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1. Executive Summary

This proposal has been drawn up by the Technical Secretariat of the National Steering Committee (NSC)  for the Health System Strengthening Strategy (HSSS). The Committee, under the leadership of the Secretary General for Health, comprises two structures that were established in 2005 :

(i) the Support Group for Health System Strengthening (HSS-SG), which consists of a number of departments and programmes of the Ministry of Health and elements of the internal diaspora (Congolese cadres currently employed by NGOs, cooperation organizations or funding agencies) and is coordinated by the Department of Studies and Planning ; and 

(ii) the Inter Health Funding Agency Group (IHFAG), the body responsible for the strategic coordination of the main funding agencies in the field of health.

The decision to seek GAVI support was taken on the occasion of the National Review in February 2006 (Annex 12). The review was of historic importance because it was on that occasion that the Ministry of Health, the partners and other parties concerned formalized (Annex 3) the consensus around the Health System Strengthening Strategy (HSSS) (Annex 1), developed by the Support Group in the course of 2005. The strategy represents a new departure for the health sector in the DRC, after two decades of gradual fagmentation and deterioration. It also represents the re-emergence of the hitherto marginalized Ministry of Health not only as an actor in the system but also as the entity best suited to uniting the efforts of the various partners, which have acted hitherto lacked the necessary focus. Finally, the review represents a new way of working for the various actors in the health sector who, for the first time in fifteen years, have combined their efforts at this level (Annex 14).

The HSSS redefines the rules of the game for cooperation between the Ministry of Health and the partners, within a framework of harmonization and alignment. It specifies a series of emergency measures to halt the gradual deterioration of the country’s health system and, above all, lays down the strategic axes for rebuilding the health system and bringing it back on track. The axes of the strategy revolve around the revitalization of the Health Zones, entities which, in the DRC, correspond to health districts that work under the authority of the Ministry of Health, in cooperation with its partners, their task being implemented essentially through the NGOs. The preparation of the HSSS was followed by the updating of the Master Plan for Health Development (MPHD), in the form of an Interim Plan for the Implementation of the HSSS 2007-09. The phases of this process and the structures involved are summarized in the following figure :


[image: image1]
In the course of 2006, the HSS-SG and subsequently  the NSC worked on :

(i) the alignment of the various interventions of the funding agencies with the strategy; 

(ii) the strengthening of coordination between the Ministry of Health and the partners; 

(iii) the translation of the HSSS into the IP 07-09, consisting in the updating of the last three years of the Ten-Year Plan ; and

(iv) the preparation of this proposal (and as a sub-product of this preparation, the drawing up of a Comprehensive/Overall Immunization Multi-Year Plan which is in the course of being finalized).

As with the HSSS and the IP 07-09, the proposal is based on substantial analytical work on the health sector carried out by the various intervening parties in the course of the first decade of the new millennium. The work revealed that the fragmentation of the DRC’s health system was due to the following factors: under-funding of the health sector, the problem of human resources, the collapse of supervision and support of the health zones and the absence of leadership on the part of the Ministry of Health. 

The immunization services have not been spared by this situation. Approximately seven out of the country’s 11 provinces have a DTP3 coverage rate of less than 60%. They are the provinces of Equateur, Orientale Province, Sud Kivu, Maniema, Katanga, Kasaï Oriental, Kasaï Occidental and Bandundu. One of the reasons for this situation is the country’s inadequate health coverage.

The DRC proposal to GAVI is intended to contribute to the achievement of the sector goals of the MPHD and the IP 07-09, namely:

1. To improve the supply and utilization of quality health services and to ensure the economic and financial sustainability of the Democratic Republic of Congo by 2009.

2. To promote maternal, newborn and child health in the Democratic Republic of Congo by 2009. 

3. To strengthen the prevention and management of epidemics in the Democratic Republic of Congo by 2009.

To this end, the proposal follows the priority areas and intervention strategies laid down in the IP 07-09, with particular attention to the complementarity between the GAVI support and the action of the government and other partners, the aim being to obtain comprehensive and efficient support for a maximum number of the country’s health zones. In the present context, all of the partners consider the sustainable establishment of public interest health structures to be an essential element in the pacification and stabilization of the country, which is dependent on building up the capacities of the country’s cadres and structures.

The proposal covers the last 3 years of the ten year plan for the period 2000-2009, as well as a transition period in 2010, which will serve as a link with the next planning cycle for 2010-2019. The proposal envisages an overall budget of USD 56 812 806. The areas of intervention earmarked for this proposal are as follows :
1. The organization and implementation of the strategy for the revitalization and development of health zones, with 

1.1. Support for the organization by the central and intermediate levels of the development of the health zones in three provinces for the sum of USD 5 117 000 or 9% of the total package,

1.2. Support for the implementation of the strategy for the revitalization of 65 health zones in 7 provinces for the sum of UD 22 908 500 or 40% of the total package.

2. Human resources for the sum of USD 18 376 940 or 32% of the total budget.

2.1. Support for the development of policies and a set of measures to deal with the problem of human resources and, 

2.2. Support for the setting in place of direct interventions on human resource issues in 50 health zones, as well as in the health districts not in receipt of support by the present funding partners or intervening parties.

The health zones to be supported have been selected on the basis of the IP 07-09 and criteria which take into account immunization coverage, the development potential of the zones and the support placed at their disposal by the various intervening parties, as well as the need to make the reference general hospital play its role of support for the development of the decentralized health services of the health zones. 

The population directly concerned by this programme totals 11 704 343 inhabitants or 17.2% of the total population of the country. On an annual basis and applied solely to the population of the 65 zones directly concerned by GAVI support, this represents USD 1.6 per inhabitant per annum, or USD 8 per child under 5 years of age per annum. Calculated on the basis of the total population of the DRC, this would represent the sum of USD 0.3 per inhabitant per annum. If GAVI support is granted, it would represent an increase of 9.7 % of public spending (State and main partners) over the duration of the programme, which would be devoted to the financing of the areas earmarked for this proposal.

This proposal has been prepared at a time that represents a turning point for the DRC. The area of the country going through a humanitarian crisis is gradually getting smaller with the progressive political transformation of the country. With peace, the time has come to think about development again and GAVI could contribute significantly to this process. 
2. Signatures of the Government and National Coordinating Bodies

2.1 Government bodies

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

The Government of the Democratic Republic of Congo 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.
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National Coordinating Body: Health Sector Strategy Committee:
We, the members of the National Co-ordinating Body, the NATIONAL STEERING COMMITTEE, met on the 27 OCTOBER 2006 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 NUMBER: 33
	Agency/Organisation
	Name/Title

	1. Secretary General for Health and Chairman of the National Steering Committee of the HSSS
	Dr MIAKA mia BILENGE 

[signature]

	2.  Department of Studies and Planning
	Dr KALAMBAY NTEMBWA, Director

[signature]

	3. Ministry of the Budget
	Mr NSAMPANGA Odon, Head of Division

[signature]

	4. Ministry of Planning
	Mr MBALA SUNGU, Head of Division

[signature]

	5. WHO/DRC
	Dr Jean Baptiste ROUNGOU, 

Resident Representative, Member of the Inter Health Funding Agencies Group

[signature]

	6. General Department of Cooperation for Development, Embassy of Belgium
	Dr Urbain MENASE. Assistant Attaché for the Health Sector, Embassy of Belgium
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	7. Canadian International Development Agency
	Dr BOKOKO, Marie-Jeanne, Cooperation Attaché, Embassy of Canada, Member of the Inter Health Funding Agencies Group

[signature]

	8. European Union
	Mrs Nancy VANHAVERBECKE, Head of Development, Environment and Regional Cooperation Section, Member of the Inter Health Funding Agencies Group

[signature]

	9. World Bank
	Dr Jean Pierre MANSHANDE, Member of the Inter Health Funding Agencies Group*

[signature] 

[in signing this document, the World Bank representative indicated that he had no objection to the submission of this application to GAVI and that he was ready to support its implementation]

	10. USAID
	Mr Robert G. HELLYER

Director

[signature]

	11. UNICEF
	Mr Anthony BLOOMBERG

Resident Representative

[signature]

	12. UNFPA
	Mr Pierre SHAMOL, Assistant to the Representative, Member of the Inter Health Funding Agencies Group

[

	13. National Council of the Health NGOs
	Mr MUKINAY TUMB TUMB, 

National President

[signature]

	14. German Cooperation – Health Programme GTZ
	Dr Eric VERSCHUEREN

Chief Technical Adviser

[signature]


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

	Name: 
Dr Hyppolite KALAMBAY NTEMBWA
	Title: 
Director, the Department of Studies 


and Planning, Ministry of Health

	
	

	Tel No.:
(00243) 81 700 54 63


(00243) 81 520 30 96
	Address:
39, Avenue de la Justice,


Kinshasa - Gomba

	
	
Democratic Republic of Congo

	
	

	Email:
bepsante@ic.cd


hkalambay@yahoo.fr
	
……………………………………


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

	6. General Department of Cooperation for Development, Embassy of Belgium
	Dr Urbain MENASE. Assistant Attaché for the Health Sector, Embassy of Belgium

	7. Canadian International Development Agency
	Dr BOKOKO, Marie-Jeanne, Cooperation Attaché, Embassy of Canada, Member of the Inter Health Funding Agencies Group

	8. European Union
	Mrs Nancy VANHAVERBECKE, Head of Development, Environment and Regional Cooperation Section, Member of the Inter Health Funding Agencies Group

	9. World Bank
	Dr Jean Pierre MANSHANDE, Member of the Inter Health Funding Agencies Group

	10. USAID
	Mr Robert G. HELLYER

Director

	11. UNICEF
	Mr Anthony BLOOMBERG

Resident Representative

	12. UNFPA **
	Mr SIDIKI COULIBALY **
Representative  [signature]

	13. National Council of the Health NGOs
	Mr MUKINAY TUMB TUMB, 

National President

	14. German Cooperation – Health Programme
	Dr Eric VERSCHUEREN

Chief Technical Adviser


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

	Name: 
Dr Hyppolite KALAMBAY NTEMBWA
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Director, the Department of Studies 
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	Tel No.:
(00243) 81 700 54 63


(00243) 81 520 30 96
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hkalambay@yahoo.fr
	
……………………………………


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 UNFPA representative has signed on this separate sheet because, on the preceding sheet, appeared the nameof his assistant on behalf of his organisation. That sheet could not be modified as it had already been signed by the other partners.

.

Government and the Inter-Agency Coordinating Committee for Immunization 
The Government of the Democratic Republic of Congo 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.

National Coordinating Body: Inter-Agency Coordinating Committee for Immunization:
We, the undersigned members of the ICC met on 25 October 2006 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 NUMBER: 35
	Agency/Organisation
	Name/Title

	WHO
	Dr Jean Baptiste ROUNGOU

Resident Representative

[signature]

	
	

	UNICEF
	Mr Anthony BLOOMBERG

Representative

[signature]

	
	

	ROTARY CLUB
	Mr Ambroise TSHIMBALANGA

President

[signature]

	
	

	USAID
	Mr Robert HELLYER

Director

[signature]


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 co-ordinated and organised through an inter-agency coordinating mechanism (ICC).  The ICC are 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 Coordinating Committee for Action, Mobilization and Coordination of Resources for Health (ICCA)

	

	Date of constitution of the current ICC: 13 July 1995

	

	Organizational structure (e.g., sub-committee, stand-alone): Stand-alone body with various sub-committees (EPI, AIDS, Trypanosomiasis Cental Office, Emergencies and Catastrophe Management, Epidemiological Surveillance and Health Information, Essential and Traditional Medicines, Environment, Malaria, Reproductive Health, etc).
A restructuring of the Immunization Sub-Committee was introduced in order to provide a better platform for discussion and exchanges of ideas on the routine EPI.

	

	Frequency of meetings: Quarterly  (Monthly for the immunization sub-committee)

	

	Composition:

	

	Function


	Title / Organization
	Name

	Chair


	Minister for Health
	Dr Zacharie KASHONGWE

	Secretary


	EPI Director 
	Dr MBUYA MBAYO

	Members
	· WHO

· UNICEF

· ROTARY

· USAID

· Ministry of Health

· NGOs:


	Dr. Jean Baptiste ROUNGOU
Mr. Anthony BLOOMBERG
Mr. Ambroise TSHIMBALANGA

Mr Robert G. HELLYER
Directeur de Cabinet, MoH

Secretary General for Health

Medical Advisor to the Ministry of Health 

EPI Assistant Director

Director – School of Public Health

MSF
SANRU
MEMISSA
CRS, etc.



Major functions and responsibilities of the ICC: 

· Coordination of the actions of the partners

· Mobilization of resources

· Monitoring, continuous supervision and evaluation of all human, material and financial resources for which it is responsible in terms of management

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

1. Opening of the committee to other health partners (NGOs) and other public sectors (Ministries of Planning and Higher and University Education)

2. Concerted support to financial assistance programmes and plans through a memorandum of understanding between the Ministry of Health and the partners.

3.   Planning, monitoring and evaluation of concerted and joint implementation.

3. Immunization Programme 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
	67 779 979 inhabitants


	GDP per capita

	100 USD 

	Surviving Infants* 
	2 365 521

	Infant mortality rate
 

	126/1000

	Percentage of GDP allocated to Health
	NAv


	Percentage of Government expenditure on Health


	4.55%


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

Table 2: Trends of immunization coverage and disease burden 

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

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

	Vaccine
	Reported
	MICS 2 Survey
	Disease
	Number of reported cases

	
	2004 
	2005 
	2001 
	200…
	
	2003
	2004

	BCG
	78
	84.2
	53%
	
	Tuberculosis*
	NAv
	NAv

	DTP


	DTP1
	76
	82.1
	
	
	Diphtheria
	NAv
	NAv

	
	DTP3
	64
	72.7
	29.5%
	
	Pertussis
	2534
	7104

	Polio 3
	63
	72.6
	41.5%
	
	Polio
	0
	0

	Measles (first dose)
	64
	69.7
	46%
	
	Measles
	58235
	29057

	TT2+ (pregnant women)
	58
	66.3
	50.4%
	
	Neonatal tetanus 
	1670
	1515

	Hib3
	Nav
	NAv
	NA
	
	Hib **
	NAv
	NAv

	Yellow fever
	49
	65.9
	NA
	
	Yellow fever
	18
	393

	HepB3
	NAv
	Nav
	NA
	
	 HepB seroprevalence * 
	NAv
	NAv

	Vit A supplement


	Mothers                               (<6 weeks post-delivery)
	
	40
	
	
	
	
	

	
	Infants                             (>6 months)
	
	ND
	
	
	
	
	


* If available ** Note: JRF asks for Hib 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:

MICS 2 Survey in 2001 among women and children under 5 years of age

Comprehensive Multi-Year Immunization Plan

The Overall Multi-Year Immunization Plan of the DRC is in the course of being finalized. The baseline immunization data contained in this proposal are those of the other immunization plans available in the country and those of the Financial Sustainability Plan (FSP) which is still valid. The immunization plan and the FSP are reproduced in the various Annexes.

Table 3: Current Vaccination Schedule: Traditional, New Vaccines and Vitamin A Supplement  
	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
	

	Tuberculosis

(BCG)
	At birth
	X
	
	

	Oral polio vaccine 

(OPV)
	At birth, 6 weeks, 10 weeks, 14 weeks
	X
	
	

	Diphtheria, tetanus, pertussis 

(DTP)
	6 weeks, 10 weeks, 14 weeks
	X
	
	Combined with HepB from 2007

	Measles (measles)
	9 months
	X
	
	

	Anti Amaril (AAV)
	9 months
	X
	
	To be given at the same time as the measles vaccine

	Hepatis B (Hep B)
	6 weeks, 10 weeks, 14 weeks
	X
	
	Combined with DTP from 2007

	Vitamin A*
	Mother : in maternity service

Children : from 6th months
	X
	
	The dose for the child will be renewed every 6 months up to the age of 59 months


· Vitamin A supplementation is administered by the National Nutrition Programme or during the campaigns for the fight against onchocerciasis by the mass distribution of Ivermectine.

Summary of major action points and timeframe for improving immunization coverage identified in the FSP
	Major actions (FSP pages 41- 43, Annex 4)

	Timeframe

	1. Improving the provision of services


	The FSP does not lay down a specific timeframe for the implementation of these major actions but gives a detailed plan for the implementation of activities (section 5, p. 76).



	2. Strengthening the capacities of personnel


	

	3. Strengthening logistics


	

	4.  Strengthening communication activities


	

	5. Strengthening the surveillance system


	

	6. Reducing vaccine wastage rates


	

	7. Mobilizing local resources and effective decentralization
	

	8. Strengthening coordination and partnership


	

	9.  Integrating activities
	


Table 4: Baseline and annual targets (Page of the DRC Plan, Gavi Progress Report for 2005, page 18)

	Number of
	Baseline data and annual targets 

	
	Base-year
	Year of GAVI application
	Year 1 of Program
	Year 2 of Program
	Year 3 of Program
	Year 4 of Program
	Year 5 of Program
	Year 6 of Program

	
	2005
	2006
	2007
	2008
	2009
	2010
	2011
	2012

	Births
	2711199
	2792535
	2876311
	2962601
	3051479
	3143023
	3237314
	3334433

	Infants’ deaths
	345678
	356048
	366728
	377732
	389064
	400736
	412758
	425140

	Surviving infants
	2365521
	2436487
	2509582
	25848669
	2662415
	2742287
	2824556
	2909293

	Pregnant women
	2711199
	2792535
	2876311
	2962601
	3051479
	3143023
	3237314
	3334433

	Infants vaccinated with BCG 
	2 281 907
	2 373 655
	2 588 680
	2 814 471
	2 959 934
	3 048 732
	3 172 567
	3 267 744

	BCG coverage*
	84,2
	86
	89
	91
	91
	96,9
	97,9
	97,9

	Infants vaccinated with OPV3 
	497839
	2094401
	2243523
	2499707
	2332728
	
	
	

	OPV3 coverage**
	72,6
	75
	78
	81
	83
	
	
	

	Infants vaccinated with DTP3*** 
	1 718  777
	1 876 095
	2 057 857
	2 248 836
	2 449 422
	2 522 904
	2 626 837
	2705642

	DTP3 coverage**
	72,7
	75
	
	
	
	
	
	

	Infants vaccinated with DTP1***
	1 943  110
	2 022 284
	2 208 432
	2 378 079
	2 529 294
	2 605 173
	2 711 574
	2792929

	Wastage
 rate in base-year and forecast thereafter
	20%
	15%
	10%
	
	
	
	
	

	Infants vaccinated with 3rd dose of  HepB
	NAv
	NAv
	2057 857
	2 248 836
	2 449 422
	2 522 904
	2 626 837
	2 705 642

	DTP3 – HepB Coverage**
	
	
	78
	81
	83
	
	
	

	Infants vaccinated with 1st dose of AAV
	1 558 602
	2436487
	2509582
	2584869
	2662415
	2742287
	2824556
	2 909 293

	Wastage1 rate in base-year and forecast thereafter  for AAV
	27%
	20%
	20%
	20%
	15%
	15%
	10%
	10%

	Infants vaccinated against Measles 
	1 647 875
	1 827 365
	2 007 665
	2 197 139
	2 396 174
	2 468 059
	2 570 346
	2 647 456

	Measles coverage**
	69,7
	75
	78
	81
	83
	
	
	

	Pregnant women vaccinated with TT+ 
	1 797 949
	2 094 401
	2 301 049
	2 518 210
	2 746 331
	2 828 721
	2 945 955
	 3 034 334 



	TT+ coverage****
	66,3
	64
	67
	70
	72
	
	
	

	Vit A supp.
	Mothers 

(<6 weeks from delivery)
	
	
	
	
	
	
	
	

	
	Infants 

(>6 months)
	
	
	
	
	
	
	
	


*  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

**** Number of pregnant women vaccinated with TT+ out of total pregnant women


Please indicate the method used for calculating TT and coverage: Number of women vaccinated with TT+ out of total pregnant women 

Table 5: Estimate of annual DTP drop-out rates

	Number
	Actual rates and targets

	
	 2005
	 2006
	 2007
	 2008
	 2009
	 2010
	 2011
	 2012

	Drop-out rate                                    [ (DTP1 - DTP3 ) / DTP1 ]  x 100
	15
	12
	10
	9
	8
	7
	-
	3.13


Table 6: Summary of current and future immunization programme budget (Page 56 of the Plan Annex 4 FSP)
	
	Estimated costs per annum in USD 000s (2005 to 2009)

	Budget chapter
	Baseline year 2005
	Year 1 2006
	Year 2 2007
	Year 3 2008
	Year 4 2009
	Year 5 2010

	Title 1 Routine Recurrent Cost
	28 676 547
	32 922 227
	35 038 860
	37 596 523
	38 027 122
	

	Title 2 Routine Capital Cost
	2 423 984
	4 425 185
	4 145 829
	4 193 226
	4 309 800
	

	Title 3 Campaigns
	23 119 723
	17 344 977
	8 397 049
	6 329 369
	0
	

	Title 4 Shared Health Systems
	2 185 691
	2 229 405
	2 273 993
	2 319 473 
	2 365 862
	

	GRAND TOTAL
	56 405 946
	56 921 794
	49 855 731
	50 438 590
	44 702 784
	


Table 7: Summary of current and future financing and sources of funds 

(Annex 4 – SFP, page 60) 

	
	
	Estimated financing per annum in USD 000s

	Budget chapter
	Funding source
	Year 2006
	Year 2007
	Year 2008
	Year 2009
	Year 4 
	Year 5 

	1
	Government
	6 199 889
	6 451 573
	6 670 445
	7 767 133
	
	

	2
	Decentralized entities
	132 300
	145 530
	160 083
	176 091
	
	

	3
	GAVI - Vaccine Fund
	9 251 350
	9 456 861
	7 182 565
	6 382 213
	
	

	4
	WHO
	14 319 319
	14 299 319
	8 976 113
	9 051 525
	
	

	5
	UNICEF
	15 718 645
	7 186 971
	11 212 151
	5 220 061
	
	

	6
	USAID
	3 785 057
	2 799 903
	3 079 893
	3 282 993
	
	

	7
	ROTARY
	425 467
	510 365
	425 347
	431 858
	
	

	8
	Belgian Cooperation
	3 256 795
	3 961 039
	3 782 918
	2 940 435
	
	

	9
	Other partners
	2 594 667
	2 646 011
	2 681 551
	2 735 182
	
	

	GRAND TOTAL
	56 921 794
	49 855 731
	50 438 590
	44 702 784
	
	


Table 7a : Summary of projected resources per activity, 2005 to 2009 

(Annex 4   – FSP, page 57)

	Activities
	Year 2005
	Year 2006
	Year 2007
	Year 2008
	Year 2009
	Year  2010

	1. Routine
	$33 286 223
	$39 576 817
	$41 458 682
	$44 109 221
	$44 702 784
	

	2. Campaigns
	$23 119 723
	$17 344 977
	$8 397 049
	$6 329 369
	NA
	

	TOTAL
	$56 405 946
	$56 921 794
	$49 855 731
	$50 438 590
	$44 702 784
	


4. Immunization Services Support (ISS) 
Please indicate below the total amount of funds you expect to receive through ISS.

      Table 8: Estimate of funds expected from ISS

	
	Baseline  Year

2005
	Current year*

2006
	Year  1**

2007
	Year   2**

2008
	Year   3**

2009
	Year   4**

2010
	Year   5**

2011

	DTP3 Coverage rate
	
	
	
	
	
	
	

	Number of infants reported / planned to be vaccinated with DTP3 (as per table 4)
	
	
	
	
	
	
	

	Number of additional infants that annually are reported / planned to be vaccinated with DTP3 
	
	
	
	
	
	
	

	Funds expected 

($20 per additional infant)
	
	
	
	
	
	
	


*  Projected figures


**  As per duration of the multi-year plan

If you have received ISS support from GAVI in the past, please describe below any major lessons learned, and how these will affect the use of ISS funds in future.  

Please state what the funds were used for, at what level, and if this was the best use of the flexible funds; mention the management and monitoring arrangements; who had responsibility for authorising payments and approving plans for expenditure; and if you will continue this in future. 
	Major Lessons Learned from Phase 1
	Implications for Phase 2

	1.
	

	2.

	

	3.
	

	4.
	

	5.
	

	6.
	


If you have not received ISS support before, please indicate:  

a) when you would like the support to begin: 

b) when you would like the first DQA to occur:

c) how you propose to channel the funds from GAVI into the country:

d) how you propose to manage the funds in-country:

e) who will be responsible for authorising and approving expenditures: 

· Please complete the banking form (annex 1) if required



5 Health System Strengthening (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).
5.1. Recent assessments, reviews and studies of the health system:
	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates
	No

	Health System Strengthening Strategy (HSSS)
	MoH, support group for revitalization ("internal diaspora"), approved by all the health sector partners (see Declaration of Inter Health Funding Agency Group in Annex 17)
	Basic document setting out the health system strengthening strategy. It includes an analytical section focusing on the main constraints and obstacles faced by the system
	11/05

05/06
	1

	Growth and Poverty Reduction Strategy Paper
	Government of the DRC with all the development partners
	Framework for planning, financing and harmonization of development interventions within a dynamic partnership
	03/06
	2

	2005 Annual Review of the MoH
	MoH (all levels and programmes) and all the health sector partners
	General and provincial review of the state of health, performances and strategic options.
	02/06
	3

	EPI Financial Sustainability Plan
	Staff of the MoH and the partners supporting immunization activities (members of the ICC)
	Financing of the EPI, including the strategy of the government for the mobilization of financial resources and their effective use.
	10/05
	4

	Report on Health and Poverty in the DRC
	World Bank together with a Congolese team representing all the partners (MoH, National Institute of Statistics, universities and NGOs)
	Detailed documentary review with analysis of the results of the health system and the capacities of households and communities in terms of consumption of health services. Also examines the strategies of the government and the partners, stressing question of health care financing and their impact on the poor. 

NB: human resource aspects now superseded.
	05/05
	5

	Minimum Package of Partnership for Transition and Relaunch in the DRC
	Government of the DRC
	Strategic framework for the stabilization and the reconstruction of the country, proposing a concentration of efforts on revitalising the health zones and strengthening capacities.
	11/04
	6

	Report of the Round Table on the Health Sector
	Government institutions, embassies, cooperation services, multilateral organizations, international NGOs, local NGOs, university institutions, private sector, national unions and associations of the health sector professions
	The main recommendations relate to the supply of medicines, the development of human resources, the development of the health zones and the financing of the health system.
	5/04
	7


	SANRU III National Colloquium 

"Let us rebuild the provincial health structures in the DRC" 


	Partners, bilateral and multilateral cooperation agencies, national and international NGOs, parties involved in the health sector, ministries of Health and Planning, political and administrative entities of the city of Kinshasa and the provinces
	Detailed analysis of the different aspects of the health crisis in the DRC 
	9/03
	8

	Report of the Etats Généraux de la Santé
	Government institutions, civil society, private sector, health service providers, religious groups, representatives of bilateral and multilateral organizations, 
	Little in the way of analysis but adoption of the sector policy, the organic framework of the MoH, Master Plan for Health Development and the Framework Law on health 
	12/99
	9

	Report of the Round Table on the Health Sector
	Government institutions, embassies, cooperation services, multilateral organizations, international NGOs, local NGOs, university institutions, private sector, national unions and associations of the health sector professions
	The main recommendations relate to the supply of medicines, the development of human resources, the development of the health zones and the financing of the health system
	8/04
	7

	SANRU III National Colloquium 

"Let us rebuild the provincial health structures in the DRC" 


	Partners, bilateral and multilateral cooperation agencies, national and international NGOs, parties involved in the health sector, ministries of Health and Planning, political and administrative entities of the city of Kinshasa and the provinces
	Detailed analysis of the different aspects of the health crisis in the DRC 
	8-9/03
	8

	Report of the Etats Généraux de la Santé
	Government institutions, civil society, private sector, health service providers, religious groups, representatives of bilateral and multilateral organizations, 
	Little in the way of analysis but adoption of the sector policy, the organic framework of the MoH, Master Plan for Health Development and the Framework Law on health 
	12/99
	9

	Report on the strategies for the reform of the health sector in the DRC
	MoH and the WHO
	Analysis of the institutional and political constraints of the health sector, including the financing and human resource aspects
	8/05
	14

	Progress report to GAVI and the Vaccine Fund
	Expanded Programme of Immunization / MoH / DRC
	Progress made in 2005 by the Expanded Programme of Immunization, the financial sustainability of the programme and the management of the GAVI funds
	01/05
	10

	Joint report by UNICEF/WHO on notification of immunization activities 2005
	UNICEF / WHO
	Situation of immunization activities carried out in 2005 throughout the country, specifying the coverage rates per antigen. Also contains the results of the survey of immunization coverage and describes the indicators of the immunization system
	04/06
	24


5.2. The major strengths identified in the assessments:

5.2.1. From the structural point of view:

1. A pool of human resources for health incorporating a critical mass of local expertise in public health matters, together with an established knowledge of the organization and operation of the health sytem. (Annex 5, Annex 14).

2. A dense network and an integrated district system (referred to in the DRC as the "Health Zones") which has managed to survive extreme conditions. Despite the low level of utilization – in which financial barriers play a crucial role – certain activities, such as immunization or prenatal consultations, have been maintained (Annex 5). The consensus view is that the Health Zone system provides a solid foundation for the reconstruction and development of the health system (Annexes 1-3, 5, 7-9).

3. A pluralist health system with heavy involvement of the NGOs at all levels in the provision of care. Despite the uncontrolled commercialization of health care, the care system continues to retain its public service character.

5.2.2. From the point of view of the current situation

1. The peace process and the re-establishment of democracy, have brought about a gradual reduction in the area of the country facing a humanitarian emergency situation and an extension of the area of the country in which the conditions are propitious for development efforts.
2. Cooperation. Since 2005, the MoH has resumed a position of leadership in the sector with the formulation of a strategy for emerging from the crisis and strengthening the health sector. This strategy has gained the support of the great majority of the actors and parties involved, as evidenced by the repeated declarations of the funding agencies (Annex 17) and by the change in their attitudes and budget allocations. It is further evidenced by the institutionalization of the cooperation between the MoH and the other parties involved. Since 2005, a Support Group has been set up around the Department of Studies and Planning (DSP) of the MoH, at the same time bringing in the members of the "internal diaspora" of Congolese working as experts for the various funding agencies, NGOs and development cooperation services. In October 2006, the Support Group for Health System Strengthening was co-opted into the Technical Secretariat of the National Steering Committee set up by the Ministry of Health (Annex 15), which includes the main partners of the Ministry. Through practice, these new structures for cooperation and coordination are beginning to show results (Annex 17).

3. A start has been made in refinancing the sector with a small increase in the financial commitment of the State (up from 0.81% of the budget in 2002 to 4.55% in 2005) and a commitment from the funding agencies to support the health system strengthening strategy. This is reflected in an increase in the volume of financing and by a shift from programme financing towards system development support.

5.3. The major problems with relevance to the immunization services identified in the assessments 

The DRC is faced with exceptional challenges in the field of health. These arise in consequence of one of the bloodiest conflicts in the world, the deep socio-economic crisis and the impoverishment which has accompanied it. The intensity of the health crisis that the country has to tackle is well documented (Annexes 1 to 11). Apart from these exceptional challenges, the various situation studies, the HSSS and the Interim Plan that followed it (Annex 1, Annex 32) have identified a series of major problems constituting constraints on the reconstruction and the development of the Congolese health system.

Before the war, the Congo's health system was based on functional health zones offering an integrated package of basic services through networks of health centres supported by zone hospitals. The provision of care was based on a mix of public and non-governmental services of a non-commercial character operating within the same development framework of health zones. Over the course of the last 15 years, the situation has deteriorated to such an extent that the basic health cover is no longer provided in a large part of the country (Annexes 1-9). In this regard, it can be observed that:

· the health zones are manifestly run down and their services are disrupted and fragmented

· the health services are vertical, uncoordinated, ineffective and inefficient instead of being integrated, continuous and comprehensive

· commercial health activities have emerged that are uncoordinated and of dubious quality.

This situation has resulted in a quantitative and qualitative deterioration in the health care services offered to the population. In 2005, the financial sustainability plan of the Expanded Programme of Immunization noted that the EPI could not achieve good performances with such a health system.

The strategy for strengthening the health system (HSSS) and the Interim Plan for its implementation (IP 07-09) indicate that the following obstacles need to be overcome to correct this situation:

1. The under-financing of the health sector due to the de facto disengagement of the State for more than fifteen years, the limited contributions of the international community and the impoverishment of the population. This has resulted in (i) the collapse of the structures providing health care, (ii) the commercialization of the health sector with many perverse effects, (iii) major barriers hindering access for a very large part of the population and (iv) the negative effects of the current financing of a commercialized system (see Annexes 14 and 32). The financial barriers and the inadequate supply would appear to offer a better explanation for the under-utilization of the services than a lack of demand.

2. The problem of human resources, namely an over-supply of ill-trained and underpaid personnel, constrained to seek the advantages available through externally financed vertical programmes to the detriment of the work to be carried out within the health zone or to exploit their customers through a supply of care of sometimes dubious quality. This will necessitate a whole series of measures, such as the adjustment of inadequate remuneration, the paying off of the 5-10% of the personnel awaiting retirement, policies for the accreditation of training institutes and the reform of the civil service.

3. The organization of the health zones has become fragmented and no longer has any clear frame of reference. Team work on the extension of cover with all elements of basic care has given way to uncoordinated ad hoc activities within a context of vertical programmes. There is an urgent need to return to a frame of reference that specifies the modalities of operation for all of the services.

4. The lack of leadership of the Ministry of Health. The marginalization of the MoH in budget terms has resulted in: (i) the loss of its power to make decisions independently (ii) the manifest difficulties in coordinating the funding agencies and their sometimes misplaced initiatives, (iii) a lack of control and authority over the financing of the sector and (iv) a failure (until recently) to maintain the planning framework of the health zones in the face of a multitude of external initiatives which, though uncoordinated, enjoy the benefit of an outside financial support that bears no comparison with that of the health zones.

All of these problems have had a serious impact on the immunization services, on the one hand, by human resources being diverted from the peripheral level towards the implementation of externally financed vertical programmes with the capacity to pay bonuses to guarantee that the activities are carried out and the results delivered to the central level and, on the other, by a tendency for human resources, acting by a reflex of individual survival, to neglect the immunization services in favour of curative services that generate an income. The disruption of the services of the health zones has led to a reduction in the number of health centres capable of offering immunization services in accordance with the EPI standards in terms of number, regularity of immunization sessions and the quality of the services supplied, including the related statistical data.

5.4. The major recommendations in the assessments: 

The main recommendations of the assessments are summarized in the HSSS formally adopted by the Ministry of Health and the community of funding agencies on the occasion of the Sector Review held in February 2006. The formulation of this strategy (Annex 1) was followed by the drafting of the Interim Plan for 2007-2009, which updates the Master Plan for Health Development and incorporates the recommendations of the Sector Review: The HSSS lays down the following strategic axes: 

1. To revitalise the health zones and correct the distortions induced in the peripheral level.  To this end, it will need: 

· to establish Executive Teams to provide integrated leadership at the HZ level

· to draw up or update the health development plans of the HZs

· to rationalise the operation of the reference general hospitals (RGHs)

· to extend health coverage 

· to improve the quality of health care

· to support community participation

· to ensure a regular supply of essential medicines and specific inputs.

2. To reorganise the steering of the health system by the central and intermediate levels 

in order to render them more relevant in support of the development of the health zones and give them a normative function and authority. This includes the following tasks:

· to strengthen the role of the National Steering Committee

· to make available strategic information on the health sector

· to revitalise the normative function of the MoH

· to focus the work of the programmes at central level on their normative function rather than on the implementation which is to be taken over by the health zones

· to set in place a "basket funding" system at the level of each province

· to unify the organization of the health zones in the single structure of the Provincial Steering Committee that brings together all of the actors.

3. To rationalise the financing of the sector and to refinance it:
· to increase the proportion of public spending allocated to health up to the 15% pledged in the Abuja undertaking (up from 0.8% in 2002 to 4.55% in 2005)

· to increase external aid so that, together with public financing, funds reach USD 3 per inhabitant per annum for the development of the health zones

· to improve and streamline the procedures for the release of the State budgets allocated to health (HIPC funds, budget support, etc)

· to shift external financing per programme to the financing of integrated provincial development plans for the health zones.

4. To strengthen the partnership between and within sectors 

It is necessary to establish a framework for consultation and coordination with the funding agencies and the health sector partners around the HSSS and other questions of importance for the health sector.

5. To develop human resources for health (HRH) 

· to lay down a human resources policy in this regard for the whole country, including an aspect relating to the reform of the civil service but with a vision that embraces all human resources concerned with health (public, non-commercial NGOs, private sector) and organise a national study of this question with all the sectors concerned

· to identify all the levers to be applied to improve the situation with regard to human resources for health 

· t set in place specific measures to improve the situation in the health zones, particularly through the coordination of the various partners and parties involved (training of nurses, capacities of provincial teams and executive teams, improving the bonus system, retirements, etc).

6. To strengthen research on the health system
It will be noted that the HSSS also includes a series of emergency measures that are needed to prevent any subsequent deterioration in the situation. More particularly, these measures include a moratorium on the multiplication of new central programmes and new provincial structures.

The interim plan for the implementation of the HSSS has selected axes 1, 2, 4 and 5 as the priority domains for intervention in the field during the period 2006-2009, which concludes the cycle of the Master Plan for Health Development 2000-2009. At the present stage, axes 3 and 6 are to be developed essentially at the central level. 

The documents that lay down these strategic axes are essentially the following: 

· Annex 1: the HSSS 

· Annex 2: the Strategy for Growth and Reduction of Poverty Paper, which subsumes the HSSS and will serve for drawing up the first medium-term sectoral spending framework

· Annex 32: the Interim Plan for implementation of the HSSS. 

5.5. Progress with implementation of the recommendations of the assessment reports

Some of the emergency measures recommended by the HSSS have already been implemented. This includes the suspension of the establishment of new provincial coordination offices and the incorporation of the programmes of the fight against disease within the main departments of the MoH. In future, the latter will be merged within the framework of the commissions set up at the level of the Technical Secretariat of the National Steering Committee of the HSSS.

Since the beginning of 2005, the fastest progress with regard to the six strategic axes has been observed with regard to the partnership, coordination and leadership of the MoH. The Support Group for the Reform of the Health Sector has taken institutional form in the Technical Secretariat of the National Steering Committee of the HSSS, which now incorporates the Inter-Health Funding Agencies Group. This has permitted significant progress to be made in the harmonization of the interventions of the various actors, in the alignment of their strategy projects and in the coordination of their interventions (e.g. in relation to staff bonus policies, the organization of the work of resource planning and costing, the drawing up of standards for organization and implementation, while a start has been made on the implementation and reorientation of the interventions of the various funding agencies).

It is true that this progress remains fragile, particularly in view of the political and social context and the limited capacities of the MoH in terms of human and material resources. Nevertheless, the method of working of the MoH and of these partners has profoundly changed and results are starting to appear, if not in the field at least in the determination of interventions and in the allocation of resources. The proportion of public spending allocated to health has increased, rising from 0.8% in 2002 to 4.55% in 2005, while a commitment has been given for an increase to 15%. Figure 1 below, for example, shows the change in the budget allocations of the six main funding agencies, with a clear shift in favour of support to the health zones, as well as an increase in the volume of support. The increase in external aid, taken together with the public financing, now makes it possible to predict the achievement of USD 3 per inhabitant per annum for the development of the health zones

Figure 1. : The change in the financing of the 6 main funding agencies.
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The alignment of the interventions of the various funding agencies is now under way and, by 2009, should permit the development of around 200 health zones to begin or become established.

However, these positive prospects should not blind us to the potential dangers faced by this process: the weakness of the MoH remains very real; the institutional logic of the various partners continues at times to be in conflict with the plans for harmonization and alignment; the health zones still need to be reconstructed on a rational basis and to be put to work in the service of the populations; the intermediate level has limited capacities for organization and is virtually devoid of resources. Nevertheless, the professionals remaining in the public structures and above all in the numerous national and international NGOs constitute the necessary critical mass and they are capable of giving the health zones the kickstart they need if provided with the means and a working framework.

5.6. Components of areas of the health systems needing a more in-depth assessment

The three priority aspects needing a more in-depth study and assessment are as follows:

1. Human Resources for Health: The situation is evolving very rapidly and the exponential growth in the number of personnel (often poorly trained) has been referred to by some as a "social time bomb" and "health catastrophe". Meanwhile, we lack the basic information needed to develop our battery of human resource strategies.

2. The methods of financing of the sector and particularly the strategies needed to develop a minimum of social protection combining external support, state financing and contribution or cost recovery mechanisms.

3. The modalities for adjusting staff salaries, whether in the public or non-governmental sector and, in particular, the various modalities for bonuses.

However, it would be a mistake to wait for studies to be completed before starting to tackle the problems. The best course is to take advantage of the wealth of experience that can be acquired from the various parties concerned in interventions when they try to resolve them in the specific case. What is needed here is to organise in a systematic and scientific way the documentation and the assessment to be produced within the framework of the Interim Plan for the implementation of the HSSS, while leaving plenty of room for experiment.
5.7. Proposed GAVI Health System 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 programme of activities and justification for support (stand-alone document or the relevant parts of existing documents or strategies, e.g. Health Sector Strategic Plan) 

DOCUMENT NUMBER : ANNEX 32.

	5.7.1. General description

Health situation and the Millennium Development Goals (MDGs) of the Democratic Republic of Congo

With an area of 2 345 000 km², the DRC is the third largest country in sub-Saharan Africa after Algeria and Sudan. On the basis of the EPI data, its population in 2005 was estimated to stand at 67 779 979, giving it a population density of 28 inhabitants per km2. . Around 60% of the population lives in a rural environment and more than 50% are under the age of 20. 

The country is currently divided into 11 provinces, subdivided in turn into 45 districts and towns and 225 territories and communes. The new constitution provides for the territory to be reorganized into 26 provinces, constituting a single intermediate level. This will permit the establishment of a unitary but strongly decentralized State.

To ensure the operation of its services, the MoH has structures at three levels :

the central level, which has an essentially normative and strategic role, comprises the Minister's Office, the Secretariat General, to which are attached the 13 Central Departments and 52 specialized programmes;

the intermediate level, which has a technical support role to the health zones, consists of the 11 provincial medical inspectorates (PMIs) and 45 health districts. The PMIs are run by provincial medical inspectors and consist of various offices, following the model of the departments at the national level. Each province has a hospital and a laboratory operating under the authority of the provincial medical inspector. Each district has a district medical inspectorate (DMI), consisting of three units: the general services and studies unit, the medical and pharmaceutical services inspectorate and the hygiene unit. The three units are supervised by the district medical inspector.

the peripheral level, which is the operational level. It consists of a health zone, comprising a network of health centres and a reference general hospital. It is directed by the team of the Central Office of the Health Zone (COHZ). The health zones have increased in number from 306 to 515. 

The country is emerging from a long armed conflict that itself followed a long period of political and economic crisis. As a result, the DRC has become one of the poorest countries in the world. This situation of crisis has had an impact on the overall response to the main health problems, with the main health and demographic indicators veering into the red, as may be seen from the following table, taken from the Report on the State of Health and Poverty produced by the World Bank in 2005 on the basis of the data of the documentary review.

Table 9 : Health and demographic indicators in the DRC

                                                                   

Indicators of DRC
           Population (2004
)                                                                              58 318 000  

           GDP per capita per annum (USD)                                                                 100

           Chronic malnutrition amongchildren under the age of 5 (%)                            38

           Infant mortality (per 1 000 live births)                                                             126

           Infant/Child mortality (per 1 000 live births)                                                    213

           Maternal mortality (per 100 000 live births)                                                  1 289

           Prevalence of HIV among adults (%)                                                                 4.5


The data contained in the table were calculated on the basis of an estimated population of 58 318 000 in 2005. The figures are those of the National Institute of Statistics, obtained from projections from the census conducted 22 years ago. The population figures on which the present proposal is based are those used by the Ministry of Health and the Expanded Programme of Immunization. However, a census is needed to obtain a precise figure for the population of the DRC. The rate of infant/child mortality is 213 per 1 000, which corresponds to the death of around 400 000 children under the age of 5 every year. Maternal mortality is 1 289 per 100 000 live births, meaning that 36 000 women die every year due to problems connected with pregnancy or delivery.

Immunization coverage per antigen in 2005 is summarized in the following table :

Table 10 : immunization coverage per antigen in 2005 (2005 annual report of the EPI)

Antigen

Immunization coverage

BCG

84.2%

DTP3

72.7%

OPV3

72.6%

MEASLES

69.7%

ANTI AMARIL

65.9%

TT2+

66.3%

According to the annual report of the EPI for 2005, the provinces having a large number of health zones with an immunization coverage of less than 50% were Orientale Province, Sud Kivu, Equateur and Maniema. The report explains this low level of coverage as resulting from such factors as the geographical accessibility of the immunization services to the population due to poor health coverage.

In response to this situation, the MoH and its partners have adopted a strategy to strengthen the health system (HSSS) by improving the national response to the main health problems of the community through an increase in a supply of health care that is integrated, continuous, effective, efficient and accessible.  An interim plan (IP 07-09) for the implementation of the HSSS has just been drawn up. The present proposal to GAVI falls within the framework of contributions to the fulfilment of the targets of the plan.

Targets

The targets to which this proposal will contribute are those of the interim plan for the implementation of the HSSS, namely the Millennium Development Goals:

1. to contribute to a reduction of two thirds in the mortality rate for children under the age of 5 by 2015.

2. to contribute to a reduction of three quarters in the maternal mortality rate by 2015

3. to fight against HIV/AIDS, malaria, tuberculosis and the other major diseases and, by 2015, to have halted the advance of HIV/AIDS, brought malaria under control and reversed the current trends.

Objectives of the proposal

The present proposal will help to achieve the sector targets of the MoH in targeted provinces and health zones. The intention is:

1. to improve the supply and utilization of quality health services and ensure their financial and economic viability in the Democratic Republic of Congo by 2009,

2. to promote maternal, newborn and child health in the Democratic Republic of Congo by 2009,

3. to strengthen the prevention and cover of major endemic and epidemic diseases in the Democratic Republic of Congo by 2009.
It is proposed that the GAVI financing should be used to implement the axes of the strategy, namely:

1. the organization and implementation of the strategy for the revitalization and development of the health zones

1.1. organization at central and intermediate level directed at three target provinces (support for axis 2: steering of the health system and thereby axis 1: revitalization of the health zones)

1.2. implementation of the revitalization of 65 health zones in the 11 provinces of the RDC (support for axis 1: revitalization of the health zones)

2. Human resources
2.1. development of a policy and a battery of measures to tackle the problem of human resources (support for axis 5 Human Resources and thereby axis 1 revitalization of the health zones)

2.2. establishment of direct interventions for human resources in the  65 health zones (support for axis 1 revitalization of the health zones)

In addition, GAVI support will contribute to the implementation of axis 6 Strengthening research on the health systems in as much as the documentation and assessment of the process and the effects of the support (see below) will contribute to the improvement of knowledge and the capacities to manage change.



	5.7.2. Justification and relevance in relation to the GAVI mission. 

The desired support is focused on a central element of the national strategy, namely the revitalization of the health zones by tackling some of the main problems that prevent them from operating properly. The operation of the health zones is a prerequisite to improve the immunization coverage, maternal, newborn and child health care, and health care in general. Where the health zones are sustainably revitalized, we can expect (i) a sustainable improvement in immunization coverage, (ii) a reduction in impoverishment arising from the utilization of a commercial care that can be as dangerous as it is ineffective and costly and (iii) a socio-political stabilization by the re-establishment of essential public services.

The improvement in health coverage consequent upon the development/revitalization of the health zones will make it possible (i) to increase the number of health structures conducting routine immunization (improvement in geographical accessibility) and so provide more children with access to immunization services and (ii) to permit more regular vaccination sessions. The reduction in impoverishment due to the utilization of commercial care brought about by the improvement in health coverage will have the effect of improving the community's financial access to health care, including immunization.

While the intervention at the level of the health zones has a direct effect on improving the supply of immunization and other health services for the communities concerned, the improvement in the steering of the health system at the central and intermediate level and the intended intervention on cross-system issues such as human resources for health (a constraint on the development of the sector) will serve to drive the supply of health services, including in the health zones not directly targeted by the proposal. The combination of these two elements will help to improve immunization coverage in the provinces which drag the coverage figure down or at least help the zones to maintain their level (if it is an acceptable one) within the national standards.

It would be illusory to seek a sustainable revitalization without providing the necessary organization and without tackling the problem of human resources (quantity, quality, motivation, productivity). Well trained and stable human resources will provide sustainable care of a good quality. Moreover, they will be less inclined to exploit the users. They will also help to improve access to quality health care, including in the field of immunization.

Thus, the strengthening of the other two levels of the health system and backing for the development of human resources are indispensable if we are to ensure that the health zones have the organizational support they need to supply health care and services of a good quality on a sustainable basis. This support must take the form of training for peripheral level staff, supervision of activities, preparation and dissemination of standards, logistical services, etc.

5.7.3. Selection of the health zones to support

The selection of the health zones is intended either to improve the performances in terms of the supply of health services, including immunization, or to maintain them at their existing level where these have reached a satisfactory standard. The National Steering Committee has selected 65 health zones situated in the 11 provinces (Equateur, Province Orientale, Sud Kivu, Maniema, Katanga, Bandundu, Kasaï Oriental, Kasaï Occidental, Kinshasa and Bas Congo). They have been selected mostly in the provinces with low immunization coverage on the basis of the criteria of (i) immunization coverage, (ii) potential for development, (iii) existing or forecast level of support and (iv) performance of the reference general hospital in support of the decentralized health structures.

On the basis of these criteria, the general review of the health zones within the framework of the interim plan for the implementation of the HSSS permitted the identification of: 

1) 40 health zones that (i) have a poor performance in terms of immunization (<60% DTP3) (ii) have a high potential for development
 and (iii) enjoy a financial support from 2007 but one which does not cover all the development of the health zone. The 40 health zones that meet these criteria in the country are situated in Ubangi Nord and Sud in Equateur province, in Aru, Djungu and Haut Uele in Orientale province, in Bukavu Nord, Sud and Est of Sud Kivu province, in Centre and Nord of Maniema province, in Haut Lomami and Tanganika of Katanga province, in Kwango and Maindombe of Bandundu  province, in the areas of Kabinda, Katako Kombe, Lusambo and Tshilenge of Kasaï Oriental and in the towns of Kananga, Lulua and Kasaï of Kasaï Occidental province. The total number of health zones falling into this category is 40. 

2) 6 health zones that (i) have a poor performance in terms of immunization (>60% DTP3), (ii) a good potential for development and (iii) have no provision for financial support. These are the health zones of Tandala and Gbadolité in Equateur province, the health zones of Kabalo and Ankoro in Tanganika of Katanga province and the health zones of Muanza in the Kwilu and Kimbau in the Kwango in Bandundu province.

3) 10 health zones which (i) have a good performance in terms of immunization (<60% DTP3), (ii) a high potential for development but which (iii) will see their external aid phased out in 2007. The idea is to provide them with a support that will enable them to maintain if not to improve their performances in terms of immunization and other health services that they offer. This category comprises 31 health zones, of which, due to budget constraints, only 10 have been selected.

4) 9 health zones that have good immunization performances but in which the reference general hospital is not supported so that they are unable to play their proper role in support of the decentralized structures to the detriment of their results in terms of immunization. These are health zones with a high potential for development, most of them supported by UNICEF and USAID, which are concentrating their support on the health centres. The support provided to the reference general hospitals of these health zones will be important for the care and health services supplied by these decentralized health structures (training and retraining, supervision, reference care, etc). In addition, it will improve the supply of the reference health care needed for maternal, newborn and child survival.

The inventory of resources available in the various health zones and those declared by the various partners in the sector will be shown in the audit statement. The allocation of the GAVI funds to the target health zones will be decided by an adjudication process. Where the resources permit, this process could help to extend the GAVI support to other health zones with low immunization coverage. These are the heath zones of Dingila, Ango, and Viadana in Orientale Province and the health zone of Minova in Sud Kivu.

The beneficiary population is estimated at 11 704 343 inhabitants or 17% of the total population of the DRC.

The full list of these health zones and the data on which the selection was based are to be found in Annex 33. The support that the country propose to request from GAVI will be complementary to the support already existing in 59 out of 65 of the target health zones. It is intended to raise them to the "overall level" (USD 3 per inhabitant per annum) needed for the effective launch of their development process. In the other six health zones, the GAVI support will be comprehensive. This will raise the number of health zones that are going to receive the comprehensive support to 195 or 37.8% of the total number of health zones in the country

5.7.4. Actions to be taken (see Annex X for a detailed plan)

1. Organization and implementation of the strategy for the revitalization and development of the health zones

1.1. Organizational support for the provinces at central and intermediate level
GAVI support will enable the National Steering Committee and the Provincial Steering Committees of the HSSS to organise the development of these health zones and to ensure the documentation of the process and its results through the Monitoring Centre for Health Systems and Human Resources. This organizational support will consist in (i) ensuring the alignment, harmonization and coordination of the interventions of the sector in relation to the HSSS, (ii) implementing the emergency measures for the protection of the health zones in the development programme from untimely interference from the vertical programmes, (iii) establishing executive health zone teams in the target zones and (iv) laying down the foregoing in the Provincial Health Development Plan before drawing up the National Health Development Plan.

Drawing up the standards for the organization and operation of the central and intermediate level. This is an aspect of the reform that will make it possible to confer on these two levels the relevant form and functions in relation to the priority of the sector, which is to revitalise the health zones. The improvement of information management is a vital action within the framework of the organizational support that the central and intermediate levels should provide to the peripheral level.

An audit will be drawn up in the target provinces and health zones. This will permit an assessment of the health situation of the populations concerned, the level of performance of the health structures and thus to measure the indicators relevant to the launch of the programme. Other indicators (such as infant mortality, maternal mortality, etc) will be measured within the framework of other studies to be carried out, such as the Demographic and Health Survey, the data of which will be broken down per province.

A basket funding system will be established in the provinces that are to receive GAVI support. The provincial basket funding system will be set in place in the four provinces supported by the European Union. This arrangement will ensure that the resources available to finance the provincial health development plans will be pooled in a single "basket", irrespective of their origin (state budget, development aid within the framework of bilateral or multilateral cooperation, global funds, etc). This action will help to improve the coordination of sector resources, to improve effectiveness and efficiency and to shift from the programme financing method to the system financing method needed for the deverticalization of interventions in the sector.

The GAVI funds will (i) help to establish basket funding in the three provinces that are to benefit from intermediate level support and (ii) will finance the target health zones through basket funding in the provinces in which this method is adopted. The support of the National Steering Committee will help to establish basket funding in the other provinces of the country.

Another imprtant action within the framework of this organizational support will be to improve the supply of essential medicines and specific inputs needed to improve the quality of care. This action will consist essentially in the establishment of two Regional Centres for the Distribution of Essential Medicines, one in Sud Kivu and the other in Sankuru in Kasaï Oriental province. 

The annual reviews of the sector to be organized at the intermediate and central level will provide an opportunity to report in concerted fashion on progress with the Interim Plan for the Implementation of the HSSS and the actions relating to the HSS proposal financed by GAVI, as well as to consider actions for the future. These annual reviews will also be the occasion for the annual plans of the various levels to be approved by the next higher level within the framework of the Steering Committee of the HSSS. Between the two annual reviews, supervision and monitoring visits will be organized by each level of the system for the benefit of the level immediately below.

A minimum level of investment is needed in terms of vehicles and computers for the smooth operation of the National Steering Committee and the three Provincial Steering Committees (Sud Kivu, Kinshasa and Bas Congo), the other eight being covered by financing from other sources.

1.2. Implementation of the revitalization of 65 health zones 

In these health zones, the type of support will be – as is the case for the zones supported by other actors, such as the World Bank, the Belgian Cooperation Service or the European Union – that provided for by the HSSS and the Interim Plan for its implementation, namely one that is gradual, flexible and in line with local characteristics and capacities. As is the case with the other intervening parties, it is planned that GAVI will contribute to specifying the modalities for the operationalization of the HSSS and the Interim Plan over these last three years of the Master Plan for Health Development. The National Steering Committee is aware that there will not be a single identical plan applying to operationalization everywhere, particularly as the programmes of the various main parties concerned are at the start-up stage and harmonization is incomplete.

The rationalization of the operation of the reference general hospitals (RGHs). Support and a minimum of investment will be needed to achieve this target. This action will enable the RGHs to fulfil their mission, which is (i) to provide the population with reference health care, (ii) to develop the health centres through the Executive Teams of the health zones so as to provide health care within the framework of these decentralized health services, (iii) to train and/or retrain medical and paramedical personnel (nurses). All the reference general hospitals and the 65 target health zones are concerned by the fact that very few of the partners support the RGHs, despite the fundamental role that they are intended to play in the health system of the health zones.

The extension of the health coverage of the health zone will be another important action to be undertaken at this level. It will consist in rationalising the operation of the existing health centres, to establish new health centres or to contract them to the private commercial or religious sector existing in the health zone. This action concerns 220 health centres: 3 health centres in each of the 40 health zones will receive partial support; 6 health centres in each of the health zones will receive comprehensive support; 3 health centres in each of the 10 health zones with a good immunization coverage but with a support due to end during the year in progress [will be supported]; and the rest will be spread over the other 9 health zones. It goes without saying that an adjudication process will be conducted to ensure a better distribution of the health centres to be rationalized once we are in possession of the results of the audit to be carried out. Each structure receiving support (reference general hospital or health centre) will receive a working capital for supplies of medicines, whether at the level of the existing regional distribution centres or at the level of those to be established with GAVI support.

A community level support will help beneficiary communities living in the health areas to obtain sources of drinking water. Three to four sources of drinking water will be created per area, making a total of 626 sources for the whole of the target health zones.

Supervision visits will be carried out by the Executive Teams of the zones to improve the performance of the health centre staff. To this end, 30 health zones will be equipped with four-wheel drive vehicles, 50 with motorbikes and 5 with outboard motors. Each of the health centres supported will receive a bicycle for monitoring community activities and supplying the health centre with inputs (vaccines, etc).

The task of implementation will be effected by contracting with the national and international NGOs in accordance with the tendering procedure to be laid down by the National Steering Committee. The main actions to be underaken at this level will be laid down in the health zone development plans to be drawn up in each of the target health zones.

2. Human resources

2.1. Development of a policy and a battery of measures to tackle the problems of human resources

The activities provided for within the framework of the devleopment of humarn resources are (i) support for the reform of education in the health sciences, (ii) the strengthening of the capacities of the provincial executive teams, (iii) the training and/or retraining of the staff of the reference general hospitals and the health centres and (iv) the establishment of a monitoring centre for human resources and the health system.

Support for the reform of education in the health sciences (training of certified nurses)

A reform of education in the health sciences is already under way. For the time being, it concerns the pilot testing of 12 Medical Technical Institutes (MTIs). This reform will serve, on the one hand, to improve the quality of the education at the theoretical and the practical levels and, on the other, to regulate the numbers of nurses being trained. The first stage in the implementation of this reform is to carry out an assessment of all the MTIs in the country so as to identify those that are viable and those that are not. Those that are not viable must be either closed down or oriented towards other categories of training for health professionals needed by the country (maintenance technicians, medical secretaries, sanitation technicians, anaesthesia and life-support technicians, etc).

The training programes must be adapted to the real needs indentified in the field. The staff must be trained to teach the new programmes and the institutes themselves must be equipped with appropriate teaching materials. Monitoring and supervision activities will be carried out to accompany the reform.

One of the problems preventing good quality training in the education sector in general and in the medical sciences in particular is the fact that the schools operate through the contributions paid by the parents. The result is that the schools lose their moral authority over the students. It follows that the financing of education by the state is a prerequisite for any process of reform in this field. The plan proposes that the bonuses of personnel working in these pilot ITMs should be paid until the economic situation recovers and the government is able to assume its responsibilities in this regard.

Strengthening the capacities of the Provincial Executive Teans

The drawing up and implementation of the Provincial Health Development Plans (PHDPs) will necessitate a strengthening of the capacities of the Provincial Executive Teams (PETs). This will require, on the one hand, the organization of long-term technical assistance relating to public health and, on the other, short term training for the members of the teams concerned (contracts, planning, health system research, etc). This assistance could be provided by members of the Congolese diaspora, who would need to be offered appropriate salaries to encourage their return. This would also permit the establishment of a basket funding system in each province for the financing of the PHDPs.

Short term training will be organized either in the form of a placement in the "pilot" provinces in which the Executive Teams carry out their missions or in the form of national or international seminars. The training would cover such subjects as planning, health system research, negotiation, contracting and health care quality assurance. As in the case of the provincial steering committees, the strengthening of the capacities of the provincial executive teams in the eight provinces out of eleven will be effected within the framework of support from other funding agencies and the government. The GAVI support will permit the extension of the action to three other provinces (Kinshasa, Bas Congo and Sud Kivu).

Initial training of the Executive Teams of health zones. The training of the executive teams in the pilot health zones or demonstration health zones will be preferred to seminar type training. The duration of this training will be between 3 and 6 months, depending on whether or not the team member has previously worked in a health zone. It will cover both managerial aspects (organization of the health system of the health zone) and practical (practice of general surgery for example). The training will commence as soon as the first demonstration health zones are ready. The audit reports carried out with regard to the health zones will permit the identification of health zones with a high potential and of the actions to be conducted so that the zones are ready to receive the executive teams from the other health zones. Initially, the plan is to train 20 provincial executive teams, each with five members, making a total of 100 health zone cadres.  During the training period, their salaries and bonuses will continue to be paid by the health zones from which they have come.
Training and/or retraining of the nursing staff of the health centres in the reference general hospitals. The nursing staff of the health centres will be trained and/or retrained at the level of the reference general hospital before being assigned to the health centre. As in the case of the executive teams, the training of the nursing staff will cover both managerial and practical aspects. Personnel already working in the health centres could also be sent to the level of the reference general hospital for retraining. The length of the training will very between 6 and 8 weeks. Two nurses per health centre will receive training for a total of 80 health centres out of the 186 targeted by the programme. The budget is not sufficient to provide this training for all of the health centres covered by the proposal in the 3 years of the implementation of the programme. Support from other funding agencies could help to complement the training.

Establishment of a monitoring centre for human resources and the health system. The centre will permit the monitoring and documentation of changes in issues relating to human resources in particular and to the health system in general. The results of such action could take the form of national debates on these questions with the involvement of all the sectors concerned (universities, civil service, corporations, commercial private sector, NGOs and associations, etc). The idea is to establish concerted policies and strategies for an effective resolution of all the problems that are raised.

2.2. Direct interventions regarding human resources in the 65 health zones (direct support to axis 1 the revitalization of the health zones) 

The main action in this field is the improvement of the salaries and bonuses of human resources for health, including particularly those working in the health zones.

Improvement in the salaries and bonuses of human resources for health. Human resources working in the 50 health zones will be paid salary and bonus supplements. These supplements will be paid in the zones receiving exclusive GAVI support as well as in a certain number of health zones supported by USAID and UNICEF, organizations that are unable to pay such incentives due to heir own in-house regulations. The salary and bonus supplements could also be paid to personnel working in health zones that receive a partial support from the European Union, which is subject to the same constraints. 

These salary and bonuse supplements should also help to reduce the turnover of health staff in rural areas and to encourage the movement of human resources to the countryside.

The provincial executive teams will also receive salary and bonus supplements in the provinces in which the provincial steering committees of the HSSS are to be supported. This is the case of the provinces of Sud Kivu, Bas Congo and the City Province of Kinshasa. Certain cadres of the central and intermediate levels will also receive salary and bonus supplements by virtue of their functions, which must be relevant to drawing up and monitoring the implementation of the National Plan for Health Policy.

5.7.5. Organization of support and institutional arrangements

The Democratic Republic of Congo stands on the threshold of the establishment of the institutions of the Third Republic that have emerged from the first free and democratic elections organized in the country for more than forty years. The financing that is being sought from GAVI should help to strengthen the leadership of the Ministry of Health over the whole sector.

On the recommendation of the annual revue organized in February 2006, the National Steering Committee (NSC) of the Health System Strengthening Strategy (HSSS) has been established by ministerial order. The role of the National Steering Committee is as follows:

· To analyse the technical aspects of the HSSS in order to ensure:

· the consistency of health policies (i.e. all of the parties constituting the health policy of the country come under a coherent concept  of the health sector and an overall systemic approach to the provision of curative, preventive and promotional health care)

· the relevance of the activities of the various components and levels of service of the Ministry of Health (the health policies and interventions are judged in accordance with their relevance to this concept);

· the coordination, harmonization and alignment of all the interventions of the health sector in relation to the HSSS in accordance with the Declaration of Paris.

· To define the main policy orientations on the basis of the strategic information produced in the field. 

· To examine and approve the activity reports connected with the planning and implementation of the HSSS at the provincial level, including the examination of the research and studies conducted. This aspect also includes the preparation of a national annual review to follow the annual review of each provincial plan.

· To monitor the implementation of the reform at the central and provincial level.

The Central Steering Committee will be supported in the provinces by the Provincial Steering Committees. The Provincial Steering Committee will be headed by a Provincial Medical Inspector. The main partners of the health sector are the members of the Steering Committee of the HSSS at the level in which it is established (central or provincial).

At all levels of the health system, the principle will be to set up an institutional arrangement which makes use of the best local pratices, which encourages greater accountability of the national structures in the management of the health system and which reduces transaction costs to a minimum.

At the peripheral level, the health zones fall into three categories: (i) health zones which have relied for years on the support of their traditional partners such as the religious institutions and the NGOs, (ii) health zones which rely on direct support from their partners, such as UNICEF and (iii) health zones with no support of any kind. 

The health zones will be drawing up health development plans for the zones (HDPZ), which will have their own annual plans and full sectoral budget. Before these plans can be implemented, they must be approved by the provincial steering committee. The GAVI financing

will be complementary to the other types of financing that are available or forseeable for the implementation of these plans.

At the intermediate level, a long-term "public health" type technical assistance will be needed in each province where intervention is to take place. The technical assistance personnel must have a solid experience in the organization and management of health systems. This type of technical assistance is already operational in the provinces where the European Union operates  (Kasaï Oriental, Kasaï Occidental, Orientale Province and Nord Kivu). It will also be operational in the provinces where the Belgian Cooperation Services operate (town of Kisangani and Matadi). The technical assistance personnel will form an integral part of the provincial executive team.

On the basis of the health development plans of the zone (HDPZ), the provinces will draw up provincial health development plans (PHDP), also with a full sectoral budget. The provincial plans will be approved by the National Steering Committee on the occasion of the annual reviews of the sector. A basket funding system will be established at this level by the provincial steering committee for the financing of the provincial health development plans. Various partners (European Union, Kingdom of Belgium, etc) are interested in taking part in establishing a basket financing system at provincial level for the financing of the provincial health development plans.

The GAVI support will serve to boost the basket funding for the financing of the activities of the intermediate and peripheral levels contained in the proposal. 

The activities proper to the central level are of a horizontal nature and affect the whole country (e.g. those relating to the development of a policy and a battery of measures to tackle the problem of human resources, the reform of education, the establishment of the monitoring centre for health systems and human resources, the organization of a wide debate on the future of human resources for health in the DRC, etc). These activities will be managed directly by the Department of Studies and Planning (DSP) in its role as coordinator of the Technical Secretariat of the National Steering Committee and the departments concerned that are members of the committee. The DSP will have the support of the traditional partners such as the Belgian Cooperation Service and the WHO, both of them members of the National Steering Committee.

The operational research provided for within the framework of this proposal will help to document the process of the implemenation of the institutional arrangement to identify any bottlenecks and offer alternative solutions. 

The capacities of the Ministry structure directly involved will be strengthened to ensure greater effectiveness in implementation. Apart from the technical assistance provided for at the intermediate level, provision is also made for the training of all the provincial executive teams of the country in the planning, monitoring and evaluation of programmes and projects. The districts will be strengthened with a view to rendering them operational and bringing in the technical support of the intermediate level of the structure to be supported (health zone). The capacities of the management bodies, such as the management committee of the health zone, will be strengthened, as well as those of the community participation bodies so as to achieve better control over the management of the various resources available. The external monitoring of the programme by international consultants provided for in the proposal will also help to strengthen the capacities of the national actors.

A memorandum of understanding describing in detail this institutional arrangement, the roles of the various players concerned, as well as the financial management procedures for the implementation of this proposal will be signed between the government and the main partners of the sector within the framework of the National Steering Committee.

5.7.6. Operating plan and phasing

A budgeted annual operating plan for the implementation of the actions provided for in this proposal will be drawn up and approved before the month of October of each year. This plan will include the activities to be carried out in the course of the following year, the related costs and the process indicators. The financial year will run from the month of October to the month of December. (See Annex 34 for the operating plan for the first year of implementation of the proposal).




MAP OF THE HEALTH ZONES TARGETED BY THE PROPOSAL TO GAVI FOR THE HSS

(NB: Each area indicated may represent several health zones. The areas indicated in green are those in which the GAVI support will be complementary to that of other partners. The areas indicated in yellow are those in which the bulk of the support will come from GAVI)
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5.8. Monitoring

5.8.1. Monitoring structures

The systematic documentation of the process and the results of the GAVI support – as with all the other support for the implementation of the HSSS – will be entrusted to the Monitoring Centre for Health Systems and Human Resources provided for in the Interim Plan for the Implementation of the HSSS. The monitoring centre will work in close contact with the National Steering Committee of the HSSS. Within the framework of its documentation mission, it will be responsible for identifying and evaluating promising approaches from which lessons could be drawn for adapting the HSSS, for the standards and the guidelines and for preparing the next ten-year plan for the period 2010‑2019. 

The proposal provides for an external monitoring to be carried out two or three times a year throughout the period of implementation of the programme. This external monitoring will be carried out either by independent consultants, or by national (Public Health Schools) or western universities, or by an international expertise conducted by organizations such as the WHO.

The external assessments are scheduled for half way through the programme and at the end. The internal audits will be conducted every three months during the first two years. Their frequency will be reduced in the third and fourth years. An external audit will be conducted once a year. 

The indicators for monitoring and assessment are those laid down in the Interim Plan for the Implementation of the HSSS (IP 07-09).

5.8.2. Monitoring tools and indicators:

The monitoring tools and basis indicators are selected from among those provided for the monitoring of the IP 07-09 (Annex 32). By using the IP 07-09 indicators for the health zones and the target health zones (and comparing them with the country's other health zones), it will be possible to monitor the various dimensions of interest to the GAVI programme, as indicated in the following table.

Table 11: How progress will be monitored
	
	Indicator(s)
	Data source(s)

	HSS contributions


	Rates of budget execution of the financing allocated to the health zones
	Annual reports of the National Health Information System



	HSS activities (3 main)



	Put the provincial steering committees (PSC) into operation
	Proportion of provinces 
 with an operational PSC 


	Annual reports of the National Health Information System

Reports of the annual national and provincial reviews

	Draw up the health development plans of the health zones supported
	Proportion of target HZs with a health development plan for the HZ
	Annual reports of the National Health Information System

Reports of the annual national and provincial reviews

	Develop / revitalise the health zones
	Number of operational health zones in the target provinces 

	Annual reports of the National Health Information System

Reports of the annual national and provincial reviews

	Outputs (impact on the capacity of the system)

	
	Health coverage in the target geographical area

	Reports of the annual provincial reviews

	
	Number of provinces with an operational basket funding system
	Reports of the provinces to the national annual review of the health system 

	Impact on immunization


	· DTP3

· Routine measles
	EPI reporting system plus ad hoc surveys

Information System IP 07-09

Demographic and health survey scheduled for 2007 and 2012, sampling at provincial level

	Impact on child mortality


	· Mortality of children under the age of 5 
	Report of the demographic and health survey scheduled for 2007 and 2012, sampling at provincial level


Table 12 : Expected progress in indicators over time
	Indicator(s) 
	Indicators: baseline data and targets

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

	
	2005
	2006
	2007
	2008
	2009
	2010

	HSS inputs

	Rate of budget execution of financing allocated to the HZs
 
	40%
	56%
	65%
	70%
	80%
	82%

	HSS activities (3 main)

	Proportion of provinces
 with operational PSC 


	0%
	0%
	30%
	60%
	100%
	100%

	Proportion of target health zones with a Health Development Plan
	0%
	0%
	35.7%
	64.2%
	100%
	100%

	Number of operating health zones
among those targeted 
	No data
	No data
	+12
	+32
	+65
	65

	Outputs (impact on the capacity of the system)

	Health coverage in the health zone targeted

	No data


	No data
	+8.7%
	+14%
	+19%
	19%

	Number of provinces with an operational basket funding system
	0
	0
	1
	3
	5
	6

	Impact on immunization (DPT3 and routine measles)

	Additional percentage of children immunized with DPT3 in the target health zones

	0%
	0%
	10%
	15%
	20%
	

	Additional percentage of children immunized for MEASLES in the target health zones
	0%
	0%
	12%
	18%
	25%
	

	Impact on infant mortality (children under the age of 5)

	Infant / Child mortality (under the age of 5)

	213 deaths per 1 000 live births
	-
	-
	-
	185 deaths per 1 000 live births
	


Please continue on a separate sheet if required.

5.9. 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 13: Cost of implementing HSS activities:

	Activity / Area of support
	Cost per year (USD)

	
	Year of GAVI application
	Year 1 

of implementation
	Year 2 

of implementation
	Year 3 

of implementation
	Year 4

of implementation
	TOTAL COSTS

	
	2006
	2 007
	2 008
	2 009
	2 010
	 

	HSSS NATIONAL STEERING COMMITTEE

	Support for the operation of the National Steering Committee 
	 
	42 400
	72 400
	72 400
	72 400
	259 600

	Audit of the situation in the targeted Provinces and health zones
	 
	120 000
	0
	0
	0
	120 000

	Improving the management of information 
	 
	 
	 
	 
	 
	0

	Drawing up the National Health Development Plan
	 
	80 000
	0
	0
	0
	80 000

	Supervision of the activities of the Provincial Steering Committees
	 
	0
	0
	0
	0
	0

	Evaluation at the half-way stage of the programme
	 
	0
	0
	0
	0
	0

	Drawing up the country’s national health map 
	 
	0
	0
	0
	0
	0

	Support for the National Health Information System in the targeted provinces
	 
	60 000
	60 000
	60 000
	60 000
	240 000

	Support mission for the drawing up of the provincial health development plans
	 
	22 000
	0
	0
	0
	22 000

	Monitoring implementation of the provincial health development plans
	 
	144 000
	144 000
	144 000
	144 000
	576 000

	Research on the health systems
	 
	54 000
	36 000
	42 000
	42 000
	174 000

	Participation in international colloquiums
	 
	96 800
	54 800
	54 800
	54 800
	261 200

	Equipment of the National Steering Committee (NCS)
	 
	110 500
	0
	0
	0
	110 500

	Organization of national annual reviews
	 
	75 000
	75 000
	75 000
	75 000
	300 000

	Sub-total for NSC (1)
	804 700
	442 200
	448 200
	448 200
	2 143 300

	HSSS PROVINCIAL STEERING COMMITTEES (PSCs)
	 
	 
	 
	 
	 
	 

	Support for the HSSS Provincial Steering Committees 
	 
	131 200
	221 200
	221 200
	221 200
	794 800

	Organization of 56 support missions for planning in the health zones
	 
	67 200
	0
	0
	67 200
	134 400

	Organization of a planning workshop at provincial level and/or provincial reviews
	 
	120 000
	120 000
	120 000
	120 000
	480 000

	Supervision of the HZs by the province (4 supervision missions per annum per HZ)
	 
	40 000
	40 000
	40 000
	40 000
	160 000

	Supervision of the HZs by the districts
	 
	80 000
	80 000
	80 000
	80 000
	320 000

	Rehabilitation of the inspection offices 
	 
	120 000
	40 000
	0
	0
	160 000

	Rehabilitation of the regional distribution centres (RDCs)
	 
	150 000
	 
	0
	0
	150 000

	Supply of essential medicines
	 
	0
	3 000 000
	0
	 
	3 000 000

	Equipment of PSCs
	 
	774 500
	0
	0
	0
	774 500

	Sub-total for PSCs (2)
	1 482 900
	3 501 200
	461 200
	528 400
	5 973 700

	DEVELOPMENT OF THE HZs
	 
	 
	 
	 
	 
	 

	Support for the establishment and operation of the reference general hospitals and the Health Zone Executive Teams in the targeted HZs 
	 
	480 000
	672 000
	672 000
	672 000
	2 496 000

	Drawing up Health Development Plans of the Health Zones 
	 
	130 000
	130 000
	130 000
	130 000
	520 000

	Rehabilitation / construction of health centres and reference general hospitals
	 
	1 710 000
	2 010 000
	1 650 000
	0
	5 370 000

	Equipment of health centres and reference general hospitals 
	 
	3 815 500
	2 029 000
	1 896 000
	4 000
	7 744 500

	Working capital for the the medicines of the health centres and reference general hospitals 
	 
	5 250 000
	280 000
	280 000
	280 000
	6 090 000

	Supervision of the activities of the health centres
	 
	117 000
	117 000
	117 000
	117 000
	468 000

	Support for community activities (development of water sources)
	 
	80 000
	40 000
	60 000
	40 000
	220 000

	Sub-total for HZD (3)
	11 582 500
	5 278 000
	4 805 000
	1 243 000
	22 908 500

	DEVELOPMENT OF HUMAN RESOURCES
	 
	 
	 
	 
	 
	 

	Support for the reform of Health Sciences education (Training of certified nurses)
	 
	177 120
	177 120
	177 120
	177 120
	708 480

	Strengthening of the capacities of provincial executive teams (PETs) 
	 
	84 000
	56 000
	56 000
	56 000
	252 000

	Study trips for the PETs, including MCDs in other provinces
	 
	60 000
	0
	0
	0
	60 000

	Training PETs, including MCDs, in planning, monitoring and evaluation
	 
	100 000
	0
	0
	0
	100 000

	Initial training of the Executive Teams in the health zones
	 
	0
	0
	90 000
	90 000
	180 000

	Training / retraining of nursing personnel of the health centres and reference general hospitals
	 
	45 000
	45 000
	45 000
	45 000
	180 000

	Improving the salaries and bonuses of the health sector human resources 
	 
	3 573 600
	3 573 600
	3 573 600
	3 573 600
	14 294 400

	Training members of the zone executive  teams in public health 
	 
	 
	 
	 
	 
	0

	Audit of Technical Medical Institutes
	 
	96 060
	0
	0
	0
	96 060

	Support for the retirement of personnel in overstaffed health units
	 
	0
	0
	0
	0
	0

	Sub-total for HRD (4)
	4 135 780
	3 851 720
	3 941 720
	3 941 720
	15 870 940

	Management costs
	 
	2 807 682
	2 050 068
	1 553 418
	999 198
	7 410 366

	TECHNICAL SUPPORT
	 
	 
	 
	 
	 
	 

	Short-term technical support 
	 
	24 000
	6 000
	12 000
	12 000
	54 000

	Long-term technical support 
	 
	288 000
	288 000
	288 000
	288 000
	1 152 000

	International consulting services
	 
	400 000
	300 000
	400 000
	200 000
	1 300 000

	Sub-total for other costs (5)
	712 000
	594 000
	700 000
	500 000
	2 506 000

	GRAND TOTAL OF COSTS
	 
	21 525 562
	15 717 188
	11 909 538
	7 660 518
	56 812 806


5.10 Overall budget for the proposal

Table 14 : Budget per area of intervention

	 Areas of intervention
	Year 2007
	Year  2008
	Year  2009
	Year  2010
	Total
	%

	National Steering Committee
	804 700
	442 200
	448 200
	448 200
	2 143 300
	 

4

	Provincial Steering Committees
	1 482 900
	501 200
	461 200
	528 400
	2 973 700
	 

5

	Human Resources 
	4 847 780
	4 445 720
	4 641 720
	4 441 720
	18 376 940
	 

32

	Regional Distribution Centres
	0
	3 000 000
	0
	0
	3 000 000
	 

5

	Health Zone development
	11 582 500
	5 278 000
	4 805 000
	1 243 000
	22 908 500
	 

40

	SUB-TOTAL
	18 717 880
	13 667 120
	10 356 120
	6 661 320
	49 402 440
	 

87

	MANAGEMENT COSTS
	2 807 682
	2 050 068
	1 553 418
	999 198
	7 410 366
	13

	 GRAND TOTAL
	21 525 562
	15 717 188
	11 909 538
	7 660 518
	56 812 806
	100%


The total budget for the proposal stands at USD 56 812 806 USD. The development of the health zones represents a total package of USD 22 908 500, or 40% of the total budget. Actions in favour of human resources (all activities included) account for USD 18 376 940, representing 32% of the total budget. The package intended for human resource development includes in particular, all the training activities envisaged in the proposal at all levels of the health system, the reform of health sciences education and direct interventions in terms of payment of bonus supplements for an improved redeployment of human resources.

The 5% allocated to medicines represents only the amount necessary for the supply of two regional distribution centres with essential medicines and specific inputs. It does not include the working capital which will be placed with the health structures and, in consequence, is not included in the package for the health zones. The operation of the National Steering Committee and the two provincial steering committees represents at least 10% of the total budget. This consists essentially of management costs incurred by the structures for the implementation of the activities contained in the proposal, should this become necessary.

Budget per level of the health system

Table 15 : Budget per level of the health system

Table 15 shows the breakdown of the budget per health system level.

	  Years



	
	2007
	2008
	2009
	2010
	TOTAL
	%

	Level
	
	
	
	
	
	

	Peripheral level
	15 465 420
	8 660 920
	8 277 920
	4 715 920
	37 120 180
	65%

	Intermediate level
	1906900
	3647200
	607200
	674400
	6 835 700
	12%

	Central level
	633560
	765000
	771000
	771000
	2 940 560
	5%

	International consulting
	712000
	594000
	700000
	500000
	2 506 000
	4%

	Management costs
	2807682
	2050068
	1553412
	999198
	7 410 360
	13%

	TOTAL
	21 525 562
	15 717 188
	11 909 538
	7 660 518
	56 812 806
	 


The breakdown of the total budget per level of the health system shows that: 

- the peripheral level is assigned USD 37 120 180, or 65% 

- the intermediate level is assigned USD 6 835 700 or 12% and 

- the central level is assigned USD 2 940 560, or 5%. 

- international consulting services is assigned USD 2 506 000 or 4% and management costs 13%. 

Table 16 : Sources of funding (including Government, GAVI & 3 main named contributors): 

	Funding Sources
	Cost per year (US$)

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

	
	2006
	2007
	2008
	2009
	2010
	 

	Government 
	45 148 047
	49 662 852
	54 629 137
	60 092 050
	66 101 256
	275 633 341

	
	
	
	
	
	
	

	1. ADB (APDDS/PO)
	0
	1 770 708
	12 855 628
	12 439 872
	7 500 316
	34 566 524

	
	
	
	
	
	
	

	2. EU (9HP - EDF)
	0
	25 600 050
	25 222 050
	24 421 950
	24 421 950
	99 666 000

	
	
	
	
	
	
	

	3. Belgian Cooperation
	795 060
	3 935 820
	3 850 140
	4 112 220
	1 091 774
	13 785 014

	
	
	
	
	
	
	

	4. World Bank (PARSS)
	0
	30 000 000
	30 000 000
	30 000 000
	30 000 000
	120 000 000

	5. USAID (AXXES)
	0
	10 000 000
	10 000 000
	10 000 000
	10 000 000
	40 000 000

	 (GAVI – HSS proposal)
	0
	21 525 562
	15 717 188
	11 909 538
	7 660 518
	56 812 806

	
	
	
	
	
	
	

	Other sources
	0
	0
	0
	0
	0
	0

	
	
	
	
	
	
	

	TOTAL FUNDING
	45 943 107
	120 969 430
	136 556 955
	141 066 092
	139 115 296
	583 650 879

	Total requirements for the areas of intervention submitted to GAVI
	205 827 297
	212 002 116
	218 362 179
	224 913 045
	231 660 435
	1 092 765 072

	Total unfunded
	159 884 190
	91 032 686
	81 805 224
	83 846 953
	92 545 139
	509 114 193


 Table 16 shows only the financial resources declared to date by the various contributors to the sector and the government relating to the areas of support included in the proposal.  Several bilateral partners do not yet have a budget for their programmes of cooperation with the DRC. This is the case of Belgium, for example, whose financial support for the health sector (all trends included) amounts on average to 20 million euros per annum. The size of funding from other sources, such as community financing and the private sector, has not yet been evaluated at national level in the DRC. The funding requested by the country from GAVI would represent approximately 9.7% of the total declared financing in the sector for the areas of intervention included in the proposal. However, total existing financing represents only half of the requirements for the same areas of intervention over the years covered by the proposal. 

5.11. 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 provincial plans and budgets relating to GAVI HSS funds will be approved by the National Steering Committee and those of the Health Zones by the Provincial Steering Committees (PSCs) respectively during the annual national and provincial reviews of the sector. The annual provincial reviews will take place before each national annual review which, for its part, must take place before the end of the month of October of each year. The annual reviews will be organized by the Technical Secretariat under the aegis of the National Steering Committee.

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

The financial year proposed for budgeting is the calendar year, beginning in January and ending in December. The budgets will be prepared in such a way that they can be approved at latest in the month of September, during the national annual review. The financial resources relating to the approved budget will be available on 1 January of each year and can be used up to 31 December. Reporting will thus be carried out once a year, during the annual review of the sector. The financial year proposed has the benefit of coinciding perfectly with that of the government and this would permit good complementarity and harmonization between the financial resources from the state budget for health and those relating to development assistance for the sector. 

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

The funds will be channelled into the country by bank transfer. A separate account will be opened for GAVI funds intended to support the strengthening of the DRC’s health system. The account will be operated with two signatures, namely the signature of the WHO representative / DRC and of the Director of the Department of Studies and Planning of the Ministry of Health.

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

The National and Provincial Steering Committees of the HSS will each open a separate account for the management of GAVI funds. The accounts will have two signatories at each level. The National Steering Committee account will be signed by the Director of the Department of Studies and Planning and Coordinator of the NSC Technical Secretariat, together with a representative of a partner member of the NSC, who will be designated by his peers. The accounts in the provinces will be signed by the Provincial Medical Inspector and the WHO representative at this level. The channelling of funds into the provinces will also be by bank transfer from the separate account described under point c) above to the accounts of the various national and provincial steering committees.  

At the level of the health zones, separate accounts will also be opened where feasible. Such accounts will have three signatories, namely (i) the chief medical officer of the zone and coordinator of the zone executive team, (ii) the director of the reference general hospital and (iii) a member of the health zone executive committee who will be appointed by the provincial steering committee. In the health zones where it is not possible to use the banking system, other channels such as ‘Mister Cash’ or Western Union will be used.

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

A detailed implementation plan will be drawn up on the basis of the operational plan model presented in Annex 34 of this proposal. The plan will include the activities to be carried out per field of intervention, the indicators for the related process, as well as details on the financial resources necessary for the implementation of the activities. On this basis, reports on the implementation of activities and financial implementation reports will be prepared and presented for approval to the steering committee of the next level up in the hierarchy. The National Steering Committee will, through its Technical Secretariat, compile the technical and financial data for reporting to GAVI. The activity and financial reports approved by the NSC will be communicated to GAVI before the end of the month of May of the year following the budget financial year in question. 

f) If procurement is required, what procurement mechanism will be used?  
All purchases will be grouped. However, it is necessary to distinguish two procurement groups, namely (i) procurement of medicines, inputs and small medical equipment and (ii) procurement of heavy medical equipment and other purchases such as vehicles and the like. With regard to medicines, specific inputs and small medical equipment, procurement will be effected within the framework of FEDECAME. The latter is a federation of Essential Medicine Distribution Centres (RDCs) which have combined to facilitate group purchasing and, in so doing, benefit from the advantages connected with this approach, such as reducing costs.  The country should eventually have approximately 40 regional distribution centres. For the time being, only 11 of them are operational across the national territory. GAVI support will help to establish two additional regional distribution centres which will also be affiliated to the FEDECAME. Each health structure (health centre and reference general hospital) targeted by this proposal will open a credit line with the regional distribution centre serving its area, using the working capital envisaged for this purpose.

Purchases other than medicinines, specific entrants and small medical equipment will also be grouped and entrusted to partners with the necessary expertise, such as UNICEF.

A procedures manual will be drawn up with the help of an international consultant on the award of contracts, supplies and works. The manual will take into account the experiences currently available in the country concerning the projects financed by the traditional partners of the Ministry of Health. 

g) How will use of funds be audited?
Control of the use of funds will be carried out through two types of audit. The first check will be through internal audits carried out by the HSS National Steering Committee and the second through an external audit. The internal audits will be conducted every three months at the beginning of implementation. Their frequency may be reduced to three or two annual audits with effect from the third year of implementation of the proposal, as the case may be. The external audits will be conducted once a year and will be initiated by the NSC and the ICC. 

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?
The Ministry of Health, at the recommendation of the annual review organized in February 2006, established a National Steering Committee for the Health System Strengthening Strategy, which was adopted on the same occasion. The NSC is chaired by the Secretary General for Health, who is the head of the Administration at the Ministry of Health. The membership of the NSC consists of the following : the main departments of the Ministry of Health, the contributors to the health sector, grouped in the Inter Health Funding Agencies Group (IHFAG), UNICEF, UNFPA, UNO/AIDS, WHO, the agencies for the implementation of bilateral cooperation projects and coordinators of the main projects of the Ministry. The functions of the NSC in the provinces are assumed by the Provincial Steering Committees which are chaired by the Medical Inspector for the Province.

Within the National Steering Committee for the HSSS, there is a Technical Secretariat consisting of 9 commissions, including the commission for the protection of maternal, newborn and child health. The main actors in this commission are the Reproductive Health Programme and the Expanded Programme of Immunization, along with other programmes, such as the National Nutrition Programme.  The commissions will meet every month to examine specific questions of concern to them. The Technical Secretariat, which includes all 9 commissions, will meet every two months.

The Ministerial Decision concerning the creation of the said Committee is enclosed in Annex 15.

5.12 Involvement of Partners in 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 Programme Manager, the key Bilateral and Multilateral partners, relevant co-ordinating committees and NGOs.

	Title / Post
	Organization
	Roles and Responsibilities related to HSS

	Secretary General for Health
	Ministry of Health
	Chairman of the HSSS National Steering Committee

	Director of the DSP
	Ministry of Health
	Coordinator of the Technical Secretariat of the HSSS National Steering Committee

	Director of the Department for the Fight against Disease
	Ministry of Health
	Chairman of the Commission for the Fight against Disease of the Technical Secretariat of the HSSS National Steering Committtee

	Director of the Department for Primary Health Care
	Ministry of Health
	Chairman of the Commission for the Promotion of Mother and Child Health

	Directeur of the Pharmacy Department
	Ministry of Health
	Chairman of the Commission for the Management of Inputs

	Director of Health Care Establishments
	Ministry of Health
	Chairman of the Contracts Commission 

	Director of the Human Resources Department 
	Ministry of Health
	Chairman of the Commission for the Control of Resources

	WHO representative
	WHO - DRC
	Technical Support for the implementation of the health sector reform

	UNICEF representative
	UNICEF
	Technical and Financial Support for the Revitalization Programme and the Mother and Child Survival Programme

	UNO-AIDS representative
	UNO-AIDS
	Technical support for the fight against HIV/AIDS (alignment and harmonization with the national strategy)

	UNFPA representative
	UNFPA


	Technical and financial support to the Reproductive Health Programme

	Medical Attaché at the Belgian Embassy 
	General Department of Development Cooperation
	Technical and financial support for the implementation of the Strategy

	Head of Section, Development, Environment and Regional Cooperation
	European Commission Delegation
	Technical and financial support for the implementation of the Strategy

	Director of Health Programmes 
	USAID
	Technical and financial support for the implementation of the Strategy


6.  Sustainability 

The implementation of the actions included in this proposal and, in consequence, those of the IP 07-09 falls within the framework of the reconstruction of the health sector and thus within the overall framework of national development. At the time of drafting this proposal, the DRC had just completed the second round of the presidential elections. Therefore, it is only logical to expect that the increase in the budget in general and, in particular, the share allocated to the health sector which began during the transition period will continue, in view of the economic growth that is expected to come with the political stability of the country. In this way, public health resources will increase gradually to compensate for the reduction in public aid to development. For the reasons stated above, the financial contribution of the community to the operation of the health sector through pricing will also increase in the coming years. This will no doubt compensate for a far from negligible share of development aid when the latter begins to be phased out. 

Improved cooperation between the various sectors within the framework of the National Steering Committee will help to mobilise and make the best use of the private resources allocated to the health sector. 

7. Additional comments and recommendations of the NSC (Health Sector Strategic Committee)  

As the proposal has been drawn up by the NSC, the latter has no additional comments to make, other than those contained in the minutes of the meetings organized by the committee on 26 October for the approval of the GAVI application, on 27 October for the technical commission to resolve on questions connected with the institutional mechanism and financial management ,and on 02 November for the signature of the application. The minutes of the meetings concerned are enclosed as Annexes 35, 36 and 37.
9. Plan for first year of implementation (2007) 

Table 17 : Detailed plan for first year implementation
	Work plan and detailed budget: Year I
	
	
	
	
	
	

	Country:
	DRC 
	
	
	
	
	
	
	
	

	Currency:
	USD : 21 525 562
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Consolidated budget and phases
	 
	
	
	
	
	
	
	
	 

	General activities
	 
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4
	ANNUAL TOTAL 

	 
	 
	Indicators – Description
	Budget1)
	Indicators – Description
	Budget2)
	Indicators -- Description
	Budget3)
	Indicators -- Description
	Budget4)
	 

	I. Steering of the health system at national level
	 

	
	 

	Activities 
	 

	Support for the operation of the National Steering Committee 
	 
	Support granted for the quarterly operation of the NSC
	18 100
	Support granted for the quarterly operation of the NSC
	3 100
	Support granted for the quarterly operation of the NSC
	18 100
	Support granted for the quarterly operation of the NSC
	3 100
	42 400

	Survey of the situation in the targeted provinces and health zones
	 
	 
	0
	Survey of the situation carried out in the area of intervention of the proposal 
	120 000
	 
	0
	 
	0
	120 000

	Drawing up of a National Health Development Plan
	 
	1 National health development plan drawn up
	80 000
	 
	0
	 
	0
	 
	0
	80 000

	Supervision of the activities of the Provincial Steering Committees
	 
	 
	0
	 
	0
	 
	0
	 
	0
	0

	Evaluation of the programme at the half-way stage
	 
	 
	0
	 
	0
	 
	0
	 
	 
	0

	Support for the National Health Information System in the targeted provinces
	 
	 
	0
	 
	0
	 
	0
	NHIS granted support in the 3 targeted provinces
	60 000
	60 000

	Support mission for the preparation of the provincial health development plans (PHDP)
	 
	PHDP drawn up
	8 000
	PHDP drawn up
	8 000
	PHDP drawn up
	6 000
	 
	0
	22 000

	Monitoring of implemenation of the PHDPs
	 
	PHDP monitored  
	36 000
	PHDP monitored  
	36 000
	PHDP monitored  
	36 000
	PHDP monitored  
	36 000
	144 000

	Research on the health systems
	 
	 
	0
	 
	0
	 
	0
	Health system research carried out
	54 000
	54 000

	Participation in international colloquiums
	 
	1 international mission carried out
	3 200
	1 international mission carried out, 2 participants received training in health system management, contracting and health system research                      2 participants in international courses on planning
	45 200
	1 international mission carried out
	3 200
	1 international mission carried out, 2 participants 2 participants received training in health system management, contracting and health system research                      2 participants in international courses on planning
	45 200
	96 800

	Equipement of NSC
	 
	 
	13 000
	The NSC is provided with a minimum level of equipment
	97 500
	The NSC is provided with a minimum level of equipment
	0
	 
	0
	110 500

	Organization of national annual reviews
	 
	 
	0
	 
	0
	 
	0
	 
	75 000
	75 000

	TOTAL  (I)
	 
	 
	158 300
	 
	309 800
	 
	63 300
	 
	273 300
	804 700

	II. HSSS PROVINCIAL STEERING COMMITTEES

	Activities 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Support for the 3 HSSS Provincial Steering Committees 
	 
	Support granted to the operation of 3 Provincial steering committees
	54 300
	Support granted to the operation of 3 Provincial steering committees
	13 300
	Support granted to the operation of 3 Provincial steering committees
	54 300
	Support granted to the operation of 3 Provincial steering committees
	9 300
	131 200

	Organization of support missions for planning in the health zones
	 
	56 missions organized
	33 600
	56 missions organized
	33 600
	 
	0
	 
	0
	67 200

	Organization of a planning workshop at provincial level and/or provincial reviews
	 
	4 planning / review workshops organized
	120 000
	 
	0
	 
	0
	 
	0
	120 000

	Supervision of the HZs by the province (4 supervision missions per annum per HZ)
	 
	20 district supervisions conducted by the Province 
	10 000
	20 district supervisions conducted by the Province 
	10 000
	20 district supervisions conducted by the Province 
	10 000
	20 district supervisions conducted by the Province 
	10 000
	40 000

	Supervision of the HZs by the Districts
	 
	20 HZ supervisions conducted by the District
	20 000
	20 HZ supervisions conducted by the District
	20 000
	20 HZ supervisions conducted by the District
	20 000
	20 HZ supervisions conducted by the District
	20 000
	80 000

	Rehabilitation of the inspection offices 
	 
	 
	0
	 
	0
	2 RDCs rehabilitated
	150 000
	 
	0
	150 000

	Rehabilitation of the RDCs  
	 
	 
	0
	3 IPS/Districts rehabilitated 
	60 000
	 
	0
	3 IPS/Districts rehabilitated 
	60 000
	120 000

	Equipement of PSCs
	 
	 
	524500
	23 IT kits,, 23 photocopiers, 15 laptops, 3 fax connections, 13 4x4 vehicles
	 
	 
	
	10 4x$ vehicles
	250000
	774 500

	TOTAL  (II)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	1 482 900

	III. DEVELOPMENT OF THE HEALTH ZONES

	Activities 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Support for the operation of the Reference General Hospitals (RGHs) and the Health Zone Executive Teams  
	 
	10 RGHs and 10 health zone managerial teams are operational
	120000
	 
	 
	10 RGHs and 10 health zone managerial teams are operational
	120000
	20 RGHs and 20 health zone managerial teams are operational
	240000
	480 000

	Drawing up Health Development Plans of the Health Zones (HDP-HZs)
	 
	65 health zone development plans drawn up
	130000
	 
	0
	 
	0
	 
	0
	130 000

	Rehabilitation/construction of health centres and reference general hospitals
	 
	40 HCs rehabilitated
	300000
	3 RGHs rehabilitated
	360000
	60 HCs rehabilitated
	450000
	5 RGHs rehabilitated
	600000
	1 710 000

	Equipment of health centres and reference general hospitals 
	 
	40 HCs provided with medical equipment, furniture and bicycles
	664000
	8 RGHs provided with medical equipment and furniture ; 30 vehicles bought 
	1260000
	60 HCs provided with medical equipment and furniture; 50 motorbikes, 5 outboard motors and 40 bicycles bought 
	1216500
	15 RGHs HCs provided with medical equipment and furniture 
	675000
	3 815 500

	Supervision of the health centres
	 
	65 HCs supervised
	58500
	 
	 
	65 HCs supervised
	58500
	 
	 
	117 000

	Working capital for medicines for the reference general hospitals
	 
	65 RGHs have funds for medicines
	4550000
	 
	 
	 
	 
	 
	 
	4 550 000

	Working capital for medicines for the health centres
	 
	40 HCs have funds for medicines
	280000
	 
	 
	60 have funds for medicines
	420000
	 
	 
	700 000

	Support for community activities (developing water sources)
	 
	40 water sources developed
	40000
	 
	 
	40 water sources developed
	40000
	 
	 
	80 000

	TOTAL  (III)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	11 582 500


	IV. DEVELOPMENT OF HUMAN RESOURCES

	Activities 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Support for the reform of the Health Sciences education (Training of certified nurses)
	 
	3 months of bonuses paid to the personnel of the Technical Medical Institutes and Medical Education Institutes undergoing reform
	44 280
	3 months of bonuses paid to the personnel of the Technical Medical Institutes and Medical Education Institutes undergoing reform
	44 280
	3 months of bonuses paid to the personnel of the Technical Medical Institutes and Medical Education Institutes undergoing reform
	44 280
	3 months of bonuses paid to the personnel of the Technical Medical Institutes and Medical Education Institutes undergoing reform
	44 280
	177 120

	Strengthening of the capacities of provincial executive teams (PETs) 
	 
	 
	0
	12 persons trained in environmental health, HSS research, contracting and HS organization and management
	84000
	 
	0
	 
	0
	84 000

	Study trips for the PETs, including MCDs in other provinces
	 
	 
	 
	15 study trips carried out
	18 000
	15 study trips carried out
	18 000
	20 study trips carried out
	24 000
	60 000

	Training PETs, including MCDs, in planning, monitoring and evaluation
	 
	 
	 
	15 members of the PMTs and MCDs trained 
	30000
	15 members of the PMTs and MCDs trained 
	30000
	20 members of the PMTs and MCDs trained 
	40000
	100 000

	Initial training of the Executive Teams in the health zones
	 
	 
	0
	 
	0
	 
	0
	 
	0
	0

	Training / retraining of nursing personnel of the HCs and RGHs
	 
	 
	0
	 
	0
	 
	0
	50 HC nurses trained in the RGHs
	45 000
	45 000

	Improving the salaries and bonuses of the health sector human resources 
	 
	3 months bonuses paid to the members of the PMTs, the ZMTs, RGH doctors, HCs and support staff
	893400
	3 months bonuses paid to the members of the PMTs, the ZMTs, RGH doctors, HCs and support staff
	893400
	3 months bonuses paid to the members of the PMTs, the ZMTs, RGH doctors, HCs and support staff
	893400
	3 months bonuses paid to the members of the PMTs, the ZMTs, RGH doctors, HCs and support staff
	893400
	3 573 600

	Training members of the zone executive teams in public health 
	 
	 
	0
	 
	0
	 
	0
	 
	0
	0

	Audit of Technical Medical Institutes
	 
	 
	0
	1 audit carried out in the MTIs
	96 060
	 
	0
	 
	0
	96 060

	Support for the retirement of personnel in overstaffed healh units
	 
	 
	0
	 
	0
	 
	0
	 
	0
	0

	TOTAL  (IV)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	4 135 780

	TECHNICAL SUPPORT

	Short-term technical support 
	 
	 
	0
	2 short-term support missions carried out
	12 000
	 
	0
	2 short-term  support missions carried out
	12 000
	24 000

	Long-term technical support 
	 
	3 long-term support missions carried out
	72 000
	3 long-term support missions carried out
	72 000
	3 long-term support missions carried out
	72 000
	3 long-term support missions carried out
	72 000
	288000

	External assessment
	 
	 
	0
	1 external evaluation carried out 
	100 000
	 
	0
	 
	0
	100 000

	External audit
	 
	 
	0
	 
	0
	 
	0
	1 external audit carried out
	100 000
	100 000

	International consultancy services
	 
	1 international consultancy mission carried out 
	100 000
	 
	0
	 
	0
	1 international consultancy mission carried out 
	100 000
	200 000

	TOTAL  (IV)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	712 000

	TOTAL COST OF THE PLAN
	 
	 
	158 300
	 
	309 800
	 
	63 300
	 
	273 300
	18 717 880

	Management costs
	 
	2 807 682

	ANNUAL TOTAL / 2007
	 
	21 525 562


The implementation plan covers the first year of the programme, i.e. 2007. An annual implementation plan will be drawn up each year after an evaluation which will be carried out on the occasion of the annual review of the sector. The plan will be approved by the National Steering Committee. It is on this basis that the funds will be released in the course of the year of implementation.

8. Annexes and documentation

	Annex no.
	TITLE
	SUMMARY
	Date of publication

	1
	Health System Strengthening Strategy (HSSS)
	Basic document setting out the Health System Strengthening Strategy. Includes an analytical section focusing on the main constraints and obstacles facing the system and second section describing the strategic orientations
	11/05

06/06

	2
	Growth and Poverty Reduction Strategy Paper
	Framework for planning, financing and harmonising development interventions within a dynamic partnership
	03/06

	3
	Final Report of the 2005 Annual Review of Ministry of Health
	Review of country and per province: state of health, performances, strategic options
	02/06

	4
	EPI Financial Sustainability Plan
	Financing of the EPI, includes the government strategy for the mobilization and effective use of financial resources 
	10/05

	5
	Report on State of Health and Poverty in the DRC
	Detailed documentary report with analysis of the results of the health system and the capacities of households and communities in terms of consumption of health services. Also examines the strategies of the government and the partners, stressing the question of the financing of care and its impact on the poor.

NB: the human resource aspects are no longer applicable.
	05/05

	6
	Minimum Programme of Partnership for the Transition and Re-launch in the DRC
	Strategic framework for stabilization and reconstruction of the country, proposing a concentration of efforts on the revitalization of the health zones and the strengthening of capacities.
	11/04

	7
	Report of the Round Table on the Health Sector
	The main recommendations concerned the supply of medicines, the development of human resources, the development of the health zones and the financing of the health system
	5/04

	8
	SANRU III National Colloquium

"Let us rebuild the provincial health structures in the DRC"


	Detailed analysis of the different aspects of the health crisis in the DRC and proposal of possible approaches to solutions
	9/03

	9
	Report of the États Généraux de la Santé

	Little in the way of analysis but adoption of the sector policy, the organic framework of the Ministry of Health, the Master Plan for Health Development and the framework health law
	12/99

	10
	GAVI Progress Report on DRC
	The report shows the progress made by the DRC in immunization services, management of the funds obtained, immunization quality control, injection safety and the introduction of new vaccines
	05/06

	11
	Health Development Master Plan
	Framework plan indicating the general and specific targets, the main lines of activity to achieve the targets for health development during the period 2000 to 2009
	02-01

	12 
	Speech of the Secretary General for Health at the close of the 2005 Annual Review
	Proposes the setting up of a team of Congolese specialists, supported by some international experts, to prepare a draft application to be presented to GAVI with a view to financing the implementation of the HSSS 
	02/06

	13 
	National Pharmaceutical Policy

	Establishes a legal framework to regulate and control the national pharmaceutical sector with regard to satisfying pharmaceutical cover in terms of essential generic medicines, the supply of the health structures, the improvement of production and quality control. Also sets out a national list of essential medicines. 
	12 /05

	14 
	Report on the Reform Strategies of the Ministry of Health
	Analyses the institutional and political constraints of the health sector, including the human resource and financing aspects
	8/05

	15
	Order of the Ministry of Health concerning the National Steering Committee (NSC)
	Designates the members of the National Steering Committee, consisting of delegates from the public services, private sector, national and international partners, members of the IHFAG (Inter-Health Funding Agencies Group). Gives the Support Group for the health system responsibility for acting as the technical secretariat of the Committee
	09/06

	16
	Map of the Health Sector Partners
	Shows the locations of the health zones in receipt of overall support from the international partners
	07/05

	17
	Joint Declaration of the Inter Health Funding Agencies Group (IHFAG))
	Declaration read out at the close of the 2005 Annual Review to underscore the commitment of the funding agencies of the health sector to the implementation of the HSSS through all the projects financed by them
	02/06

	18
	Minutes of the Information Meeting on GAVI and the Application Procedures
	This meeting with the WHO/Geneva and WHO/AFRO related to the main lines of the procedures to be followed for the preparation of the application concerning the HSSS
	05/06

	19
	Minutes of the Meeting with the Team from WHO/Geneva and WHO/AFRO
	First meeting held with the members of the Support Group to determine the fields of intervention to be proposed to GAVI and to obtain the participation of the Inter-Health Funding Agencies Group in the preparation of the application 
	05/06

	20
	Minutes of the Meeting of the HSSS Support Group 
	Choice of 3 fields for intervention for the application and identification of the coordination mechanisms to be established
	08/06

	21
	Minutes of the Meeting of the HSSS Support Group
	Discussion of the provisional timetable of actions to be carried out, the technical and financial assistance to be requested for drawing up the application, the selection of the health zones and the method of gathering data relating to the drafting of the interim plan for the implementation of the HSSS
	08/06

	22
	Minutes of the Meeting of the HSSS Support Group
	Analysis of the situation of immunization coverage in the provinces on the basis of well identified criteria and classification of the health zones into three main groups
	09/06

	23
	Minutes of the Meeting of the HSSS Support Group
	Continuation of the analysis of the situation of immunization coverage in the health zones and preparation of the missions to gather data in the provinces
	09/06

	24
	WHO/UNICEF 2005 Joint Report on the Notification of Immunization Activities
	Report on immunization activities completed in 2005 throughout the country, specifying the rates of immunization coverage per antigen. Also contains the results of the survey on immunization coverage and describes the indicators of the immunization system.
	04/06r   

	25
	2004 Epidemiological Report
	Presents the epidemiological data of the potential epidemic diseases under observation, analyses their trends and distribution per province for the year 2004. Also describes the national system for surveillance of potential epidemic diseases 
	03/05

	26
	Speech of the Minister of Health at the Ceremony for the Inauguration of the National Steering Committee
	Describes the state of disintegration of the health system, the background to the preparation of the HSSS and the contributions of the partners. Stresses the vision of making the NSC/HSSS a platform for coordination and integration of various health projects under the leadership of the Ministry of Health.
	10/06

	27
	Welcoming Speech by the Secretary General for Health on the occasion of the Ceremony for the Inauguration of the National Steering Committee
	Sets out the powers of the members of the National Steering Committee, the responsibilities of the Provincial Steering Committees and the role of the HSSS Support Group.
	10/06

	28
	Map of GAVI Health Zones
	Identifies the geographical location of the health zones selected for GAVI support
	10/06

	29
	EPI Five-Year Plan 2003 - 2007
	Five-year framework describing the international, regional and sub-regional strategies for the control of vaccine-preventable diseases. Aims for a faster increase in the immunization coverage with the six routine antigens and recommends the introduction of new and under-used vaccines, such as those for viral hepatitis B, haemophilus influenzae type b and yellow fever
	08/02

	30
	Five-Year Plan for the Control of Measles in the DRC 2004 – 2008
	This plan describes the targets, strategies and the activities up to 2010 for the control of measles as a public health problem in the country.
	03/04

	31
	Strategic Plan for the Elimination of Maternal and Neonatal Tetanus 2007-2009 
	Seeks the elimination of maternal and neonatal tetanus through mass immunization campaigns for women of child-bearing age, the improvement of accessibility to and utilization of child delivery services and the improvement in immunization coverage for TT
	05/06

	32
	Interim Plan for the Implementation of the HSSS
	Independent paper drawn up to outline the orientations for the implementation of the strategic axes of the HSSS
	10/06

	33
	List of Health Zones Selected
	Gives a list of health zones, with low immunization coverage or with support ending in 2007, selected for GAVI support
	10/06

	34
	Implementation Plan
	Indicates the activities to be conducted quarterly during the first year of the project and describes the indicators and the related costs
	10/06

	35 
	Minutes of the Meeting for the Approval of the Application
	Related to the presentation of the application to all the parties concerned for approval 
	

	36
	Minutes of the Meeting on the Mechanisms for Management of the GAVI Funds
	The minutes set out the mechanisms to be followed at all levels of the health pyramid  in order to ensure the proper management of the funds expected from GAVI
	

	37
	Minutes of the Ceremony for Signature of the Application to GAVI for the HSSS
	The ceremony was presided by the Secretary General, chairman of the Steering Committee. The partners present at the meeting expressed the wish for a rapid signature of the memorandum of understanding to be concluded between the government represented by the Ministry of Health and its main partners on the questions relating to the management of the GAVI financing. The ceremony concluded with the signature of the proposal.
	

	38
	Detailed Budget of the DRC Application to GAVI
	This file contains all the spreadsheets used in drawing up the budget for the application.
	


ANNEX 33

	
	                    
	TABLE I: HEALTH ZONES WITH LOW IMMUNIZATION COVERAGE ( DTP 3 < 60 %) 
	

	
	
	                   HAVING PARTIAL OR NO SUPPORT IN 2007
	
	
	

	Order 
	PROVINCE
	Administrative
	 
	POPULATION
	DTP3

COVERAGE
	SUPPORT PARTNERS

	
	
	District
	Health Zone
	
	
	PARTIAL SUPPORT
	PERIOD COVERED

	
	Equateur
	 
	 
	 
	 
	 
	 

	1
	 
	V/ Gbadolite
	Gbadolite
	174 527
	53%
	UNICEF
	 

	2
	 
	Nord Ubangi
	Businga
	124 718
	41%
	CDI BWAMANDA-Coop/B
	2003-2007

	3
	 
	Nord Ubangi
	Wapinda
	206 143
	25%
	CDI BWAMANDA-Coop/B
	2003-2007

	4
	 
	Sud Ubangi
	Bangabola
	185 967
	33%
	Memisa-Coop/B, SANRU-USAID
	2001-2007

	5
	 
	Sud Ubangi
	Budjala
	127 323
	45%
	Memisa-Coop/B
	2003-2007

	6
	 
	Sud Ubangi
	Kungu
	116 184
	16%
	Memisa-Coop/B
	2003-2007

	7
	 
	Sud Ubangi
	Tandala
	323 556
	43%
	 
	 

	
	P.Orientale
	 
	 
	 
	 
	 
	 

	8
	 
	Aru
	Aru
	198 878
	50%
	PS9FED 
	2006-2009

	9
	 
	Djugu
	Mongbwalu
	113 866
	45%
	PS9FED 
	2006-2009

	10
	 
	Haut Uélé Est
	Aba
	156 284
	36%
	PS9FED 
	2006-2009

	11
	 
	Haut Uélé Est
	Watsa
	174 065
	44%
	PS9FED 
	2006-2009

	
	Sud Kivu
	 
	 
	 
	 
	 
	 

	12
	 
	Bukavu
	Bagira-Kasha 
	127 758
	58%
	Axxes-USAID
	2006-2009 

	13
	 
	Nord
	Kalehe 
	111 201
	15%
	Axxes-USAID
	2006-2009

	14
	 
	Sud
	Lemera
	134 998
	53%
	Axxes-USAID
	2006-2009

	15
	 
	Sud
	Nundu 
	120 129
	46%
	Axxes-USAID
	2006-2009

	16
	 
	Ouest
	Kamituga
	152 300
	48%
	Axxes-USAID
	2006-2009

	17
	 
	Ouest
	Kitutu
	102 659
	41%
	Axxes-USAID
	2006-2009

	18
	 
	Ouest
	Lulingu
	133 821
	4%
	Axxes-USAID
	2006-2009

	19
	 
	Ouest
	Mwenga
	156 497
	29%
	Axxes-USAID
	2006-2009

	20
	 
	Ouest
	Shabunda Centre 
	143 688
	15%
	Axxes-USAID
	2006-2009

	
	Maniema
	 
	 
	 
	 
	 
	 

	21
	 
	Centre Maniema
	Kampene
	100 088
	34%
	USAID
	2006-2009

	22
	 
	Nord Maniema
	Lubutu
	104 035
	55%
	USAID
	2006-2009

	
	Katanga
	 
	 
	 
	 
	 
	 

	23
	 
	Haut – Lomami
	MUKANGA
	237 887
	38%
	Axxes-USAID
	2006-2009

	24
	 
	Tanganika
	KALEMIE
	149 582
	59%
	Axxes-USAID, MDM-F/Echo-PS9FED B
	2006-2009

	25
	 
	Tanganika
	KANSIMBA
	122 104
	42%
	Axxes-USAID, MDM-F/Echo-PS9FED B
	2006-2009

	26
	 
	Tanganika
	KIYAMBI
	126 199
	57%
	Goal/Echo-PS9FED B
	2007-2009

	27
	 
	Tanganika
	MANONO
	240 466
	52%
	Goal/Echo-PS9FED B
	2007-2009

	28
	 
	Tanganika
	MOBA
	232 596
	52%
	Axxes-USAID, MDM, UNICEF
	2006-2009

	29
	 
	Tanganika
	NYEMBA
	129 910
	45%
	MDM-F/Echo-PS9FED B
	2007-2009

	30
	 
	Tanganika
	NYUNZU
	266 061
	33%
	Axxes-USAID, MDM-F/Echo-PS9FED B
	2006-2009

	31
	 
	Tanganika
	ANKORO
	254 632
	35%
	 
	 

	32
	 
	Tanganika
	KABALO
	157 796
	34%
	UNICEF
	 

	
	Bandundu
	 
	 
	 
	 
	 
	 

	33
	 
	Kwango
	MWELA-LEMBWA
	136 508
	42%
	Memisa-PMURR
	2002-2007

	34
	 
	Mai-Ndombe
	KIRI
	128 419
	47%
	 Memisa-Coop/B
	2003-2007

	35
	 
	Kwilu
	MOANZA
	230 677
	55%
	 
	 

	36
	 
	Kwango
	KIMBAU
	151 630
	56%
	 
	 

	
	Kasai Oriental
	 
	 
	 
	 
	 
	 

	37
	 
	Tshilenge
	NGANDAJIKA
	282 692
	56%
	PS9FED 
	2006-2009

	39
	 
	Tshilenge
	LUBAO
	187 928
	46%
	PS9FED 
	2006-2009

	40
	 
	Sankuru
	WEMBO NYAMA
	145 188
	27%
	CRS-USAID
	2002-2007

	41
	 
	Lusambo
	LUSAMBO
	110 265
	56%
	 
	 

	42
	 
	Tshilenge
	KABEYA KAMUANGA
	145 895
	54%
	PS9FED 
	2006-2009

	38
	 
	Tshilenge
	KALONDA EST
	308 282
	38%
	PS9FED,UNICEF
	2006-2009

	
	Kasai Occidental
	 
	 
	 
	 
	 
	 

	43
	 
	Kananga
	BOBOZO
	160 939
	7%
	PS9FED 
	2006-2009

	44
	 
	Kananga      
	NDESHA
	196 934
	36%
	PS9FED 
	2006-2009

	45
	 
	Kasai
	DEKESE
	110 131
	29%
	PS9FED, CRS-USAID
	2002-2009

	46
	 
	Lulua
	LUBONDAIE
	116 483
	59%
	Axxes-USAID, ECC
	2006-2009


	
	
	TABLE II :  HEALTH ZONES WITH GOOD IMMUNIZATION COVERAGE ( DTP 3 > 60 %), 

	
	
	                       HAVING PARTIAL OR NO SUPPORT IN 2007
	
	

	Order
	PROVINCE
	Administrative
	 
	POPULATION
	DTP 3
	SUPPORT PARTNERS

	
	
	District
	Health Zone
	
	COVERAGE 
	SUPPORT 
	PERIOD COVERED

	
	Kinshasa
	 
	 
	 
	 
	 
	 

	1
	 
	Funa
	Makala
	213 666
	75%
	UNICEF
	 

	2
	 
	Lukunga
	Kokolo
	212 827
	69%
	 
	 

	
	Bandundu
	 
	 
	 
	 
	 
	 

	3
	 
	Kwilu
	BAGATA
	150 375
	69%
	 
	 

	
	Bas Congo
	 
	 
	 
	 
	 
	 

	4
	 
	 Cataractes 
	KIMPANGU
	107 964
	84%
	 
	 

	6
	 
	 Cataractes 
	KWILU-NGONGO
	116 910
	87%
	UNICEF
	 

	
	Kasai  Oriental
	 
	 
	 
	 
	 
	 

	7
	 
	Mbuji Mayi
	DIULU
	285 708
	81%
	 
	 

	8
	 
	Tshilenge
	TSHITSHIMBI
	135 122
	85%
	 
	 

	9
	 
	Sankuru
	Lodja
	161 013
	85%
	CRS USAID, Axxes USAID, GAVI
	 

	10
	 
	Sankuru
	Vanga Kete
	188 058
	64%
	Axxes USAID, GAVI
	 

	11
	 
	Sankuru
	Dikungu Tshumbe
	192 042
	83%
	CRS USAID, GAVI
	 

	12
	 
	Mbuji Maji
	Bimpemba
	260 431
	92%
	PS9FED, UNICEF, GAVI
	 

	13
	 
	Mbuji Maji
	Dibindi
	215 689
	71%
	PS9FED, GAVI
	 

	
	Kasai Occidental
	 
	 
	 
	 
	 
	 

	14
	 
	Lulua
	MWETSHI
	168 321
	106%
	 
	 

	
	Katanga
	 
	 
	 
	 
	 
	 

	15
	 
	Tanganyka
	Kabalo
	157 796
	73%
	UNICEF, GAVI
	 

	
	Nord Kivu
	 
	 
	 
	 
	 
	 

	18
	 
	Beni
	Beni
	345508
	109%
	UNICEF, GAVI
	 

	19
	 
	Beni
	Kyondo
	262176
	93%
	UNICEF, GAVI
	 

	20
	 
	Beni
	Mutwanga
	180048
	122%
	UNICEF, GAVI
	 

	21
	 
	Beni
	Oicha
	273381
	107%
	UNICEF, GAVI
	 

	
	Sud Kivu
	 
	 
	 
	 
	 
	 

	22
	 
	Sud
	Uvira
	224 833
	67%
	Axxes USAID, UNICEF, GAVI
	 

	
	
	Total population of the target Health Zones: 11 704 343 inhabitants
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� The last census in the DCR took place 22 years ago. As the demographic estimates made on the basis of census data can no longer be made past a period of 10 years after the census, the National Immunization Programme uses the data generated on the basis of counts carried out by the programme during National Immunization Days. It is those data which are used in the present proposal.  


� The data on GDP are those of the State of Health and Poverty Report published by the World Bank in 2005.


� The data relating to infant and maternal mortality are those of the MICS 2 survey conducted by the Ministry of Planning in 2001 with the financial support of UNICEF.


� The source for this data is State Budget Law for 2005.


� 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.


� 


� 


� Une ZS est définie comme ayant un bon potentiel de développement lorsqu'elle a une population d’au moins 100 000 habitants, dispose d’un Hôpital Général de Référence et d’au moins deux Centres de Santé. Ce potentiel est considéré comme élevé s'il bénéficie d’un financement d’au moins 3 $ par habitant et par an pour le fonctionnement (non compris la contribution de la communauté par la tarification). Ce niveau de financement peut permettre de lancer le processus de développement d’une ZS. Le choix porté sur les ZS à potentiel élevé au développement comme point de départ pour le processus de développement des ZS se justifie par le fait que leurs performances peuvent être améliorées assez rapidement et à un coût raisonnable, ce qui leur permettra de devenir des modèles de démonstration et donc des centres de formation et d’encadrement pour le personnel des autres ZS. Ces ZS peuvent une fois leur degré de fonctionnalité améliorée, aider au développement des autres ZS.


� La fonctionnalité du CPP doit être attesté par l’existence des comptes rendus des réunions organisées avec  l’ensemble de partenaires qui interviennent dans la province, les rapports des revues annuelles provinciales et à terme par l’existence d’un Plan Provincial de Développement Sanitaire (PPDS)  incluant les apports de tous les partenaires.


� Le nombre de Centres de Santé fonctionnels n’est pas connu pour le moment dans les ZS ciblées par le programme. Il sera connu après l’état des lieux qui sera réalisé au démarrage de celui-ci. La valeur de l’indicateur contenue dans le Table représente le nombre de Centres de Santé qui seront rendus fonctionnels du fait de l’intervention au moyen du financement GAVI uniquement dans les différentes ZS d’intervention.


� La couverture sanitaire est la proportion de la population qui est desservie par un Centre de Santé fonctionnel. Dans ce cas, elle sera calculée par rapport à la population des ZS ciblées par l’appui GAVI. Cette couverture n’est pas connue pour l’instant. Elle sera déterminée lors de l’état des lieux qui sera réalisé au démarrage du programme. Les données chiffrées contenues dans ce Table en rapport avec cet indicateur sont des estimations de l’accroissement de ce dernier du fait de la contribution de GAVI.


� Toutes les provinces sont concernées par cet indicateur du fait de l’appui apporté au niveau du CNP qui a la responsabilité de les rendre fonctionnels.


� La fonctionnalité du CPP doit être attesté par l’existence des comptes rendus des réunions organisées avec  l’ensemble de partenaires qui interviennent dans la province, les rapports des revues annuelles provinciales et à terme par l’existence d’un Plan Provincial de Développement Sanitaire (PPDS)  incluant les apports de tous les partenaires.


� Le nombre de Zones de Santé (ZS) fonctionnelles  n’est pas connu pour le moment dans le pays. Dans les provinces ciblées, ce nombre sera connu après l’état des lieux qui sera réalisé au démarrage du programme. La valeur de l’indicateur contenue dans le Table représente le nombre de ZS qui seront rendus fonctionnelles du fait de l’intervention financée par GAVI dans les provinces ciblées. 


� La couverture sanitaire doit être comprise comme la proportion de la population qui est desservie par un Centre de Santé fonctionnel. Dans ce cas, elle sera calculée par rapport à la population des ZS ciblées par l’appui GAVI. Cette couverture n’est pas connue pour l’instant. Elle sera déterminée lors de l’état des lieux qui sera réalisé au démarrage du programme. Les données chiffrées contenues dans ce Table en rapport avec cet indicateur sont des estimations de l’accroissement de ce dernier du fait de la contribution de GAVI.


� Les interventions prévues dans cette proposition ne concernent pas seulement les ZS ciblées. La proposition a un effet d’entraînement sur tout le secteur de la santé du fait de l’appui qu’elle se propose d’apporter sur le pilotage du système de santé et de son influence sur des thèmes transversaux comme les ressources humaines pour la santé. Ainsi, il est prévu que le nombre d’enfants supplémentaires qui vont bénéficier des services de vaccination déborde le seul cadre des ZS ciblées par celle-ci.


� La réduction de la mortalité infanto juvénile telle que décrite n’est valable que dans les Zones de Santé ciblées par la proposition.


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


� Document disponible à la DEP


� Idem


� Document disponible à la DEP
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