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1. Executive Summary

During the past decades, Vietnam has made remarkable progress in improving the living and health standards. With respect to health status, most of the basic health indicators such as an IMR of 17, 8 0/00 and life expectancy of 72 years are comparable to countries that have a substantially higher level of per capita income.  The health services reach a vast majority of the population with a national DTP3 coverage of above 90 percent.

Despite these impressive achievements, the Vietnam public health system still faces formidable challenges in order to effectively meet the requirements of a rapidly changing social, demographic and epidemiological situation.   Lack of adequately trained health staff at the commune level and Village Health Workers (VHWs), the lack of funding at these levels, inadequate management and HMIS systems and lack of infrastructure have been identified as major constraints, especially in disadvantaged areas.

This application for GAVI HSS funding aims to improve the health status of people, in particular children, through sustained and increased coverage of quality basic health services, including immunization.  This will be achieved through an improvement of the health work force capacity and the functioning of the health system at district, commune and village levels supported by improved management capacity at all levels] to achieve measurable improvements in the output of the health services at the lower levels Expected outcomes have been identified to be achieved on a provincial level thereby improving equity between provinces at different socio-economic levels.

The application is fully integrated in the Master Plan for health sector development 2006-10 and aims to support the achievement of the targets specified in the Plan.  It addresses the priorities of various Government and Party plans and resolutions including resolution 46 of the Party’s Politburo on Health of February 2005.

The capacity of the health system to achieve these outcomes will be improved through intensified efforts in four areas;

· Strengthening of the capacity of VHWs

· Strengthening the capacity of the commune health centers (CHCs)

· Reinforcing management, supervision and monitoring at all levels, and

· Developing and introducing new policies and innovative solutions.

The focus of the project will be ten disadvantaged provinces, with a total population of 10 million, in different areas of the country, selected with regard to socio-economic and health indicators. The last area, policy development, will be of importance for the whole country. Infrastructure improvements are not part of this project but will be handled by the government with support from other external partners, primarily the WB and Asian Development Bank.

For each of the areas above targets have been established with process indicators and a monitoring system that will track these indicators and the achievements towards health services outputs on a regular basis.

The budget is divided with 45 percent on human resources development, 4 percent on equipment, supplies and 27 percent on recurrent cost provision and with 24 percent for management, monitoring and policy development.

It is expected that the achievement of the targets will result in the improvement of the health systems outputs as indicated and ultimately in health status improvements, especially for children.

The project implementation will be under the responsibility of the Planning and Finance Department of the MOH.  It will be monitored by the high health sector coordinating body, the Health Partnership Group (HPG), key MOH’s departments as well as by the ICC.

This proposal has been developed by a working group under the leadership of the Department of Planning and Finance with representatives from the EPI program as well as from other relevant MOH departments and in consultation with the provincial health authorities, and with technical support from an experienced international consultant funded by GAVI/WHO.  The draft proposal has been discussed at meetings with the HPG and the ICC and external partners have provided their valuable comments and inputs.  All comments have been taken into account in the development of the final proposal.

The Government of Vietnam herewith seeks support from GAVI with US$ 16,395,892 over the period 2007-10 for Health Systems Strengthening.
2. Signatures of the Government and National Coordinating Bodies 

Government and the Health Sector Strategy Committee (for HSS only)

The Government of Vietnam commits itself to developing national immunization services on a sustainable basis in accordance with the multi-year plan presented with this document. 

	Ministry of Health:
	Ministry of Finance:

	Signature:
……………………………………
	Signature:
……………………………………

	Tran Thi Trung Chien
	

	Title:
 Minister of Health
	Title:
……………………………………

	Date:
.............. October, 20006
	Date:
.............. October, 20006


National Coordinating Body: Health Sector Strategy Committee:

We, the members of the National Co-coordinating Body Committee (for Health Sector Strategy) met on the (insert date) to review this proposal.  At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.  

· The endorsed minutes of this meeting are attached as DOCUMENT 10.a.

	Agency/Organisation
	Name/Title
	Date      & Signature

	Ministry of Health


	Tran Thi Trung Chien, Ass. Prof. MD, PhD; Minister of Health
	

	Ministry of Health


	Duong Huy Lieu, MD, Ph.D; Director, Dept of Planning and Finance
	

	Ministry of Health


	Truong Viet Dung, Prof. MD. Ph.D; Director, Dept of Science and Training
	

	Ministry of Health


	Dam Viet Cuong, MD, Ph.D; Director of Health Strategy and Policy Institute
	


	Ministry of Health


	Trinh Dinh Can, MD; Director, Dept of Organisation and Manpower
	

	Ministry of Health


	Nguyen Dinh Loan, MD; Director, Dept of Reproductive Health
	

	Ministry of Health


	Ly Ngoc Kinh, MD, Ph.D; 
Director, Dept of Treatment
	

	Ministry of Health


	Le Thu Ha, M.Sc. 
Vice-Director, Dept of International Cooperation
	

	National Institute for Hygene and Epidemiology
	Nguyen Tran Hien, Ass. Prof., MD, Ph.D, Director 


	


In case the GAVI Secretariat has queries on this submission, please contact:

	Name: Nguyen Hoang Long, MD, Ph.D
	Title: Vice-Director, Dept of Planning and Finance, Ministry of Health

	Tel No.: +84.4.8461977
	Address:
138A Giang Vo Rd. Hanoi, Vietnam

	Fax No.: +84.4.8463056
	

	Email: longmoh@yahoo.com; 

hlth.policy@hn.vnn.vn 
	


The GAVI Secretariat is unable to return submitted documents and attachments to individual countries.  Unless otherwise specified, documents may be shared with the GAVI partners and collaborators.

Government and Inter-Agency Coordinating Committee for Immunization 

The Government of VIETNAM commits itself to developing national immunization services on a sustainable basis in accordance with the multi-year plan presented with this document. 

Districts’ performance on immunization will be reviewed annually through a transparent monitoring system. The Government requests that the Alliance and its partners contribute financial and technical assistance to support immunization of children as outlined in this application.

	Ministry of Health:
	Ministry of Finance:

	Signature:
……………………………………


	Signature:
……………………………………



	Tran Thi Trung Chien
	

	Title:
 Minister of Health
	Title:
……………………………………

	
	

	Date:
.............. October, 20006
	Date:
.............. October, 20006


National Coordinating Body: Health Partnership Group

· The endorsed minutes of this meeting are attached as DOCUMENT NUMBER: 10.b

	Agency/Organisation
	Name/Title
	Date      & Signature



	Ministry of Health
	Tran Thi Trung Chien, Ass. Prof. MD, PhD; Minister of Health
	

	Ministry of Health
	Duong Huy Lieu, MD, Ph.D; Director, Dept of Planning and Finance
	

	Ministry of Health
	Le Thu Ha, M.Sc. Vice-Director, Dept of International Cooperation
	

	WHO
	Dr. Hans Troedsson, WHO Representative in Viet Nam
	


	UNICEF
	
	

	UNDP
	
	

	WB
	
	

	ADB
	
	

	EC
	
	

	Sida
	
	

	JICA
	
	

	Embassy of Luxemburg
	
	

	Royal Netherlands Embassy Hanoi
	
	

	Save Children US
	
	


· In case the GAVI Secretariat has queries on this submission, please contact:

	Name: Nguyen Hoang Long, MD, Ph.D
	Title: Vice-Director, Dept of Planning and Finance, Ministry of Health

	Tel No.: +84.4.8461977
	Address:
138A Giang Vo Rd. Hanoi, Vietnam

	Fax No.: +84.4.8463056
	

	Email: longmoh@yahoo.com; 

hlth.policy@hn.vnn.vn 
	


The GAVI Secretariat is unable to return submitted documents and attachments to individual countries.  Unless otherwise specified, documents may be shared with the GAVI partners and collaborators.

The Inter-Agency Coordinating Committee for Immunization

Agencies and partners (including development partners, NGOs and Research Institutions) that are supporting immunization services are coordinated and organized through an inter-agency coordinating mechanism (ICC).  The ICC is responsible for coordinating and guiding the use of the GAVI ISS support.  Please provide information about the ICC in your country in the spaces below.

Profile of the ICC

	Name of the ICC: Inter-agency Co-coordinating Committee (ICC) for EPI Vietnam

	

	Date of constitution of the current ICC: 2001

	

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

Steering Committees for EPI have been established and are functioning at all levels, including:

- Central level:
National Steering Committee for EPI (NSC)

- Provincial level:
Provincial Steering Committee for EPI

- District level:
District Steering Committee for EPI

- Commune level:
Communal Steering Committee for EPI

	

	Frequency of meetings: Quarterly and whenever necessary

	

	Composition: 

	

	Function


	Title / Organization


	Name& Title
	Date & Signature

	Chairman
	WHO


	Dr. Hans Troedsson, WHO Representative in Viet Nam
	

	Standing member
	UNICEF


	
	

	Standing member
	JICA


	
	

	Standing member
	PATH


	
	

	Standing member
	EPI
	Nguyen Sy Hien, Prof, MD, Ph.D, Manager of the Vietnam National EPI Programme
	


	Major functions and responsibilities of the ICC:

· Review and endorse annual and five-year plans, country proposals and reports and other relevant documents prepared by the National EPI;

· Coordinate and manage the implementation of EPI/UCI and other EPI-related goals in the whole country to ensure that HSS-funded activities conform with national plans and the principles of harmonization and alignment
· .Mobilize funding and assist in planning and monitoring in areas of priority as determined by the National Steering Committee for EPI.


	Three major strategies to enhance the ICC’s role and functions in the next 12 months:

· Strengthen effective coordination of activities of immunization on a regular basis (a common platform for EPI donor’s communication establishes at its 12th meeting on 3 March 2006)

· A close collaboration between the ICC and the National EPI.

· Promote dialogue between ICC and other health system-related groups, e.g., Health Partnership Group, EC Health Group etc.


3. Immunization Program Data

Please complete the immunization fact sheet below, using data from available sources.

Immunization Fact Sheet

Table 1: Basic facts for the year 2005 (most recent; specify dates of data provided)

	Population**
	83,119,900


	GNI per capita
	635 $US

	Surviving Infants* 
	1,492,461


	Infant mortality rate 

(Health Statistical Yearbook)
	17.8/1,000

	Percentage of GDP allocated to health ***
	2,29%%


	Percentage of Government expenditure on Health 
	5,74%

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

	** Source: GSO statistical yearbook, 2005: 
	GNI  = 817662 bill VND
	GNI per capita  = 817662000/ 83,119,900

	*** MTEF 2005 page 16


Table 2: Trends of immunization coverage and disease burden 

(as per last two annual WHO/UNICEF Joint Reporting Form on Vaccine Preventable Diseases)

	Trends of immunization coverage (in percentage)
	Vaccine preventable disease burden

	Vaccine
	Reported
	Survey
	Disease
	Number of reported cases

	
	2004
	2005 
	1998 
	2003
	
	2004
	2005

	BCG
	95.6
	94.8
	95.0
	95.7
	Tuberculosis*
	
	

	DTP


	DTP1
	91.6
	94.3
	ND
	94.8
	Diphtheria
	49
	36

	
	DTP3
	96.2
	94.6
	92.2
	91.6
	Pertussis
	328
	194

	Polio 3
	96.3
	94.5
	92.1
	92.8
	Polio
	0
	0

	Measles (first dose)
	97.1
	95.2
	82.6
	82
	Measles
	217
	410

	TT2+ (Pregnant women)
	89.5
	93
	92
	86.6
	NN Tetanus
	46
	35

	Hib3
	NA
	NA
	NA
	NA
	Hib **
	NA
	NA

	Yellow Fever
	NA
	NA
	NA
	NA
	Yellow fever
	NA
	NA

	HepB3
	94.2
	93.7
	NA
	NA
	hepB sero-prevalence* 
	NA
	NA

	Vit A supplement


	Mothers                               (<6 weeks post-delivery)
	80.5
	81.2
	52.2 (2000 survey)
	61 (2004 survey)
	
	
	

	
	Infants                             (>6 months)
	NA
	99.2
	
	
	
	
	



NA: Not applicable/ not available

· If available ** Note: JRF asks for Hin meningitis

If survey data is included in the table above, please indicate the years the surveys were conducted, the full title and if available, the age groups the data refers to:

1998 International EPI Review (EPI coverage survey including children aged 12-23 months old)

2003 International EPI Review (EPI coverage survey including children aged 12-23 months old)

2000 vitamin A supplementation survey (mothers <6 weeks of delivery and children 6-36 months old)

2004 vitamin A supplementation survey (mothers <6 weeks of delivery and children 6-36 months old)

Comprehensive Multi-Year Immunization Plan

· A complete copy (with an executive summary) of the Comprehensive Multi-Year Plan for Immunization is attached, as DOCUMENT NUMBER 4

The following tables record the relevant data contained in the cMYP, indicating the relevant pages.

Table 3: Current Vaccination Schedule  
	Vaccine 

(do not use trade name)
	Ages of administration                

(by routine immunization services)
	Indicate by an “x” if given in:
	Comments

	
	
	Entire country
	Only part of the country
	

	BCG
	Birth
	x
	
	

	Hep B
	Birth, 2 months, 4 months
	x
	
	

	DPT
	2 months, 3 months, 4 months
	x
	
	

	Measles 
	9 months
	x
	
	

	Measles 2nd dose
	6 years
	x
	
	Planned to be introduced in 2006 and then from 2007 with GAVI support

	Japanese encephalitis
	12 months, 13 months, 25months
	
	x
	

	Cholera
	Two doses 2-5 years
	
	x
	

	Typhoid
	Single dose 3-10 years
	
	x
	

	Hib vaccine
	
	
	
	

	Rubella
	Vaccination for 14 year-old girls and subsequent gradual introduction of the routine dose for <1 year
	x
	
	Vaccination for 14 year-old girls during 2007-2010 and gradual introduction of the routine dose for <1 year starting from 2007 and nation-wide implementation from 2009

	Vitamin A
	6 month to 36 months every 6 months
	x
	
	


Summary of major action points and timeframe for improving immunization coverage identified in the cMYP 

	Major Action Points (cMYP pages 10,11 )
	Timeframe

	1. To strengthen capacity and competence of EPI manpower at the basic level through regular training and retraining integrated at the training program at secondary health school.
	2006-2010

	2. To increase funding for immunization program, ensuring adequate supply of vaccines and basic resources for recurrent costs with funding from Government and external financial support from  GAVI, UNICEF, JICA etc., introducing and expanding use of new and underutilized vaccines e.g. Japanese encephalitis, 2nd dose of measles, booster for DPT vaccine and rubella
	2007

	3. To further improve safe injection practices in order to achieve injection safety for the national EPI through exclusive use of ADs and safety boxes for all EPI injections.
	2006-2010

	4. To strengthen data management, research and disease surveillance for more effective use of basic epidemiological information for planning of EPI activities and resource allocation, particularly for remote communities
	2007-2010


Table 4: Baseline and annual targets (cMYP pages 5,6.) 

	
	Baseline and targets

	
	Base-year
	Year of GAVI application
	Year 1 of Program
	Year 2 of Program
	Year 3 of Program
	Year 4 of Program

	
	2005
	2006
	2007
	2008
	2009
	2010

	Births
	1,492,461
	
	
	
	
	

	Infants’ deaths (%o)
	5.3
	
	
	
	
	

	Surviving infants
	1,545,475
	1,567,657
	1,594,187
	1,616,070
	1,640,310
	1,664,920

	Pregnant women
	1,572,984
	1,595,561
	1,621,766
	1,643,543
	1,667,867
	1,691,559

	Infants vaccinated with BCG 
	1,465,055
	1,490,224
	1,512,578
	1,535,266
	1,558,295
	1,581,674

	BCG coverage*
	94.8%
	95%
	95%
	95%
	95%
	95%

	Infants vaccinated with OPV3 
	1,459,908
	1,490,224
	1,512,578
	1,535,266
	1,558,295
	1,581,674

	OPV3 coverage**
	94.5%
	95%
	95%
	95%
	95%
	95%

	Infants vaccinated with DTP3*** 
	1,461,520
	1,490,224
	1,512,578
	1,535,266
	1,558,295
	1,581,674

	DTP3 coverage **
	94.6%
	95%
	95%
	95%
	95%
	95%

	Infants vaccinated with DTP1***
	1,457,302
	1,505,911
	1,528,499
	1,551,427
	1,574,698
	1,598,323

	Wastage
 rate in base-year and planned thereafter
	38%
	36%
	34%
	32%
	31%
	30%

	Infants vaccinated with 3rd dose of Hep B
	1,448,721
	1,411,792
	1,432,968
	1,454,463
	1,558,295
	1,581,674

	Hep3 Coverage**
	93.7%
	90%
	90%
	90%
	95%
	95%

	Infants vaccinated with 1st dose of Hep B
	1,476,503
	1,490,224
	1,514,477
	1,535,266
	1,574,698
	1,598,323

	Wastage1 rate in base-year and planned thereafter 
	18%
	18%
	18%
	15%
	15%
	15%

	Infants vaccinated with Measles 
	1,471,332
	1,490,224
	1,512,578
	1,535,266
	1,558,295
	1,581,674

	Measles coverage**
	95.2%
	95%
	95%
	95%
	95%
	95%

	Pregnant women vaccinated with TT+ 
	1,436,015
	1,411,791
	1,432,968
	1,454,463
	1,476,279
	1,498,428

	TT+ coverage****
	93%
	90%
	90%
	90%
	90%
	90%

	Vit A supplement2
	Mothers 

(<6 weeks from delivery)
	81.2%
	
	
	
	
	

	
	Infants 

(>6 months)
	99%
	
	
	
	
	


*  Number of infants vaccinated out  of total births 


**  Number of infants vaccinated out of surviving infants

***  Indicate total number of children vaccinated with either DTP alone or combined

Please indicate the method used for calculating TT and coverage:

TT+ = Number of pregnant women vaccinated with TT+ (out of total pregnant women)

**** (TT+ coverage) = Number of pregnant women vaccinated with TT+ / total number of pregnant women


Table 5: Estimate of annual DTP drop out rates
	Number
	Actual rates and targets

	
	 2005
	 2006
	 2007
	 2008
	 2009
	 2010
	 20…
	 20…

	Drop out rate                                    [ (  DTP1 - DTP3 ) / DTP1 ]  x 100
	-0.3
	1
	1
	1
	1
	1
	
	


Table 6: Summary of current and future immunization program budget (cMYP pages 13.)
	
	Estimated costs per annum in US$

	Budget chapter
	Current Year (2006)
	Year 1 (2007)
	Year 2 (2008)
	Year 3 (2009)
	Year 4 (2010)
	Year 5

	1. Vaccines
	7,258,220
	9,534,303
	9,703,413
	11,012,156
	10,816,700
	

	2. Injection equipment
	2,915,110
	3,396,560
	3,267,240
	3,544,344
	3,456,324
	

	3. Cold chain equipment
	469,167
	3,322,456
	4,403,584
	4,350,000
	4,900,000
	

	4. Operation cost at all levels
	3,148,532
	4,859,291
	3,231,232
	3,311,823
	3,289,671
	

	· Operation cost at central & regional levels
	603,164
	632,911
	632,911
	632,911
	632,911
	

	· Operation cost at local levels
	2,545,368
	4,226,380
	2,598,321
	2,678,912
	2,556,760
	

	GRAND TOTAL
	13,791,029
	21,112,610
	20,605,469
	22,218,323
	22,462,695
	


Table 7: Summary of current and future financing and sources of funds (cMYP pages 14)

	
	Estimated costs per annum (Million US$)

	Budget chapter
	Current (2006)
	Year 1 (2007)
	Year 2 (2008)
	Year 3 (2009)
	Year 4 (2010)

	1. Total sources for the sector
	1,538.6
	1,797.4
	2,025.8
	2,289*
	2,587*

	Title 1:  State budget
	1,139.4
	1,312.3
	1,472.3
	
	

	1.a. MOH and its institutions
	175.4
	202.4
	227.1
	
	

	    - Recurrent
	127.9
	149.2
	167.5
	
	

	    - Capital
	47.5
	53.2
	59.6
	
	

	1.b.. Health budget for other ministries
	
	
	
	
	

	    - Recurrent
	
	
	
	
	

	    - Capital
	
	
	
	
	

	1.c. Health budget for Provinces
	964.0
	1,109.9
	1,245.2
	
	

	    - Recurrent
	649.0
	757.0
	850.0
	
	

	- Capital
	315.1
	352.9
	395.2
	
	

	Title 2:  Non-State budget
	399.2
	485.1
	553.6
	
	

	2.a. MOH and its institutions
	80.9
	95.1
	102.6
	
	

	    - Recurrent
	80.9
	95.1
	102.6
	
	

	    - Capital
	0
	0
	0
	
	

	2.b. Health budget for other ministries
	
	
	
	
	

	    - Recurrent
	
	
	
	
	

	    - Capital
	
	
	
	
	

	2.c. Health budget for Provinces
	318.3
	390.0
	451.0
	
	

	    - Recurrent
	318.3
	390.0
	451.0
	
	

	    - Capital
	0.0
	0.0
	0.0
	
	


Source: Summary of sources of funds and proposed applications of funds – MTEF

* =projected with the annual increase of 113%
4. Health Systems Strengthening Support (HSS)

Please provide details of the most recent assessments of the health system in your country (or significant parts of the system) that have been undertaken and attach the documents that have a relevance to immunization (completed within three years prior to the submission of this proposal).

· Please also attach a complete copy (with an executive summary) of the Comprehensive Multi-Year Plan for Immunization, as DOCUMENT NUMBER 4

Recent assessments, reviews and studies of the health system (or part of the system):

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates
	Doc. num

	Resolution No. 46 NQ/TW by the Politburo On people’s health protection, care and promotion in new context 
	Government Office, MoH, MoF, MPI, provinces
	Major features of health and health care in the new contexts
	23rd February 2005
	1

	Five year plan for protection, care and promotion of people’s health for 2006-2010
	MoH, MPI, MOF, Govt Office
	General areas of health and health care
	January 2006
	2

	Master Plan for the Development of  Health Sector
	MoH, MPI, MOF, Govt Office, provinces 
	Comprehensive aspects of health system development up to 2010 and 2020.
	June, 2006
	3

	Five year Plan for the Expanded Program of Immunization for 2006-2010
	MoH, EPI program
	General and specific issues regarding the Expanded Program of Immunization 
	2006
	4

	Medium Term Expenditure Framework **
	MoF, MoH
	Health financing
	December 2005
	5

	Review of The Expanded Program On Immunization


	EPI review team: NEPI, PATH/CVP, UNICEF, WB, WHO


	Routine immunization coverage amongst children aged under one 

The status of management practices in the EPI including the reporting system, training and supervision.
	16 - 27 November 2003
	6

	The GAVI barriers analysis 2004
	WHO, GAVI (Mr. Ingvar Theo Olsen), MoH, MOF, MPI, provinces
	The main characteristics related to the health sector in general and to immunization in particular

System wide barriers with significant impact on immunization

Recommendations on priority interventions
	October 2004
	7

	Rapid Health System Assessment –  The Review by Graham Harrison at al.
	Dr Graham Harrison (WPRO), Dr Dominique Egger, Dr Brenda Killen (WHO)
	The main areas/components of the health system in general 
	8th to 12th May 2006
	8

	Assessment of participation in EPI activities of private health sector in Ho Chi Minh city
	Dr. Do Sy Hien; Dr. Nguyen Van Cuong (NIHE)
	EPI Resources including manpower and finance

Health management information system (HMIS)

EPI Communication 
	2004
	9


The major strengths identified in the assessments:

	
	Strengths

	1.


	Wide health care network: Vietnam has developed a wide health care system, from central level to provincial, district, commune and village levels. All communes (more than 11,000) now have CHCs, with over 43,000 CHWs and over 70% of CHCs have a medical doctor. More than 87.4% of villages of the country now have at least one VHW, with a total number of VHWs of 92.223 
.  However, these are not evenly divided in the country and most of VHWs have only three-months of training, far below the target of minimum nine months training.

	2.


	Strong political commitments: Vietnam has been known for a strong and consistent commitment and support of political leaders from central to grassroots levels to health care activities, especially priority public health programs including EPI. The Government and MoH have traditionally considered EPI as one of the most prioritized program. Consequently, generally high compliance in the population about immunization in prevention and control of infectious diseases of children has been achieved. . There is a strong and effective equity and effectiveness oriented health strategy with concrete and strong commitments to meeting health targets including the lowering of infant mortality and under-5 mortality, and the raising life expectancy.

	3.


	Pro-poor health policies: In spite of limited resources for health, health care in Vietnam is highly supporting the poor and disadvantaged population. Health care resources have been specifically allocated to address common health problems among the poor (e.g., tuberculosis, malaria, HIV/AIDS etc) and to support disadvantaged areas (with higher budget allocation index for difficult provinces). A number of key policies have been issued by the Government and widely implemented to protect the poor and ethnic minority people from high medical costs, including expansion of health insurance, health care funds for the poor in all 64 provinces, free health insurance cards for the poor and ethnic minority people and free health care services for children under 6 years of age. A number of major ODA projects have been implemented in the poorest regions of the country (e.g., the WB national health support project, the ADB-Sida project for central highlands provinces, WB projects for Mekong-delta provinces, northern-uplands provinces, northern central region; and an ADB project for southern central region).  While private health financing obviously is greater in the richer areas of the country the government and donors are giving more priority to the poorest regions of the country.

	4.


	High potential of social mobilization: Social mobilization is considered one of the greatest assets of public health, particularly EPI in Viet Nam. All concerned sectors and social organizations such as the Women’s Union, Youth League, Red Cross Association, teachers and school pupils, frontier army and the whole community are actively involved in public health programs including EPI.


The major problems with relevance to immunization services identified in the assessments: 
	
	Problems (obstacles / barriers)

	1.
	Human resources: A major problem of the health care system is the lack of adequately trained staff and volunteers at the peripheral levels. Given that the VHWs do not perform medical tasks (except for essential first aid) but they are extremely important, especially in difficult-to-reach areas to inform and mobilize the people.  
The quality of VHWs work is hampered by insufficient incentives.  There is also a lack of VHW kits (which includes simple first aid supplies and medicine bag) and they generally do not receive the support and supervision from the CHC that would be required.

	2.


	Inadequate funding: The lack of adequately funding for the CHCs is hindering them from performing their tasks well.  The CHWs are not able to supervise their VHWs well and they do not themselves receive sufficient support and supervision from the district level. In spite of an increasing health budget the Government at the central as well as local levels normally has imbalance in budgets and inadequate budget for health care activities. This is particularly so in the disadvantaged areas of the country, in spite of government efforts to reduce these imbalances. With regard to EPI the donors have tended to reduce their contributions as they see that immunization coverage is high and there are emerging new priorities such as SARS and HIV/AIDS. 

	3.
	Low Capacity for planning and monitoring: The capacity of planning, monitoring and is much in need of improvement and this impacts directly on the quality of care. These concerns closely relate to the lack of a health sector support systems other than infrastructure development, such as general planning, health financing, human resource management and M&E/HMIS, which are required to make it possible to strengthen the capacity to deliver quality health services including immunization.

	4.
	The lack of a well-functioning health information system: this results in major limitations in the existing monitoring and supervision activities at the basic health care level. Due to the lack of essential information, an incomplete epidemiological picture of communicable diseases hinders capacity in planning and implementing of health programs. Post Assessment Activity (PAA) needs to be accomplished on a regular basis to improve the use of health care data, including EPI data.

	5.
	Inadequate physical infrastructure at the commune level: The inadequacy of equipment deals mainly with the equipment that can help improve the performance of the basic health system. Among the issues concerning equipment, adequate supply of cold chain is of essential need for immunization program and equipment and needed materials for sterilization of instruments is important to prevent infections and the spread of disease within health facilities, it is crucial that these inadequacies of equipment, materials or knowledge about sterilization be addressed.  


The major recommendations in the assessments: 

	
	Recommendations

	1.
	Stronger political and financial commitment: Significant increase in the proportion of Health budget/National budget; increase allowances for VHWs (with a revision or amendment of Circular No. 51)

	2.
	Investment in human resources in the framework of a comprehensive human resource strategy to strengthen EPI manpower and skills. The human resource strategy should encompass personnel management, training and the introduction of supportive supervision to facilitate in-service training and problem-oriented feedback in all aspects of EPI, through supportive supervision; Setting up appropriate policies in training and utilization of village health workers from ethnic minority people in the localities.

	3.
	Improving physical infrastructure and equipment/access to primary health care through upgrading the infrastructure and technical skills for district and CHWs, especially in difficult areas to create more favorable conditions for people to access to PHC.

	4.
	Strengthening management and monitoring & information systems: introduction of supportive supervision, national and regional staff need to be trained on both the content and method of supportive supervision, to transfer needed skills and practice; Improvements of  the quality and utilization of data collected; and the involvement of the private sector in the Health Management Information System (HMIS).

	5.
	Promoting social mobilization/demand creation; increased financial resources are needed for the EPI to cover new vaccines and relevant supplies and to facilitate the implementation of EPI by outreach where needed. All levels of the EPI should develop annual plans, including funding for transport, supplies, cold chain needs (including for replenishment of ice if needed) and per-diem payments


Progress with implementation of the recommendations of the assessment reports:

	Recommendations
	Progress

	1.


	The proportion of Health budget/National budget has been increasing annually from 4.35% (2003) to 5.74% (2005)

	2.
	CHCs are to be provided with annual recurrent budget of 10 million VND

Increased number of CHCs staffed with a GP training and refresh training for health personnel at the basic level

	3.


	Number of communes meeting the National Benchmarks of health care has been increasing steadily

	4.


	Some versions of Health Management Information System, particularly for the basic level, have been developed and tested in different localities although much of improvement are still needed

	5.
	EPI budget has been gradually increasing


Components or areas of health systems that are yet to be reviewed (with dates if planned):

	
	Component or area to be reviewed (with review month / year if planned)

	1.


	Infrastructure and capacity of district health offices: the review will allow baseline assessments on the actual situation of this recently reestablished agencies which are responsible for the State management on health at district level and resolutions for the development of these new agencies

	2.


	Capacity of CHC personnel focus on technical and management skills: the review will provide information regarding the implementation of the policies emphasizing consolidation and development of basic health network (including policies on staffing CHCs with medical doctor and the national benchmarks of health care at commune level)

	3.


	Coverage, qualification of and incentives for VHWs with focus on the provinces in the most socio-economically difficult parts of the country: this will provide information on the actual situation of health network at sub-commune level, which is essential for the comprehensive implementation of primary health care programs, including EPI


Proposed GAVI Health Systems Strengthening Support

In the two boxes below, please give:

(i) a description of the HSS proposal for your country including the objective, the main areas that GAVI HSS will support, how your proposal links to the core themes identified by GAVI, the major action points and activities, and the expected timeframe for success; and 

(ii) A justification for why these areas and activities are a priority for strengthening capacity, and how the proposed activities will achieve sustained or increased immunization coverage.

· Please give a summary below, and attach the full document outlining the proposed program of activities and justification for support (stand-alone document or the relevant parts of existing documents or strategies, e.g. Health Sector Strategic Plan)
	Description 

Overall objective

The overall objective is to improve the health status of people, in particular children, through sustained and increased coverage of quality basic health services, including immunization.  This will be achieved through an improvement of the health work force capacity and the functioning of the health system at district, commune and village levels supported by improved management capacity at all levels.

Specific objectives include:
Specific objectives 1-3 below relate to the ten project provinces while specific objective no 4 is nationwide.

1. To increase the number of VHWs and improve the quality of their work.

2. To improve the quality of work of CHWs and expand the reach of the CHCs.

3. To strengthen health system management capacity

4. To develop and introduce new policies and innovative solutions to strengthen the basic health care system

2. Main areas of request for GAVI support:
Obj. 1: To increase the number of VHWs and improve the quality of their work.

1.1. Training curriculum and materials for VHWs updated

Activity: To revise and update training curriculum and materials for 9 months training program of VHWs  

1.2. Training materials for 9-month training program of VHWs printed and distributed to all project provinces

Activity: To print and distribute the training materials 

1.3. A total of 6,040 VHWs having undergone 9 months training program by 2010
Activity: To organize 151 nine-months training courses in 10 project provinces 

1.4. All VHWs in 10 project provinces are provided with a basic equipment kit with continuous refill

Activity: To purchase and distribute VHW kits to VHWs in 10 project provinces: Provide a total of 18,340 kits (35 US$ each) of basic equipment (standard kit identified by the MOH) to VHWs in the 10 project provinces.

1.5. All VHWs in 10 project provinces receiving incentive of 100,000 VND (9USD) as total allowance per month to facilitate their work performance
Activity: To provide all VHWs with additional monthly allowance of 3USD

1.6. Each VHW receiving at least 2 supervisory visits per year from commune and higher level per year 

Activity 1: To develop a new manual/guideline for VHWs monitoring and supervision 

Activity 2: To organize 2 TOT courses for 60 provincial trainer on monitoring and supervision

Activity 3: To organize 20 short training courses (5 days) for 600 district health officers on monitoring and supervision

Activity 4: To provide support for monitoring and supervision visits

Obj. 2: To improve the quality of work of CHWs and expand the reach of CHCs.

2.1 A total of 4,000 CHWs having trained on reproductive, maternal and child health (MCH)

Activity: To organize 104 training courses for CHWs on reproductive, maternal and child health in 10 project provinces 

2.2. A total of 4,000 CHWs having trained on EPI in practice 

Activity: To organize 104 training courses for CHWs on EPI in practice in 10 project province

2.3. Each CHC receiving at least 2 supervisory visits per year from district and higher level 

Activity 1: To develop a new manual/guidelines for CHC monitoring and supervision 

Activity 2: To provide a car (7-9 seats, 4 WD) to support PMT in monitoring and supervision of the project implementation in 10 provinces

2.4. Each CHC having been provided with monthly support for recurrent cost gaps

Activity: To provide 1,144 CHCs in 10 project provinces with additional recurrent budget of 30 USD per month This is an additional recurrent budget for recurrent costs gaps, including electricity for EPI cold chains.

Obj. 3: To strengthen health system management capacity.

3.1. Health Planning and Management Manual available at district and provincial level   

Activity 1: Develop Health Planning and Management Manuals for provincial and district health officers

3.2. Heath officers at provincial and district levels having undergone short training (5-day course) on health planning and management

Activity 1: To organize TOT courses on Health Planning and Management for 60 provincial trainers.

Activity 2: To organize Training courses on Health Planning and Management for district health officers - Twenty short training courses (five days) on monitoring and supervision for 600 District Health Officers in the 10 project provinces.

3.3. Heath officers having provided with computers/accessories, HMIS software and being trained for the use of the software to improve performance of their work.

Activity 1: To Pilot and update the EPI-HMIS software for CHCs, including supplies of computers, printers and accessories for 10 pilot districts and communes

Activity 2: To organize TOT course for the pilot districts: one TOT training course for 10 pilot districts

Activity 3: To organize Training courses for CHWs: ten courses for CHWs in 10 pilot districts

Activity 4: To provide computers, printers and accessories for districts and pilot communes: Computers, printers and essential accessories will be supplied for provincial department of health (1 set), district health office (1 set each) and pilot CHCs (1 set each). 

Obj. 4: To develop and introduce new policies and innovative solutions to strengthen the basic health care system.

4.1. New policies to strengthen basic health care system developed, tested and introduced

Activity 1: Establishment of Innovation Fund and modality for planning, implementing monitoring and gathering experiences 

Activity 2:  To organize workshops, seminars, policy studies

Activity 3: To implement policy-oriented studies: the issues to be studied will include: capacity and role of private health sector; potential for the integration of health services at the basic level and EPI services in particular into health insurance schemes; comprehensive method of supportive supervision from provincial and district levels  for CHCs and VHWs; capacity of CHC personnel focus on technical and management skills; infrastructure and capacity of the newly re-established district health offices and quality of services provided at CHCs

Time frame

The timeframe of the HSS project is 4 years, 2007-2010. This is inline with five-year planning cycle of Vietnam, in which the current five-year plan is for 2006-2010. 

Financial year of Vietnam starts from 1st January to 31 December. This financial year is also proposed to GAVI fund.


	Justification

In the health policy documents of Vietnam, consolidating and strengthening the basic health care network is always among the highest priorities. The strengthened basic health care network will contribute considerably to overall improvements of the healthcare system in general. Therefore, the project has proposed a wide range of intervention activities mainly to strengthen the basic health care network in Vietnam (commune and village levels), including training, retraining, monitoring and supervision, recurrent costs support and allowances to promote better performance of VHWs. These interventions will improve the capacity of CHCs and VHWs, in a comprehensive way. 

The focus of the project is on CHCs and VHWs because they play a critical role in the success of PHC and public health programs in Vietnam. Most of these programs aim at improving the health status of children and women. Therefore, with reference to the functions of VHWs (section 1.1) ), strengthening CHCs and VHWs will contribute considerably to improvements of child and maternal health.

The activities were identified first through careful reviews of health system development strategy and policies, different health system assessment reports and EPI assessment reports, including health system wide barriers to EPI. The Working Group then discussed with related departments of the MOH (Organization and Manpower, Science and Training, Treatment...) and the National EPI Program. In addition meetings were held with experienced health staff at provincial, district and commune levels about the proposed activities and priorities. Finally  comments from solicited from HPG members, ICC members and from other ministries to confirm and priorities the activities.

For the period of 2007-2010, the project will be implemented in 10 (out of 64) provinces in different parts of Vietnam. Selection of the provinces, by regions, for the first phase (2007-2010) is based mainly on the following criteria:

· Socio-economic status of the provinces, including the number of difficult communes and extremely-difficult villages
 

· Immunization coverage: Official figures on immunization coverage (full-immunization, BCG, Polio, DPT and measles coverage) from Annual Health Statistics of the MOH (2005) are used to select project provinces. Priority has been given to provinces with lower coverage of immunization.

· Current government spending and available human resources for health.

Based on above criteria, the following provinces have been selected for the first period of the project: Ha Giang, Bac Kan, Cao Bang, Dien Bien, Bac Giang, Ha Tay, Binh Dinh, Kon Tum, Lam Dong and Tra Vinh (see Annex  for a map and list of provinces).
Based on the above analysis and considerations, the Government of Vietnam through the Ministry of Health hereby seeks $16.4 million over the period 2007-10 in Health Systems Strengthening (HSS) support from the Global Alliance for Vaccines and Immunization (GAVI) This support is expected improve the performance of the health system in providing quality basic health services, including immunization. In order to be able to achieve and show measurable results in terms of outputs of the health services, as described later in the proposal, the request is focused geographically on ten disadvantaged provinces with a total population of 10 million which account for 12% of total population of Vietnam.   

This proposal addresses the major weaknesses of the health system at the commune and village levels except the inadequate physical infrastructure as described in section 1 above.  The government is addressing this issue through a program of construction and equipment of health facilities supported primarily by the Asian Development Bank, the World Bank and EU with a focus on the disadvantaged areas. It has therefore been considered efficient and most in line with the GAVI principles for this proposal to address the other major constraints, which include (i) human resources development; (ii) management capacity strengthening, including HMIS; and (iii) basic supplies and to coordinate closely with other projects and programs in the concerned provinces.

Although the focus of the project is on basic health care level (village, commune and district levels), the project interventions will closely link to the broader health system and improvement of child health. In the health policy documents of Vietnam, consolidating and strengthening basic health care network is always among the highest priorities. The strengthened basic healthcare network will considerably contribute to overall improvement of the healthcare system in general. Furthermore, CHCs and VHWs play a critical role in the success of PHC and public health programs in Vietnam. Most of these programs aim at improving health status of children and women. Therefore, strengthening CHCs and VHWs will contribute considerably to improvements of child and maternal health. The project proposes a wide range of intervention activities to mainly strengthen basic health care network in Vietnam, including training, retraining, monitoring and supervision, recurrent costs support, allowances to promote better performance of VHWs etc. These interventions are expected to comprehensively improve capacity of CHCs and VHWs (their roles are stated above), not only EPI.



Please outline the indicators selected to show progress at every stage of the GAVI HSS support. 

Table 9: How progress will be monitored (from the full proposal: pages 28-30):
	Specific objectives and targets
	Date
	Indicator
	Means of verification
	Comments

	Specific objective 1

To increase the number of Village Health Workers (VHWs) and improve the quality of the work
	
	
	
	

	Curriculum of 9-month training program for VHWs updated
	Quarter 2/2008
	Completion of the curriculum
	Approval by the MoH
	

	Major training materials (plans and procedures for administration) for 9-month training program for VHWs updated
	Quarter 3/2008
	Completion of the materials
	Approval by relevant authorities
	

	Training materials printed and distributed to all project provinces
	Quarter 4/2008
	Number of copies of the curriculum and materials
	List of recipients
	

	Facilitate the employment of VHWS to get 99 percent of villages under the project having a VHW
	2010
	Percentage of villages having a VHWs
	Regular health report
	

	6,040 VHWs having undergone 9 month training
	2010
	Number of VHWs trained
	Regular health report
	

	All VHWs having received basic equipment kit (with continuous refill)
	Quarter 2/2008
	Number of VHWs receiving the kit
	List of recipients
	

	All VHWs receiving incentive of 150,000 VND per month
	Every quarter during 2007-10
	Number of VHWs receiving the incentive
	Payroll in regular financial report from CHCs
	

	Specific objective 2

To improve the quality of Commune Health Workers (CHWs) and expand the reach of the commune health centers (CHCs).
	
	
	
	

	Training materials on EPI in Practice (developed under the collaboration by Vietnam National EPI Program and WHO) printed and distributed to all project provinces
	Qter2/ 2007
	Completion of the material
	Approval by the MoH
	

	4000 CHWs having undergone training on “EPI in Practice” 
	2010
	Number of CHWs trained
	Regular health report
	


	Performance of CHCs under the project are facilitated with funding in addition to government budget for recurrent cost
	Every year during 2007-10
	Value of funding transferred to CHCs
	Payroll in regular financial report from CHCs
	

	Specific objective 3

To strengthen health system management capacity
	
	
	
	

	A manual on planning and M&E for health managers at provincial and district levels is developed 
	Qter 3/2007
	Completion of the material
	Approval by the MoH
	

	Capacity building on managerial skills for health managers at provincial and district levels is facilitated with trainings (ToT) and workshops on planning and M&E
	2008-10
	Number of managers undergone the training
	Regular report
	

	More regular and better quality supportive supervision from provincial and district levels to CHWs and VHWs.
	2008-10
	Number of supportive supervisory visits
	Routine monitoring reports from districts and provinces
	Relatively complicated

	Improved Heath Management Information System (HMIS) is developed to support Health Management at the basic level.
	2008
	Completion of the software
	Approval by the MoH
	

	Management of births and deaths is significantly improved with increased number and better qualification of VHWs. This enables regular information on IMR, MMR and CMR and allow assessment on health impact
	2008-10
	Quality of data reported from villages and CHCs
	Evaluation by an independent agency
	Difficult  to measure and requires a qualitative study

	Specific objective 4

To assist the MOH in developing policies, solutions to strengthen health care system, especially at basic levels, in the disadvantaged provinces as well as nation-wide.
	
	
	
	

	A study on capacity and role of private health sector 
	Qter2/ 2008
	Completion of the study
	Study reported submitted to MoH
	

	A study on potential for the integration of health and EPI services at the basic level and EPI into health insurance schemes
	Qter2/ 2009
	Completion of the study
	Study reported submitted to MoH
	


	A study for the development of a more comprehensive method of supportive supervision from provincial and district levels  for CHCs and VHWs
	Qter 1/ 2008
	Completion of the study
	Study reported submitted to MoH
	

	Health services indicators
	
	
	
	

	Sexual and reproductive health
	
	
	
	

	Contraceptive prevalence rate: 80% in all project provinces 
	2010
	Prevalence rate: 80% in all project provinces
	Regular report on M&C care at CHCs
	

	Births assisted by skilled Birth attendant: 85% of delivery 
	2010
	Percent of assisted births


	Regular report on M&C Care at CHCs
	

	TB 
	
	
	
	

	Cases detection of AFB (+): 75% 
	2010
	Cases detection rate
	Regular report of TB program
	

	DOTS cure rate: 80% of detected cases 
	2010
	DOTS cure rate
	Regular report of TB program
	

	Nutrition
	
	
	
	

	Malnutrition rate of children < 5 weight for age: reduced 4% in each project province
	2010
	Malnutrition rate of children <5
	Regular report on malnutrition of provinces
	

	Utilization of CHCs

Increased utilization of health services at CHCs
	2010
	No. of health contacts to CHCs
	Regular report by CHCs
	

	Immunization
	
	
	
	

	Sustain high DTP3 coverage of at least 90% in each project provinces 
	Annual
	DTP3 coverage rate
	Annual EPI report
	

	Routine 2nd dose of measles vaccine coverage of at least 90% in each project provinces
	Annual
	Routine 2nd dose of measles coverage rate 
	Annual EPI report
	

	Health impact indicators
	
	
	
	

	IMR
	2010
	IMR
	Annual health statistics 
	Difficult to attribute to project activities alone 

	MMR
	2010
	MMR
	Annual health statistics
	


Table 10: Expected progress in indicators over time (from the full proposal: pages 28-30): 

	
	Indicators: baseline and targets 

within 10 provinces under the project

	
	Base-year
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation

	
	
	2006
	2007
	2008
	2009
	2010

	HSS Inputs
	
	
	
	
	
	

	Funds disbursed for PMT and the end users
	
	0
	3,670,748
	4,727,648
	4,461,748
	3,535,748

	Training curriculum and materials developed and provided to the end users
	
	NA
	0
	1
	NA
	NA

	Computer set & HMIS developed and provided to the  end users
	
	NA
	0
	10 prov.

10 districts
164 comm.
	NA
	NA

	Number of equipment kits for VHWs


	
	NA
	0
	18,340
	NA
	NA

	HSS Activities (3 main)
	
	
	
	
	
	

	Number of CHWs trained on EPI practice
	
	NA
	500
	1,500
	2,000
	

	Number of VHWs trained with 9-month course
	
	NA
	
	1,000
	2,500
	2,540

	Percentage of village with a VHW
	
	93.9
	95
	97
	98
	99

	Frequency of supervisory visits from higher levels to VHWs and CHWs
	
	NA
	Every 6 months
	Every 6 months
	Every 3 months
	Every  3 months

	Expected outcomes
	
	
	
	
	
	

	· Contraceptive prevalence rate
	
	
	
	
	
	80

	· Births assisted by skilled Birth attendant
	
	
	
	
	
	85

	· Cases detection of AFB (+)
	
	
	
	
	
	75

	· DOTS cure rate for AFB+
	
	
	
	
	
	80

	· Malnutrition rate children < 5 (weight for age)
	
	
	
	
	
	reduce 4% in each province

	· DPT3 coverage 
	
	
	
	
	
	90

	· Routine 2nd dose Measles 
	
	
	
	
	
	90

	· Health status indicator

   IMR (0/00)
	
	
	
	
	
	25


HSS Financial Analysis and Planning 

Please indicate the total funding required from government, GAVI and other partners to support the identified activities and areas for support. 

· Please refer to existing plans and estimates where relevant (please attach). 

Table 11: Cost of implementing HSS activities (US$): Overall project budget by year 
	
	
	2007
	2008
	2009
	2010
	TOTAL

	
	Obj. 1. VHWs
	1,788,608
	3,360,508
	3,253,608
	2,498,608
	10,901,332

	1.1
	Training curriculum and materials update
	25,000
	-
	-
	-
	25,000

	1.2
	Training materials printings
	-
	50,000
	-
	-
	50,000

	1.3
	Nine-month courses for VHWs
	755,000
	1,510,000
	2,265,000
	1,510,000
	6,040,000

	1.4
	Basic equipment kits for VHWs
	-
	641,900
	-
	-
	641,900

	1.5
	Monthly allowance for VHWs
	688,608
	688,608
	688,608
	688,608
	2,754,432

	1.6
	Supervisory visits for VHWs
	-
	-
	-
	-
	-

	1.6.1
	Monitoring manual/guideline
	20,000
	-
	-
	-
	20,000

	1.6.2
	TOT courses for provincial trainers
	-
	24,000
	-
	-
	24,000

	1.6.3
	Short courses for district officers
	-
	146,000
	-
	-
	146,000

	1.6.4
	Support for monitoring and supervision
	300,000
	300,000
	300,000
	300,000
	1,200,000

	
	Obj. 2. CHWs
	731,840
	671,840
	671,840
	671,840
	2,747,360

	2.1
	Short courses for CHWs on MCH
	130,000
	130,000
	130,000
	130,000
	520,000

	2.2
	Short courses for CHWs on EPI in practice
	130,000
	130,000
	130,000
	130,000
	520,000

	2.3
	Monitoring and supervision for CHCs
	-
	-
	-
	-
	-

	2.3.1
	Monitoring manual/guideline for CHCs
	25,000
	-
	-
	-
	25,000

	2.3.2
	A car to support monitoring & supervision
	35,000
	-
	-
	-
	35,000

	2.4
	Recurrent costs for difficult CHCs
	411,840
	411,840
	411,840
	411,840
	1,647,360

	
	Obj 3. Management Capacity
	574,000
	170,000
	-
	-
	744,000

	3.1
	Health Planning and Magt Manuals
	30,000
	-
	-
	-
	30,000

	3.2
	Training for provincial and district officers
	-
	-
	-
	-
	-

	3.2.1
	TOT courses for prov trainers
	-
	24,000
	-
	-
	24,000

	3.2.2
	Courses for district officers
	-
	146,000
	-
	-
	146,000

	3.3
	HMIS support
	-
	-
	-
	-
	-

	3.3.1
	Pilot and update HMIS software
	8,000
	-
	-
	-
	8,000

	3.3.2
	TOT course on Software for district staff
	20,000
	-
	-
	-
	20,000

	3.3.3
	Training courses for CHWs
	120,000
	-
	-
	-
	120,000

	3.3.4
	Computers for prov, districts and pilot CHCs
	396,000
	-
	-
	-
	396,000

	
	Obj 4. Policy development
	190,000
	290,000
	290,000
	110,000
	880,000

	4.1
	Innovative fund
	100,000
	180,000
	180,000
	40,000
	500,000

	4.2
	Workshops, seminars
	70,000
	70,000
	70,000
	70,000
	280,000

	4.3
	To implement policy-oriented studies
	20,000
	40,000
	40,000
	-
	100,000

	
	Project Management costs
	332,800
	201,800
	192,800
	221,800
	949,200

	
	- Office equipment and furniture
	110,000
	-
	-
	-
	110,000

	
	- Allowances for Project Director
	12,000
	12,000
	12,000
	12,000
	48,000

	
	- Allowances for Project Vice-Director
	8,400
	8,400
	8,400
	8,400
	33,600

	
	- Contracted staff (3), admin staff, accountant
	80,400
	80,400
	80,400
	80,400
	321,600

	
	- PCU/PPCU running costs
	92,000
	92,000
	92,000
	92,000
	368,000

	
	- Financial audit (two times)
	-
	9,000
	-
	9,000
	18,000

	
	- Baseline and post-project surveys
	30,000
	-
	-
	20,000
	50,000

	
	Technical support (3 per-mths)
	53,500
	33,500
	53,500
	33,500
	174,000

	
	- Local consultants (24 per-mths)
	13,500
	13,500
	13,500
	13,500
	54,000

	
	- International consultants (6 per-mths)
	40,000
	20,000
	40,000
	20,000
	120,000

	
	TOTAL
	3,670,748
	4,727,648
	4,461,748
	3,535,748
	16,395,892


Table 12: Sources of funding (including Government, GAVI & 3 main named contributors): (Million USD)

	Funding Sources
	Cost per year (Million US$)

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

	
	2006
	2007
	2008
	2009
	2010
	20…
	

	1. Government 
	1,538.6
	1,797.4
	2,025.8
	2,289.0
	2,587.0
	
	10,237.8

	2. GAVI (HSS proposal)
	0.0
	2.24
	6.04
	5.22
	2.88
	
	16.4

	3. Others sources
	97.91
	111.42
	90.00
	75.00
	51.00
	
	425.3

	· ADB
	26.56
	53.65
	30.93
	30.00
	20.00
	
	161.1

	· WB
	4.93
	24.30
	24.30
	24.00
	24.00
	
	101.5

	· EC
	1.61
	3.28
	3.00
	3.00
	3.00
	
	13.9

	· Others
	64.80
	30.20
	31.78
	18.00
	4.00
	
	148.8

	TOTAL FUNDING
	1,636.5
	1,911.1
	2,121.8
	2,369.2
	2,640.9
	
	10,679.5

	Total unfunded
	
	
	
	
	
	
	


Source: Data from  Evaluation and Projection of ODA and Loans, MOH – 2004

Management and Accountability of GAVI HSS Funds

Please describe the management and accountability arrangements for the GAVI HSS Funds

a) Who is responsible for approving annual plans and budgets for use of GAVI HSS?

The routine approval process of the MOH will use for approving project plans and budget. At provincial level, DoH is responsible to review and approve plans and budget. At the central level, the PMT is responsible for preparing annual project plans and budgets and submit to the Department of Planning and Finance (DoPF), the focal Department for reviewing plans and budgets of the MOH. The DoPF will organize appraisal meeting with the relevant departments and Project Management Team (PMT). After being reviewed, the plans and budgets will be submitted to the Minister of Health for final approval.

b) Which financial year is proposed for budgeting and reporting?

Financial year of Vietnam starts from 1st January to 31 December. This financial year is also proposed to GAVI fund.

c) How will HSS funds be channeled into the country?

According to current regulation of Vietnam, the MOH/PMT will open a foreign currency account within the MOH account system for receiving USD from GAVI and a VND account to transfer from USD to Vietnamese Dong. 

After the Paris Declaration on Aid effectiveness, the Government of Vietnam and Donor community issued “Hanoi Core Statement” in July 2005 to improve external aid effectiveness. One of the issues in this Statement is to step-by-step shift from “project support” to “Sector Program Support”, “SWAp” or/and “budget support”. These aid modalities are quite new in Vietnam. Currently, under coordination of the Ministry of Planning and Investment, related ministries and sectors of the Government are working on this issue. When regulations allow, the PMT and MOH will maximize the use of Government financial accounts to manage the fund from GAVI within the country.

d) How will HSS funds be channeled within the country?

Within the country, existing financial management system will be mostly utilized. Budget from PPMT’s account will be transferred to existing account of the Department of Health for carrying out the project activities within provinces.

e) How will reporting on use of funds take place (financial and activity/progress reports)?

Collecting and analyzing data on progress of the project implementation will be in line with routine timing for health planning in Vietnam. Progress reports will be done firstly by provinces. After getting approval from Provincial Department of Health, the reports will be submitted to PMT/MOH. The PMT is responsible for compiling province reports to a project report in accordance with requirements of the GAVI. 

f) If procurement is required, what procurement mechanism will be used?
- Basic equipment kits for VHWs will be procured according to the Bidding Law number 61/2005/QH11 approved by the National Assembly of Vietnam on 29 November 2005.

- A car for the PMT will be procured by UNDP Office in Hanoi.

g) How will use of funds be audited?
The project will be financially audited by an independent auditing company two times, at the beginning of the third year (auditing first two year activities) and within one year after the close of project. Budget for audit will be from project management costs.

h) What is the mechanism for coordinating support to the health sector (particularly maternal, neonatal and child health programs)? How will GAVI HSS be related to this?

Project Steering Committee will be chaired by a Vice-Minister of Health, with representatives from key Departments of the MOH (e.g., Planning and Finance; Organization and Manpower; Science and Training; International Cooperation; Reproductive Health), National EPI Program, National Institute of Hygiene and Epidemiology, Ministry of Planning and Investment, Ministry of Finance etc.

Within the health sector, a Health Partnership Group (HPG) has been established since 2002 with participation of all donors in the health sector. The HPG has a meeting for every six to eight weeks to discuss common priority issues and concerns related to the health sector. The HPG meetings are normally co-chaired by a Vice-Minister and a representative selected by donor community. During development of the HSS proposal, in addition to useful comments, the HPG members have also provided to the MOH information about projects and support they provide to the project provinces.

During project implementation, project Annual Progress Reports will be presented and discussed at the HPG meetings. Furthermore, project progress will be also informed at the HPG meetings for information and comments. Donors who work on the same areas and the same settings will have opportunities to exchange experiences/lessons and discuss how to collaborate their activities.

Please continue on a separate sheet if necessary. Please attach all relevant documentation. 

Involvement of Partners in GAVI HSS Implementation

The active involvement of many partners and stakeholders is necessary for HSS to be successful.  

Please describe the key actors in your country and their responsibilities below. Please include key representatives from the Ministry of Health, Ministry of Finance, the Immunization Program Manager, the key Bilateral and Multilateral partners, relevant co-coordinating committees and NGOs.

	Title / Post
	Organization
	Roles and Responsibilities related to GAVI HSS

	Director, Dept of Planning and Finance
	MOH
	Overall responsible for development and implementation of the HSS proposal

	Director, Dept of Organization and Manpower
	MOH
	Participate in the development and implementation of the HSS proposal with focus on human resources development for basic health care network

	Director, Dept of Science and training
	MOH
	Participate in the development and implementation of the HSS proposal with focus on training of human resources in health for basic health care network (e.g., training curriculum, materials, recruitment of trainees etc). 

	Director, Dept of Reproductive Health
	MOH
	Participate in the development and implementation of the HSS proposal with focus on coordination and combination of different resources for child health care.

	Director, National EPI Program
	MOH
	Participate in the development and implementation of the HSS proposal with focus on EPI-related activities of the project. 

	Representative from Ministry of Finance
	MOF
	Participate in the development and implementation of the HSS proposal with focus on coordination of financial resources for health care and for health system strengthening.

	Representative from Ministry of Planning and Investment
	MPI
	Participate in the development and implementation of the HSS proposal with focus on overall planning and budgeting for health care.

	Representative from UNICEF Hanoi
	UNICEF
	Participate in the development and implementation of the HSS proposal with focus on coordination of strategy and recourses for child and maternal health care.

	Representative from WHO Hanoi
	WHO
	Participate in the development and implementation of the HSS proposal with focus on coordination of strategy and recourses for child and maternal health care.


5. Additional comments and recommendations 

5.1. Comments at the meeting of Health Partnership Group (HPG)

In general, participants highly support the project and its proposed activities/contents, which are clearly in line with strategy and priorities of the Government in health system strengthening. Major comments in order to improve the proposal as follows:

· The roles and functions for VHWs should be more clearly defined in order to make it coherent in the justification for the items of support to be proposed for VHWs. This will help ensure the relevancy of the support in relation with the jobs which VHWs are expected to do. It also helps it more convincing that the support for VHWs as proposed is to reasonably facilitate them in accomplishing the tasks they are officially assigned as they are part of the basic health network.

· The recent changes in the reorganization of health authorities at district level should be considered when analyzing the current situation of the basic health network as well as proposed support for district level. Given that the restructure of district health centers into three (district health office, district preventive center and district hospital) may help to address a number of issues regarding the state management of health care at local level. This may also create some shortcomings concerning the collaboration among the entities in collective efforts to comprehensively implement extensive health programs. Therefore, thorough consideration of needed support by each of the entities as well as measures to be in place for an expectable operation of the basic health network should be of the top priorities.

· The support to commune and sub-commune levels as such the provision of pre-service and in-service training for CHWs and VHWs has to do with cultural issues. This has implications for the selection of the trainees for the proposed trainings in this project. More specifically, in order to have the strengthened basic health care network to optimally serve the people in the provinces with various groups of ethnic minorities, the composition of the personnel to be provided with the training should be appropriately selected to have desirable participation of those from ethnic minority groups 

· Financial support including incentives for VHWs and supplemental recurrent budget for CHCs should be coordinated to ensure that the support will not create irrational differentiate in payment for the primary health care staff across districts and provinces, and that the results gained through the proposed support should be sustained.

· The project should have some built-in mechanisms to promote a collaboration among different levels and a two-way communication of the information from monitoring and supervision activities. This will help address the shortcomings that feedback regarding findings and measures for problems found through supervisory activities are rarely get informed by the staff at lower levels. Likewise, the project will also promote the practice of feedback on quality and the use of data and information collected at lower levels and considers this an effective measure to encourage more accountability for and assurance of quality of the information collected.  

· The development of an EPI-HMIS software as proposed for the project should consider the use of various versions of HMIS, which have been developed and tested with considerable efforts made in different project/programs. This will help save the project’s money and manpower.

· The rationales developed in the document for specific actions to be funded through the GAVI should be made more cogent and blended together more coherently.

· Concerning a small sum for an innovative fund, the utilization modalities of the fund should be described in some details.

· There should be a broader policy analysis which reflects the Government's updated health system reform program including health insurance and health financing issues to help come up with different alternative approaches to the problems identified.
5.2. Comments at the EPI ICC Meeting

· Some information on the presence and mandate of the VCPFC collaborators at village and commune level and the possible windows of opportunity to create synergies with the VHWs and CHCs could be inserted.

· There should be some explanations to show how the replenishment and financing thereof of the consumables in the kits will be organized.

· There should some refinement regarding the budget line for monitoring and supervision so that this type of budget would be more rationally link to the uneven sizes and the traffic conditions across project provinces.
· Measles vaccines will from 2008 be provided by Polyvac (as it is assigned by MOH to implement "the Project for Measles vaccine production"). The budget line for this kind of vaccine should therefore be considered in the general budget for EPI and the financial support as proposed.

· There should be some consideration to spread the proposed support in a wider scale as it is currently proposed for 10 provinces given that the strengthening of the health system requires for more comprehensive interventions 
5.3. Comments from the 10 provinces at the workshop

+  Director of Hoai On District Health Office (Binh Dinh Province)

· The proposed activities address the most crucial issues of health system at basic levels. This will give great help to the implementation of the national health programs including EPI. The expected outcomes by the year 2010 seem feasible

· One of important points to be considered is the incentive for VHWs given this category of health manpower is dynamic with continuous changes of personnel. The supplement of payment and some vocational opportunities as proposed may be considered as right incentives 

· The training should take place at district and conducted by trainers from provincial secondary medical schools. The choice of various facilities under district health network as locations of training will help facilitate the participation of trainees and save their transportation costs.

· Supply of computers: The timeline for the supply of computers should be by the end of 2007 rather than in 2008. This means that the collection of data/information using computers will be implemented right from the beginning of 2008.

+ Dean of Cao Bang Secondary Medical School

· The training need is great in Cao Bang as 500 CHWs have been working under contracts without being trained. A key policy issue should be given due attention is how to keep the VWHs stay with their job after training. There have been a number of VHWs have undergone 3 month-training and then dropped-out of the job because of low allowances.
· The choice of Provincial Secondary Medical Schools as locations of the training has relevance as the schools can be the best in provinces in providing adequate trainers and training conditions as well. If so the secondary medical  schools will be responsible for providing training and retraining for VHWs and CHWs under the contracts with provincial health bureaus. 

· The training can be divided in 3 terms. The first 3-month will be organized at the secondary health schools and the following terms can be conducted at district health centers/offices.

+ Vice Director of Ha Giang Health Bureau

· The 9 month training for VHWs is very highly appropriate for the actual situation of Ha Giang. As a mountainous province, Ha Giang is much in need of 9-month trained VHWs who can provide basic health care services right at communities.

· One of the issues that Ha Giang has to deal with is the source of personnel for the training given that the potential candidates for the training should meet certain levels of schooling.

· The selection of candidates for the training should be given special attention so as to ensure that the selected are those who have strong commitment to serve their villages after trained.  After undertaking the training the VHWs should be given an official certificate which can serve as an incentive of vocational recognition. 

· The location of the training should be at district health centers and relevant facilities other than at the provincial secondary medical schools. However, the training should be undertaken mainly by trainers from the medical schools.

· The project objectives are to some extent not relevant to Ha Giang as the health indicators of Ha Giang is worst compared to other provinces.

· For the supply of equipment, there should be some consideration of an overhead projector and a fax in the package for provincial level. These devices should be very useful for the training activities.

· Given that each pilot CHC is provided with a set of computer, the software to be developed should be adaptable for a computer working independently in stead of working in conditions of a network like the previous version of the HMIS.

+ Vice Director, Ha Tay Provincial Health Bureau

· Under the current situation of the restructure of district health system the training and retraining for health staff at commune and village levels is of crucial need. The objectives and activities as proposed are highly relevant to Ha Tay province.

· It should be more effective encouragement if the monthly financial support for VHWs could be increase to around 6 USD. 

· There should be strong commitment to make sure that the VHWs will go back to serve their communities after getting the training. The commitment should from both sides – not only by the trainees themselves but also by local health authorities

+ Vice-Director, Lam Dong Provincial Health Bureau 

· Project design is very highly relevant for the needs of health system in Lam Dong province. The support of recurrent budget is essential for Lam Dong given the current situation that the CHCs at mountainous districts meet much of difficulties in carrying out activities of various health programs, especially EPI. In some localities, health staff has to spend almost half a day bringing the ice-box containing vaccines from district health center to communities just because the CHCs can not afford utilities for a fridge

+ Vice-Director, Bac Giang Provincial Health Bureau 

· It is reaffirmed that the objectives and activities set-out under the project are highly suitable for the provinces to strengthen basic health system. The project if approved will greatly help address the highest prioritized health issues of Bac Giang province. 

· An important issue is the capacity to meet the requirements of training and retraining for a quite considerable number of VHWs and CHWs within the project life. Training should be carried-out at various facilities with trainers from the provincial secondary medical schools and trainers/facilitators from provincial hospitals and district health offices.

· The sustainability of the proposed support should be considered. However, given the steady socio-economic development, it is quite feasible that the local government will be able to hand-over the support when the project is due to end.  

+ Vice-Director, Tra Vinh Provincial Health Bureau 

· The continuous change in the dynamic VHWs personnel is also one of the biggest issues for Tra Vinh. This has much to do with the selection of personnel for the training under this project. According to the experience of Tra Vinh province, the selected should be those who have a permanent home/ family at the locality. 

· Concerning the recurrent budget for CHCs, the Tra Vinh province is facing difficulty in providing the monthly support of 15 million VND per CHC. It should be clearly stated that the support from GAVI if approved should not be the replacement of the recurrent budget responsible by the Government. 

+ Director, Dien Bien District Health Office, Dien Bien Province 

· Many VHWs and CHWs in Dien Bien have long in their jobs yet to receive any official training or retraining. The medical knowledge as well as practice of the staff is very much in need of refresh training. Many CHCs have insufficient budget for very modest recurrent costs. The support as proposed should be highly appreciated by Dien Bien as this can help Dien Bien to tackle its pressing difficulties encountered at the basic level of care, for the implementation of health programs.  

+ Bac Kan Health Bureau

· The training of VHWs and CHWs as proposed may pose concerns for the current training capacity of Bac Kan health system. Bac Kan may have to request for technical support from other provinces

+ Vice Director, Kon Tum  Provincial Health Bureau 

· The training of 9 month will be more relevant for VHWs in Kon Tum

+ Binh Dinh Health Bureau – Vice Director – Mr. My M.D.

· An innovative fund is new and should be very good for the project provinces to have more initiatives for the best practices in implementing various public health programs.

All above comments and recommendations are very useful for the project development. The project preparation working group has very carefully studied comments when developing and finalizing this proposal. In addition to the above comments, we have also received very valuable comments from informal reviewers of GAVI. All these comments have been also carefully considered and incorporated in the final proposal. The Working Group express our sincere thanks to all of you, who have helped us to develop and finalise this proposal, bringing better health care services to the people in the most disadvantaged provinces in Vietnam.
6. DOCUMENTS REQUIRED FOR EACH TYPE OF SUPPORT

	
	Title of the assessment
	Time
	Doc. number

	HSS
	Resolution No. 46 NQ/TW by the Politburo On people’s health protection, care and promotion in new context 
	23rd February 2005
	1

	HSS
	Five year plan for protection, care and promotion of people’s health for 2006-2010
	January 2006
	2

	HSS
	Master Plan for the Development of  Health Sector


	30  June, 2006
	3

	ALL
	Five year plan for the Expanded Program of Immunization for 2006-2010
	2005
	4

	HSS
	Medium Term Expenditure Framework **
	December 2005
	5

	ALL
	Immunization assessment 2003
	16 - 27 November 2003
	6

	HSS
	The GAVI barriers analysis 2004
	October 2004
	7

	HSS
	Rapid Health System Assessment –  The Graham Harrison review
	8th to 12th  May 2006
	8

	
	Assessment of participation in EPI activities of private health sector in Ho Chi Minh city
	2004
	9

	
	Endorsed minutes of the National Coordinating Body meeting where the GAVI proposal was endorsed
	
	10.a

	
	Endorsed minutes of the ICC meeting discussing the requested GAVI support
	
	10.b

	ALL
	WHO / UNICEF Joint Reporting Form
	
	11

	
	Terms of Reference of the Interagency Coordinating Committee for the EPI
	
	12


 * Please indicate the duration of the plan / assessment / document where appropriate 

** Where available

THE FOLLOWING CLARIFICATIONS WERE RECEIVED FROM VIETNAM REGARDING THEIR HSS PROPOSAL
GAVI-HSS PROPOSAL – VIETNAM
RESPONSES TO THE COMMENTS/CONDITIONS FROM IRC
Condition 1. Explain the role of the Ministry of Home Affairs (MHA) in relation to the Village Health Workers (VHWs) and its link to the proposed activities.

1. The role of the MHA has been identified in the Decree number 45/2003/ND-CP dated 9th May, 2003 of the Government of Vietnam. According to this Decree, MHA has no direct role related to VHWs. The MHA has responsibility for the overall structure, functioning and monitoring of local governments, but technical guidance on the roles and functions of VHWs is the responsibility of the Ministry of Health.
2. Administratively, VHWs work at the village level as a part of the primary health care network. VHWs are contracted and financed by the local authorities - Commune People’s Committees. 

3. Technically, performance of VHWs is directly supervised and monitored by Commune Health Centers (CHCs) and District Health Offices. Tasks and functions of the VHWs have been identified by the MOH in the Health Minister’s Decision No 3653/1999/QD-BYT dated November 15th, 1999. According to this Decision, VHWs have five major responsibilities as follows: 
a. Health education and communication: 

i. Carry out IEC activities on health protection, health promotion and community safety

ii. Guide the community common healthcare procedures

b. Community hygiene and health prevention:

i. Instruct community about food safety and rational nutrition

ii. Instruct community about clean water, parasites control, hygiene latrine

iii. Participate in immunization activities and epidemic prevention campaigns

c. Maternal and child health care:

i. Encourage and guide pregnant women to have pregnancy checks, support normal delivery in cases the choice of a CHC is impossible.

ii. Instruct community simple measures to monitor child-health
iii. Instruct community as regards family planning and distribution of condoms and contraceptive pills
d. First aid and basic curative care:

i. Provide first aid to accidents and injuries

ii. Simple care for common diseases/health problems in the community

iii. Home care for people with social diseases (e.g., tuberculosis, leprosy etc)
e. Public health programs 

i. Carry out activities of the public health programs at the villages

ii. Responsible for vital registrations (births, deaths), epidemics.

iii. Manage and properly use medical kit for VHWs

In order to be able to carry out the above duties, VHWs should be properly trained. According the MOH plan, all VHWs should be trained for 9 months. Training curriculum covers all above issues, including theory sections, lab practice/demonstrations and field practice. However, due to shortage of financial resources, only a part of VHWs have 9-month training. Most of them have been trained for three or six months. The GAVI-HSS proposal will support Government of Vietnam to properly train VHWs in the ten project provinces. Up to now, there is no donor project provides support for this VHW training programme.

The MOH will develop: (i) training curriculum for new VHWs with full nine-month programme, and (ii) upgrading curriculums for VHWs who have already been trained for three or six months to update and meet the requirements of nine-month training programme as regulated by the MOH.
4. Financially, the Ministry of Finance (MoF) is responsible for identifying the level of minimum monthly allowance for the VHWs, and the payment is made by commune people committees from their local recurrent budgets for health.
Condition 2. Clarify how the proposed project management fits in the overall health system management mechanism and why the GAVI-HSS proposal cannot be managed through existing health structures

We understand and highly appreciate the IRC’s comment on simplifying the project management mechanism. We have also noted and understood the statement in the GAVI HSS guideline that “support shall build on existing country system and processes for planning, implementation and monitoring as much as possible”. After considering different regulations/guidelines of Vietnam Government, we would like to revise the project management as follows:

1. At central level: According to Article 25 of the Decree 131/2006/ND-CP dated 9th November 2006 of the Government of Vietnam on management of the Official Development Assistance (ODA) projects, project owner (in this case, the Ministry of Health ) should establish a Project Management Unit (PMU) at the central level after the project is officially approved by relevant authorities in order to implement project activities. 

In June 2005, Government of Vietnam and donor community in Vietnam approved the “Hanoi Core Statement” (HCS) on project on Aid Effectiveness Ownership, Harmonization, Alignment, Results. Among other issues, (ownership, harmonization, results management, accountability), donors and the Government agreed to improve project management alignment, including: “Donors align with Vietnam's strategies and commit to use strengthened country systems; Vietnam strengthens institutional capacity with support from donors; donors increasingly use government systems”.

Given these reasons, it is necessary for the MOH to establish a PMU at the central level for the GAVI-HSS project at this time. However, the MOH does have some flexibility over the size and nature of the PMU that it will establish. Therefore, the MOH will establish only a small and simple PMU with a high degree of integration with the current system of the MOH. Specifically, the PMU will be based in the Department of Planning and Finance (DoPF) of the MOH, mostly using the current staff of the DoPF. Planning, implementation and monitoring of the HSS project will be integrated in the existing system of the DoPF and the wider MOH.

2. At the provincial and district levels: After careful consideration of different regulations/guidelines of Vietnam Government, we propose that no PMUs will be established at these levels at provincial and district levels. The existing healthcare systems at these levels will be used to plan, implement and monitor the HSS project activities. Provincial Department of Health (at provincial level) and District Health Office (at district level) will be responsible for project implementation.
3. In the longer term, the requirement to establish a PMU for each major project is likely to change. After Hanoi Core Statement, the issue of PMUs and the way that the Government handles donor funds has been the subject of much discussion by donors with the Government, and the Government has indicated that this issue will be seriously reviewed. 

According to the above stated Decree 131 of the Government, there are four types of ODA support that can be applied, namely: Project support, programme support, sector-wide support (SWAp), and budget support. Among these, SWAp and budget support are new modalities in Vietnam. The Government has assigned Ministry of Planning and Investment (MPI), Ministry of Finance (MoF) and other related ministries to develop detailed implementation instructions for the Decree 131 as a whole, including how to implement the new aid modalities. It is expected to have the guideline issued by the second half of this year (2007), followed by some pilots and expansion of the new aid modalities. 

Within the health sector, soon after the approval of the Hanoi Core Statement, the Ministry of Health and the Health Partnership Group carried out a situation assessment on aid management in health sector, and what should be done to apply the HCS in the MOH’s projects toward new aid management modalities (e.g. SWAp and/or mini-SWAp). The study recommended to select two sub-sectors to test better harmonised aid management mechanisms, namely Tuberculosis Control and HIV/AIDS Control. A number of meetings and workshops have been organized to discuss how to practically implement a SWAp and/or budget support in the health sector. In addition to TB and HIV/AIDS control, the MOH and donor community are also discussing some other areas of the health sector (e.g., Safe Motherhood, Human Resources Development, etc) and how to improve external aid management and effectiveness in these areas. All these clearly indicate the willingness of the MOH in applying new aid management modalities in the health sector relevantly, including SWAp, mini-SWAp and budget support.

Considering that support from GAVI for HSS can continue until 2015, we will be willing to accordingly adjust the project management mechanism of the GAVI-HSS  project as soon as new regulations/guidelines allow this to occur.

Condition 3. There is a need to establish of health service output indicators and clarify the link between the targets and the activities. Indicators should show progress over time. The district level performance should be included in the indicators and annual progress report.

1. Health services output indicators:

Following health service output indicators have been proposed in the project proposal:

+ Sexual and reproductive health

1. Contraceptive prevalence rate: 80% 

2. Births assisted by skilled birth attendant: 85% of deliveries

+ Tuberculosis control 

3. Case detection of pulmonary AFB (+): at least 75%

4. DOTS cure rate: at least 80% of the pulmonary AFB+ detected cases 

+ Nutrition

5. Malnutrition rate of children < 5 (weight for age): to be reduced 4% in each project provinces. 

+ Immunization

6. Sustain high DTP3 coverage of at least 90% 

7. Routine 2nd dose of measles vaccine coverage of at least 90% 

Table below presents health service output indicators and expected progress over time in the ten project provinces.

	Expected outcomes
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation

	
	2006
	2007
	2008
	2009
	2010

	· Contraceptive prevalence rate
	60%
	60%
	65%
	70%
	80

	· Births assisted by skilled Birth attendant
	60%
	60%
	70%
	80%
	85

	· Cases detection of AFB (+)
	60%
	60%
	65%
	70%
	75

	· DOTS cure rate for AFB+
	70%
	70%
	75%
	80%
	80

	· Malnutrition rate children < 5 (weight for age) (reduce 4% in each province)
	24%
	23%
	22%
	21%
	20%

	· DPT3 coverage 
	75%
	80%
	85%
	90%
	90%

	· Routine 2nd dose Measles 
	75%
	80%
	85%
	90%
	90%


2. District level performance will be evaluated using data from Health Management Information System, which collects data from commune levels (by commune health centers), reported to the District Health Office, then to Provincial Department of Health and Ministry of Health annually. Therefore, district performance indicators of the project provinces will be included in the annual report of the HSS project.

	
	Training of VHWs
	Allowances for VHWs
	Equipment kit for VHWs
	Training of CHWs and support to CHCs
	Management, M&E

	1. Contraceptive prevalence rate
	Better performance of IEC activities
	More active in family planning activities
	More active and effective family planning activities
	More active and effective family planning activities
	Better mgt and M&E for family planning

	2. Births assisted by skilled birth attendant
	Better skills on maternal care, e.g. pregnancy checks etc
	More active attendance to birth deliveries in community
	More effective support to normal deliveries in community
	Better quality maternal care services 
	Better mgt and M&E for maternal and child healthcare

	3. Case detection of pulmonary AFB (+)
	Better recognize TB suspects and advise them to go to hospital for a diagnosis
	More home visits to recognize TB suspects
	More effective checks/care for common health problems
	Better knowledge and quality services for TB case detection 
	Better M&E from district and hospitals for TB control activities

	4. DOTS cure rate 
	Better hold TB cases during continuous treatment phase (DOTS) in community
	More active home visits to TB patients under DOTS
	More effective home visits to TB cases
	Better knowledge and quality services for TB control - DOTS 
	Better M&E from district and hospitals for TB control activities

	5. Malnutrition rate of children <5 
	Better knowledge and IEC activities
	More active in malnutrition control activities
	More effective checks/care for common health problems
	Better IEC activities and guidance on malnutrition control
	Better guidance and support to CHCs and VHWs on malnutrition control

	6. Sustain high DTP3 coverage 
	Better knowledge and IEC activities
	More active involvement in EPI campaigns
	More effective EPI campaigns
	Better EPI services
	Improved M&E for EPI

	7. Routine 2nd dose of measles vaccine coverage
	Better knowledge and IEC activities
	More active involvement in EPI campaigns
	More effective EPI campaigns
	Better EPI services
	Improved M&E for EPI


3. The links between indicators/targets and activities: As stated in Condition 1, VHWs have five groups of tasks, namely health education and communication; Community hygiene and health prevention; Maternal and child health care; First aid and basic curative care; and Public health programs. Most of these VHWs and supports provided to Commune Health Centers and District Health Offices are also closely linked with the indicators and project targets. Below table presents the relationships between indicators/targets and the major activities of the HSS project.
Condition 4. How the recurrent costs (particularly for VHW incentives and CHC supplemental funds) will be taken over in 4 years. Also describe the mechanism to ensure timely refill of consumables of the kits for VHW: 

1. VHW incentives and CHC’s supplemental funds: In the recent policy and strategy documents
, Government of Vietnam has clearly stated that the Government should more rapidly increase State spending for health in the coming years. According to the MTEF for the health sector, the share of Government spending for health among GDP will increase from 5.56% in 2006 up to 8.23% in 2009. At the same time, five-year socio-economic development plan has set a target for annual GPD growth of 7.5% for the period 2006-2010. With high economic growth and Government commitment of higher spending for health, it is clear that Government spending for health - both in absolute terms (amount of budget) and relative terms (share of health expenditure among Govt expenditures) – has been and will be considerably increased in the coming years. In absolute terms, Government budget for health for 2007 is 21% higher than that for 2006 (while GDP growth is 7.5%).

Furthermore, the Government has already identified that a higher priority is to allocate Government spending for preventive medicine, basic health care network (communes and villages), and health care in difficult provinces, poor people.

With these increases and financial budget reforms, we strongly believe that Government spending for CHCs and VHWs will be clearly increased in the coming years and step-by-step take over the supplemental supports from GAVI for VHWs and CHCs. The GAVI funding is just enabling the MOH to proceed more quickly with strengthening the resources available for VHWs and CHCs than would otherwise be possible.

2. Consumables of the kits for VHWs: Consumables for VHW’s kits have been covered by the recurrent budget for health at local level. Estimated consumable costs for VHW’s kit is about 5 USD per kit per year. Therefore, a costs of about 10,000 USD/year/province is acceptable for provinces. All project provinces have provided the MOH with an official letter, indicating that they are willing to participate the GAVI-HSS project, and commit to allocate sufficient local counterpart funds for the project, including costs for VHW’s kit consumables.
3. Mechanism to ensure timely refill of consumables of the kits for VHW: Consumables for the kits for VHWs will be checked and refilled quarterly routinely by CHCs and District Health Offices. In case of urgent, VHWs can make a request to CHCs for urgent refills.
Condition 5. Explain how HSS supports from other donors (WB, ADB, GFATM, NGOs and bilateral partners) is taken into account in the proposed coverage area. Provide a mechanism to ensure active NGO partnership in implementation.

1. During HSS project development, in addition to the information from MOH, we collected information from all donors about their support related to HSS in the 10 project provinces. A form was created and distributed to all concerned donors to collect information. Through this way, we have avoided overlaps with support from other donors in the coverage area. Specifically, major HSS projects during recent years and up to 2010 include:

a. National Health Project Support (120 mil USD, WB loan, 1996-2005): Mainly focusing on district and provincial levels. The project included health facilities construction and medical equipment supplies.

b. Rural Health Devolvement project (40 mil USD, ADB loan, 2001-2007): This project focuses at provincial and districts level, providing supports to facility constructions, equipment supplies and some training. No activities for VHWs and CHCs are included.
c. Preventive Health System Strengthening project (38 mil USD, ABD loan, 2006-2010): Main aim of this project is to improve the preventive healthcare system at provincial level (Provincial Preventive Health Center), including supplies of equipment, staff training and support for monitoring/supervision system etc). This project has no activity at village level and for VHW.

d. Central Highlands Support Project, including Kon Tum and Lam Dong in GAVI-HSS project (28 mil USD ADB loan and 5.7 million USD Sida Sweden grant, 2005-2009): This project supports the health system in five provinces in central highlands of Vietnam, focusing on provincial hospitals, provincial preventive health centers, provincial secondary medical schools.

e. Mekong Health Support Project, including Tra Vinh province in GAVI-HSS project (70 mil USD, WB loan and Japan Govt grant, 2006-2011): This project has four main components, namely: healthcare for the poor, improving provincial and regional hospitals, support for provincial preventive health center, and human resources development (HRD). The HRD component provides support for Can Tho Medical University (teaching equipment and training of teachers), training of health staff at provincial hospitals and provincial preventive health centers. No training for CHCs and VHWs has been included. 

f. Northern-Uplands Health Support Project, including Ha Giang, Bac Kan, Cao Bang, Dien Bien provinces in GAVI-HSS project (60 mil USD, WB loan, 2007-2012): This project is currently under preparation. Four main components will be included: Human resources development (HRD), improving district hospitals, behaviour change communication, and healthcare for the poor. The HRD component will focus on training for staff at hospitals and preventive health centers at provincial and district levels. No training for CHCs and VHWs will be included.
g. GFATM has also provided support to HIV/AIDS, Tuberculosis and Malaria control in Vietnam. Among this, TB and Malaria control projects have conducted many training courses for Commune Health Workers (CHWs) and VHWs. The TB control programme has trained 2-3 health workers in each CHC, and one VHW in about 20% of villages in the country. The malaria control programme has trained 1-2 health workers in each CHC and one VHW in each village in 23 project provinces. However, all these courses are specifically about TB and malaria control, e.g., how to identify TB and malaria suspects and diagnose cases, how to manage TB and malaria cases at CHCs and at community, and IEC activities on TB and malaria control. No subjects on the health system have been included in these courses.

2. Ensuring active NGO partnership: At the central level, NGOs will be invited to participate in the review meetings of the project organized by the MOH. NGO members at Health Partnership Group will be informed about the GAVI-HSS project issues and progress in the its meetings. At the local level, provinces will be requested to invite NGOs related to health system to participate in project activities (e.g., sharing experiences, sharing materials, participating or conducting training courses etc.)  

Condition 6. To revise the proposed budget to fit within the allowed amount of budget for Vietnam (USD 2.5 per child).

Using statistical estimates from General Statistics Office of Vietnam, it is estimated that 6,515,487 surviving infants will be born during four years (2007-2010). With a budget allocation of 2.5 USD/child/year, the budget allowed for Vietnam GAVI-HSS for four years is 16,288,718 USD. Budget adjustment has been made in the HSS application form and full HSS proposal of Vietnam, and  a total of 16,284,892 USD is now requested for the HSS-Vietnam. 

An amount of 111,000 USD has been cut down. All cutdowns are in the PMU budget, and mostly in project management costs, including: support for PMU staff (48,000 USD reduced); PMU running cost (24,000 USD reduced); PMU workshop/seminars (10,000 USD reduced) etc. 
Condition 7. Involvement of Health Sector Coordinating Committee or its equivalent

As a separate Health Sector Coordinating Committee has not yet been established within the Ministry of Health, we would propose to use following three existing mechanisms related to health system development to guide and supervise the development and implementation of the GAVI supported HSS project:
1. MOH Health System Core Group: A group of core MOH’s Departments and representatives from MPI and MOF – headed by the Health Minister – have participated in the project development process. This group includes key departments/institutions related to health system development, including Departments of Planning and Finance; Organization and Personnel; Science and Training; International Cooperation; Reproductive Health; Health Strategy and Policy Institute; and National Institute of Hygiene and Epidemiology. All core group members already provided comments to the HSS proposal and signed the HSS application form submitted to GAVI. In the phase of HSS project implementation, if funded by GAVI, a Steering Committee, including members from the core group,  will be established for the GAVI-HSS project.

2. Health Partnership Group: As stated in our HSS proposal, a Health Partnership Group (HPG) has been established in Vietnam since 2002 with participation of all key donors in the health sector (WHO and MOH Department of International Cooperation are secretariat of the HPG). The HPG has organized meeting for usually every six to eight weeks to discuss common priority issues and concerns related to the health sector. During 2007, HPG has planned to have at least six meetings (every two months), possibly including an annual meeting of the HPG. The HPG meetings are normally chaired by a Vice-Minister and co-chaired by a representative selected by the donor community, and participated by HPG members, representatives from MPI, and concerned MOH departments etc. HSS proposal (as well as these responses to GAVI Board conditions) was presented at the HPG meeting. In addition to useful technical comments for the proposal, the HPG members have also provided the MOH with information about their projects and/or support to the project provinces. 

During project implementation, project Annual Progress Reports will be presented and discussed at the HPG meetings. Furthermore, project progress will be also informed at the HPG meetings for information and comments. Donors who work on the same areas and the same settings will have opportunities to exchange experiences/lessons and discuss how to collaborate their activities.
3. GAVI Immunization Coordination Committee: Within GAVI support framework, ICC will continue to participate in HSS proposal development and implementation.

The above health sector coordinating mechanisms will continue to guide and coordinate health sector issues, including issues related to HSS proposal development and implementation. 

-----------------------------------------
� The formula to calculate a vaccine wastage rate (in percentage): [ ( A – B ) / A ] x 100.   Whereby : A = The number of doses distributed for use according to the supply  records with correction for stock balance at the end of the supply period; B =  the number of  vaccinations with the same vaccine in the same period. For new vaccines check table (  after Table 7.1.


2 Data from NIN, it will be filled year by year


� Health Statistics Yearbook, MoH, 2005


� Identified according to Decision No 393/2005/QD-UBDT dated August 25th 2005 of the Ethnic Minority Committee of the Government.


�Countries are encouraged to use existing health sector accounts for Health System Strengthening  System funds


� The Resolution number 46-NQ/TW dated 23 February 2005 of the Central Party; Decision number 153/2006/QDD-TTg, dated 30 June, 2006 of the Prime Minister on comprehensive masterplan for health sector up to 2010, and with a vision to 2020.
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