. A recent survey conducted by the Uganda Private Medical Practitioners Association (UPMPA) in conjunction with MoH and WHO has shown that only 22% of the private health facilities in Kampala were providing immunisation services. The major reason for most private health facilities not providing immunisation services was the lack of equipment. This creates missed opportunities for children that require vaccinations. This is therefore one of the major weakness in the health system in Uganda bearing in mind that the majority of the people in urban areas seek health care in private health facilities. The MoH and development partners have however started addressing these weaknesses as shall be demonstrated later.

2.2.4 Future development in the Ugandan health sector

The PEAP, first developed in 1997 and then reviewed in 2000 and 2005, constitutes a policy document that outlines the priority interventions that will result in the eradication of poverty among Ugandans. The PEAP recognises that if poverty will be eradicated in Uganda, in the short term, there is need for heavy investment in industrialisation, and, hence, exploitation of the export market based on processing of agricultural products. The process of strengthening agriculture and the resultant industrialization will bring about economic development. However, economic development is highly dependent on social and human development and vice versa. Improved health is therefore an outcome as well as a cause of economic development. The PEAP has five pillars namely economic management; production, competitiveness and incomes; security, conflict resolution and disaster management; governance; and human development. The PEAP outlines the future priorities and developments for each of these pillars, and, in general, provides a framework for each sector to develop its own detailed plans. It is also a tool for mobilisation of resources for implementing programs and activities that will ensure the eradication of poverty among Ugandans. The development of the PEAP was a very participatory process and the framework further reflects international initiatives such as the MDGs and New Partnership for Africa Development (NEPAD) to which Uganda is a signatory. 

Within the PEAP health is under the pillar of human development. The GoU recognises that the majority of outpatient consultations take place in private health facilities. It is mostly the poor who cannot afford to pay for consultations in private facilities who seek health care in public health facilities. Therefore, GoU focuses its interventions on preventive care and ensuring that the poor have access to a sound public health care system since they cannot afford to pay in the private sector. The health sector reforms, which have been taking place in Uganda, have addressed access issues for example the abolition of payment of user fees in public health facilities in Uganda. 

The PEAP further defines the future priorities in the health sector in Uganda and these are:

(1) The increase in government spending on the key priorities in the health sector and these have been clearly defined in the PEAP and HSSP II;

(2) With the critical shortage of human resource in the health sector, Government will continue the training and recruitment of health workers in order to ensure the availability of adequate human resource to implement the UNMHCP;

(3) Discussions are underway to reform the general wages and hard to reach allowances in order to attract staff in hard to reach areas;

(4) Implementation of effective family planning programmes;

(5) The control of malaria through use of insecticide treated nets (ITN) among other initiatives;

(6) Immunisation programmes;

(7) Health promotion; and 

(8) The expansion of voluntary counselling and testing (VCT), prevention of mother to child transmission of HIV (PMTCT) and antiretroviral treatment (ART) provision.

The major focus therefore is the implementation of the HSSP II whose development was heavily influenced and guided by Uganda’s PEAP. The PEAP has indicators and targets in the health sector such as DPT III coverage that have to be achieved and the implementation of the HSSP II including the UNMHCP is aimed at contributing to the targets and indicators as set in the PEAP. The future development in the health sector in Uganda is inevitably guided by the PEAP and other initiatives such as MDGs and Vision 2025. As far as the delivery of health services is concerned, the Government of Uganda (GoU) realises that it is impossible to effectively deliver a wide range of health services to all Ugandans who need them as this is very expensive. Government has therefore defined a priority list of disease conditions that have been included in the UNMHCP. The delivery of the UNMHCP is therefore Uganda’s and the health sector’s future priority. 

Section 3: Situation Analysis / Needs Assessment

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

· Please provide information on the most recent assessments of the health sector that have identified health system barriers. (Table 3.1)

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

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

3.1: Recent health system assessments

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates

	Annual Health Sector Performance Report
	All SWAp Partners
	Human resources, Infrastructure, Medicines.
	October 2006

	Uganda Immunization Services review
	MoH, WHO, UNICEF, USAID
	Immunization services delivery, management capacity, logistics and cold chain management, surveillance and communication 
	November 2005

	Infrastructure Tracking Study
	MoH
	Gaps in infrastructure, transport and equipment
	March 2006

	Human Resource Tracking study
	MoH, African Medical Research Foundation 
	Challenges of Human resources development and management
	February 2005

	Rapid assessment of health systems barriers to immunization
	MoH, GAVI, WHO
	Resource availability for delivery of minimum package; Human Resources ; Immunisation service delivery, Transport.
	Sept 2005

	Assessment of routine immunisation, disease surveillance and reporting systems in the private sector
	UPMPA, MoH, WHO and UNEPI
	Human resource, infrastructure, equipment 
	December 2004


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

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

Over the period of HSSP I, there were a number of improvements in health indicators: the number of posts filled by trained health personnel increased from 33% to 68%; DPT 3 coverage increased from 55% to 89%; deliveries at health facilities increased from 25% to 35%; and antenatal clinic attendance became universal; among other health indicators. The MoH, with support from GAVI, carried out a rapid but comprehensive assessment of health systems barriers to immunisation in Uganda in 2004. Despite the gains mentioned above, the health systems barriers assessment noted that there is still very low investment in health and other social services. Actually, some of the priorities as defined in the HSSP are either unfunded or under-funded making it difficult to universally provide the UNMHCP including vaccination services. During implementation of HSSP II however it has been observed that vaccine coverage has gone down from 86% to 80%. Funding of critical EPI activities is a major system barrier.

Even though lack of adequate funding is a problem and that the public services have been decentralised, it has also been observed that the flow of funds from the Ministry of Finance to district level is not all that consistent and in some cases there are delays of up to 2 months. Such a practice tends to delay the implementation of district plans; hence the need for this to be addressed. One of the most important outcomes of under-funding or un-funding of the health sector is the human resource challenge that the MoH has been and is currently experiencing. The critical shortage of human resource in the health sector severely constrains the implementation of the HSSP II and hence the provision of UNMHCP including immunisation services. While funding is one factor, the general shortage of staff at all levels has also come about because of a number of factors for example low remuneration in the public service, under-investment in pre-service training for health workers and the recruitment freeze in the civil service. 

The shortage of staff is quite critical in rural and hard to reach areas including areas where conflicts are rife especially in northern Uganda. Unlike in urban areas, in rural areas housing is a major problem including the lack of electricity and communication equipment. In order to attract health workers to these areas, there is great need to ensure the availability of appropriate housing and installation of solar electricity and water to both health facilities as well as houses for staff. Another system barrier that has been experienced is the general shortage of storage space at national, district and HSD levels. This problem has been exacerbated by the creation of new districts in Uganda: initially there were 56 districts in 2005 and since then 24 new districts have been created during 2006 and 2007; hence there are currently a total of 80 districts. While some old districts may not have the storage space for vaccines and other medical supplies, the situation is quite critical in new districts that do not have any space at all for storing vaccines and other medical supplies; a situation that needs immediate attention. The lack of storage space is also critical at national level where the EPI heavily relies on rented storage space for EPI dry consignments. While the cold storage is adequate for routine immunisation, one major concern however is that during mass immunisation campaigns, cold storage space is not adequate: UNEPI therefore has to hire cold storage space as well. A lot of financial resources, which would have been used for other EPI and health system logistics, are therefore being spent on hiring storage space.

The rapid assessment also observed that at district level there is gross shortage of transport, which affects the delivery of the UNMHCP. Supportive supervision (which is a major system constraint) and referrals are also heavily disrupted by the shortage of transport and this is made worse by the lack of communication equipment especially in hard to reach areas. Provision of supportive supervision is quite a challenge especially for HC II, which are very close to people. Poorly planned and uncoordinated training and meetings tend to take staff away from their duties and this also adversely affects supervision at that level.

Given the investments that are being proposed in this application, there is a need to generate further demand and utilisation of health services including immunisation. As shall be discussed later, Government with support from donors embarked on an ambitious plan to establish and train VHTs in 2002. These VHTs are important for mobilisation of communities for health services. Only 45% of the VHTs have been trained so far. The lack of training for the majority of VHTs is a major system barrier that needs to be addressed urgently. 

In addition to funding bottlenecks, many districts have hard to reach areas hence there are problems in terms of access and provision of health and other social services. Access problems arise because of a number of factors namely existence of difficult terrain hence difficulties in access during the rainy season and it has also been difficult to provide services in the conflict-ridden areas in northern Uganda. Districts such as Kisoro, Kanungu, Rukungiri, Bundibugyo, Fortportal, Kasese, Rakai, Kalangala, Masaka, Mpigi, Kabale, Mukono, Jinja, Mayuge, Busia, Sironko, Kapchorwa, Nakapiripirit, Kotido, Moroto, Moyo, Masindi and Hoima for one reason or another have hard to reach areas mainly due to geo-topological factors. 

Another system barrier that has been observed is the general non-use of HMIS data at lower levels to inform decision making especially at lower levels. Once the data is collected, it is sent to MoH without the facility collecting the data using it to inform management decisions. 

While these are the major barriers to the provision of immunisation services in the public sector, it is also important to look at the involvement of the private sector in the provision of vaccination services and the barriers that they experience. An assessment was conducted in 2004 by UPMPA to determine the private sector practices in the areas of routine immunisation and disease surveillance with the aim of determining and designing appropriate interventions. One finding from this assessment was that private facilities are quite stable as most of them have been in existence for 5-15 years. While this is the case, only 22% of the facilities were found to be delivering immunisation services. While the National Policy on Public Private Partnerships in Health (PPPH) promotes active participation of the private sector in public health activities such as immunisation, such assessments generally reveal the disjunction between policy and practice. Non-immunisation of children especially in health facilities, which are privately owned, creates missed opportunities to vaccinate children according to the immunisation schedule; hence the need to promote the involvement of the private sector in such public health activities. The major reason (as mentioned by 42% of the respondents in the survey) why most of the private health facilities are not providing immunisation is the lack of cold chain equipment. Other reasons, which were cited, included the lack of skills and human resource, lack of structural space and the lack of incentives and these were mentioned by less than 15% of the respondents. The assessment also reveals that only 12% of the respondents mentioned that they were trained in immunisation and IDSR and this shows the training gaps that exist within the private sector and which needs immediate redress. Immunisation record supplies such as tally sheets, child health cards and vaccine control books among others were found to be lacking in the private facilities sampled.

In conclusion, it can be seen from this discussion that there are 6 major health system barriers to the provision of immunisation services in Uganda and these are constrained resource envelope for the delivery of UNMHCP; scarcity of human resource; the lack of transport especially at HC II and HC III levels; the lack of supportive supervision; the lack of storage space especially for the newly created districts; and the general lack of incentives for the health workers in hard to reach areas as defined by the MoH and partners. For the private sector, it is mainly the lack of cold chain and associated equipment and training in immunisation that are the major constraints to service provision. These health system barriers need to be addressed if Uganda is to achieve universal access to immunisation services. While GoU and some donors are trying to address these barriers, the need is enormous. This proposal, as detailed in Section 3.4 below, seeks support from GAVI to contribute to initiatives already underway to address these system barriers.

3.3: Barriers that are being adequately addressed with existing resources

The barriers that have been identified above still exist and may impact on the implementation of the UNMHCP and hence the delivery of immunisation services. There have been some attempts to address some of these problems by the GoU, HDPs and other service providers but this has been on a piecemeal basis. Even though such attempts have been made, none of the identified barriers is being addressed adequately with existing resources. This proposal as discussed below in Section 3.4 seeks funding to address some of the system barriers and compliment efforts already underway by GoU and other HDPs. Section 3.4 further discusses some of the areas which are being supported by GoU and the donor community.
3.4: Barriers not being adequately addressed that require additional support from GAVI HSS 

3.4.1 Purchase of equipment, logistical supplies and management training

It has been mentioned in Section 3.2 that transport is one of the major barriers prevalent in Uganda’s health system. The problem of transport affects a number of activities for example the referral of patients including maternity cases to appropriate health care, supervision of lower cadres of health workers especially at HC III, HC II and VHTs, the timely delivery of EPI supplies, child health logistics and medicines and the conduct of outreach clinics including health promotion activities. 

Other system barriers that have been identified include the lack of electricity in rural and hard to reach areas, the lack of storage space for vaccines and other medical supplies and the general lack of cold chain equipment within the private sector. While the purchase of vehicles, motorcycles and bicycles as is being proposed below will address the problems of transport, it is important that districts should be capacitated through boosting the PHC non-wage grant in order to support the implementation of outreaches and delivery of supplies. The following activities are therefore aimed at addressing these barriers, which are either not being addressed, or they are being addressed partially by the GoU and its HDPs.

Activity 1.1 Purchase 6 boats (without engines) for hard to reach areas (Kalangala, Bugiri, Mukono, Mayuge, Nakasongola, and Kisoro); and Activity 1.2: Purchase of 7 motorised boats (full) for Wakiso, Kalangala, Bugiri and Mukono

There are some places on and along lakes and rivers, which have been defined, as hard to reach areas by MoH. These places are Kisoro, Nakasongola, Mayuge, Bugiri, Kalangala, Mukono and Wakiso. These places which are on or around water bodies are either islands or they have some places that can best be reached by boats. In order to reach some of these areas with health services including outreaches, the MoH and other health service providers have to hire boats which may not be all that reliable and safe for use by health workers and patients. Timely referral of patients becomes problematic as there is no any readily available reliable mode of transport in these areas and it is very difficult for health workers to access these places timely. This generally affects the delivery of the UNMHCP to residents of these islands and those areas along lakes and rivers. 

Practically, there is a need for the purchase of motorised boats that will be used as ambulances for timely referral and transportation of patients including maternity cases to appropriate health care. These motorised boats will also be used as a form of transportation for health workers when going for outreach services and transportation of medical supplies including EPI supplies. So far, WHO has supported MoH with the purchase 6 boat engines in 2005/6. The engines have since been distributed to the following districts:

(1) Kisoro.

(2) Nakasongola

(3) Mayuge

(4) Bugiri

(5) Kalangala

(6) Mukono

Kalangala District has more than 80 islands; and Bugiri and Mukono have  over 20 islands each. Hence it is suggested that in addition to the 1 boat, they should also be given 2 boats each to cater for the large population they serve. However, there is one other district, Wakiso, which as has been mentioned above that also needs a boat. Since WHO has already procured engines for the 6 districts, it is proposed that support from GAVI will be used to purchase fibre boats that can carry 5-10 people and then the engines that WHO has purchased can be fixed onto these boats. For Wakiso, a full boat should be purchased. The provision of motorised boats will help address the transport problem that these places have been facing and hence will ensure that patients including maternity cases are referred in time and that outreaches are conducted to populations on these districts.

Activity 1.3: Purchase of 7 trucks for transportation of supplies from regional hubs to districts

Trucks are used for the transportation of medical supplies including EPI supplies. Since there are no regional offices, procurement and distribution is done at the central level. EPI and other supplies are transported from the central office to districts directly and this is done on a monthly basis. Currently, EPI has 8 trucks and one of these is an open truck. The open truck and 3 of the other trucks are more than 10 years old and need replacement while 4 are less than 5 years old. The most recent truck was bought by JICA in 2006 from the 2005 order. These trucks are not only used for the transportation of EPI materials but also for other logistics such Vitamin A, albendazole and other maternal and child health logistics. Over the last one year, the number of districts has increased from 56 to 80, which implies that delivery trips have significantly increased and that these trucks are always on the road. For trucks that are more than 10 years old, it is very difficult to cope with the workload  and the prohibitive maintenance and repair costs, hence the need to board them off and acquire new trucks. 

Currently, the National Medical Stores (NMS) is also struggling in terms of transporting medicines and other medical supplies to health facilities nationally. Hence, in addition to transportation of EPI supplies, these new trucks will also address the current bottlenecks experienced by the NMS in terms of timely transportation of other medical supplies. Since there are no regional offices, it is proposed that over the period of GAVI support 7 out of 11 regional referral hospitals will be strengthened to become regional EPI hubs. 7 insulated trucks (3 tonne) should be purchased: 3 in the first year and then 4 in the second year. Each regional hub, which will be located at the regional referral hospital (RRH) will be further strengthened through providing a vehicle and cold storage. The remaining 4 regions will be strengthened in subsequent years of GAVI HSS support.

The trucks from these regional hubs will be used for transporting EPI and other medical supplies to the other districts in that region. The trucks that are more than 10 years old will be boarded off. There will be remaining 4 trucks at headquarters for transportation of consignments from the airport to central stores and then later from central stores to regional hubs which in turn will be responsible for distribution of supplies to districts in that region. This will significantly address the transportation problems experienced by the MoH and other service delivery agencies.

Activity 1.4: Purchase 68 motor vehicles for districts and Activity 1.5: Purchase 2 vehicles for UNEPI and 2 vehicles for MoH Planning Department

Over the period 2001-2005, UNEPI has had support from JICA and some of this support went to purchase of vehicles. These vehicles are however aged and need to be boarded off. Currently, the EPI section has 2 (4X4) vehicles and generally relies on borrowed vehicles to carry out its activities including conducting supportive supervision. For example, in the recent national cold chain inventory exercise by UNEPI, the Unit borrowed vehicles because they do not have their own. At HSD level, there is at least one vehicle that is being used multipurposely – for supervisory functions, as an ambulance and for delivery of supplies. At least HSDs have vehicles. These vehicles were purchased recently by GoU and mainly targeted these HSDs and not the office of the Director of District Health Services (DHO). There is however a major transport problem at district level. While supplies are transferred to districts from the central level, in most cases these supplies get stuck at district level because of lack of transport including fuel to get these to health facilities. The vehicles at HSD levels are already being extensively used hence the difficulty for them to be used by the DHO.

An inventory of vehicles available at district level shows that all the vehicles are more than 7-10 years old and they are not in good condition. The vehicles that are currently in the districts and being used by the DHO were procured through the District Health Services Project that ended in 2003 and was funded by the World Bank. Recently DANIDA purchased 21 vehicles that have been distributed to districts in Northern Uganda. Even though 21 vehicles were purchased, only 10 were given to DHOs but the rest were given to HSDs. The 10 districts that received these vehicles from DANIDA are Soroti, Apac, Arua, Nebbi, Yumbe, Moyo, Lira, Kaperamaido, Katakwi and Kapchorwa. In addition to these vehicles that were bought by DANIDA, the MoH also got 2 vehicles two years ago through the Spanish Loan and these districts were given to Kisoro and Kamuli Districts. The Global Fund also purchased 30 vehicles for the MoH but these vehicles were not given to the DHO to use for outreach services or to support supervision. 

As far as DHOs are concerned, this implies that 12 districts have good vehicles. The policy within the public service is that vehicles should be boarded off after clocking 250,000 kilometres or after 5 years because after this it is no longer economical to run such vehicles. The 24 districts that have just been created do not have any vehicle making transport a major problem for them. The remaining 68 districts either do not have any vehicles or the vehicles are very old and need to be boarded off. For UNEPI, there is further need for 2 field vehicles as the 2 that they have now are quite old. For the MoH headquarters, there will also be a need for two vehicles to facilitate movement of officers for purposes of monitoring implementation of the GAVI HSS and other HSSP II activities. This implies that a total of 70 vehicles will be purchased with GAVI support and distributed as has been described. The purchase and distribution of these vehicles to districts will help address the transport barrier at district level and national level and in turn ensure that supervision is done on a regular basis and that supplies are delivered timely.
Activity 1.6: Purchase 584 motorcycles for districts and sub-counties

In 2000, 214 motorcycles were purchased by JICA for EPI programmes and distributed to HC IIIs in the country. This was 7 years ago and most of these are no longer functional and they need replacement. In 2005 with support from GAVI ISS funds 500 motorcycles were purchased and distributed to sub-counties. These motorcycles are playing an important role at sub-county level as they are being used for supportive supervision, transportation of vaccines and other activities relating to delivery of the UNMHCP. Having motorcycles at this level of health care delivery is necessary as they can easily be maintained. There are 967 sub-counties in Uganda and since 500 of these were given motorcycles in 2005, there is a need to purchase an additional 467 to fill the gap at sub-county level. 

In addition to purchasing motorcycles for the sub-counties it is also proposed that motorcycles be purchased for the district level as well. The MoH trains cold chain assistants almost every year with support from UNICEF and other HDPs. Transport is one of the major bottlenecks that cold chain technicians experience when it comes to repairing and maintaining refrigerators. They need to travel from one health centre to another. When a fridge breaks down, it is important that transport should easily be made available for cold chain assistants to travel to the health centre where a fridge has broken down and attend to it urgently so that immunisation and other child health services are not interrupted. With availability of transport, cold chain maintenance will be timely and services will not be interrupted. In addition to this, the motorcycles will also be used for surveillance, supportive supervision, collection of reports from HCs and other disease program activities at district level. It is proposed that 2 motorcycles should therefore be bought at district level for the surveillance focal person and the cold chain assistants. WHO has however planned to purchase 43 motorcycles during 2007 and 2008. In total therefore at district level there is a need for 160 motorcycles. Since WHO is already providing 43 of these, then GAVI support will be used to purchase the remaining 117. This means that a total of 584 motorcycles will be purchased given this support: 117 for the districts and 467 for the sub-counties. 

Activity 1.7: Purchase 10,000 bicycles for outreach activities 
As will be discussed later, one of the major priorities as contained in the PEAP and the HSSP II is the establishment and training of VHTs. The financing of this activity has been on an ad hoc basis by different donors and the GoU. While training of VHTs is an important activity, training in itself is not adequate. Transport unavailability constrains the work of VHTs, hence it is suggested that in addition to training of VHTs, bicycles should be purchased and distributed to the 2500 primary health care units that are providing immunisation services. The ADB has purchased 54 bicycles, which have been distributed at HC IIIs. The Global Fund Round 7 proposal for Uganda requests support from the Global Fund to purchase 100,000 bicycles for HC IIs and they will be distributed to Community Medicine Distributors (CMDs). These CMDs are members of the VHTs as well. This implies that each VHT will have 2 new bicycles. These are not adequate. Hence, the proposal that, with support from GAVI, additional bicycles will be purchased. Instead of leaving them at community level, they will be given to HC IIs and HC IIIs and that parish mobilisers and VHTs can have access when going for outreaches. Bicycles from the GAVI HSS support will target the districts with low vaccination coverage since these districts are also the targets for training VHTs.

The proposal therefore seeks to purchase four bicycles per primary health unit. VHTs and other health workers at the health units can access these bicycles from these facilities for outreach activities. It is proposed that in each health facility at least one of the bicycles should be used as an ambulance including transporting of maternity cases while the others will be used for transport during outreach services. In addition to this, they will be used by HC IIs and HC IIIs to carry supplies and conduct supervision.

Activity 1.8: Construction of storage space at national level for medical supplies including EPI logistics 

MoH and its HDPs acknowledge the shortage of storage space at national level for EPI supplies and logistics. This is why the Ministry has proposed GAVI ISS funds for construction of dry and cold stores and also for the construction of UNEPI offices. Storage space is so critical that currently MoH hires warehouses for dry stores consignments. At the time the EPI was formally launched in 1983 and re-launched in 1987 the program was so small and there were only 30 districts. Currently, the program is so large such that a warehouse has to be hired for EPI dry consignment. Cold storage space is adequate for routine vaccinations but when it comes to large-scale campaigns, space has to be hired. A lot of money is therefore spent on hiring storage space. These funds would have been used for provision of quality vaccination services including addressing other system barriers such as the lack of supportive supervision. Once the GAVI ISS funds are released to GoU, they will be used for activities at national level including the construction of storage space. While this is the case, the unreleased funds from GAVI are inadequate to cater for completion of the construction of storage space: US$1.5 million has been costed for Phase 1 construction using GAVI ISS funds leaving a balance of US$2 million for Phase 2. The ICC has already approved the construction of storage space at national level as it will save costs as money will not be spent on renting storage space. These stores will not only serve EPI but will also be used for other child health logistics as well. This proposal further seeks funding to complete the construction of the storage space at national level.

Activity 1.9: Construction of storage space at district level for medical supplies including EPI logistics

As can be seen in Activity 1.9 above, GAVI ISS and HSS funds will be used for construction activities at national level. Every district however is also supposed to have adequate space for all medical supplies. While this is the case, there are some districts where storage capacity is non-existent and these are mainly newly created districts. As has been mentioned earlier, initially there were 56 districts in Uganda but recently 24 new districts have been created. It is therefore proposed that 24 new warehouses be constructed in the newly created districts and these will not only be used for storing EPI supplies but also other medical supplies at district level which is currently a nightmare. None of the HDPs as well as GoU has planned to address this major storage capacity gap in these newly created districts. The construction of stores in these districts will address this gap as districts do not need cold rooms. Fridges will be adequate to store vaccines and these will be housed in the proposed warehouses. 

Activity 1.10: Construction of cold storage space at regional level
The delivery of vaccines and other supplies from the national level to the districts is a tasking exercise. The proposal therefore is that 7 regional hubs (see Activity 1.3 above) be established at regional referral hospitals for the distribution of vaccines and other supplies and, trucks, which will be stationed in these regional hubs, will be used for the transportation of these supplies to districts. There is however no need to create new structures but that the RRH already existent should be strengthened through construction of bigger cold stores to handle supplies for other districts within the region. The construction of these storage facilities will be done in phases: In the first year of GAVI support, storage facilities will be constructed in 3 regional hubs while 4 more regional hubs will benefit in the 2nd year. It is advantageous that the regional hub should be situated at the regional referral hospitals because the MoH already has regional medical equipment workshops that are responsible for maintenance of equipment within their catchment areas. These regional hubs will be responsible for servicing the other districts on an outreach basis as it does with the maintenance of other medical equipment. The MoH will reassign some of its staff from headquarters to RRH to help run the regional hubs. 

Activity 1.11: Construction of houses for health workers in hard to reach areas (HTRs)

In 2006 GoU recognised that it is difficult to attract health workers to work in some selected hard to reach areas in Uganda including internally displaced persons. The HSSP II further recognises the need for the MoH to ensure availability the human resource capacity to deliver the UNMHCP in an equitable and balanced way. The HSSP II further recommends that appropriate staff remuneration including accommodation, transport, special allowances and affirmative action with catch up recruitment against norms would be provided for conflict and post conflict areas. A scheme has therefore been designed to ensure the availability of trained health workers especially in the districts that are challenged in attracting and retaining staff. Using criteria, 13 districts have been defined as hard to reach areas in Uganda and these are Pader, Kitgum, Nakapripirit, Kotido, Moroto, Kaberamaido, Katakwi, Bundibugyo, Apac, Gulu, Lira, Soroti and Kalangala. There are two incentive schemes that are now available namely non-monetary incentives and monetary incentives. Since GoU has already approved the topping up of salaries for teachers in hard to reach areas by 30% a decision has been made that health workers in these hard to reach areas should also receive a top up of 30% to their salaries. With support from DFID there has been a one off payment of 30% top up salaries in these hard to reach areas. A total of US$1,134,822.47 (1,985,939,317 Ugandan Shillings) as 30% salary top up to 3,923 health workers in hard to reach areas has been paid and distributed as follows: 

(1) PNFPs 
= US$274,890.73

(2) GoU
= US$640,037.20

(3) RRH
= US$187,894.53

The payment of the 30% salary tops is aimed at retaining staff in the hard to reach districts. In addition to topping up salaries, Government aims at recruiting and retaining staff in had to reach areas by providing decent staff accommodation and basic amenities such as clean water and lighting. The provision of lighting to these staff housed is proposed in the next activity (1.9). This application therefore further seeks funding from GAVI to support Government policy to provide appropriate accommodation for staff in hard to reach areas. 

When we look at the league table that examines the performance of districts according to a number of criteria, one observation is apparent: districts in the north tend to perform very badly. The lowest twelve districts in terms of performance according to the league table are [starting with the lowest] Kaabong, Manafwa, Kaliro, Amuria, Moroto, Iganga, Bukwo, Koboko, Kamuli, Nakapiripirit and Yumbe. Seven of these districts are in Northern Uganda and 3 of these 7 districts are in Karamoja. The only district in Karamoja that performs better is Kotido, which is on No. 38 on the league table. Abim, which is a new district in Karamoja may also not do all that well. What we see therefore is that in general districts in the North are doing very badly and more so those in Karamoja. Districts in the North, which are doing well for example Gulu, Apac, Kitgum and Kotido, have a very large urban population mostly because most people were displaced from rural areas because of the conflicts that prevailed in the region. It is well known that urban areas tend to have better social and health indicators compared to rural areas. When data is disaggregated by rural/urban for these districts that are doing well in the North, it is found that the rural areas are doing as equally bad as districts such as Kaabong, Amuria and Moroto.

A large proportion of people in the urban areas of the districts which are doing well such as Gulu will not continue staying in the urban areas for long as GoU is implementing a resettlement programme which will see most people going back to the rural areas. As they go to the rural areas, facilities that were abandoned some 20 years ago due to war will be opened up. As the resettlement programme is being implemented, resettled people may not be as near as possible to the health centre as when they were in urban areas. It is therefore proposed that it might be more useful to concentrate in one area in the North in order to make an impact. The proposal is that the 52 houses should be constructed in Karamoja region where there are 81 facilities distributed as follows: 26 in Kaabong, 18 in Nakapiripirit, 9 in Kotido, 17 in Moroto and 11 in Abim. The proposed 52 houses should be shared equally among the 5 districts. The three hospitals of Matanyi, Abim and Kaabong have adequate housing. While public servants can rent a house, the major problem with Karamoja region is that these districts are quite remote. There is no trading centre near most of these facilities and health workers cannot find accommodation to rent even if they have the money. The construction of these houses at selected facilities in these districts in Karamoja will help a lot in retaining and attracting staff which is a major problem. MoH has advertised posts in these hard to reach areas and if there is no proper accommodation, not much will be achieved. UNICEF has been working in the Karamoja region but not in construction. 

DFID through UNICEF is funding the renovation of 30 staff houses and constructing 30 houses in the following districts: Gulu, Amuru, Kitgum, Lira, Apac, Pader, Kaabong, Kotido, Nakapiripirit, Katakwi and Amuria. Even though there are such initiatives, (according to Infrastructure Department of MoH) the need is enormous. Hence, the suggestion that all the 52 houses should be constructed in the Karamoja region so as to have a greater impact. This ideally complements the work that is being done by DFID through UNICEF. These houses will not only target public facilities but also PNFPs.

Activity 1.12: Purchase and installation of solar energy for refrigerators and lighting 52 health facilities and 52 staff houses

Currently, nearly 250 health facilities, mostly HC IIIs, are equipped with solar energy mostly to power refrigerators for storing vaccines and other EPI supplies. Some of this solar equipment is obsolete and not working hence the need for replacement as they were installed in the 1980s. It is very difficult to attract health workers to live in some hard to reach areas because of among other factors lack of appropriate accommodation including lighting. Attendance to outpatients during emergencies can also be difficult because of lack of lighting in health facilities. It is clear that the lack of electricity in some health facilities especially in rural areas is one of the major system barriers to the delivery of the UNMHCP and a demotivating factor for health workers.

The Ministry of Energy is also implementing the Energy for Transformation project whose aim is to improve energy in health facilities, schools and agrocultural establishments. There are a number of ways through which this project will be implemented namely by tapping on power gridlines if the facility is very close to power lines; installation of solar power and in some cases generating electricity using mini-hydros where they exist. This project is not restricted to health facilities but also extends to staff housing. This extension of electricity to staff houses will help in staff retention and motivation. This is a long-term project lasting not less than 10 years. The first phase will cover 6 districts namely Arua, Yumbe and Nebbi in West Nile and Kotido, Pallisa and Kumi in North East. Since the proposed 52 new houses will be constructed in Karamoja then these houses will also be provided with solar energy. This solar energy will be used to power refrigerators and radio communication as well as lighting in both health facilities as well as staff houses.

Activity 1.13: Training in middle and operational level management

Recent assessments in the health sector show that one of the major barriers in the health sector is the general lack of supportive supervision. The lack of supervision has mainly been due to lack of transport and allowances. This barrier will be addressed partly by the purchase of vehicles and motorcycles that have been proposed earlier. However, one other critical factor is the absence of supervisory and managerial skills among the health workers especially managers at district and HSD levels. Just training these managers in supportive supervision would be a waste of resources; hence the need to train them in planning and management including supportive supervision. Traditionally, middle level management training programmes have targeted EPI managers but this training can also benefit other managers at district level as there are modules on human resource, financing, planning and management and supportive supervision. About 30 health workers will be trained at district and HSD levels. These workers will be drawn from the district, health sub-district, sub-county and HC IIs. Over the next 2 years of GAVI HSS support, training will target poorly performing districts which are not doing well as far as immunisation coverage is concerned. Table 1 below shows the districts where coverage is low using the Reaching Every District (RED) categorization of performance.

Table 1: Poorly performing districts, Uganda, 2007

	CATEGORY 3 In this category, districts have poor access (DPT1 coverage < 80%), and good service delivery (DPT1-3 drop out rates <10%)
	CATEGORY 4 In this category, districts have poor access (DPT1 coverage < 80%), and poor service delivery (DPT1-3 drop out rates >10%)

	North
	Teso/Karamoja
	Western
	Others
	North
	Teso                Karamoja
	Western
	Others

	Pader
	Moroto
	 Ibanda
	Adjumani
	Apac
	Nakapiripirit
	Kamwenge
	Mubende

	 
	Kabong
	 Kisoro
	Manafwa
	 
	Abim
	 Masindi
	Busia

	 
	 
	 
	Mityana
	 
	Kaberamaido
	 Hoima
	Luweero

	 
	 
	 
	Moyo
	 
	Soroti
	 Kiruhura
	Arua

	 
	 
	 
	Yumbe
	 
	 
	 Mbarara
	Rakai

	 
	 
	 
	Sembabule
	 
	 
	 Ntungamo
	Koboko

	 
	 
	 
	
	 
	 
	 
	Nakaseke

	 
	 
	 
	
	 
	 
	 
	Bukwo

	 
	 
	 
	 
	 
	 
	 
	Iganga

	 
	 
	 
	 
	 
	 
	 
	Kamuli

	 
	 
	 
	 
	 
	 
	 
	Kibaale

	 
	 
	 
	 
	 
	 
	 
	Kaliro

	 
	 
	 
	 
	 
	 
	 
	Pallisa

	 
	 
	 
	 
	 
	 
	 
	


The training of health workers in Mid Level Management (MLM) will therefore target these 35 districts within the next two years of GAVI support in order to support an increase in immunisation coverage. 

Activity 1.14: Supportive supervision at district level

One of the major problems that has been identified in different assessments done by the MoH and stakeholders is the general lack of supervision. This lack of supervision is mainly due to financial constraints experienced by the MoH to provide transport including fuel and other logistics. This proposal seeks facilitate to supportive supervision at district level through contributing to fuel costs and payment of allowances when going for outreach activities. Experience has shown that the payment of allowances when going for outreach clinics tends to motivate health workers. Previously with support from GAVI, allowances have been paid to health workers and this resulted into an overall increase in vaccination coverage. The existing PHC grant that is supposed to support these activities has actually been decreasing. Currently with existing resources, health facilities are conducting at least 1 outreach clinic per month. However MoH would like to conduct at least 4 outreach clinics per month. This application seeks support to boost the PHC non-wage grant at district level so that health workers are able to conduct outreach clinics (integrated). This is necessary because if supervision and outreach clinics are not supported, then immunisation coverage will remain static and even decline further. The MoH through the Area Team Strategy currently carries out 2 monitoring and supervision visits to districts instead of the planned 4 visits per year. This is mainly because of the lack of funds for monitoring and supervision of lower levels even at the central level. In order to ensure that GAVI HSS and other HSSP II interventions are implemented timely, there is a need for the central level to conduct monitoring and supervision visits to districts every quarter as planned by the MoH. The boosting of the PHC grant and supporting the MoH central level will enable the Ministry to provide supervision and deliver essential supplies to HCs. These are routine activities that are supposed to be funded by GoU. While this application makes a case for support, it raises issues of sustainability that will be addressed in Section 5.1 below.

3.4.2 Community participation

Village health teams (VHTs), also referred to as HC Is, are community-based resource persons who are chosen by members of the community and their major responsibility is facilitation of the process of community mobilisation and empowerment on health issues. These VHTs are offering non-facility based health services such as malaria treatment, treatment for tuberculosis, de-worming, Vitamin A supplementation, contraceptives and condoms, referrals to higher health delivery levels and they are also responsible for creating awareness about existing health services such as immunisation and improving health seeking behaviour. As community members, they can identify pregnant women in the community and follow them up in order to ensure that they deliver with assistance from trained health workers and they can further ensure that the child receives all the vaccinations. In communities where these VHTs have been trained and are functional, they constitute an important resource that is being used to create demand for immunisation and other MCH services. 

Activity 2.1 Develop capacity among Village Health Teams and Activity 2.2 Purchase VHT kits for 5,000 VHTs 
The HSSP II recognises that there is need to involve members of the community in health services delivery. The implementation of primary health care requires full participation of the members of the community in determining their health needs among other things. The involvement of the VHTs is an attempt to ensure community participation in health. According to the HSSP II, each village is ideally supposed to select 9-10 people who will be members of the VHT and these are then trained by people from the HSDs over a period of 5 days. During this training the VHTs are equipped with skills and knowledge on how to conduct social mobilisation. Among other duties, they are supposed to keep village records of households in their catchment areas for example population, immunisation status of children, sick members of households, deaths in households etc and they share this information with the health facility they are attached to. In outreach clinics, they are given assignments such as registration and weighing of children and weighing them. They are also involved in giving health talks at household level and they follow up children in order to ensure that they are immunised. Hence, VHTs act as a link between communities and health facilities. Using funds from GAVI, MoH trained parish mobilisers throughout the country and these will work as part of the VHTs. The VHT members work on a voluntary basis but some specific programmes may pay them an allowance of UGS1,000 if they are involved in some other program work. It is therefore important that these VHTs should receive some training. In order for the VHTs to be established and become fully functional there is need for mobilisation at district and HSD levels who will in turn undertake training of members of VHTs. 

During 2000/2001 the VHT framework was conceptualised and since then the process of training members of VHTs has been going on with support from different donors. WHO funded the MoH to pilot and set up a model village for VHTs in one district and the ADB has funded the training in 11 districts in Uganda. In addition to these 2 partners, GoU has further funded training in 20 districts. As of now the ADB is also coming in with funding for training VHTs in 2-3 more districts. 

The African Development Bank, Belgium Government, UNICEF, WHO and GoU have previously funded the training of VHTs. So far the ADB has spent over US$570,000 (1 billion Ugandan Shillings) on the operationalisation of VHTs while Government has spent about US$520,000 (nearly 900 million Ugandan Shillings). In addition to these development partners, Plan Uganda has also operationalised VHTs in one district namely Kamwenge. The following shows the districts where VHTs are operational (partial or fully covered):

ADB: Adjumani, Apac, Arua, Amolatar, Bukwa, Dokolo, Lira, Kaberamaido, Kapchorwa, Karakwi, Moyo, Nebbi, Koboko, Nyandri, Soroti, Oyam, Yumbe.

WHO/MoH: Mpigi
UNICEF/WHO: have funded the training of VHTs in half of the sub-counties.

Currently, there are approximately 50,000 villages in Uganda and each one of these villages is supposed to have a VHT. So far only 45% of these have been trained. It is apparent that while VHTs are playing an important role in mobilising communities (especially where they have been trained and are functional), the funding for training of VHTs has been on a piecemeal basis. This explains why the establishment and training of VHTs has taken a long time to be completed. With the creation of new districts, it makes it very difficult to complete the training of VHTs. In the remaining districts either the operationalisation has only been done in one sub-county or it has not been done at all. This proposal, bearing in mind the important role that VHTs play, seeks support to contribute to the operationalisation of VHTs. Over the period of support from GAVI it is proposed that 5000 VHTs will be operationalised. The operationalisation of VHTs involves training them for a period of 5 days, giving them the VHT kits that comprises of a bag, certificate, record books, reporting forms, notebooks and pens. In this proposal, it has also been suggested that the members of VHTs should be able to access bicycles that will be based at the health facility during outreach activities if they need transport. These bicycles will also be used by other health workers as it has been mentioned. This task is the responsibility of the Department of Health Promotion in the MoH. The training of VHTs will mainly target the 35 poorly performing districts where immunisation coverage is low as can be seen from Table 1 under Activity 1.13.

Activity 2.3: Conduct comprehensive assessment of the VHTs

By the end of this proposed support, the proposed activities would have contributed significantly to the operationalisation of the VHTs. It is therefore proposed that a comprehensive countrywide assessment of the role of VHTs be undertaken towards the end of 2009/2010 in order to determine to what extent VHTs are contributing towards the delivery of immunisation and other child health logistics. Most importantly, it will also be important to look at best practices with regard to VHTs and make major recommendations on the future of the VHTs including how best they can be sustained. Since these are volunteers the assessment would also explore the possibility of motivating the volunteers through for example linking them with microfinance institutions and other such activities.

3.4.3 Data management

Activity 3.1: Training of health workers at point of data collection in data management including utilisation and Activity 3.2: Support data validation exercise

The Health Management Information System (HMIS) within the MoH is functional though with a lot of bottlenecks. The 3 Year HMIS plan for the Ministry identifies a number of barriers that the Ministry is experiencing with regard to implementing the HMIS. As is the case with the rest of the health sector, HMIS is severely affected by under-funding of its activities and this makes it problematic for the Resource Centre (responsible for IT including HMIS) to ensure availability of HMIS tools as they are very expensive to produce. Since data is generated at health centre level, at every stage there is need for a database to be created as well as registers to capture the necessary information. The data that is sent to the MoH headquarters is also supposed to be verified by MoH staff visiting some of the facilities that sent the data. It is in some cases very difficult to carry out the verification exercise because of lack of adequate funding to carry out this exercise. There are some donors who have helped the MoH for example GAVI has funded the data quality audit through UNEPI and WHO has funded the verification of data. With the review of the HMIS that was carried out in 2005, it became apparent that all the data collectors and managers should be trained so that they are familiar with the revised HMIS manuals. Between 2005 and 2006, a number of donors (DANIDA, WHO) and UNEPI and the Uganda Bureau of Statistics have funded such trainings. Only 50% of the original 56 districts have been trained which translates into 28 districts. On addition of the new 24 districts, it implies that 52 districts have not been trained. The interpretation and utilisation does not need to come from headquarters. It has been observed from various assessments that health facility staff place more emphasis on reporting than interpretation and utilization of data, a weakness that needs to be addressed.

Activity 3.3: Purchase of computers and Activity 3.4: Installation of internet connectivity in 24 districts including subscription

Currently, the majority of the data is being sent to headquarters by using hard copies and data entry is done at headquarters. With support from the Uganda Communications Commission, DANIDA and USAID email connectivity has been made in Northern and Northeast Uganda and DANIDA also bought some computers for some districts in the country. While old districts have computers and some email connectivity and some of the data collectors and managers have been trained, this proposal seeks funding to capacitate districts with computers. Since there is nothing in newly created districts, this proposal further seeks to prioritise these new districts to ensure that at least they have a computer and email connectivity. This will constitute initial investment as later districts will be able to fund and sustain this activity.

3.4.4. Involvement of the private sector

A recent study by UPMPA, MoH and WHO has shown that the private sector is not really involved in the delivery of vaccination services. This proposal is an attempt to stimulate the participation of the private sector in immunisation and other child health logistics. As these activities are being implemented in the private sector it is important that the MoH should hold meetings with the sector representatives so that they understand their participation in these activities and that with time they should organise themselves under their umbrella organisations such as the Uganda Private Medical Practitioners’ Association and make the provision of immunisation services as one of the activities that should be conducted by the private sector. This should form part of the registration process with health professional bodies. It is proposed that support be given to the private sector by providing them with fridges and cold chain boxes and training in order to promote vaccination services. This will be done on a pilot basis.

Activity 4.1 Mapping of private health facilities in Kampala, Wakiso and 13 municipalities

Private clinics that will participate in this pilot phase should be well established and have been functional for not less than 5 years. In order to determine this and choose the private clinics that will participate in this pilot phase, there is a need for a complete mapping of private health clinics in Kampala showing where they are located (using GPS), when they were established and the complete package of health services they offer and if they do not offer vaccination services, why they do not offer these services. For those facilities that do not offer services, there will be a need to further find out whether they would be interested to offer immunisation services. The choice of facilities should then be a mix of those facilities providing vaccination services and those that are willing to provide vaccination services. This activity will be implemented under the umbrella leadership of the Private Health Practitioner Professional bodies such as the Uganda Private Medical Practitioners Association, Uganda Private Midwives Association and the nurses/ allied health professionals. The mapping exercise will help to draw a map showing the location of the private clinics including the facilities that will be given fridges. Other clinics can then get the vaccines from either these private clinics or they can access them from Kampala City Council (KCC) or public sector facilities. Wakiso is a special district in that it has a very big proportion of private sector and yet it has poor indicators; hence needs special focus.

Activity 4.2: Purchase of refrigerators, fridges and cold boxes for private sector

The major donor for cold chain in Uganda has been JICA. Between 2001 and 2005, JICA gave support to the Government of Uganda for cold chain. Currently, MoH has just finished conducting a cold chain assessment in order to determine what cold chain equipment is available and in what condition. Data analysis is underway and once this exercise is finalised the MoH will know what cold chain equipment it urgently requires. An application has since been made to JICA for support for the period 2007-2011 in terms of cold chain but approval has not yet been given as this is contingent on the results of the assessment exercise. The MoH has received a lot of support from partners such as JICA and UNICEF in terms of equipment such as refrigerators, fridges and cold boxes. These have mainly been distributed to public health facilities including PNFPs. 

In order to successfully implement the UNMHCP including increasing immunisation coverage it is important that there is meaningful partnership between MoH and the private sector. The majority of the people who access private clinics are in urban areas and nearly 40-50% of the private clinics are situated in the Central region. According to the private sector assessment conducted in 2004, in Kampala alone, there are nearly 1,000 private health facilities that represent about 30-40% of the private facilities nationwide. As has been mentioned earlier, nearly 80% of the private health facilities are not providing immunisation and this is mainly because of lack of equipment. Understandably, private clinics access vaccines from the City Councils and in the case of Kampala, the Kampala City Council (KCC). It is the storage space that is a problem. Hence, it is proposed that 100 private clinics in the City of Kampala and 100 in the 13 municipalities be supported on a pilot basis with equipment such as fridges and refrigerators and they can get vaccines free of charge from KCC. 

Activity 4.3: Conduct ToT and Orient private health workers in immunisation services, IDSR and HMIS

During a rapid assessment of the involvement of private practitioners in immunisation service provision, IDSR and reporting systems, one issue that came out was that very few of the clinics received training in immunisation, IDSR and Reporting Systems. A core team of 10 private medical practitioners drawn from the existing private professional umbrella organisation will be trained to undertake the task of training of private health practitioners (PHPs). This will be a resource base for further training, joint support supervision monitoring and evaluation in the private sector and will thus be a major contribution to PPPH. Secondly, that record keeping and especially filling of reporting forms in the private sector was a major concern. It is therefore important that training should be organised for the private sector focusing on delivery of immunisation, IDSR and HMIS.  A total of 10 training workshops will be conducted, each lasting 1 week and with approximately 20 participants, targeting the private sector in Kampala. This training is necessary as it would help bring about awareness, knowledge about disease surveillance and reporting systems. During mapping of facilities, the owners will be sensitised about the pilot project and they will be sent maps once drawn to inform them where they can access vaccines. Professional bodies such as UPMPA will be requested to inform their members about this initiative. 
Activity 4.4: Evaluate participation of the private sector in immunisation and other child health logistics. 

It is important that the performance of 200 facilities that will be given equipment should jointly be monitored by a joint team comprising of the officials from MoH/UNEPI and the UPMPA. After one year of implementation, a comprehensive assessment of the performance of these facilities will be conducted in order to determine the way forward with regard to public private partnership in health especially provision of immunisation services. The results of this comprehensive review will be disseminated widely and recommendations made on the way forward for the private sector participation in immunisation and other child health logistics. This in future will be spearheaded by the private sector themselves.
Section 4: Goals and Objectives of GAVI HSS Support

To the applicant
· Please describe the goals of GAVI HSS support below (Table 4.1). 

· Please describe (and number) the objectives of GAVI HSS support (Table 4.2). Please ensure that the chosen objectives are specific, measurable, achievable, realistic and time-bound.

4.1: Goals of GAVI HSS support
	The goal of this GAVI HSS proposal is to contribute to the strengthening of the Ugandan health system for the purpose of delivering the Uganda National Minimum Health Care Package, including immunization, in an efficient, equitable and sustainable manner for the reduction of morbidity and mortality in the population. 


4.2: Objectives of GAVI HSS Support
	Objectives

The objectives of this GAVI HSS proposal are as follows:

Objective 1: To improve the delivery of UNMHCP including immunisation by providing the necessary infrastructure, logistics and management training. 

Objective 2: To support the participation of communities in health care delivery and decision making through scaling up of the establishment and training of village health teams.
Objective 3: To train health workers at all levels of health care delivery at district level on data collection, analysis, interpretation and utilisation. 

Objective 4: To strengthen the capacity of the private sector to deliver immunisation and other child health services by providing cold chain and training on UNMHCP and other related issues. 




Section 5: GAVI HSS Activities and Implementation Schedule

To the applicant
· For each objective identified in Table 4.2, please give details of the major activities that will be undertaken in order to achieve the stated objective and the implementation schedule for each of these activities over the duration of the GAVI HSS support (Table 5.2 overleaf). 

Note: GAVI recommend that GAVI HSS supports a few prioritised objectives and activities only. It should be possible to implement, monitor and evaluate the activities over the life of the GAVI HSS support. 

Note: Please add (or delete) rows so that Table 5.2 contains the correct number of objectives for your GAVI HSS application, and the correct number of activities for each of your core objectives.

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

To the applicant 

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

5.1: Sustainability of GAVI HSS support

Seventy five percent of the GAVI HSS support being applied for will be directed to capital intensive investments such as purchase of vehicles, boats, bicycles, motor cycles, staff houses and solar panels and UNEPI offices and cold and dry storage space. These are not routine in nature however they require some level of funding for maintenance and other recurrent costs. As far as capital investment is concerned, for districts there is a provision of 5% of operational funds that should be spent on maintenance of infrastructure and equipment. The additional infrastructure advocated in this proposal was taken into account in the current 5%. Hence as far as infrastructure and equipment are concerned, there is some provision in the district health budgets for their maintenance. The district annual work plans provide for fuel and allowances to implement the activities as contained in these plans. However, these budgetary provisions at district and lower levels are far from adequate. This explains why districts fail to conduct the target number of outreach clinics, the delivery of EPI and other medical supplies and the timely referral of patients including maternity cases. GAVI ISS has previously supported districts in these activities and when this support decreased without putting in place adequate measures for alternatives, the immunization coverage and other health indicators declined dramatically. The GAVI HSS support will be used to address these gaps in the immediate and short term while HPAC and other institutions continue to lobby and find other adequate and sustainable sources of funding for the implementation of the minimum health care package. 

During the proposal development process HPAC and other stakeholders groups who reviewed the proposal recognized the huge investment that will be made through this support and the need to sustain the activities being proposed in this application. Knowing that in the short term GoU may not be able to fill this gap with the prevailing macroeconomic situation and competing priorities such as energy, HPAC agreed with the investment in the current priority areas (as contained in this proposal) and committed itself to continued dialogue with the Ministry of Finance, Planning and Economic Development to increase PHC non-wage funding to districts to sustain these investments proposed. 

Because of the dialoguing process which HPAC has started with MoFPED, recently the MoFPED made budget reallocations to support service delivery at HC IIIs level where the bulk of the minimum health care package are delivered. This reallocation was specifically aimed at hiring primary health care workers and purchase of medicines at HC IIIs. This financial year’s budget only allocated funds to UNEPI for the purchase of vaccines and hardly for operations. HPAC has again demonstrated its interest in maternal and child health by reallocating funds in the current budget for UNEPI operations while more sustainable options are being discussed with the MoFPED. This process of dialogue and mobilization of resources by HPAC will continue and by the end of this proposed grant period additional funding from the health sector budget for operations at district level will be in place. In this proposal, support is therefore being requested to boost the PHC grant at district level in order to support districts for supervision and delivery of supplies to HC IIs and HC IIIs. Recurrent costs after two years will be taken over by Government. 

The increase in PHC non-wage grant to districts, which is being advocated by the HPAC, will ensure that there are relatively adequate resources including for building capacity of VHTs. The sustainability of the VHT recurrent costs will largely be through non-monetary incentives such as recognition at public functions, preferential treatment at health units, badges and access to bicycles all of which can be achieved at minimal cost. It is proposed that with support from GAVI, members of VHTs will be trained as trainers as well so that they can in turn help establish and train other members of VHTs in neighboring villages. 

The support from GAVI, which is being sought to construct UNEPI Offices, will help to reduce running costs. The construction of stores, movement of UNEPI offices from Entebbe to Kampala (where most UNEPI staff reside and have to travel daily to Entebbe) among other expenditures will significantly reduce costs. A study commissioned by the MoH found out that the movement of UNEPI offices from Entebbe to Kampala and construction of stores would save about 500,000,000 million Ugandan shillings (over US$ 280,000) annually and this money can be diverted to be used for other activities aimed at improving the delivery of the minimum package. 

With regard to the private sector, the funds being applied for will act as catalytic funding and once the confidence has been built on the public private partnership in health then the private sector will be encouraged to start implementing these activities on their own. They can as well require that all private clinics registering with professional health bodies should have facilities for them to provide immunization services and other MCH activities. This investment in infrastructure, vehicles, bicycles and tricycles is therefore worthwhile, as it will improve the health system and result into improvement of immunization coverage. 

5.2: Major Activities and Implementation Schedule
	Major Activities
	Year 1

(2007/08)
	Year 2

(2008/09)
	Year 3

(2009/10)

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

	Objective 1: To improve the delivery of UNMHCP including immunisation by providing the necessary infrastructure, logistics supplies and management training. 

	Activity 1.1: Purchase 6 boats for Kalangala, Mukono, Kisoro, Nakasongola, Mayuge and Bugiri, 
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2: Purchase 1 motorised boat for Wakiso, 2 for Kalangala, 2 for Mukono and 2 for Bugiri
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.3: Purchase 7 trucks for regional hubs based at RRH
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.4: Purchase 70 motor vehicles for districts 
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.5: Purchase 2 field vehicles for UNEPI
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.6: Purchase 584 motorcycles for districts and sub counties
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.7: Purchase 10,000 bicycles for 2500 primary health units for outreaches
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.8: Complete construction of UNEPI stores at national level
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.9: Construct 24 district stores in new districts
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.10: Construct 7 cold rooms for regional hubs
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.11: Construct 26 houses in hard to reach areas
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.12: Install solar power in 26 newly constructed houses (see Activity 1.12
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.14 Training of 30 health workers per district in MLM
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.15: Support supervision and conduct of outreach clinics
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 2: To support the participation of communities in health care delivery and decision making through scaling up of the establishment and training of village health teams 

	Activity 2.1: Develop capacity among VHTs in promotion of health activities
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2 Purchase 50000 VHT kits
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2: Carry out comprehensive assessment of VHTs 
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 3: To train health workers at all levels of health care delivery at district level on data collection, analysis, interpretation and utilisation. 

	Activity 3.1: Train 45 ToTs at district, sub-district, sub-county levels and HC IIs in data management including utilisation
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.2: Support Resource Centre at headquarters to conduct data validation exercises 
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.3: Purchase of 24 computers for newly created districts 
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.4: Install email connectivity in 24 districts
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 4: To strengthen the capacity of the private sector to deliver immunisation and other child health services by providing cold chain and training 

	Activity 4.1: Carry out pilot mapping of private health clinics in Kampala and Wakiso and 13 municipalities
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.2: Purchase refrigerators and fridges for the private sector
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.3: Train 200 health workers from private sector
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.4: Evaluate participation of private sector in immunisation and other maternal and child health activities
	
	
	
	
	
	
	
	
	
	
	
	


Section 6: Monitoring, Evaluation and Operational Research

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

i) National DTP3 coverage (%)

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

iii) Under five mortality rate (per 1000)

· Please list up to three more impact / outcome indicators that can be used to assess the impact of GAVI HSS on improving immunisation and other child and maternal health services. 

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

· For all indicators, please give a data source, the baseline value of the indicator and date, and a target level and date. Some indicators may have more than one data source (Table 6.1).

Note: The chosen indicators should be drawn from those used for monitoring the National Health Sector Plan (or equivalent) and ideally be measured already (i.e. not an extra burden to measure). They do not have to be GAVI HSS specific. Examples of additional impact and outcome indicators are given in the tables below. It is recommended that when activities are implemented primarily at sub-national level that indicators be monitored, to the extent possible, at sub-nationally as well. 

Examples of Impact Indicators

· Maternal mortality ratio

Examples of Outcome Indicators

· National measles coverage

· Proportion of districts with coverage at 80% or above

· Hib coverage

· HepB coverage, BCG coverage

· DTP1-DTP3 drop-out rate

· Proportion of births attended by skilled health personnel

· Antenatal care use

· Vitamin A supplementation rate

	Intervention
	Possible indicators

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

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

	Family planning
	Contraceptive use among women

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

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

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

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

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

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


To the applicant
· Please list up to 6 output indicators based on the selected activities in section 5. (Table 6.2).

· For all indicators, please give a data source, the baseline value of the indicator and date, a target level and date, as well as a numerator and denominator. Some indicators may have more than one data source (Table 6.1).

Note: Examples of output indicators that could be used, with the related numerator, denominator (if applicable) and data source are shown below. Existing sources of information should be used to collect the information on the selected indicators wherever possible. In some countries there may be a need to carry out health facility surveys, household surveys, or establish demographic surveillance. If extra funds are required for these activities, they should be included. 

Examples of Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source

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

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

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


6.1: Impact and Outcome Indicators

	Indicator
	Data Source
	Baseline Value

	Source
 
	Date of Baseline
	Target
	Date for Target

	1. National DTP3 coverage (%)
	HMIS
	80%
	HMIS
	December2006
	90%
	2009/10

	2. Number / % of districts achieving ≥80% DTP3 coverage
	Annual Reports
	50%
	Annual Sector reports
	October 2006
	90%
	2009/10

	3. Under five mortality rate (per 1000)
	Survey
	137/1000
	UDHS
	November 2006
	60/1000
	2015

	4. National Measles Coverage
	HMIS
	89%
	HMIS
	December 2006
	96%
	2009/10


6.2: Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value12
	Source
	Date of Baseline
	Target
	Date for Target

	1. Per capita OPD utilization in GoU and other facilities
	Number of total new OPD attendance
	Catchment population
	HMIS

Census data
	0.9
	HMIS reports
	2005/06
	1.0
	2009/10

	2. Percentage of Deliveries in health facility
	Number of deliveries in health facilities (x 100)
	Number of expected deliveries in the catchment population
	HMIS

Census data
	29%
	UDHS
	2006
	50%
	2009/10

	3. Percentage of Village Health Teams trained
	Number of villages with Village Health Committee
	Number of Villages in Uganda
	HMIS


	20%
	Health Unit annual Population report
	2004/05
	80%
	2009/10

	5. % of children vaccinated in private facilities as a % of all children vaccinated 
	Number of all children vaccinated in private clinics
	Number of all children vaccinated in Kampala
	HMIS


	15%
	Private sector assessment
	2004/05
	50%
	2009/10

	6. % of districts sending electronic comprehensive EPI data to National EPI Office
	Number of Districts sending electronic data
	Total number of districts
	MoH
	0%
	MoH
	2007
	100%
	2010


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

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

	Impact and outcome 
	
	
	

	1. National DTP3 coverage (%)
	HMIS


	Data will be extracted from the district reports submitted to MoH on a monthly basis. It is calculated as the proportion of children below 1 year who received 3 doses of DPT vaccine in a given year.
	At operational and strategic levels for decision making in order to assess progress in delivery of services.

The data will be shared through HPAC and other structures existing within the health sector

	2. Number / % of districts achieving ≥80% DTP3 coverage
	HMIS


	Annual district DPT III coverage will be reviewed to determine proportion of districts with coverage above 80%
	Monitoring performance

The data will be shared through HPAC and other structures within the health sector



	3. Under five mortality rate 

(per 1000)
	DHS
	SPSS/Stata
	strategic level for decision making

Data will be shared through HPAC but hard and soft copies of DHS will be distributed widely among stakeholders

	4. National measles coverage
	HMIS
	Data will be extracted from the district reports submitted to MoH on a monthly basis. It is calculated as  the proportion of children below 1 year who received measles vaccine in a given year.
	At operational and strategic levels for decision making in order to assess progress in delivery of services.

The data will be shared through HPAC and other structures existing within the health sector



	Output
	
	
	

	1. Per capita OPD utilization in GOU and NGO facilities
	HMIS


	Analysed as in the indicator in table 6.2


	At operational and strategic levels for decision-making. Data will be shared through HPAC and other existing structures within the health sector.



	2. Percentage of Deliveries in NGO and government health facilities
	HMIS


	Analysed as in the indicator in table 6.2


	At operational and strategic levels for decision making Data will be shared through HPAC and other existing structures within the health sector..

	3. Percentage of Village Health Teams trained
	HMIS


	Review of data in MoH
	At operational and strategic levels for decision-making. Data will be shared through HPAC and other existing structures within the health sector.

	4. % of children vaccinated in private facilities as a % of all children vaccinated in Kampala
	Facility Survey 


	HMIS
	At operational and strategic levels for decision-making. Data will be shared through HPAC and other existing structures within the health sector.

	5. Percentage of districts sending electronic data to MoH
	HMIS
	Review of HMIS data
	At operational and strategic levels for decision-making. Data will be shared through HPAC and other existing structures within the health sector.


To the applicant
· Please indicate if the M&E system needs to be strengthened to measure the listed indicators and if so describe which indicators specifically need strengthening. (Table 6.4).  
· Please indicate if the GAVI HSS application includes elements of operational research that address some of the health systems barriers to better inform the decision making processes or health outcome. (Table 6.5).
6.4: Strengthening M&E system

For purposes of the HSS, the HSSP II monitoring framework is considered adequate for monitoring the overall sector performance. A few indicators have been developed to specifically measure progress against the particular activities funded by GAVI HSS. Data against these indicators will as much as is possible be a collected using existing tools and structures namely the HMIS, the district/programme quarterly reports; Area Team reports.  Progress on the HSS activities will be reported through the annual GAVI progress report. This progress report will be derived from the annual sector performance report.

However, it has been observed that there are a number of bottlenecks that are hampering the operations of the HMIS. In order to address these bottlenecks a number of activities have been proposed. One of the activities proposed is the training of health workers at all levels of health care at district level in the collection of data, data analysis, interpretation and utilisation. Once the health workers are trained, they will be able to utilise the data effectively for making decisions at health facility level. A number of new districts have been created in Uganda. These new districts do not have any facilities hence it is being suggested that they should be capacitated with computers and Internet connectivity so that like some old districts they should be able to enter data and send it electronically to headquarters. Because of lack of adequate funding, the MoH will have to be capacitated in terms of procurement of vehicles as well as other logistics so that they are able to travel to districts where activities are being implemented to monitor what is going on and not rely on field reports.

Lastly, as a way of improving data quality there is need for the Resource Centre in the MoH to visit health facilities where data come from to validate the data. Within the private sector, a core team of players will be trained who will conduct joint monitoring and supervision of the private sector in order to determine to what extent the sector is being involved in delivery of immunisation services and reporting to the MoH. As of now there is very little information coming from the private sector even though they are involved in doing some immunisation activities. These activities will help improve the M and E system.

There are a number of indicators that will be monitored through utilization of the HMIS. These include the utilization of health facilities, % of deliveries in health facilities, DPT3 and measles coverage rates, % of districts with coverage of more than 80% and % of VHTs trained. The HMIS however experiences a lot of barriers as has been explained above. The strengthening of the HMIS will contribute greatly towards ensuring that data for these indicators is available timely.

6.5: Operational Research

This GAVI HSS application contains some elements of operational research. Firstly, as has been discussed earlier, the private sector is not participating actively in the delivery of immunization services in Uganda. A recent survey has shown that only 22% of the facilities are involved in the delivery of these services. While the public private partnership policy in health encourages the participation of the private sector in public health initiatives including immunization, the practice is different. Hence, at the very beginning of implementing this GAVI support it is suggested that a complete mapping of private clinics in the City of Kampala should be conducted so that stakeholders should know what is available and more especially the type of services they offer and if they do not offer immunization services, why they are not doing that. This mapping of private clinics is overly important, as it will guide the selection of facilities that will participate in the pilot programme of actively involving private clinics in the delivery of immunization services. After one year, the pilot will be evaluated and using these results recommendations will be made with regard to how best the private sector can be involved in provision of these services. An assessment of the VHT strategy will also be conducted towards the end of 2010 to determine to what extent VHTs are contributing to the delivery of the UNMHCP and recommendations made on what needs to be done to improve work done by VHTs.

Section 7: Implementation Arrangements 

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

7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	The Permanent Secretary of the MoH with support from the Director of Planning will be responsible for managing the implementation of the GAVI HSS support.

	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	HPAC will monitor progress in the implementation of GAVI HSS support and provide technical guidance. It will receive progress reports and make appropriate recommendations. Through the SBWG, HPAC will ensure that GAVI HSS funds are being used as efficiently and equitably as possible, and aligned to the agreed policy priorities

	Mechanism for coordinating GAVI HSS with other system activities and programs
	The MoH provides overall stewardship of the health sector working in a coordinated manner with key sector players. The different stakeholders have been brought together under a variety of mechanisms and structures. Uganda has a working Sector wide Approach (SWAp) and the Public Private Partnership for Health. These structures exist in a dynamic environment and have evolved as appropriate. GAVI HSS activities just like other activities will be coordinated under SWAp arrangement.


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

	Title / Post
	Organisation
	HPAC member yes/no
	Roles and responsibilities of this partner in the GAVI HSS implementation

	Secretary for Health/HPAC Chair
	MoH
	Yes
	Provide oversight in the implementation of the GAVI supported HSS

	Head of HPD 
	MoH
	Yes
	Provide leadership and coordination in the implementation of GAVI HSS and also responsible for APR including monitoring annual implementation plans and producing sector reports. 

	Commissioner, Health Services
	MoH
	Yes
	Provide Technical Guidance

	Finance and Administration


	MoH
	Yes
	Administration of Finances and preparation of annual financial reports. Arranging audits of the GAVI HSS finances; Organising training of accounting courses and transport management

	Desk officer for Health
	MoF
	Yes
	Monitor budget performance and participate in Midyear and annual Reviews

	WHO Representative
	WHO
	Yes
	Providing technical support

	UNICEF Representative
	UNICEF
	Yes
	Providing technical support

	UPMPA
	UPMPA
	Yes
	Implementation partner

	PNFP representative
	PNFP
	Yes
	Implementation partner


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

· Please describe any procurement mechanisms that will be used for GAVI HSS (Table 7.4).

7.3: Financial management of GAVI HSS support

	Mechanism / procedure
	Description

	Mechanism for channelling GAVI HSS funds into the country
	GAVI HSS funds have been captured in the National Budget and will be availed to Government through the Consolidated Fund.   The Ministry of Finance, Planning and Economic Development (MOFPED) will disburse funds to the implementers. Funds meant for districts will be transferred directly to districts by Ministry of Finance

	Mechanism for channelling GAVI HSS funds from central level to the periphery
	The requests for funds, disbursement and accountability will be based on the agreed work plans and the approved funding proposal. Funds from the centre to districts will be disbursed directly to districts by MoFPED.

	Mechanism (and responsibility) for budget use and approval
	Existing planning and management structures at the centre and districts, which are highly consultative, shall be used to handle HSS activities just like other health priority issues are considered. The Principal Secretary in the MoH will approve utilisation of funds as controlling officer for the MoH.

	Mechanism for disbursement of GAVI HSS funds
	GAVI HSS funds have been captured in the National Budget as “Budget Support” and availed to Government through the Consolidated Fund as explained above.  The Ministry of Finance, Planning and Economic Development (MOFPED) will in accordance with the funding proposal approved by the GAVI Secretariat, disburse funds to the MoH, which are meant for headquarters. For districts, the funds will be transferred directly from the MoFPED to the districts and not through MoH. 

	Auditing procedures
	A comprehensive financial management system has been put in place by GoU and accepted by SWAP stakeholders for budget support. The Office of the Auditor General shall conduct annual and quarterly audits of the GAVI HSS funds and this shall constitute part of the annual report presented to the Joint Sector Review Meeting. Special auditing of GAVI HSS activities over and above routine quarterly and annual audits will be directed by PS MOH, PS Secretary to the Treasury, Resolution of the HPAC or the GAVI Secretariat individually or in concert.


7.4: Procurement mechanisms

The Public Procurement and Disposal of Assets Authority (PPDA) was established under the Government of Uganda’s Public Procurements and Disposal of Assets Act 2003 (PPDA) to formulate policies and regulate practices in respect of public procurement and disposal activities and other related matters in Uganda. The Authority ensures the application of fair, competitive, transparent and non-discriminatory and value for money procurement standards and practices, and monitor compliance. Internal audits from within Government Internal Auditors shall be on going. The MoH shall be responsible for management of all GAVI HSS procurement activities under its jurisdiction. The Permanent Secretary who is the accounting officer for the MoH shall have overall responsibility for the execution of the procurement activities. The MoH Contracts Committee established under the PPDA Act and whose members were nominated by the PS with regard to their technical competence and skill and approved by the Secretary to the Treasury shall be responsible for adjudication of recommendations and award contract, approve evaluation committees, approve bidding and contract documents, procurement procedures and ensure that fair and best practices are applied. The MoH Procurement and Disposal Unit is mandated by the PPDA Act to manage all procurements except, governs all procurement using funds channelled through the government funding systems. This is to ensure transparency, efficiency and value-for-money. The MoH and other public institutions are using this Act to procure goods and services. While the Act is comprehensive and followed by the MoH, it is widely recognised and acknowledged that the Procurement Unit is weak and currently being strengthened. The MoH has applied for technical support from the Global Fund to strengthen the procurement system. This support, if the proposal is successful will come in 2008/09 financial year. Once this has been done, then the MoH will be in a position to undertake procurement of all kinds. In the meantime third party procurement will be used for procurement of all goods contained in this proposal except construction and other services locally available as contained in Section 8.1. 
To the applicant
· Please describe arrangements for reporting on the progress in implementing and using GAVI HSS funds, including the responsible entity for preparing the APR. (Table 7.5)

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

7.5: Reporting arrangements

In the HSSP II, health sector stakeholders agreed to a number of priorities and a monitoring and evaluation framework to track the sector’s performance over the five-year period. The HSSP II includes 25 key sector indicators at the input, process, output and outcome levels that are monitored annually. Tracking the sector performance against these indicators was taken to be a good proxy for overall sector performance as this measure a wide range of issues both on the supply and demand side. A number of these indicators relate to immunisation – directly or indirectly. The indicators directly related to immunisation include the coverage by the 3rd dose of DPT3, and the inclusion of the measles vaccine in the basket of the basic 6 medicines and supplies that are routinely tracked in the sector for stock levels.  On quarterly basis, a short list of 8 indicators was determined from the longer list of 25 indicators for sector performance tracking, and for assessing the PEAP. For purposes of the HSS, the HSSP II monitoring framework is considered adequate for monitoring the overall sector performance. A few indicators have been developed to specifically measure progress against the particular activities funded by the HSS. Data against these indicators will as much as is possible be collected using existing tools and structures namely the HMIS, the district/programme quarterly reports; Area Team reports.  

A brief HSS Annual Progress Report (H-APR), highlighting main achievements and challenges, will be compiled alongside the Annual Health Sector performance Report (AHSPR). It is suggested that reports will be submitted quarterly and annually according to the Memorandum of Understanding signed by MoH and its development partners. The SWAP annual audit report must be ready by 15th September each year. The Department of Planning and Policy Development of the MoH will be responsible for preparation of the Annual Progress Reports to GAVI. Programme implementers and other stakeholders who receive funding for implementation of GAVI HSS activities will produce periodic reports (i.e. monthly, quarterly and annually) as well as specific activity reports in the case of non-routine activities that may be carried out in due course. The Health Planning department will collate the reports made by programme implementers with the actual situation evaluated on the ground and furnish the leadership of the Ministry with final M&E reports.  The Ministry will then submit comprehensive M&E reports to the GAVI Secretariat (as part of  the GAVI APR) with comments on actions proposed to address the shortcomings identified if any and progress made in addressing the previously identified ones. Annual progress reports will be submitted to GAVI by 15 May each year.
To the applicant
· Some countries will require technical assistance to implement GAVI HSS support. Please identify what technical assistance will be required during the life of GAVI HSS support, as well as the anticipated source of technical assistance if known (Table 7.6).

7.6: Technical assistance requirements

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

	1. Mapping of the private health facilities
	2 months
	2008, 

1st  quarter
	MoH and its development partners will identify source of TA.

	2.Assessment of the VHT strategy
	2 months
	2010 3rd and 4th quarters
	MoH and its development partners will identify source of TA.

	3.
	
	
	

	4.
	
	
	

	5.
	
	
	


Section 8: Costs and Funding for GAVI HSS

To the applicant

· Please calculate the costs of all activities for the duration of the GAVI HSS support. Please add or delete rows / columns to give the right number of objectives, activities and years. (Table 8.1)

Note: Please ensure that all support costs for management, M&E, and technical assistance are included. Please convert all costs to US$ (at the current exchange rate), and ensure that GAVI deflators are used for future costs (see guidelines on the GAVI website: www.gavialliance.org). 

Note: The overall total request for GAVI HSS funds in table 8.1 should not exceed the overall total of GAVI HSS funds allocated in table 8.2. Funds may be requested in annual trenches according to estimated annual activity costs. These may vary annually from the allocation figures in table 8.2.

8.1: Cost of implementing GAVI HSS activities

	Area of Support
	
	
	Cost per year in US$ 
	

	
	Procurement mechanism
	
	2007/2008
	2008/2009
	2009/2010
	TOTAL

	Activity costs
	
	Unit Cost
	
	
	
	

	
	
	
	
	
	
	

	Objective 1: To improve the delivery of UNMHCP including immunisation by providing the necessary infrastructure, logistics supplies and management training. 

	Activity 1.1 Purchase 6 boats for Kisoro, Nakasongola, Mayuge, Bugiri, Kalangala and Mukono
	Third Party
	2500
	15000
	
	
	15000

	Activity 1.2 Purchase a full boat for Wakiso, 2 boats for Kalangala, 2 boats for Mukono and 2 boats for Bugiri
	Third Party
	4500
	31,500
	
	
	31500

	Activity 1.3 Purchase 7 insulated trucks for transportation of supplies
	Third Party
	145000
	435000
	
	580000
	1015000

	Activity 1.4 Purchase 68 motor vehicles for districts
	Third Party
	30000
	1500000
	540000
	
	2040000

	Activity 1.5 Purchase 2 vehicles for UNEPI and 2 vehicles for planning
	Third Party
	30000
	120000
	
	
	120000

	Activity 1.6 Purchase 584 Motorcycles for districts and sub-counties
	Third Party
	3500
	
	1022000
	1022000
	2044000

	Activity 1.7 Purchase 4 bicycles per facility for 2500 primary health care units for VHTs
	Third Party
	85
	850000
	
	
	850000

	Activity 1.8 Complete phase 2 of construction of UNEPI stores at national level
	GoU
	900/sq. m
	1000000
	1000000
	
	2000000

	Activity 1.9 Construct 24 district stores in new districts
	GoU
	45000
	
	540000
	540000
	1080000

	Activity 1.10 Construction of 7cold stores at regional hubs
	GoU
	50000
	150000
	200000
	
	350000

	Activity 1.11 Construct 52 houses in hard to reach areas for HWs
	GoU
	35000
	
	910000
	910000
	1820000

	Activity 1.12 Install solar energy in 52 houses and HCs 
	GoU and Third Party
	23000
	
	598000
	598000
	1196000

	Activity 1.13 Training middle and operational managers at district and lower levels in MLM
	GoU
	6000
	
	120000
	90000
	210000

	Activity 1.14 (a) Support supervision and outreaches
	GoU
	-
	250000
	974000
	1224000
	2448000

	Activity 1.14 (b) Support Ministry in Monitoring and Evaluation of GAVI HSS activities
	GoU
	-
	15000
	30000
	30000
	75000

	Subtotal Equipment and Infrastructure AND Management Training
	
	
	4366500
	5934000
	4994000
	15294500

	
	
	
	
	
	
	

	Objective 2: To support the participation of communities in health care delivery and decision making through scaling up of the establishment and training of village health teams.

	Activity 2.1 Operationalise the VHT strategy targeting poorly performing districts
	GoU
	180/VHT
	
	540000
	1260000
	1800000

	Activity 2.2 Purchase kits for VHTs
	GoU
	10000
	
	145000
	145000
	290000

	Activity 2.3 Conduct a comprehensive assessment of VHTs
	GoU
	250000
	
	
	250,000
	250000

	Sub-total VHT training and evaluation
	
	
	0
	685000
	1655000
	2340000

	
	
	
	
	
	
	

	Objective 3:To strengthen the capacity of the health workers at all levels of health care delivery at district level to manage and utilise their data. 

	Activity 3.1 Train 30 Health Workers at district level in data management
	GoU
	6000
	
	315000
	315000
	630000

	Activity 3.2 Purchase 24 computers with all accessories for new districts
	Third Party
	3000
	
	
	72000
	72000

	Activity 3.3 Install email connectivity in 24 new districts
	GoU
	3200
	
	
	175200
	175200

	Activity 3.4 Support Resource Centre to carry out data validation exercises
	GoU
	
	25000
	25000
	25000
	75000

	Sub-Total Data management
	
	
	25000
	340000
	587200
	952200

	
	
	
	
	
	
	

	Objective 4: To strengthen the capacity of the private sector to deliver immunisation and other child health services by providing cold chain and training  and other related issues.

	Activity 4.1 Conduct mapping of private clinics in Kampala and municipalities
	GoU
	100000
	100000
	
	
	100000

	Activity 4.2 Purchase 100 refrigerators for 100 private clinics
	Third Party
	900
	
	450000
	
	450000

	Activity 4.3 Train 100 health workers from private clinics in immunisation, IDSR and reporting
	GoU
	
	
	50000
	
	50000

	Activity 4.4 Evaluate private sector involvement in EPI and other MCH activities
	GoU
	25000
	
	
	25000
	25000

	Activity 4.5 Purchase of 1000 vaccine careers 1 per facility for 1000 clinics
	Third Party
	30
	30000
	
	
	30000

	Sub-Total Private Sector Involvement
	
	
	130000
	500000
	25000
	655000

	
	
	
	
	
	
	

	TOTAL COSTS
	
	
	4,521,500
	7,459,000
	7,261,200
	19,241,700


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

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

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

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

Examples: GAVI HSS country allocation calculation

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

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

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

	Allocation per newborn
	$5
	$5
	$5
	$5
	

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


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

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

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

	Allocation per newborn
	$2.5
	$2.5
	$2.5
	$2.5
	

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


8.2: Calculation of GAVI HSS country allocation

	GAVI HSS Allocation
	Allocation per year (US$)

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

	
	2006/07
	2007/08
	2008/09
	2009/10
	

	Birth cohort
	1,407,332
	1,453,937
	1,502,483
	1,553,069
	

	Allocation per newborn
	$ 5
	$ 5
	$ 5
	$ 5
	

	Annual allocation
	
	7,269,685


	7,512,415
	7,765,345
	22,547,445


Source and date of GNI and birth cohort information:

GNI:
Uganda Bureau Of Statistics Report, 2007

Birth cohort:
National Census Data 2002 projections

Total Other:



To the applicant:

Note: Table 8.3 is not a compulsory table.  

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

Note: Please specify the contributions from the Government, GAVI and the main funding partners or agencies. If there are more than four main contributors, please insert more rows. Please indicate the names of the partners in the table, and group together all remaining expected contributions.  Please indicate the source of the data (Public Expenditure Review, MTEF, donor reports etc).

8.3: Sources of all expected funding for health systems strengthening activities

	Funding Sources
	Allocation per year (US$)

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

	
	2006/07
	2007/08
	2008/09
	2009/10

	GAVI
	
	
	
	

	Government 
	
	
	
	

	Donor 1. DANIDA
	
	
	
	

	Donor 2. USAID
	
	
	
	

	Donor 3. DFID
	
	
	
	

	Donor 4. SIDA
	
	
	
	

	Total Other
	
	
	
	

	TOTAL FUNDING
	
	
	
	


Source of information on funding sources:

Section 9: Endorsement of the Application

To the applicant:

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

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

· Please give the name and contact details of the person for GAVI to contact if there are queries. 

Note: The signature of HSCC members represents their agreement with the information and plans provided in this application, as well as their support for the implementation of the plans. It does not imply any financial or legal commitment on the part of the partner agency or individual.

9.1: Government endorsement

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

	Ministry of Health:
	Ministry of Finance:

	Name: Hon. Dr. Stephen Mallinga
	Name: Hon. Dr. Ezra Suruma

	Title / Post: Minister of Health
	Title / Post: Minister of Finance, Planning & Economic development

	Signature:   


	Signature:

	Date:


	Date:


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

Members of the Health Sector Coordination Committee or equivalent endorsed this application at a meeting on 19th September 2007The signed minutes are attached as Annex 1.

	Chair of HSCC (or equivalent):
	

	Name: Ms. Mary Nannono

	Post / Organisation: 

Permanent Secretary/  

Ministry of Health and Chairperson of HPAC

	Signature:


	Date:


9.3: Person to contact in case of enquiries:


Name: Dr. Francis Runumi
Title: Commissioner, Health Planning Department

      




Tel No: +256782303247, 






Address: Plot 6 Lourdel Road

                                                           P.O BOX 7272

                                                           Kampala

       




Fax No. +25641256481


                                                     Email: frunumi@yahoo.co.uk


ANNEX 1 Documents Submitted in Support of the GAVI HSS Application

To the applicant:

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

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

	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration 
	Attachment Number

	National Health Sector Strategic Plan (or equivalent) 


	Yes
	2005/06-2009/10
	1

	cMYP
 


	Yes
	2006-2010
	2

	MTEF
 


	Yes
	2007/08-2009/10
	3

	PRSP8

	Yes
	2004/05-2007/08
	4

	Recent Health Sector Assessment documents


	Yes
	2004 - 2006
	5

	HSCC minutes, signed by Chair of HSCC


	Yes
	April 2007
	6

	Private sector assessment report
	Yes
	2004
	7
























































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


� MoH Health Management Information System (HMIS) data


� Uganda Demographic and Health Survey 2006


� MoH Annual Health Sector Performance Report 2005/06


� Assessment of routine immunization, disease surveillance and reporting systems in the private sector, Uganda, December 2004


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


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


� Uganda Bureau of Statistics: projection from 2002 national census


� Uganda Demographic and Health Survey 2006


� Within the last 3 years.


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


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


� Important for easy accessing and cross referencing


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


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