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Executive Summary
Major Health System Barriers 
The major health system barriers in Yemen are  i) low coverage of the population with health services, related to use of a health service delivery model unsuited to the severe geographic dispersal of the population, ii)  vertical programming and other factors that create inefficiencies in the use of available budgetary, human and physical resources, iii) low level of health sector funding, with a significant MDG funding gap, iv) insufficient system support to health workers, v)  poor match between the high priorities of the health sector and funding/management mechanisms of the country’s national decentralization strategy, vi) poorly coordinated, poorly functioning health management and monitoring systems, and vii) low cultural access of women to existing services.  
Results of Barriers and Constraints on EPI
The effect of these barriers on immunization coverage is low routine coverage in more than half the districts, and high drop out rates.  Long term sustainability of the EPI program will depend on improving the funding, efficiency and effective coverage of the public health system as a whole.   Increased coverage of  women with tetanus vaccine will also depend on gendered efficiency measures which make the best use of relatively scarce trained female health workers.
Main Strategies and Activities
The main strategy proposed is to strengthen the district health care system, primarily through i) establishing a routine outreach system, based on micro-planning/other best practices that maximizes the use of all available resources, and through ii) the functional integration of vertical programs for improved management and support of health workers at the district level and below.  This will replace the current approach, which is largely fixed site, and which is characterized by a fragmented and vertical training, supervision and service provision system.  The institutionalization of an outreach mechanism at a reasonable cost is expected to both i)  improve population coverage, and ii) create demand for and utilization of HF based services.  The proposed strategy utilizes cost-effectiveness and management lessons learned from the EPI outreach experience, and builds on these, using an integrated ‘scale across’ methodology to  reach populations currently un-reached by fixed site services.  These two main components of outreach and integration complement and support  each other. They will be institutionalized through policy measures  
The approach will incorporate up to six vertical health programs during the program period,  but is designed to ultimately incorporate the full gamut of health services.  The program will use results-based motivational mechanisms to reward both the health worker and the district level authorities (e.g. ‘pay for performance’  measures, and district funds).  These motivational systems are designed to fit within Yemen’s new decentralization strategy, and to operationalize the protection of sectoral funding for EPI and other high priority health activities.  While the target of this HSS program is the district and below, governorate and central level management will also be strengthened in order to support the district level programs.  This will create the capacity for rapid scale up of the strategy nationally  during the following five year plan.  The strategy includes the design of policies that encourage a gender approach in outreach and in the implementation of vertical programs in order to improve cultural access of health services for women.   Results-based incentives will be available to districts, based on their performance and coverage.  This will encourage high performance, innovation and ownership.  These results-based funding strategies will be tested,  adjusted, and subsequently promoted with the Ministry of Finance, and Ministry of Local Authorities for incorporation into their financial mechanisms.    

Goal of GAVI HSS Support

To improve the performance, efficiency and reach of district health systems, through initiation of a model that integrates the resources and operations of vertical programs, that complements fixed site health care provision with outreach, and that utilizes results-based motivational systems.  The ultimate goal is to improve MDG performance nation-wide in reducing child and maternal mortality, and to halt and reverse the spread of malaria and TB.

Objectives
1. To improve the accessibility, quality and utilization of district health systems to underserved populations, through the provision of targeted, integrated, and results-based outreach interventions, and through strengthening and creating demand for the fixed site services that support them.

2. To improve the efficiency  and coordination of vertical programs for greater impact and sustainability through their functional integration;

3. To improve central, governorate, and district level managerial systems to support these two process of outreach and integration;  
4. To develop through piloting in 64 districts, and building national consensus for country-wide implementation of a results-based model of district health service provision that incorporates the core elements of outreach and integration,  that utilizes underutilized female health staff, that encourages and motivates health workers and district and governorate level local authorities to improve service provision in high priority areas, that efficiently utilizes all available resources  in-country, and that attracts greater funding into the sector.  
Expected results  
It is expected that within three years, the integrated outreach system will have been successfully implemented in 64 districts, and supported by policy measures and by a strengthened management and health information  system at all levels of the Ministry.  Improved coverage and impact of immunization and other essential health services will have been accomplished.  By 2010, the model will have been adjusted through experience, presented to all major HSS stakeholders, and used as the road map for the national health service provision strategy to be implemented within the following five year sectoral development plan, and supported by donors through shared national programming.  
Duration and Level of Support
Duration of support is requested for 39 months, from October 2007 to December 2010. Total funding requested is US$6.5 million.  
Baseline figures and targets for priority indicators in target districts
	Indicator
	Baseline Value

	Target

	1. National DTP/PENTA coverage (%)
	85% 
	90%

	2. Number / % of districts achieving ≥80% DTP3 coverage
	58%
	100%

	3. Under five mortality rate (per 1000)
	102  
	85 

	4. Proportion of districts reaching at least 70% of their target population with the integrated intervention package
	0 
	90% of target districts

	5. # of service provision contacts per district (fixed and outreach services) per year 
	Varies by district    
	tripled 

	6. TT2+ coverage  

(gender access indicator)      
	20%


	90%  




Preparation of the GAVI HSS  Application    The application development process was coordinated by the Deputy Minister for PHC, and led by the HSS National Task Force, which consists of  the Family Health DG, the Health Policy Unit DG, the Planning DG, and the EPI Director, with technical and proposal writing support provided by  WHO, and by an international consultant. The HSSCC was formed through the expansion of the ICC, and is headed by the Minister of Public Health and Population.  Its role is to support, advocate for, supervise, coordinate, and approve all HSS related activities.   The development of the proposal followed a highly consultative  process, and was carried out parallel to the National Health Sector Review.  The HSS concept was reviewed by health sector staff from the district, governorate and national level from 22 governorates, key organizations such as WHO, and the members of the HSSCC.  The application itself was reviewed by WHO, and other stakeholders according to the process described under  the preceding question.  In national and regional workshops, and in the HSSCC meeting,  the concept was  outlined to stakeholders from all over Yemen, they provided feedback, and the concept was amended based on this feedback.  

Section 1: Application Development Process
1.1: The HSCC (or country equivalent)

	Name of HSCC (or equivalent):

Health System Strengthening Coordinating Committee (HSSCC)


	HSCC operational since:  
October, 2006.  The HSSCC  is an expansion of the ICC, which was formed in 2001.  The MoPHP  decided to expand the ICC rather than creating an entirely new body so as to avoid overlap in functions.   In October 2006, with the formation of the HSS  National Task Force for Formulation of the GAVI HSS Proposal, this process of expansion began,  and finally the ICC was formally renamed the HSSCC in  March 2007.


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

The HSSCC is a stand-alone committee.  Under its structure exists the HSS Task Force for Formulation of the GAVI HSS  Proposal. 


	Frequency of meetings:
  
Eight meetings of the National Task Force have taken place, and two meeting of the  HSSCC under its expanded structure and new name.  


	Overall role and function:

· Approving all action plans submitted by MoPHP;

· Supervising implementation of the various activities;

· Advocating for political commitments and financial support;

· Incorporating health issues within the national development plans;

· Putting health issues high on the political agenda;

· Fund raising in support of health initiatives;

· Involving local communities in health interventions;

· Mobilizing resources for the health system;

· Social mobilization and communication related to behaviour change initiatives;

· Supporting the MOPH&P in applying community based initiatives.



1.2: Overview of application development process 
	Who coordinated and provided oversight to the application development process?

The Deputy Minister for PHC



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

The drafting was led by the HSS National Task Force, chaired by the Deputy Minister for PHC, and with membership of: 

· Family Health DG,

· Health Policy Unit DG and member,

· Planning DG,

· EPI Director,

· WHO Expert. 

An international consultant was engaged to assist in writing the proposal, and WHO provided additional technical support


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

Prior to proposal formulation, the following steps were taken:

1. Formation of a National Taskforce to develop the HSS proposal, chaired by the Deputy Minister for PHC; 
2. Formal establishment of the HSS National Task Force (Ministerial decree October 2006);
3. Several (8) meetings were convened to outline the framework of the proposal;
4. Cairo workshop organized by WHO;
5. Continuous close collaboration with WHO (telephone conferences).
Formulation of the proposal itself was carried out according to the following steps:

1. Review  of  recent assessment documents (strategies, reports, studies) related to health system and immunization activities in Yemen; 

2. Coordination and management of the preparation process, including:

a. Developing terms of reference for experts,

b. Contracting international experts,

c. Providing technical input,

d. Follow up to ensure the timeline was respected,

e. Contracting two local experts (one health policy expert and one PHC expert);
3. A nine governorate field study of the TB program conducted in January 2007 was specially analyzed for issues of verticality; 

4. Drafting of a concept paper which contained the main HSS principles and interventions, and presenting this paper in a stakeholders’ workshop;

5. Submitting a draft of the proposal to GAVI and WHO in March 2007 and inviting feedback; 

6. Conducting a series of three regional workshops  throughout the country to gain feedback and to build consensus on the HSS proposal among stakeholders at the district, governorate and national levels  of the health sector.  All 22 governorates participated, including representatives from district health offices, local councils, governorate health offices (Director Generals, Reproductive Health directors,  PHC directors), and from the national level, with the special participation of Dr. Ahmed Abdullatif, Regional Advisor for Health Care Delivery ;   
7. Conducting a 12 health facility (HF) field assessment, in which willingness to expand  EPI outreach successes  to other vertical programs, and the barriers to doing so were explored; 
8. Presentation and discussion of proposal in a special donor meeting with all international organizations who support the health sector (donors, implementers, and NGOs), and key MoPHP staff;   
9. Conferring with National Yemeni Midwives Association;

10. Carrying out a dialogue with USAID on HSS proposal;

11. Conferring with WHO throughout development of the proposal;
12. Distributing the draft proposal to key donors and national stakeholders;
13. Inviting the comments of the national and internationally based stakeholders, and incorporating these comments into the proposal; 

14. Developing the final draft of the proposal for approval by HSSCC.


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

The HSS concept was reviewed by health sector staff from the district, governorate and national levels (including staff from all 22 governorates), and by key organizations such as WHO, and the members of the HSSCC.  The application itself was reviewed by WHO, and other stakeholders according to the process described under  the preceding question.  In national and regional workshops, and in the HSSCC meeting,  the concept was  outlined to stakeholders from all over Yemen, including civil society organizations,  the private sector, donors, and other ministries.  They provided feedback, and the concept was amended based on this feedback.  


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

The HSSCC, the Minister of Health, and a representative of the Ministry of Finance approved and endorsed the application.  




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

	Deputy Minister, PHC Sector
	Ministry of Public Health and Population
	 Yes
	Led the HSS National Task Force in developing the application.

	a. Family Health DG, 
b. Policy Unit DG

c. Policy Unit  member

d. Planning DG
e. EPI Director
	Ministry of Public Health and Population
	Yes 
	Members of the HSS National Task Force for development of the application.

	HSSCC members, Donors

	WHO, UNICEF, EU, USAID, World Bank, Japanese  Embassy  
	Yes
	Oversight and guidance.  Reviewed and provided feedback to concept paper and proposal, and endorsed final proposal.

	HSSCC members, MoPHP

	Health Policy Unit, Planning Department,  IMCI Program, Nutrition Program, EPI Program, Family Health Department
	Yes
	Oversight and guidance.  Reviewed and provided feedback to concept paper and proposal, and endorsed final proposal.

	HSSCC members, Other Ministries

	Ministry of Finance, Ministry of Information  
	Yes
	Oversight and guidance.  Reviewed and provided feedback to concept paper and proposal, and endorsed final proposal.

	HSSCC members, 

Civil society
	SOUL, an NGO focusing on  maternal and child health,
	Yes
	Oversight and guidance.  Reviewed and provided feedback to concept paper and proposal, and endorsed final proposal.

	HSSCC members, 

Private Sector, 
	Private Health Facility Society (Union) 
	Yes
	Oversight and guidance.  Reviewed and provided feedback to concept paper and proposal, and endorsed final proposal.

	Representative


	Ministry of Finance
	Yes
	Discussed financial constraints facing MoPHP and channels for improved funding, and the constraints facing international organizations due to governmental bureaucracy.  Endorsement of application.

	Representative,  other staff members of Yemen mission, and EMRO
	WHO
	Yes
	Provided technical assistance and support in the development of the application. Conferred with throughout the proposal  development process,  through comments on concept paper and draft proposal, through conference calls, and through the provision of reports and data. 

	Consultant
	USAID
	Yes
	In dialogue with MoPHP on HSS strengthening proposal and needs.

	DHO officials, GHO Director Generals, GHO Reproductive Health Directors,   GHO PHC directors, DGs and directors from MoPHP, HF staff
	Public Health Sector - national, governorate and district levels.  All 22 governorates
	No
	Through a series of four regional workshops  throughout the country, provided feedback on the HSS proposal.  HF staff discussed expansion of and constraints on outreach in public health programs.   

	District local counsellor  
	Local Councils 
	No
	Through a series of four regional workshops  throughout the country, provided feedback on the HSS proposal.

	Private Health Care practitioners and businessmen
	Private Health Sector
	No
	Through participation in the HSSCC and in a national workshop, discussed and provided feedback on HSS proposal.

	Representatives of bilateral and multilateral donors, implementers and INGOs
	All international organizations supporting the health sector
	Yes, some (as listed above)
	Attended presentation by MoPHP on the GAVI HSS proposal, and discussed proposal in a special donor meeting. 


1.4: Additional comments on the GAVI HSS application development process 

This was a highly consultative process, and represents the first time such an extensive participatory approach was used  to gain the consensus of health sector stakeholders at all levels for design of a national program. Besides donors and the public sector, several civil society organizations were consulted during the process of the review, including the National Yemeni Midwives Association.  The application was developed in parallel with the multi-donor supported National Health Sector Review, and  is one of the first steps taken for utilization of the findings of the Review for  the improved implementation of Health Sector Reform Strategy.  

The GAVI HSS proposal was also designed to be consistent with the National  Five year Development Plan for Poverty Reduction (2006-2010), and with the Presidential Log Frame Matrix for the next two years, applied by Parliament and the Cabinet of Ministers.   
Section 2: Country Background Information
2.1: Current socio-demographic and economic country information  
The following are national level data.  The program will be undertaken at a sub-national level, comprising a minimum of 20% of districts and 30% of the population nationally.  Data are not available for the majority of these indicators at the sub-national level.  It is intended that once the districts are selected at the start of the program, that population and mortality data will be collected from available  sources, and from a special survey, respectively.   
	Information
	Value
	Information
	Value

	Population

	        20,970,349

	GNI per capita 
	$US 600
 

	Annual Birth Cohort
 
	742,487
 
	Under five mortality rate

	102/ 1000



	Surviving Infants
 
	686,949 
	Infant mortality rate
 
	75/ 1000 


	Percentage of GNI 

allocated to Health


	GNI for Health not available  
Proxy: percentage of Government Budget allocated to health 4.94% 

	Percentage of Government expenditure on Health
 
	4.08% 


· Surviving infants = Infants surviving the first 12 months of life
2.2: Overview of the National Health Sector Strategic Plan

Yemen’s Third Five Year Plan for Health Development and Poverty Reduction (2006-2010) lists the following priorities in descending order of importance:
1. Reinforcing and strengthening the health system;
2. Decreasing maternal mortality (MMR);
3. Decreasing neonatal, infant, and child mortality; 

4. Dissemination of health, demographic and environmental education;
5. Decreasing morbidity and mortality rates from common STDs including AIDS;
6. Increasing utilization and quality of health services;
7. Improving the safety and reliability of blood transfusions;
8. Improving the reach and quality of emergency obstetric care, and emergency services for traffic accidents.
The top priority of the Ministry is health system strengthening, in order to be able to implement the 1998 Health Sector Reform Strategy, with the ultimate goal of achieving the health related MDGs and poverty reduction goals.   
Priorities are based on the MDGs, especially decreasing MMR, U5MR, and control of contagious diseases.  Priorities are also based on the objectives of the PRSP, which states that the health system must adopt  low cost and effective tools, in order to provide health services at reasonable cost.  The objective of  the PRSP is to improve health indicators through provision of essential services at  government health facilities, especially in rural areas,  which should be accessible and affordable by people of low income.   The plan is also influenced by lessons learned by the sector over the last five years, and the demands of the local authority law.   
Key objectives of the plan are to:  
· Strengthen the health system

· Combat epidemics, endemic infectious diseases, and reduce morbidity and mortality rates;

· Improve medical care.

Key strengths and weaknesses that have been identified through health sector analyses are as follows. 

Strengths:
a. Vaccination services are available in 84% of health facilities, and curative care is       available  in 74%,
b. 3,287 health facilities exist throughout the country, of which 66.5% are  health units,  

c. 39,000 staff exist within the health sector (by 2007, this number  increased to 42,000),
d. The creation of a special sector for PHC has improved the potential for improved service    provision.
It is expected that the health system will benefit from policies of the PRSP, which include increasing the budget of the health sector, especially for PHC, encouraging NGOs to provide health care,  and supporting various health sector goals such as  improving effectiveness, providing good quality and low cost drugs, providing free treatment to the poor, improving the overall organization of health services, controlling common diseases,  improving nutrition and maternal and child health, improving health services, and encouraging community participation.  

Weaknesses:
a. Mal-distribution of human resources, with distribution favouring urban areas, with 42% of physicians  working in four governorates, and with a shortage of employed female staff, 
b. Most public health programs,  including child health, infectious diseases, nutrition and other vertical programs are available in less than 40% of health facilities, 

c. Poorly equipped facilities,
d. Actual health service coverage not exceeding 30% of the population, 

e. A large private sector, but one that is located primarily in urban areas, and with a poor capability of the public sector to supervise,

f. The operational costs, staffing, and incentives necessary to guarantee the delivery of  health services of government facilities is unavailable,
g. Poor planning and poor HIS data, which has resulted in a poor match between the distribution of health facilities and the population,  especially in regards to  the poor and for rural areas, .   

h. Deficiencies in health management skills and systems,
i. Low absorption capacity. 
These sectoral weaknesses are influenced by overall weaknesses in the country, including limited financial and human resource availability, a poverty level of 42%, GDP per capita of $442/year (in 2003), weak infrastructure and social capacity, especially illiteracy and women’s low social position.  

Priority areas for future development:
1. HSR and institution building;

2. Creating recognition by government of health as a priority in the  overall government plan;

3. Establishment of partnerships between the private and public sectors, and multi-sectoral collaborative action;

4. Increasing public health awareness, with specific attention to environmental and occupational health, and to sanitation;
5. Redefinition of the role of the MoPHP as a coordinating organ for policies, strategies, supervision and monitoring, setting guidelines for health care provision, supporting alternative options for health care provision, and improving governance in the sector.

Section 3: Situation Analysis / Needs Assessment

3.1: Recent health system assessments

The following assessments identify barriers related to different aspects of the health system, including  service provision, human resources, financing, information systems, and management. 

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates

	1. Third Five Year  Plan for Health Development and Poverty Reduction (2006-2010)
	MoPH
	Multi-year strategic planning for the Health and Population Sector
	April, 2005

	2. MDG Needs Assessment, Health and Population
	MoPH
	MDGs needs assessment  and costing exercise for meeting MDG goals by  the health & population sector
	April, 2005

	3. Health System Strengthening Workshop, summary of results
	MoPHP
	Stakeholder analysis of seven governorates of health system functioning.  
	April, May, 2007 (ongoing)

	4. Comprehensive Multi-Year Plan (cMYP) for EPI, 2006-2010
	MoPHP
	Five year plan for EPI, and situation analysis
	2006  

	5. Financial Sustainability Plan
	MoPH
	Sustainability  and improvement of EPI Programme
	Jan, 2005

	6. Data Quality Audit
	Liverpool Associates in Tropical Health (LATH) and Euro Health Group
	Data Quality Audit of the EPI system 
	December, 2006

	7. Vaccination Coverage Survey and EPI Evaluation For the UNICEF Community Development Project 
	UNICEF
	Evaluation of vaccination coverage and assessment of the impact of the vaccination outreach strategy 


	July, 2004

	8. Strengthening of M& E and MIS at the MoPHP

	Support for  Administrative Reform   Project (SAR), EC
	The MoPHP’s monitoring, evaluation and health information management system in light of civil service reform
	Nov.,
2005

	9. Health Sector Development in Yemen, Making Choices: Towards a Strategic Planning for the DPRP
	Royal Tropical Institute (KIT)
	Analysis of health system in relation to national context
	November, 2004

	10. Ex-post Evaluation Study on the Tuberculosis Control Project (Phase III) in the ROY
	JICA
	Assessment of the sustainability and impact of the national TB control program
	January, 2007 

	11. United Nations Common Country Assessment, Republic of Yemen, 2007-2011
	UN, Yemen 


	Assessment of political, system, and development challenges
	January, 2006


	12. Sector Decentralization and Functional Assignment –Support Study for the Formulation of a National Decentralization Strategy
	UNDP
	Analysis of sectoral issues (including health) in regards to the national decentralization strategy
	August, 2006

	13. Public Expenditure Review, Health Sector, Republic of Yemen,1999-2003
	USAID
	Analysis of levels and trends of government health care financing
	April, 2006

	14. Human Resource Development: policies that provide incentives for better performance of health staff in rural and  remote areas
	EC, MoPHP
	Human resource issues of the health sector
	October, 2003

	15. Review of the Implementation of the DHS Policy and Recommendation  
	WHO
	MoPHP DHS model (Arabic)
	June, 2006

	16. Resource Tracking for Immunization Services in Yemen : A Fact Finding Review   
	World Bank 
	The relationship between flows of financial resources and immunization program performance.
	2007

	17. Yemen-EPI Assessment  Study
	World Bank
	Planning and management of immunization services, and integration with disease surveillance
	December, 2006

	18. Poverty Reduction Strategy Paper (2003-2005)
	Ministry of Planning, Yemen
	Sectoral strategic planning for poverty reduction
	May,

2002


3.2: Major barriers to improving immunisation coverage identified in recent assessments
Low level of health service coverage by the health sector, especially in rural Yemen, is considered the major barrier to utilization of immunization and other health interventions by the population.  Many factors have contributed to low coverage, including the low level of health sector spending, to be discussed below.  However, of central importance is the lack of a  health service provision strategy that acknowledges and tackles the problem of the severe geographic dispersal of  Yemen’s  population.  The population of 21 million is largely rural (76%) and is spread out across rugged mountainous and desert terrain into 122,000 settlements, making it very difficult and very costly for Yemenis to access fixed site services.  Currently only 30% in rural areas have access to health services under the fixed site model, and expansion of this model is grossly cost ineffective, as the cost of building, staffing, and maintaining HFs accessible to the majority of settlements would be prohibitively expensive, and the strategy slow to implement.  As such, fixed site delivery of services as the sole model of service delivery is not suitable to Yemen’s special geographic circumstances, and coverage considerations require the institutionalization of an affordable and sustainable outreach model.  
Low level of health sector funding, with a significant MDG funding gap
 Public sector health spending is low, at $10.76 per capita per year, and with a large share of the budget consumed by tertiary care, resulting in poorly paid health workers, low operational and maintenance budgets, and consequently poorly functioning health services.   The low funding level of the health sector places the burden of paying for health care costs on the population, 41% of whom exist below the poverty line.  Out of pocket costs represent a full 57% of total health care financing.  An MDG costing exercise shows a significant funding gap.  
Inefficient use of available funding, specifically related to issues of verticality and fixed site service provision   Yemen currently relies on a vertical fixed site model to address many of its common health problems such as malaria, TB, and common childhood (IMCI) diseases.  These vertical  programs are high cost, with many having uneven or low coverage below the level of the district where the majority of the population reside, and they suffer from significant sustainability problems and from resource levels that fluctuate according to the presence or absence of external support.  Currently, the various vertical programs (other than EPI) are functioning at only between  1 and 34% of existing health facilities.  Vertical programs are meant to be ‘integrated’ at the level of the health worker, but lack of  coordination and integration at higher levels prevents this from taking place effectively.  Health workers below the level of the district are often not reached by training, supervision and other support, and tend to be overloaded by the different demands of various vertical programs, some of which use as many as 80 different monitoring indicators.    Under the current vertical model, supervision tools, logistics, and monitoring of the various vertical programs remain separate from one another. Consequently, the HIMS is characterised by strong fragmentation of information units,  and management and monitoring systems  are poorly coordinated and poorly functioning. 
Inefficient use of available human resources, especially female health workers.   While there remains a need for the deployment of additional rural health staff, those that do exist are severely underutilized.  They currently serve, on average, less than three patients per day, with many serving less than one, despite the high unmet need for their services.  This is primarily due to an overdependence on fixed site services which the public cannot access for reasons of cost.  Dependence on fixed site services, in turn, is due to lack of a routine outreach budget.   Underutilization of female health workers is  particularly severe, due to this fixed site health service delivery issue, but due also to lack of a mechanism to effectively engage them in tetanus vaccinations and other vital basic services.  Over 1282 community midwives  have been trained since 1998 from the majority of districts of rural Yemen, with professional midwives and mershidat ( female PHC workers) also trained in unspecified large numbers.  A recent survey revealed that only about 55% of available midwives are currently employed by the public sector (3720), with the remainder (3368) playing no role in vital public health programs.  Without  the deployment of sufficient numbers of female health workers, cultural access of women to health services remains limited.  
Insufficient support to health workers

Budgetary and efficiency issues translate into insufficient support and incentive systems for health workers.  Yemeni health workers have been described as ‘under-skilled, underpaid, under-trained, under-motivated, and under-supervised’. 

Insufficiency of mechanisms for translating the high priorities of the health sector (such as EPI, TB control and other programs related to the MDG goals) into effective district level health programming under the new decentralization strategy.  The health sector is currently facing new challenges as it attempts to align its funding and service provision mechanisms to the Yemen government’s new decentralization strategy.  While decentralization is viewed as primarily an ‘opportunity’, at the same time, current district and governorate level administrative capacity is weak, and existing financial and administrative procedures do not allow for the protection of high priority public health programs such as EPI, malaria control, etc.  Funds are easily diverted out of the primary health care programs, and even out of the health sector entirely at the governorate and district level.   

Low cultural access of women to health services
Given Yemen’s conservative culture, women face significant barriers when seeking health care, including shortage of female staff at health facilities, and the inability to travel to health facilities unless accompanied by a male chaperone.  Even outreach health services can be inaccessible to women if provided by male health workers.  This factor has contributed to a very low tt2+ rate, which has actually declined between 2005 and 2006 (from 24 to 20%)  and to   low usage of reproductive health services in general.   These cultural barriers also affect women’s ability to seek health services for their children, including immunization services.
Other barriers are:

· High fertility rates, creating population pressures on all health services, including EPI; 
· A HIS that is weak, and characterised by strong fragmentation of information units, with each vertical program having its own information unit, and with absence of  coordination between units;

· Poor management skills, especially at district and governorate level:

· Poorly coordinated and poorly functioning management and monitoring systems; 

· Equipment shortages at health facilities;

· Shortage of  sufficient numbers of health workers in rural areas, especially female health workers;

· Low awareness of the public about immunization and other essential services;

Results of Barriers and Constraints
The combination of a low public health budget, high poverty of the population, extreme population dispersal,  over-reliance on inefficient vertical fixed site services, lack of effective PHC decentralization mechanisms,  and insufficient support for health workers has resulted in health services which are low access, low quality, and underutilized.   This has translated into low coverage of the population with immunization and other basic health services, especially in rural areas.   Its effect on immunization coverage is low routine coverage in more than half the districts, and high drop out rates.  While EPI has suffered less than other programs from these constraints, due to strong international support, long term sustainability of the EPI program will depend on improving the funding, efficiency and effective coverage of the public health system as a whole.   Increased coverage of  women with tetanus vaccine will also depend on efficiency measures which make the best use of relatively scarce trained female health workers, including the use of outreach mechanisms.   
3.3: Barriers that are being adequately addressed with existing resources

Four of these barriers  have received long term attention, are being addressed adequately through existing donor and national resources, and are on their way to being solved.  The following table lists these barriers, and  recent measures taken to address them.  
	
	Barriers
	Measures taken to address these barriers in recent years

	1
	High fertility rates
	· The MoPHP has been reorganized to include a population sector, and major focus is being given to population and maternal health issues. 

· National Population strategy is in place and has begun to bear fruit, with fertility rates declining.
· High donor  interest and funding for the population sector, including DFID, RNE, UNICEF.

	2
	Shortage of health workers in rural areas.
	· Various donors and national training institutions continue to train health workers for rural areas.  

· 1282 community midwives  have been trained since 1998 from the majority of districts of rural Yemen, with professional midwives and mershidat also trained in unspecified large numbers. 
· USAID and other donors have supported the MoPHP to carry out a mapping of health facilities, which will support  the planning of human resource deployment.   

	3
	Shortage of health facilities and equipment in some rural areas
	· The expansion of the health infrastructure, including the construction and equipping of 630  new health facilities in the past year.  Donor support for the expansion of fixed site facilities has been  long term and significant. 
· The above mentioned mapping of health facilities provides the basis for the rational planning of further HF equipping and construction.  

	4
	Low health awareness 
	· Effective EPI television and radio spots have been designed and aired, and are also available for use at the health facility level.   


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

Barriers not being adequately addressed can be divided into two categories - those that are medium resourced with some remaining gaps, and those that are low resourced with major gaps still apparent.   The following four barriers are those that have received significant resources, and considerable progress has been made in addressing them, but some  gaps remain.  These barriers, the remaining gaps in addressing them, and recent measures taken, are listed in the following table.
	
	Barriers (and gaps in addressing barriers)
	Measures taken to address these barriers in recent years

	1
	Low level of funding, with a significant MDG funding gap

(EPI funding and sustainability have improved, but significant gaps remain)
	· Commitments for cMYP show secure financing of 75% of EPI need.

· Yemen’s commitment to a Financial Sustainability Plan (FSP) for immunization (the only country in the region with a FSP)

· Government commitment to increase funding for the health sector  under the most recent National Five Year Poverty Reduction Development Plan. Allocation increased from 42 to 55 billion between 2005 and 2007. 

· Improved donor coordination, as evidenced by the ‘Joint MoPHP-Development Partners Statement on Alignment and Harmonization’ of 2005, which offers the possibility of  improved funding for national programs if models and mechanisms are agreed upon.  

	2
	Fragmented HIS

(Donor support  to HIS  strengthening exists but the issue of fragmentation is not fully addressed
	· USAID and World Bank projects support HIS strengthening, but the issue of fragmentation is not fully addressed

	3
	Poor management skills

(current support has built local capacity in management training, and the training of district managers has begun, but the majority of district managers have not yet received training in management);
	· Establishment and growing capacity of national health management institutions over past five years, which have begun to train district level managers.  Among these are the  MoPHP Health Management Training Center (diploma program)  and the Aden University Health Management Department (bachelor degree in health management).  

	4
	Poor cultural access of women
(female health care providers trained in relatively large numbers, but many of these are not utilized for EPI and other vital basic health services).
	· This has improved through the training and deployment of CMWs and other female staff, but many trained female staff are unemployed, or not well utilized by the health system.

· Midwifery Union has begun to compile a data base on midwives and mershidat,  both those employed by the public sector, and unemployed.

· Female health staff have begun to receive civil service priority for government employment.  


The second category of barriers are those that have enjoyed significant policy attention, and the  policy/experiential groundwork has been laid for  addressing them, but the technical and financial support for resolving these barriers has been insufficient, and interventions to target them remain under-resourced and piecemeal.  The following table demonstrates the new potentials for addressing these barriers, as well as the lack of programming around these issues.   
	
	Barriers
	Measures taken to address these barriers in recent years

	1 
	Low coverage of the population, related to  geographic dispersal of the population, inefficiencies in health service delivery  related to fixed site service provision, lack of an outreach budget
	· Government has approved a permanent ‘outreach’ line item  in the health sector budget, which  creates  legitimacy of outreach as a routine budgetary component, and thus the improved potential for sustainability of efficient outreach based models of health service provision.
· The  success of EPI in dramatically improving immunization coverage from 65 to 85% between 2003 and 2005
, through use of an outreach methodology has demonstrated the relative cost effectiveness of outreach in the Yemen context, and  has set a precedent for government funding of a decentralized, results-based   outreach strategy.  

	2
	Inefficient use of available funding, specifically related to issues of verticality 
	· Reorganization of the MoPHP to include a Primary Health Care Sector creates  the organizational potential for the functional integration of vertical programs.  

· A management unit has recently been incorporated into the official PHC structure, which improves the potential of the PHC sector to integrate vertical management systems.

· Improved donor coordination, and more regular and frequent donor meetings take place.  Multi-donor support of the National Health Sector Review demonstrates donor commitment to support national programming.

	3
	Insufficient support to health workers 
	· Various donors support capacity building of health workers at peripheral levels.

· Donor projects provide direct and indirect incentives to health staff at different levels of the system, but not in a systemic way, and these incentives are not integrated into the national system.  

	4
	Insufficiency of mechanisms for translating the high priorities of the health sector into effective district level health programming under the new decentralization strategy.  
	· Recent (2004) restructuring of  the MoPHP  to include a Primary Health Care Sector has created new channels for protected funding for basic health care services, and for reaching health related MDG goals.   

· MoF has shown new interest in supporting peripheral health facilities. 

· The  success of EPI in dramatically improving immunization coverage through use of an outreach methodology based on micro-planning at the district level has set a precedent for government funding of a decentralized, results-based   outreach strategy.  This experience opens a window of opportunity for the expansion of outreach strategies  across other programs.  

· Other building blocks of improved district health system management are in place, such as the national district health strategy, and design of an essential service package  (ESP). Yemen’s Health Sector Reform Strategy strongly supports strengthening of the district health system.

	5
	Poorly coordinated, poorly functioning management and monitoring systems
	· High commitment of the MoPHP to health system strengthening, as demonstrated by the current National Five Year health plan which emphases strengthening and coordinating monitoring and supervision systems. 

· The ongoing National Health Sector Review exercise is expected to provide further direction for improving management and monitoring.


These nine barriers are judged to require additional support from GAVI HSS.  The last five, plus  the barrier ‘poor cultural access to women’, are the core issues addressed in this proposal.  The remaining three are addressed secondarily.  
These barriers are interlinked, and the MoPHP believes that they are most effectively addressed by incorporating solutions to them as components within a single unified model, rather than as  isolated issues.  A district model which utilizes an integrated, outreach, and results based approach will be capable of  improving coverage, management, efficiency, and health worker motivation, and of translating sectoral MDG goals into improved health outcomes under a decentralized structure.  A unified model also has the potential to incorporate i) the tracking and integration of all available female staff by district, ii) results-based  motivational systems for health workers and district authorities, iii) incorporation of community based strategies and iv) the design of financing mechanisms that can be streamlined into the existing decentralization structures.  
Section 4: Goals and Objectives of GAVI HSS Support
4.1: Goals of GAVI HSS support

	To improve the performance, efficiency and reach of district health systems, through initiation of a model that integrates the resources and operations of vertical programs, that complements fixed site health care provision with outreach, and that utilizes results-based motivational systems.  The ultimate goal is to improve MDG performance nationwide in reducing child and maternal mortality, and to halt and reverse the spread of malaria and TB.


4.2: Objectives of GAVI HSS Support
	1. To improve the accessibility, quality and utilization of district health systems to underserved populations, through the provision of targeted, integrated, and results-based outreach interventions, and through strengthening and creating demand for the fixed site services that support them.
2. To improve the efficiency  and coordination of vertical programs for greater impact and sustainability through their functional integration;

3. To improve central, governorate, and district level managerial systems to support these two process of outreach and integration;  

4. To develop through piloting in 64 districts, and building national consensus for country-wide implementation of a results-based model of district health service provision that incorporates the core elements of outreach and integration,  that utilizes underutilized female health staff, that encourages and motivates health workers and district and governorate level local authorities to improve service provision in high priority areas, that efficiently utilizes all available resources  in-country, and that attracts greater funding into the sector.  

Strategic Approach        The main strategy proposed is to strengthen the district health care system, primarily through i) establishing a system of routine outreach based on micro-planning/other best practices that maximizes the use of all available resources, and through ii) the functional integration of vertical programs for improved management and support of health workers at the district level and below.  This will supplement the current fixed site approach, and replace the  fragmented and vertical training, supervision and service provision systems.  The institutionalization of an outreach mechanism at a reasonable cost is expected to both i)  improve population coverage, and ii) create demand for and utilization of HF based services.  The proposed strategy utilizes cost-effectiveness and management lessons learned from the EPI outreach experience, and builds on these, using an integrated ‘scale across’ methodology to  reach populations currently un-reached by fixed site services.  These two main components of outreach and integration complement and support  each other.  Demonstration of the outcome of this dual approach is expected to provide a clear and consistent road map for a national service provision strategy, that can be supported on a national scale by donors within the framework of  the next five year  development plan.  
The approach will incorporate up to six vertical health programs during the first  three year phase,  but is designed to ultimately incorporate the full gamut of health services.  Curative as well as health education and social mobilization aspects of each of the six programs will be included.  Due to the severe underutilization of health services by women and the low  TT2+ coverage, reproductive health will be included in the six core programs. The program will use results-based motivational mechanisms to reward both the health worker and the district level authorities (e.g. ‘pay for performance’  measures, and district funds).  These motivational systems are designed to fit within Yemen’s new decentralization strategy, and to operationalize the protection of sectoral funding for EPI and other high priority health activities.  While the target of this HSS program is the district and below, governorate and central level management will also be strengthened in order to support the district level programs.  This is expected to lead to the potential for rapid scale up to other districts in a second phase.  The strategy includes the design of policies that encourage a gender approach in outreach and in the implementation of vertical programs in order to improve cultural access to health services by women.   Results-based incentives will be available to districts, based on their performance and coverage.  For each major milestone reached in their micro-plans, they will receive a district fund for  other priority health programs of their own choosing.  This will encourage high performance, innovation and ownership.  These results-based funding strategies will be tested,  adjusted, and subsequently promoted with the Ministry of Finance and Ministry of Local Authorities for incorporation into their financial mechanisms.    
Immunization services will be strengthened and immunization coverage improved through the following aspects of the model:

· Policy design and operational arrangements that maximize the use of available resources, most importantly, the inclusion of female health workers (both private and public) in outreach activities in each district, thus improving the cultural access of women, especially  to tetanus vaccine;
· Through operationalization of the protection of sectoral funding for EPI and other high priority health activities;  

· Greater overall efficiency in the use of health resources (such as health staff) due to lower cost per health service contact, which can be expected to lead to improved sustainability of all basic health services, including EPI;
· Improved nutritional status of children, through inclusion of the nutrition program in the integrated model, is expected to improve the uptake of vaccines.

Proposed activities will cover two of the three GAVI themes.  These are (1) targeted health workforce mobilization, distribution and motivation, and (2) organization and management of health services at the district level and below.    
Criteria for District Selection

The 64 districts will be selected according to a set of criteria designed to maximize the  immediate benefit of this program as well as its potential for scale up. The following criteria will be utilized, following a system of weighting.  
· Rural;

· Population per district exceeds 50,000, with a total population of all 64 districts exceeding 25% of Yemen’s population;

· At least 15% of the population in each district have access to health services, and there is at least one health center and 3 HUs already existing per district district;

· There are at least 3 qualified male and3  female health staff available in each district;

· The districts will be divided among at  least 10 governorates (out of  a total of 22) from all major socio-geographical areas of Yemen;
· At least 50% of the selected districts will have DPT/PENTA3 coverage rates less than 80%, and low TT2+ coverage.



Section 5: GAVI HSS Activities and Implementation Schedule
5.1: Sustainability of GAVI HSS support

Given the extremely low government budget for the health sector currently in place, and the large MDG gap, the National Poverty Reduction Strategy includes a provision by government to increase health sector funding - by 40% within this five year period alone.  However, the realization of this funding potential, and its utilization for the poor, requires the MoPHP to design mechanisms that will guarantee its effective use.   This model will accomplish this, and thereby allow the MoPHP to utilize this additional budgetary amount effectively, through creation of a funding mechanism that channels the additional budget into services for the poor and underserved in rural areas, as intended by the PRSP.  In addition, through integration of EPI with other vertical programs, this program explicitly builds on the confidence the MoF already has  for the EPI outreach program, as evidenced by the Financial Sustainability Plan for immunization.  It also utilizes the new potential of the ‘outreach’ budget line item.   
In addition, this program’s focus on improving efficiency, decreasing waste, and making use of idle potentials  will enable the Ministry to provide more services per unit cost, thus making the best use of the available budget, no matter what its level in the future. Particularly important is  the supplementation of fixed site services with outreach interventions, outreach being more cost effective and affordable within Yemen’s unique geographic environment than is the construction, staffing and maintaining of HFs accessible to all 122,000 population settlements. The MoF will be closely involved in the program from its initiation, and the results of the integrated outreach model discussed in a national workshop to promote its incorporation in the subsequent (2011-2015) National Five Year Poverty Reduction Development Plan. The GAVI funds will be additional to the already allocated government budget and not replace it. 
Even with improved public sector funding, scaling up of this model nationally will require additional donor funds, given the size of the MDF funding gap.  Donors will be kept informed of the implementation of all activities and of the results on a regular basis, and they will be encouraged to contribute to the funding of a national program in the next phase, on the strengths of the results of this first one.  Donors in Yemen have already signalled their desire to support national programs rather than projects, as evidenced by their signing of the Joint MoPHP-Development Partners Statement on Alignment and Harmonization of 2005.  This model is expected to provide the framework for doing so.  Activities 4.1, 4.2, and 4.3 address the need for consensus building and elicitation of support both by national bodies and donors.   
Technical sustainability of the outputs in the 64 program districts will be accomplished through creating the necessary management and training  capacity within the Ministry,  within national training institutes, and at the peripheral levels during this phase.  Activities 1.2, 2.2, 3.4, 3.6, and 3.7 are especially designed for this purpose.     These activities will also create the backbone of the local technical capacity upon which future expansion will be built.  Donor support will be elicited in order to expand this technical capacity into the remaining districts.  
5.2: Major Activities and Implementation Schedule
	Major Activities
	Appl

year

2007
	Year 1

(2008)
	Year 2
(2009)
	Year 3
(2010)

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

	Objective 1:
To improve the accessibility, quality and utilization of district health systems to underserved populations, through the provision of targeted, integrated and results-based  outreach interventions, and through strengthening and creating demand for the fixed site services that support them. 


	  
	
	                                
	
	
	                         
	
	
	
	
	
	
	

	Activity 1.1:  Carry out operational research that will fill the knowledge gaps in key  health system areas including in-depth health management system analysis, and a training needs assessment study for managers and other staff.  
	X
	X
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2: Design a national integrated outreach model, utilizing lessons learned from EPI and donor experiences.  Methodology will include the two core elements of outreach and integration of vertical programs.  Design will also utilize the underutilized female health staff, will encourage and motivate health workers and district and governorate level local authorities to improve service provision in high priority areas, and will attract greater funding into the sector.  Selection of 64 implementation  districts (approximately 25% of total districts in Yemen).
	X
	X
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.3:  Design national service strengthening program  at the district level, including the elements of establishing functioning support systems, workforce mobilization and motivation, management and organization of the DHS, that supports outreach and integration.
	
	X
	X
	
	
	
	
	
	
	
	
	
	

	Activity 1.4: Train PHC staff and staff of six selected vertical programs (at district, governorate and central levels) on essential skills for implementation of the integrated outreach approach. in 4 phases, 16 districts each phase
	
	
	X
	
	X
	
	X
	
	X
	
	
	
	

	Activity 1.5: Implement outreach program, with each  selected district: 
a. selecting two disease/program targets per year (six in total over three years) based on their epidemiological priorities,  
b. setting service targets for those  conditions through the use of micro-plans, 
c. carrying out outreach activities to impact these conditions, and  putting in place M & E systems to measure progress. 
	
	
	
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Objective 2: To improve the efficiency and coordination of vertical programs for greater impact and sustainability through their functional integration
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.1: Design framework and implementation plan for functional integration of vertical programs.  At least 6 out of  Yemen’s 12 vertical programs will be involved  during this phase (malaria, TB, EPI, IMCI, nutrition, and bilharzia).  A working group will be formed for this purpose, composed of key stakeholders in the selected vertical programs.  Functional integration at and below the district level will be incorporated into the  
	X
	X
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2:  Design and implement national policy to support integration
	X
	X
	X
	
	
	
	
	
	
	
	
	
	

	Activity 2.3: Carry out costing study to determine actual costs and savings of integration.  This study will also be used for budgetary planning, and as a promotional tool for integration
	
	
	
	
	
	
	
	
	X
	X
	
	
	

	Objective 3: To improve central, governorate, and district level managerial systems to support these two process of outreach and integration
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.1: Design and agree upon an integrated management framework  upon among the vertical programs, which delineates the roles and responsibilities of the different levels of the health system.  This will be based upon aspects of the model designed in activities 1.2, 1.3, 2.1, and 3.3
	
	X
	X
	
	
	
	
	
	
	
	
	
	

	Activity 3.2: Using the decisions made under the ‘integration’ and ‘outreach’  objectives,  above, design the tools of an integrated , unified, and simplified management system e.g. indicators, M & E checklists, reporting systems, flow of information etc.  
	
	
	X
	X
	
	
	
	
	
	
	
	
	

	Activity 3.3:  Incorporate into the model and support district micro-planning and implementation based on problem solving approaches using community health management tools.
	
	
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Activity 3.4:  Incorporate above tools into the  outreach systems of the targeted districts.
	
	
	
	
	X
	
	
	
	
	
	
	
	

	Activity 3.5: Strengthen and make operational the integrated management unit (IMU) of the PHC sector, in order to  support the integration of the different vertical programs, and monitor progress on a continuous basis.  This unit will collect indicators from the pilot program, and coordinate with the Department of Health Information in order to establish a formal link with this department (No link currently exists between the DHI and  vertical programs). 
	
	X
	X
	X
	X
	X
	
	
	
	
	
	
	

	Activity 3.6: Carry out rapid operational research to identify both what is working and what isn’t in the integrated outreach programs, in order to  adjust and streamline the program, with the results utilized to feed policy making
	
	
	
	
	X
	
	X
	
	X
	
	X
	
	X

	Activity 3.7: Support existing national training bodies such as the HMTC and universities, and strengthen management curricula, and incorporate into them the key concepts and tools needed for the integrated outreach approach, and carry out management training of vertical managers at all levels of the system 
	
	
	
	
	
	X
	X
	X
	X
	X
	X
	
	

	Activity 3.8:  The HSSCC strengthened to provide improved oversight and integration of health system strengthening efforts.
	
	
	X
	
	
	X
	
	
	X
	
	
	X
	

	Objective 4:
To develop through piloting in 64 districts,  and building national consensus for country-wide implementation of the results-based model of district health service provision 


	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.1:  Pre and post intervention surveys.  Following implementation of the model (carried out under activity 1.1), carry out evaluation to determine the achievements, lessons learned and next steps for scale up of the model;
	X
	X
	
	
	
	
	
	
	
	X
	X
	
	

	Activity 4.2:  Hold national and regional workshops to build understanding, and then consensus among all stakeholders for nationalizing this experience, and to create mechanisms for donor support.
	X
	
	
	
	
	X
	
	
	
	
	X
	X
	

	Activity 4.3:  Promote  the model to MoF, MoLA, and local councils at the governorate level to agree on national budgetary and decentralized implementation mechanisms for the next phase. 
	
	X
	
	
	
	X
	
	
	
	
	X
	X
	X


Section 6: Monitoring, Evaluation and Operational Research
6.1: Impact and Outcome Indicators

The  HSS program will be implemented sub-nationally in 64 districts.  The outcome and impact indicators will be measured for these 64 intervention districts, and compared with national levels of the same indicators, in order to ascertain the differential effect of the  system strengthening interventions in the target districts.   The following data refer to the national level.  The data for the  64 intervention districts will be compiled at initiation of the program, once the districts are chosen.    

	Indicator
	Data Source
	Baseline Value

	Source
 
	Date of Baseline
	Target
	Date for Target

	1. National DTP/PENTA3 coverage (%)
	EPI, Yemen
	85% 
	WHO/UNICEF Joint Reporting Form 2006
	2006
	90%
	2010 (consistent with cMYP)

	2. Number / % of districts achieving ≥80% DTP3 coverage
	EPI, Yemen
	58%
	WHO/UNICEF Joint Reporting Form 2006
	2006
	100%
	2008, and maintained through to 1010

	3. Under five mortality rate (per 1000)
	GOY
	102  
	Yemen Family Health Survey, GOY and League of Arab States, 2005
	2003
	85 (consistent with MoPHP 5 year plan)
	1010

	4. Proportion of districts reaching at least 70% of their target population with the integrated intervention package.  (specific interventions will vary by district depending on the epidemiological situation and other factors)
(coverage indicator)
	MoPHP HIS, different vertical programs
	0 
	MoPHP, GHO annual statistics
	2007
	90% of target districts
	2010

	5. # of service provision contacts per district (fixed and outreach services) per year for each of in the six priority  public health programs covered in the integrated outreach program  (health worker efficiency indicator)
	MoPHP HIS 
	District specific  
	MoPHP, GHO annual statistics
	2007
	tripled 
	2010

	6. TT2+ coverage  
(gender access indicator)      
	EPI, Yemen


	20%


	WHO/UNICEF Joint Reporting Form 2006  
	2006
	90% 

	2010


6.2: Output Indicators

These indicators will be collected for the 64 intervention districts.

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value13
	Source
	Date of Baseline
	Target
	Date for Target

	1. National policies in place which support the integrated outreach system
	NA
	NA
	MoPHP decree
	0
	MoPHP
	2007
	Full set of required policies approved and in place.
	2008

	2. # of vertical programs that have achieved integration of their workplans, logistics, and supervision systems
	# of integrated vertical programs
	6  vertical programs
	MoPHP PHC sector, vertical programs
	0
	MoPHP PHC Sector
	2007
	6
	2009

	3. Percentage of districts reaching the objectives of their micro-plans and initiating at least one innovative district fund activity (district fund is reward for achieving targets) 
	# of districts reaching objectives and initiating district fund
	60 districts
	MoPHP Integrated Management Unit of PHC sector 
	0
	MoPHP PHC Sector
	2007
	80%
	2010

	4.Per capita cost per individual of the six integrated interventions (at sub-district level) (cost per service)
	Cost of  individual targeted interventions 

	# of individual services provided in each of the six integrated programs.   
	MoPHP PHC sector, vertical programs  

	28.9 US$
	MoPHP Integrated Management Unit, PHC Sector

	2007
	40% decrease in cost per service overall  
	2010

	5 % of female  health workers  participating in integrated outreach programs
	% of female  health workers  participating in  the integrated outreach program
	NA
	MoPHP PHC vertical programs
	25%
	MoPHP vertical program activity reports, including EPI
	2007
	At least 45% increase
	2010

	6.Percentage of districts in which Integrated management system is functioning well, as measured by a standard set of criteria
	# of districts in which Integrated management system is functioning well 
	NA
	MoPHP, PHC Sector
	0
	Progress reports, MoPHP Integrated Management Unit, PHC Sector


	2007
	80%
	2010


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

	Impact and outcome 
	
	
	

	1. National DTP3 coverage (%)
	Through existing EPI  routine data collection system.  Flow of data and compilation of reports from  HF to district to governorate, and  finally to central level.  

	EPI routine analytic methods, including use of EXCEL for timeline adherence and completion of reporting monthly, quarterly, and annually.  Data auditing at district, governorate and national levels.  
	· Feedback to GHO and DHO quarterly, for planning and problem solving purposes.  

· Data utilized for micro-planning,/design of annual district plans. 

· Progress assessed in relation to indicators in cMYP/ Financial Sustainability Plan.  

· Progress reports sent to EMRO and GAVI. 

· Data shared with stakeholders in workshops and meetings 

	2. Number / % of districts achieving ≥80% DTP3 coverage
	Through existing EPI  routine data collection system.  Flow of data and compilation of reports from  HF to district to governorate, and  finally to central level.  


	EPI routine analytic methods, including use of EXCEL for timeline adherence and completion of reporting monthly, quarterly, and annually.  Data auditing at district, governorate and national levels.  
	· Feedback to GHO and DHO quarterly, for planning and problem solving purposes.  

· Data utilized for micro-planning,/design of annual district plans. 

· Progress assessed in relation to indicators in cMYP/ Financial Sustainability Plan.  

· Progress reports sent to EMRO and GAVI.

· Data shared with stakeholders in workshops and meetings Shared with stakeholders in workshops and meetings 

	3. Under five mortality rate 
(per 1000)
	· Nationally, data on u5mr collected in the DHS,  Due next in 2008.  
· For the 64 target districts, a cluster survey will be carried out at the beginning and end of the program.   
	Standard analysis by DHS.  For target districts, standard cluster survey analysis
	· Feedback to GHO and DHO for planning purposes.  

· Data utilized for micro-planning,/design of annual district plans.

· Shared with vertical programs.

· Shared with stakeholders in workshops and meetings

	4. Proportion of districts reaching at least 70% of their target population with the integrated intervention package.  (specific interventions will vary by district depending on the epidemiological situation and other factors)
(coverage indicator)
	· Collected by DHO in accordance with the integrated HIS.  
· Cluster survey at beginning and end of program will verify coverage with individual interventions. 

	Initial analysis by DHO, Quality check and governorate level  analysis by GHO,  Final quality and statistical analysis by PHC integrated management unit (IMU)
	· Feedback to GHO and DHO for planning and problem solving purposes.  

· Data utilized for micro-planning,/design of annual district plans. 

· Data shared with vertical programs on a quarterly basis. 

· Shared with stakeholders in workshops and meetings

	5. # of service provision contacts per population per district (fixed and outreach services) per year for each of the six priority  public health programs covered in the integrated outreach program  
(health worker efficiency indicator) 


	· Collected by DHO in accordance with the integrated HIS.  

· Cluster survey at beginning and end of program will verify # and quality of  contacts for individual interventions. 
	Initial analysis by DHO, quality check and governorate level  analysis by GHO,  final quality and statistical analysis by PHC integrated management unit (IMU)
	· Feedback to GHO and DHO for planning and problem solving purposes.  

· Data utilized for micro-planning,/design of annual district plans. 

· Data shared with vertical programs on a quarterly basis. 

· Shared with stakeholders in workshops and meetings

	6. TT2+ coverage  

	Through existing EPI  routine data collection system.  Flow of data and compilation of reports from  HF to district to governorate, and  finally to central level.  


	EPI routine analytic methods, including use of EXCEL for timeline adherence and completion of reporting monthly, quarterly, and annually.  Data auditing at district, governorate and national levels.

 
	· Feedback to GHO and DHO quarterly, for planning and problem solving purposes.  

· Data utilized for micro-planning,/design of annual district plans. 

· Progress assessed in relation to indicators in cMYP/ Financial Sustainability Plan.  

· Progress reports sent to EMRO and GAVI.

· Data shared with stakeholders in workshops and meetings 

	Output
	
	
	

	1. National policies in place which support the integrated outreach system
	NA


	NA
	· Integrate new policies into MoPHP system

· Training of MoPHP staff at national, governorate and district level on new policies.

· Share with other stakeholders in workshops and meetings

	2. # of vertical programs that have achieved integration of their workplans, logistics, and supervision systems
	Integration working group (IWG) will set up and monitor indicators of integration


	IWG will analyze the extent to which integration has been achieved according to a fixed time schedule
	· Share with vertical programs on a quarterly basis, 
· Use data as feedback to vertical programs to problem solve.

	3. Number of districts reaching the objectives of their micro-plans and initiating at least one innovative district fund activity (district fund is reward for achieving targets) 
	DHO to collect data, with routine authenticity checks by GHO and central IMU


	DHO to carry out initial analysis, with quality checks Compilation of data by GHO.  Final analysis, consistency checks and presentation by IMU
	· Feedback to DEOs/GEOs

· Share with vertical programs on a quarterly basis. 

· Share with MoPHP, partners and other stakeholders in workshops and meetings

	4.Per capita cost per intervention of the six integrated interventions (at sub-district level) (cost per service)
	DHO to collect data, with routine authenticity checks by GHO and central IMU


	DHO to carry out initial analysis, Quality checks and compilation of data by GHO.  Final analysis and consistency checks by IMU, with participation of MoF
	· Feedback to DEOs/GEOs

· Share with vertical programs on a quarterly basis. 

· Share with MoPHP, MoF, partners and other stakeholders in workshops and meetings

	5 # of female  health workers  participating in integrated outreach programs
	DHO  signed original incentive receipts according to MoPHP procedures, and verified at GHO and central level 


	District level data compiled by GHO  into governorate level data,  Accuracy checks by central IMU 
	· Feedback to DEOs/GEOs

· Share with vertical programs on a quarterly basis. 

· Share with MoPHP, MoF, partners and other stakeholders in workshops and meetings

	6. # of districts in which Integrated management system is functioning well, as measured by a standard set of criteria
	DHO to collect data, with routine authenticity checks by GHO and central IMU


	IWG will analyze the extent to which  management has been integrated  according to a fixed time schedule 

Periodic quality checks
	· Feedback to DEOs/GEOs

· Share with vertical programs on a quarterly basis. 

· Share with MoPHP, MoF, partners and other stakeholders in workshops and meetings 


6.4: Strengthening M&E system
The district model requires DHOs, GHOs and health workers to set population-based targets, and to track progress against these targets.  These tasks and the skills required to carry them out are essentially the same as those used in the EPI program, but applied to a wider set of activities and targets, and with quality improvements.  Building a core set of M & E skills that can be applied to a wide variety of activities will strengthen the  M & E system at the different levels.  Activities 3.1, 3.2, 3.3, 3.4, 3.5 and 3.7 from the workplan address this need for M & E strengthening related to the integrated outreach district model.  The  additional task of carrying out cluster surveys by the MoPHP itself will improve the  in-house capacity of the Ministry to gather quality, outcome and impact data.  These M & E strengthening activities will be carried out in  coordination with, and will build on other M & E strengthening initiatives including the Global Fund (round 7) malaria program initiative to integrate M & E.  Donors such as USAID and World Bank are  also engaged in M & E strengthening for the system as a whole, and this program will inform and support their efforts.   
In addition, this program will address the issue of fragmentation of the MoPHP M & E system that presently exists between the different vertical programs of the Ministry on one hand, and the  statistics department, on the other, which results in large inconsistencies in data, and the overlap of data collection functions. This program will act as a first step towards integration of these systems, with the goal of creating greater consistency and improving the quality and feedback function of data.  
Finally, the current M & E system does not compute efficiency  or cost effectiveness statistics.  Given the MDG financing gap, and the need to utilize resources to maximum efficiency, such statistics are deemed essential. This program will pilot the measurement of such statistics, using the routine MoPHP statistics collection systems, with the aim of introducing  them into the routine annual reporting carried out by the Ministry.
6.5: Operational Research

Operational research is included in activities 1.1 and 3.6. The purpose of activity 1.1 is to identify problems of implementation, in order to  adjust and streamline the program, and to use the results to feed policy making in reducing health system barriers
Second, there is a clear need to fill knowledge gaps in some areas, including in-depth health management system analysis, and a training needs assessment study for the managers and different staff.  As indicated in activity 3.6, operational research will be carried out in these areas.  Also, it is expected that other health system knowledge gaps  will emerge from the ongoing health sector review, which will be relevant to  the integrated outreach methodology and the barriers it is designed to address.  These will be addressed at the beginning of the program, along with the above.  
.  
Section 7: Implementation Arrangements 
7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	The GAVI HSS support will be managed through existing structures.  The PHC Sector, Integrated Management Unit (IMU) will be the lead unit responsible for implementation, which will include members from the PHC sector,  and the Health Policy Unit and the Planning Department from the Planning Sector.    


	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	HSSCC will have the role of financial and technical oversight, in addition to coordination among all HSS initiatives, and providing support and advice.  The HSSCC will approve the annual workplans.


	Mechanism for coordinating GAVI HSS with other system activities and programs
	Sharing of reports and conducting of regular meetings with all major donors and national stakeholders related to HSS and to vertical programs.  Through the HSSCC, the different HSS efforts will be coordinated.   In the first three months, the program will identify and incorporate best practice tools and methodologies developed by others such as the EC  for district systems, in order to  build on what now exists and to create a rapid takeoff.  Joint workshops with WHO and Global Fund will yield implementation and management methodologies relevant for all stakeholders.


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

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

	Minister
	MoPHP
	yes
	As Chairperson of the HSSCC, represents the GAVI HSS program to all stakeholders, and takes lead role in technical  and financial oversight, and in guidance of the program. 

	Deputy Minister, PHC Sector
	MoPHP
	yes
	Vice Chairperson of the HSCC, and assists in the duties of the Chairperson. Directly oversees the IMU, the lead unit responsible for implementation of GAVI support.  

	Director, Health Policy Unit


	MoPHP
	yes
	Supervises and implements all activities related to policy.  Assures harmonization with other stakeholders.

	Director, Planning Department


	MoPHP
	yes
	Supervises implementation of actions relevant to planning.  Coordinates at the executive level between the PHC and other sectors, and compiles reports for this purpose.     

	Directors of PHC programs e.g.  IMCI, nutrition, public health, reproductive health and EPI
	MoPHP
	yes
	Work as a team for preparation of joint plans, establishing supervision and monitoring systems, providing technical input for developing tools for training modules and guidelines for implementation of programs.  

	Representative
	MoF
	yes
	Member of working group dealing with cost efficiency and effectiveness. Participates in meetings, advocates for financial resources, follows up on implementation.  

	Advisor
	WHO
	yes
	Provides technical assistance and inputs, and is signatory to project reports. Procurement.

	Program manager
	UNICEF
	yes
	Procurement agency.  Also, technical inputs, coordination of activities, exchange of experiences.

	Representatives
	Other donor agencies – such as World Bank, EC, USAID, JICA, others
	
	Technical inputs, coordination of activities, exchange of experiences. 

	Representative
	Ministry of Information
	yes
	Advocacy and  promotion of GAVI support.

	Representative
	Ministry of Planning and International Cooperation
	yes
	Identifies gaps in funding, attracts and mobilizes local and international resources for expansion.

	NGO representatives
	SOUL
	yes
	Participates in meetings, provides inputs and feedback on experiences.  May implement some activities.  

	Representative
	Higher Council for Motherhood and Childhood
	no
	Responsible for multi-sectoral collaboration among ministries and NGOs.

	DG and other officials
	Governorate Health Offices
	no
	Responsible for direct supervision of public health programs at governorate level, approves district plans, financial authority for disbursement of funds, participates in supervision and monitoring of program activities in their governorates and districts, compiles reports and sends to higher levels, assuring completeness and timeliness.  

	Representative
	National Yemeni Midwives Union
	no
	Involved in carrying out survey to locate ‘idle’ female health care providers, and mobilizing them for outreach and fixed site service provision.


7.3: Financial management of GAVI HSS support
	Mechanism / procedure
	Description

	Mechanism for channelling GAVI HSS funds into the country
	With the approval of this proposal, co-signed by the MoF and other members of the HSSCC, the Ministry has the authority to receive funds for this program.  The HSSCC has approved the use of the same bank account for HSS funding as already exists for other GAVI support.  Account approval by HSSCC and certified by UNICEF.  

	Mechanism for channelling GAVI HSS funds from central level to the periphery
	Funds will be disbursed to the treasurer at the Governorate level.  They will be transferred in instalments, based on  workplans that specify agreed activities to be carried out within the governorate, using the current system of advances used by the Ministry for government/donor funds.  Governorates will use the same mechanisms for dispersing funds to districts.  All transfers of funds will be signed by the authorized person at the intended  specified level.  Forms will be bi-lingual.  

	Mechanism (and responsibility) for budget use and approval
	Annual workplans will be prepared by districts, governorates, and central bodies according to guidelines, and used as a basis for decision making on funds dispersal.  They will be reviewed technically and financially by the IMU, then approved and sent to HSSCC for final approval and for disbursement of funds according to plans.  

	Mechanism for disbursement of GAVI HSS funds
	Dispersal of GAVI funds will be timed and coordinated with that of government funds, according to the government’s fiscal year. Disbursement of funds will be in the form of advances. Each instalment will be cleared before the next is disbursed Gavi funds will be incorporated within the Ministry’s budget under the ‘external resources’ line item.  MoF and MoPD will be kept informed of disbursements.   Government forms will be used for disbursements. The main principles will be simplicity, transparency, good documentation, and consistency with government policy.  Expenditure limits will be established for each level.  

	Auditing procedures
	An international auditing firm with a local branch in Yemen will be hired for independent external auditing of accounts. An accountant will be hired  who will carry out  internal auditing periodically. 


7.4: Procurement mechanisms
Procurement of most items will be through UNICEF and WHO e.g. medicines, vehicles, medical equipment, in order to ensure good quality and low cost.  This will also ensure efficiency, as procurements mechanisms for purchase through these two sources are pre-approved and streamlined.  Procurement of non-medical, low-budget items that are available for reasonable prices locally or for which maintenance services and parts will be required locally e.g. computers, office furniture etc. will be purchased in the local market in accordance with government guidelines for procurement.  These guidelines include  designating exact specifications at the outset, obtaining three price quotations from reputable businesses,  and selection of winning quotation by committee, and  according to preset standards.
7.5: Reporting arrangements
Reports will be compiled quarterly at the  district and governorate level by the designated GEO and DEO offices, and at central level by the IMU.  These reports will describe progress against the agreed upon work plans and output indicators, and lessons learned.  The IMU of the PHC sector will be the body responsible for ensuring the accuracy and timeliness of these reports.  They will be signed by the WHO Yemen mission, and sent to GAVI, EMRO, and UNICEF.  In addition, informal monthly reports will be sent to WHO for the purpose of keeping them informed and seeking technical advice.  Technical support will be provided to the GEO and DEO on report writing.  
Responsibility for preparing the APR resides with the IMU.  The APR will contain the required information (demonstrated 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; and evidence on progress and on whether expected annual output targets and longer term outcome targets are being achieved).  In addition, it will track progress as compared to the  Financial Sustainability Plan of the cMYP.  It will be approved and signed by the HSSCC before sending to GAVI.  
Reports will be shared with all members of the HSSCC.  Appropriate portions of the reports will also be translated and shared with local partners, and will be used as feedback for the governorate and district level.  
7.6: Technical assistance requirements   
	Activities requiring technical assistance
	Anticipated duration
	Anticipated timing (year, quarter)
	Anticipated source (local, partner etc.)

	1. Functional  integration (activity # 1.3)
	6 months  international 
	Appl Yr Q4
Yr1 Q1
	WHO/ UNICEF/ other agency

	2.  Integrated HIS (activity # 3.1, 3.2)
	3 months international

 3 months local
	Yr1 Q1
Yr1 Q2
	WHO/ UNICEF/ other agency
Local consultants

	3.  Health system analysis, including in-depth health management system analysis, assessment of decentralization at district level, and raining needs assessment study for the managers and different staff (activity # 1.1)
	9 months international  
9 months local
	Appl Yr Q4

Yr1 Q1,2
	WHO/ UNICEF/ other agency
Local consultants

	4.Long term technical back-stopper (crosses activities)
	12 months international 
	Over life of program
	WHO/ UNICEF/ other agency 

	5.Analysis of health system efficiency and cost effectiveness issues (Health economist)  (activity #  2.3)
	6 months international  

6 months local
	Yr1 Q1

Yr2 Q4
	WHO/ UNICEF/ other agency

Local consultants

	7.  Curriculum development (activity # 3.7)
	6 months international 

4 months local
	Yr2 Q1, 3
Yr2 Q1
	WHO/ UNICEF/ other agency

Local consultants

	8. Operational research on integrated outreach programs (activity #  3.6)
	3 months international 

4 months local
	Yr1 Q4
Yr2 Q2

Yr2 Q4
	WHO/ UNICEF/ other agency

Local consultants

	9. Baseline and final surveys (activity #  4.1)
	3 months international 

4 months local
	Appl Yr Q4
Yr3 Q3
	WHO/ UNICEF/ other agency

Local consultants


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

	
	Cost per year in US$ (,000)

	
	Year of GAVI application
	Year 1 of implement-ation
	Year 2 of implement-ation
	Year 3 of implement-ation
	TOTAL COSTS

	
	2007
	2008
	2009
	2010
	

	Activity costs
	
	
	
	
	

	Objective 1
	
	
	
	
	

	Activity 1.1
	100
	180
	
	
	280

	Activity 1.2
	70
	70
	
	
	140

	Activity 1.3
	
	55
	
	
	55

	Activity 1.4
	
	520
	620
	
	1,140

	Activity 1.5
	
	400
	580
	650
	1,630

	Objective 2
	
	
	
	
	

	Activity 2.1
	25
	38
	
	
	63

	Activity 2.2
	15
	25
	
	
	40

	Activity 2.3
	
	
	45
	30
	75

	Objective 3
	
	
	
	
	

	Activity 3.1
	
	70
	
	
	70

	Activity 3.2
	
	62
	
	
	62

	Activity 3.3
	
	85
	100
	95
	280

	Activity 3.4
	
	25
	
	
	25

	Activity 3.5
	
	190
	80
	
	270

	Activity 3.6
	
	35
	50
	45
	130

	Activity 3.7
	
	
	180
	115
	295

	Activity 3.8
	
	40
	70
	50
	160

	Objective 4
	
	
	
	
	

	Activity 4.1
	
	
	
	60
	60

	Activity 4.2
	30
	
	70
	70
	170

	Activity 4.3
	
	55
	45
	110
	210

	Support costs
	
	
	
	
	

	Management costs
	12
	48
	48
	48
	156

	M&E support costs
	49
	130
	130
	130
	439

	Technical support
	75
	170
	170
	170
	585

	TOTAL COSTS
	376
	2,198
	2,188
	1,573
	6,335 


Inflation is estimated at 11.5% per year (Yemen in Figures, CSO, 2005)
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

	
	2007
	2008
	2009
	2010
	

	Birth cohort
	764,910
	788,011
	811,808
	836,325
	-

	Allocation per newborn
	$2.5
	$2.5
	$2.5
	$2.5
	-

	Annual allocation
	$1,912,275 (Q4: $478,069)
	$1,970,028
	$2,029,520
	$2,090,813
	$6,568,430


Source and date of GNI and birth cohort information:
GNI:
World Bank, World Development Indicators database, April 2006.  Refers to  2005
Birth cohort:
The final results of the 2004 census, Central Statistic Office (CSO) & Statistic Dept, EPI 
Total Other:
Population Growth Rate is 3.02%, comprehensive Multi-Year Plan for Immunization      2006 - 2010   
Section 9: Endorsement of the Application
9.1: Government endorsement
The Government of…………………………………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:
	Name:

	Title / Post: 
	Title / Post:

	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 …………………………………... ………...The signed minutes are attached as Annex 1.
	Chair of HSCC (or equivalent):
	

	Name:


	Post / Organisation:

	Signature:
	Date:


9.3: Person to contact in case of enquiries:


Name: 
Title: 


Tel No:
Address:


Fax No.


Email:


ANNEX 1 Documents Submitted in Support of the GAVI HSS Application
	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration 
	Attachment Number

	3rd Fife Year Plan for Health Development & Poverty Reduction (Arabic version) 

	Yes
	2006-2010
	1

	cMYP 


	Yes
	2006-2010
	4

	MTEF 


	No
	-
	-

	PRSP  

	Yes
	2006-2010
	18

	Recent Health Sector Assessment documents

	Yes
	Last three years
	2, 3, 5, 6,7,8,9,10 11,12,13,14,

15,16

	HSCC minutes, signed by Chair of HSCC


	Yes
	2007
	19a, 19b, 19c


	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates

	1. Third Five Year  Plan for Health Development and Poverty Reduction (2006-2010)
	MoPH
	Multi-year strategic planning for the Health and Population Sector
	April 2005

	2. MDG Needs Assessment, Health and Population
	MoPH
	MDGs needs assessment  and costing exercise for meeting MDG goals by  the health & population sector
	April 2005

	3. Health System Strengthening Workshop, summary of results
	MoPHP
	Stakeholder analysis of seven governorates of health system functioning.  
	April, May, 2007 (ongoing)

	4. Comprehensive Multi-Year Plan (cMYP) for EPI, 2006-2010
	MoPHP
	Five year plan for EPI, and situation analysis
	2006  

	5. Financial Sustainability Plan
	MoPH
	Sustainability  and improvement of EPI Programme
	Jan 2005

	6. Data Quality Audit
	Liverpool Associates in Tropical Health (LATH) and Euro Health Group
	Data Quality Audit of the EPI system 
	December 2006

	7. Vaccination Coverage Survey and EPI Evaluation For the UNICEF Community Development Project 
	UNICEF
	Evaluation of vaccination coverage and assessment of the impact of the vaccination outreach strategy 


	July 2004

	8. Strengthening of M& E and MIS at the MoPHP

	Support for  Administrative Reform   Project (SAR), EC
	The MoPHP’s monitoring, evaluation and health information management system in light of civil service reform
	Nov

2005

	9. Health Sector Development in Yemen, Making Choices: Towards a Strategic Planning for the DPRP
	Royal Tropical Institute (KIT)
	Analysis of health system in relation to national context
	November 2004

	10. Ex-post Evaluation Study on the Tuberculos Control Project (Phase III) in the ROY
	JICA
	Assessment of the sustainability and impact of the national TB control program
	January 2007 

	11. United Nations Common Country Assessment, Republic of Yemen, 2007-2011
	UN, Yemen 


	Assessment of political, system, and development challenges
	January 2006



	12. Sector Decentralization and Functional Assignment –Support Study for the Formulation of a National Decentralization Strategy
	UNDP
	Analysis of sectoral issues (including health) in regards to the national decentralization strategy
	August 2006

	13. Public Expenditure Review, Health Sector, Republic of Yemen,1998-2003
	USAID
	Analysis of levels and trends of government health care financing
	April 2005

	14. Human Resource Development: policies that provide incentives for better performance of health staff in rural and  remote areas
	EC, MoPHP
	Human resource issues of the health sector
	October 2003

	15. Review of the Implementation of the DHS Policy and Recommendation  
	WHO
	MoPHP DHS model (Arabic)
	June, 2006

	16. Mission Report on Financial Tracking of EPI   
	World Bank 
	Financial tracking of EPI
	2007

	17. Yemen-EPI Assessment  Study
	World Bank
	Planning and management of immunization services, and integration with disease surveillance
	December 2006
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� If baseline data is not available indicate whether baseline data collection is planned and when


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


� 2006 projections based on the Final Results of the 2004 Census, Central Statistic Office (CSO) Refers to 2006 


� World Bank, World Development Indicators Database, April 2006.  Data refers to 2005.


� The Final Results of the 2004 Census, Central Statistic Office (CSO) & Statistics Dept, EPI, 2006.  Refers to 2006.  


� Yemen Family Health  Survey – Principal Report (2003), ROY MoPHP and CSO, and the  League of Arab States, Social Sector, 2005 .  Refers to 2003.


� Projections based on the Final Results of the 2004 Census, Central Statistic Office (CSO) & Statistic Dept, EPI.  Refers to 2007.


� Yemen Family Health  Survey – Principal Report (2003), ROY MoPHP and CSO, and the  League of Arab States, Social Sector, 2005.  Refers to 2003.


� GNI allocated to health not available from any source, including GAVI, UNICEF, World Bank or WHO.  Proxy measure of percentage of government budget allocated to health is calculated from Quarterly Bulletin, MoF, Issue no. 25, Quarter 3, 2006, and General Government Budget 2007, MoF, Data refers to 2007.


� Ibid.  Data refers to 2005.


� Within the last 3 years.


� MoPHP, EPI, Comprehensive Multi-Year Plan cMYP 2006-2010, 2006


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


� Important for easy accessing and cross referencing
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