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GAVI Alliance Secretariat

c/o UNICEF, Palais des Nations
1211 Geneva 10, Switzerland
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Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline. Proposals received after that date will not be taken into consideration for that review round. GAVI will not be responsible for delays or non-delivery of proposals by courier services. 
All documents and attachments should be in English or French.  All required information should be included in this application form. No separate proposal documents will be accepted by the GAVI Secretariat. The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents may be shared with the GAVI Alliance partners, collaborators and the general public.
Please direct all enquiries to: 
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Abbreviations and Acronyms
To the applicant

· Please ensure that all abbreviations and acronyms presented in the application and supporting documents are included here.
	Acronym
	Description

	ADHA
	Additional Duty Hours Allowance

	AEFI
	Adverse Effects Following Immunisation

	AIDS
	Acquired immune deficiency syndrome

	ANC
	Antenatal care

	APOW
	Annual programme of work

	ARI
	Acute respiratory infections

	ART
	Anti retroviral therapy

	ARV
	Anti retroviral drugs

	APR
	Annual Progress Report

	BMC
	Budget management centre

	BPEMS
	Budget and Public Expenditure Management System

	CAS
	Country Assistance Strategy (of World Bank)

	CHAG
	Christian health association of Ghana

	CHPS
	Community health planning and service

	CHOs
	Community Health Officers

	CIP
	Capital investment plan

	CMA
	Common Management Arrangements

	CSM
	Cerebrospinal Meningitis

	CSO
	Civil society organisation

	CSW
	Commercial sex worker

	CV
	Community Volunteer

	DACF
	District Assembly Common Fund

	Danida
	Danish International Development Agency

	DfID
	UK Department for International Development

	DCEs
	District Chief Executives

	DDHS
	District Director of Health Services

	DHAP
	District Health Analysis and Planning

	DHMT
	District Health Management Team

	DMHIS
	District Mutual Health Insurance Schemes

	DP
	Development partners

	DPF
	Donor pooled fund

	DSS
	Demographic Surveillance Sites

	DWIMS
	District Wide Information Management System

	ERPFM
	External Review of Public Financial Management

	EU
	European Union

	GAC
	Ghana Aids Commission

	GAR
	Greater Accra Region

	GDHS 
	Ghana Demographic Health Survey

	GDP
	Gross Domestic Product

	GFATM
	Global fund for the fight against Aids, Tuberculosis and Malaria

	GHS
	Ghana Health Service

	GJAS
	Ghana Joint Assistance Strategy

	GLSS
	Ghana Living Standard Survey

	GOG
	Government of Ghana

	GPRS
	Ghana poverty reduction strategy

	GPS
	Ghana Partnership Strategy

	HIPC
	Heavily Indebted Poor Countries (debt relief)

	HIRD
	High Impact Rapid Delivery

	HIV
	Human immunodeficiency virus

	HMIS
	Health management Information Systems

	HSPS 
	Health Sector Programme Support

	IDSR
	Integrated Disease Surveillance and Response

	IGF
	Internally-Generated Funds

	ILO
	International Labour Organisation

	IMR
	Infant mortality rate

	ITN
	Insecticide treated net

	JSR
	Joint Sector Review

	MBB
	Marginal Budgeting for Bottlenecks

	MDA
	Ministries, departments and agencies

	MDBS
	Multi Donor Budget Support

	MDG
	Millennium development goals

	MI
	Member Institution (CHAG)

	MICS
	Multi-Indicator Cluster Survey

	MLM
	Middle Level Management

	MMR
	Maternal mortality rate

	MNT
	Maternal Neonatal Tetanus

	MOFA
	Ministry of Foreign Affairs, Copenhagen, Denmark

	MOFEP
	Ministry of Finance and Economic Planning

	MOH
	Ministry of health

	MOU
	Memorandum of Understanding

	M-SHAP
	Multi-Sectoral HIV/AIDS Programme

	MSM
	Men having Sex with Men

	MTEF
	Medium Term Expenditure Framework

	NACP
	National AIDS control programme

	NASA
	National AIDS Spending Assessment

	NDPC
	National Development Planning Commission

	NGO
	Non-Governmental Organisation

	NHIF
	National Health Insurance Fund

	NHIL
	National Health Insurance Levy

	NHIP
	National Health Insurance Project

	NHIS
	National Health Insurance Scheme

	NMCCSP
	Nutrition and Malaria Control for Child Survival Project

	NSF
	National Strategic Framework for HIV/AIDS

	OAG
	Office of the Auditor-General

	OECD
	Organization for Economic Co-operation and Development

	OI
	Opportunistic infections

	OPD
	Outpatient department

	OVC
	Orphans and vulnerable children

	PDA
	

	PETS
	Public Expenditure Tracking Survey

	PFM
	Public Financial Management

	PHC
	Primary health care

	PLWHA
	People Living with HIV/AIDS

	PMTCT
	Prevention of mother to child transmission

	POW
	Programme of work

	PPMED
	Policy, planning, monitoring and evaluation Department

	RCC
	Regional Coordinating Council

	RCD
	Regional Coodinating Director

	RDE
	Royal Danish Embassy

	RHD
	Regional health directorate

	RHMT
	Regional health management team

	RNE
	Royal Netherlands Embassy

	SSNIT
	Social Security and National Insurance Trust

	STI
	Sexually transmitted infections

	SWAp
	Sector wide approach

	TA
	Technical Assistance

	TB
	Tuberculosis

	THB
	Teaching hospital board

	TOR
	Terms of reference

	TTH
	Tertiary teaching hospitals

	U5MR
	Under five mortality rate

	USAID
	United States Agency for International Development

	VAT
	Value-added tax

	VCT
	Voluntary counselling and testing

	VPD
	Vaccine Preventable Diseases

	WFP
	World Food Programme

	WHO
	World Health Organization 


Executive Summary
Ghana is a tropical country situated in the west coast of Africa and located between latitudes 4 and 11 degrees north of the equator. The national population of Ghana in 2007, projected from the 2000 census is 22,618,058 million. Out of this number, 50.2 percent are male and 49.8 percent are female. Life expectancy currently stands at 57 years. Forty-six percent of the population is below the age of fifteen. There is a growing trend in rural to urban migration. The regional distribution is between the range of 17.3 percent in the Ashanti Region and 3.1 percent in the Upper West Region. 

The population density is equally varied. Nationally, it is put at 77 per square kilometre (km2) but the distribution reflects a range of 897 in the Greater Accra Region to 31 in the Upper West Region. In effect, the population density in the northern half of the country, which also is the poorest economically, is very sparse. The density and population data has considerable implications for the kind of health professionals and providers required in the different regions and their distribution patterns nationally. Where the population is high and the density is high, the rule of synergy would require that staff and facilities are appropriately mixed to deliver more and better services.

Ghana is a multi-party democratic country with a presidency, a cabinet, a parliament, and an independent judiciary system. These constitute national level structures with day-to-day functions administered through an established bureaucracy—ministries, departments and agencies. The country is divided into 10 regions, with 138 decentralized districts constituting the lower level of political administration. Decentralization to the district is a statutory requirement enshrined in the constitution of Ghana. The District Assemblies are autonomous agencies responsible for the implementation of public service functions and governance at the local level. The District Assemblies have an executive committee headed by a District Chief Executive (DCE) who is responsible for managing district level public officials and the administration and management of their functions.
Overall health status in Ghana improved dramatically in the three decades that followed independence in 1957, for example, infant mortality fell from 133 to 77 per 1,000 live births between 1957 and 1988. Over the past decade, Ghana has been very successful in its efforts to fight poverty.  Poverty has fallen from 51.7% in 1991/92 to 28.5 % in 2005/6.  If the trend continues, Ghana will soon achieve MDG 1 (well before the target date of 2015) and will be the first sub-Saharan country to do so. Extreme poverty level has gone down from 26.8% in 1991/92 to 18.2% in 2005/6. Poverty levels are still the highest in the 3 Northern regions (52, 88 and 78% respectively in Northern, Upper West and Upper East regions).

However, the pace of progress in improving health status has slackened. Since 1998, key health, nutrition and population indicators have either not improved significantly or have deteriorated. Areas of particular concern are the Infant Mortality Rate, the Under 5 Mortality rate, and the Neonatal Mortality Rate. There are substantial spatial variations in the rate of progress, with rural and northerly areas (notably, Upper West Region) underperforming in relation to the national average. 

	Health Status Indicators
	1988
	1993
	1998
	2003

	Infant Mortality Rate (per 1,000 live births)
	77
	66
	57
	64

	Under 5 Mortality Rate (per 1000 live births)
	155
	119
	108
	111

	Neonatal Mortality Rate (per 1,000 live births)
	44
	41
	30
	43

	Crude Birth Rate (per 1,000)
	47
	44
	39
	33

	Crude Death Rate (per 1000)
	17
	12
	10
	10

	Life expectancy at birth (in years)
	54
	56
	57
	58

	Total Fertility Rate
	6.4
	5.5
	4.6
	4.4


Source: Ghana Health Service, 2005 (“Facts and Figures”, p. 10The health sector in Ghana develops a five year 

Programme of Work (PoW) of which annual programmes of work are developed for implementation. The first 5yrPoW was developed for the period 1997-2001. Currently the 3rd PoW has been developed for the period 2007 to 2011. Ghana has within the context of the Health sector reforms established a mechanism for periodic Health Sector Assessments.  A key component of the Health Sector Reform in Ghana has been the institutionalization of yearly sector review by Independent External Reviewers and two Health Summits each year to assess the performance as well as to plan for the health sector, culminating in the signing of Aide Memoires for health sector actions.

The 2006 and 2007 review of the 2005 and 2006 PoWs respectively focused on the POW 2002-2006 (including the Common Management Arrangements – II). 

Key concerns from the recent reviews are as follows:

· Persistent inequalities in access to and coverage of health services;

· Inadequate attention given to health promotion, protection and rehabilitation of the sick and disables;

· Stagnating health indicators despite increasing health sector spending;

· Incorporating the implications of the National Health Insurance Scheme in the planning and budgeting of BMCs and agencies;

· Inadequate numbers of human resource in spite of the increasing human resource spending;

· Inadequate use of information to monitor performance and improve productivity.
· Even though District Health Management Teams had been in place in all Districts for sometime, their performance as ‘managers’ had not been optimal. It has been claimed that they do not function as teams and do not provide supportive supervision to their Sub-District Health Teams

·  Service Delivery is not efficient and resources are not well prioritised to achieve the MDG’s
· The poorest regions in the north have been underserved by health services.  

· Accountability for delivering results has not been well defined and performance has not been adequately tracked.  

· Communities are not much involved in the planning, management and monitoring of local health services.

· The Ministry of Health has only weak links with Ghana’s large non-governmental sector (providing both for-profit and not-for-profit services) and the potential for using this alternative health service delivery capacity has not been well exploited. 

A new National Health Policy “Creating Wealth through Health” was launched by MOH in November 2006, replacing the Medium Term Health Strategy (1997-2001). The National Health Policy will guide the sector development until 2015. The policy is in line with the Developmental Agenda of Ghana – the Growth and Poverty Reduction Strategy II (GPRS II) - and acknowledges the need for a healthy workforce to create economic growth. The health sector goal “to ensure a healthy and productive population that reproduces itself safely” will be achieved through three inter-related and mutually reinforcing goals:
· to ensure that people live long, healthy and productive lives and reproduce without risk of injuries or death

· to reduce the excess risk and burden of morbidity, mortality and disability, especially in the poor and marginalised groups

· to reduce inequalities in access to health, reproduction and nutrition services and health outcomes.

The strategies to achieve these objectives include: Promoting healthy lifestyles and reducing risk factors that arise from environmental, economic, social, and behavioural causes; Ensuring equitable access to good quality and affordable health services that improve health outcomes and respond to people’s legitimate expectations; Mobilizing resources for health, allocate equitably and ensure efficient utilization; Promoting a local health industry that supports service delivery, and creates jobs; Developing and sustaining an enabling policy and institutional environment for the health sector and promote effective collaboration with other MDAs, private sector, and NGOs 

Based on the results of the recent sector assessments, and the fact that other stakeholders are involved in other health systems strengthening components, the overall objective for GAVI HSS support is focused on strengthening of District Health Systems and its substructures to deliver effectively known interventions especially immunisation. It focuses on primary health care as an approach to strengthening health systems.  
The Specific objectives will be in the following areas 
1. Strengthening  District and Sub-districts structures to support service provision through strengthening of managerial capacities and teamwork of DHMTs and SDHMTs
2. Equipping of functional Community-based Health Planning and Service (CHPS) zones with tolls to expand coverage to deliver essential services (especially for MDG 4 and 5) using primary health care as an approach to strengthening health systems
3. Strengthen Health Information Systems at the Sub-district and CHPS zones to interphase with the   existing computer based District Wide Information Management Systems( DWIMS)

4. Building district level capacity for operational and implementation research

A set of activities and outputs will guide implementation and will be reviewed within the overall health sector performance processes. This support is expected to contribute to the improvement in the outcome indicators of the health sector. These outcome indicators are part of the sector-wide indicators for monitoring the health sector on an annual basis. Target districts will be selected based on their priority needs in addressing the objectives and in line with other HSS support programmes for maximising impact.

Ghana is requesting for $9,670,000 for a 4year period (2008-2011) within its current 5year Programme of Work (2007-2011).

Section 1: Application Development Process
To the applicant
In this section, please describe the process for developing the GAVI HSS application.   

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

1.1: The HSCC (or country equivalent)

	Name of HSCC (or equivalent): 

The Health Partners Coordinating Group (HPCG) of Ghana
Indicate the sector level :
The Health Partners Group of Ghana has been existence since the onset of the health sector

	reforms in 1996 . HPCG of Ghana operates at the National level as Stand-alone structure. 

	

	Frequency of meetings:

The HPCG of Ghana holds Monthly meetings (1st Thursday of every month), quarterly Business meetings and Annual summit (twice a year)

	Overall role and function:
The Health Partners Coordination Group (HPCG) of Ghana provides an oversight and coordination process for the implementation of the yearly Aide Memoires that guide the Health Sectors’ Yearly Programme of Work. The HPCG functions as rallying point for the coordination and harmonization of issues arising during the sector’s implementation and discussions surrounding the Health Sector Strategy and Programme of Work . 

The HPCG provides a forum for the discussion of critical issues affecting the implementation of the Health sector reforms and partner activity coordination and harmonization.  Membership includes representatives of all developmental partners in health, the ministry of health, non-governmental organisations working in Health especially the Coalition of NGO’s in Health, Representatives from Ministry of Finance and the National Development Planning Commission (NDPC) The HPCG is organized in such a way that sub-committees are formed on ad-hoc basis to deal with critical issues and in turn report to the main group. 

Two health summits are held each year. The first of the first quarter of the year and the second on the third quarter. The first health summit is held to discuss the performance of the health sector for the previous year whilst the second, is used to discuss the plans of the health sector for the coming year. The second health summit forms part of the health sector policies, strategies and planning process. At the planning summit, the health sector policies, plans and budget are discussed and approved with commitment from all stakeholders.

The Policy Planning Monitoring and Evaluation Division of the Ministry of Health Chairs the monthly and quarterly business meetings on behalf of the Ministry of Health. The PPMED also serves as the Secretariat for the HPCG


1.2: Overview of application development process 

	Who coordinated and provided oversight to the application development process?

The overall coordinating and oversight direction in the development of the application was done by the Planning Policy Monitoring and Evaluation Divisions of the Ministry of Health and its Agency, the Ghana Health Service.



	Who led the drafting of the application and was any technical assistance provided?
The Director PPMED of GHS was the overall leader and coordinator for the development of the GAVI HSS proposal. Technical Assistance was contracted from 2 health systems experts in country who had been part of the historical development of the health sector in Ghana and are still playing a key role in the on-going reforms of the sector



	Give a brief time line of activities, meetings and reviews that led to the proposal submission.
A Country Task Team (CTT) was convened by the Health Partners Coordination Group of Ghana at its January 2007 meeting to coordinate the development of the Ghana Health System Strengthening ( HSS) proposal
. PPMED in GHS was used as the secretariat during the process of developing the proposal. The following are the key activities that the CTT undertook towards the development of the proposal.

1. Health Partners were informed of the GAVI HSS support during the December 2006 partners meeting and the issue was put on the January 2007 Partners meeting agenda.

2. Initial discussion on GAVI HSS proposal took place in January during the Health Partners meeting.

3. Discussions were held with Regional and Headquarters Directors during their bi-annual senior managers meeting in April 2007. The discussions focused on the areas of support, criteria for targeting districts and getting buy-in from regional managers. 

4. In June 2007, the team met with all the 138 DDHS during their annual conference. During the discussions, the areas of support and selection of districts were discussed and the specific areas were agreed.

5. Four main drafting meetings were held between 23 July and 31st August 2007 to formulate objectives and develop the areas of focus for the proposal based on the consultations.

6. The draft applications were also subjected to email discussions amongst the Key partners of the HPCG between August and September 2007



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

The draft proposals at various stages of its development were circulated to the key stakeholders in hard copies and electronic versions through mass emails systems. All health partners had the opportunity to review and comment on the proposal. The draft was circulated to all health partners and comments were received during the monthly health partners meeting, the ICC meeting and directly through email. Predominantly, most of the reviews and comments were through emails.



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

The Minister of Health, Health Partners representative and Minister of Finance approved and endorsed the proposals.  The Ministers of Health and Finance had access to the documents before endorsing. The Health Partner Group made significant contributions throughout the process. 

On the 4th of October 2007, the application was tabled before the Monthly Health Partners meeting for their approval. The application was overwhelmingly approved and endorsed by the members present at the meeting.


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

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

	Minister of Health
	Ministry of Health
	No
	Read and discussed the document and endorsed the proposal 

	Minister of Finance & Economic Planning
	Ministry of Finance and Economic Planning
	
	Read, discussed and endorsed the document

	Director PPMED
	Ministry of Health
	Yes
	Chairman of the Health Partner Coordinating Group. Critically reviewed the proposal

	Director PPMED,
	Ghana Health Service
	Yes
	Led the Country Task Team to develop the HSS Proposal and Application Form

	NPO Health Systems


	WHO


	Yes
	Core team member in the preparatory to completion stage.

	NPO EPI


	WHO
	Yes
	Provided technical support from EPI programme

	JPO


	DANIDA
	Yes
	Made significant contribution especially reviewing the draft documents

	Health Coordinator and Focal Person to DFID


	Netherlands
	Yes
	Made significant contribution especially reviewing the draft documents and endorsed the proposal.

	Focal Person on Health


	UNICEF
	Yes
	Made significant contribution especially reviewing the draft documents

	President


	Coalition of NGO’s in Health
	YES
	Core Team Member in preparation phase

	Deputy Director PPMED (IME)
	Ghana Health Service
	Yes
	Core team member in the preparatory to completion stage

	Deputy Director PPMED(P&B)
	Ghana Health Service
	Yes
	Core team member in the preparatory to completion stage

	Deputy Director PPMED (Policy)
	Ghana Health Service
	yes
	Core team member in the preparatory to completion stage

	National Chairman
	Coalition of NGO’s
	Yes
	Core team member in the preparatory to completion stage

	Executive Secretary
	CHAG
	Yes
	Team Member in developing and review of proposal

	Deputy Director for Budget
	Ministry of Health
	Yes
	Core team member in the preparatory to completion stage


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

Section 2: Country Background Information

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

2.1: Current socio-demographic and economic country information

	Information
	Value
	Information
	Value

	Population
	22,618,058

	GNI per capita
	$US520


	Annual Birth Cohort
	904,722

	Under five mortality rate
	111/ 1000


	Surviving Infants* 
	859,486
 


	Infant mortality rate 
	71/ 1000


	Percentage of GNI 

allocated to Health
	3%


	Percentage of Government expenditure on Health 
	14



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

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

2.2: Overview of the National Health Sector Strategic Plan
	Ghana’s overall long-term vision for growth and development was captured in the document GHANA VISION 2020 in 1993 and in the Medium Term Health Strategy towards Vision 2020 (MTHS, 1995). The third 5-years POW builds on the results obtained during the first two POW, and on their findings: ‘Health of the Nation’ report (MOH, August 2001) and review of 2nd 5Yr PoW 2002-2006). Broad policy directions has been provided by the Growth and Poverty Reduction Strategy 2006-2009 (GPRS-II; GOG, 2005). As for health and health care, the GPRS focuses on three key areas: bridging the equity gap, ensuring sustainable financing arrangements for the poor, and enhancing efficiency in the health system. 

The third 5YPOW (2007-11) outlines the key areas of attention required within the health sector and the priorities for investment as part of the wider efforts to stimulate the creation of wealth for the people of Ghana. It takes its direction from the National Health Policy and from the government’s agenda for poverty reduction as outlined in the GPRSII.

The National Health Policy “Creating Wealth through Health” was launched by MOH in November 2006, replacing the out-dated Medium Term Health Strategy (1995). The National Health Policy will guide the sector development until 2015. The policy is in line with GPRS II and acknowledges the need for a healthy workforce to create economic growth. The health sector goal “to ensure a healthy and productive population that reproduces itself safely” will be achieved through three inter-related and mutually reinforcing areas:

· to ensure that people live long, health and productive lives and reproduce without risk of injuries or death

· to reduce the excess risk and burden of morbidity, mortality and disability, especially in the poor and marginalised groups

· to reduce inequalities in access to health, reproduction and nutrition services and health outcomes.

The strategies to achieve these objectives include: Promoting healthy lifestyles and reducing risk factors that arise from environmental, economic, social, and behavioural causes; Ensuring equitable access to good quality and affordable health services that improve health outcomes and respond to people’s legitimate expectations; Mobilizing resources for health, allocate equitably and ensure efficient utilization; Promoting a local health industry that supports service delivery, and creates jobs; Developing and sustaining an enabling policy and institutional environment for the health sector and promote effective collaboration with other MDAs, private sector, and NGOs


.

Section 3: Situation Analysis / Needs Assessment

Key concerns and issues from the recent reviews are as follows:

1. Persistent inequalities in access to and coverage of health services;

2. Inadequate attention given to health promotion, protection and rehabilitation of the sick and disables;

3. Stagnating health indicators despite increasing health sector spending;

4. Incorporating the implications of the National Health Insurance Scheme in the planning and budgeting of BMCs and agencies;

5. Inadequate numbers of human resource in spite of the increasing human resource spending;

6. Inadequate use of information to monitor performance and improve productivity.”

7. Health services are over-focused on delivery of medical technology with little attention to behavioral, nutritional and environmental interventions

8. Key health care interventions are known and available, but the key challenge is scaling up.

9. In spite of investments in the last 10 years, there are huge gaps in access to services and shortage of equipment, consumables essential drugs and supplies

10. The brain drain of health professionals is constraining staffing of frontline health facilities and thus making reliable and quality services virtually unattainable.

11. The sector is facing high overhead cost, unbundled regulatory environment and difficulties in coordination.

12. Catastrophic costs, formal and informal, are disproportionately borne by the poor.

13. There are challenges in the introduction and sustaining the National Health Insurance Scheme.

14. The practical implementation of the inclusion of the poor and indigents within the NHIS remains a mirage.
15. Financing and resource allocation to the sector have increased over the last decade but this I still inadequate for the level of investments required to scale up health delivery. At the same time the systems of financing are changing from projects to sector support to budget support. There is also a change from user fees to health insurance.

16. Even though District Health Management Teams had been in place in all Districts for sometime, their performance as ‘managers’ had not been optimal. It has been claimed that they do not function as teams and do not provide supportive supervision to their Sub-District Health Teams

17.  Service Delivery is not efficient and resources are not well prioritised to achieve the MDG’s
18. The poorest regions in the north have been underserved by health services.  

19. Accountability for delivering results has not been well defined and performance has not been adequately tracked.  

20. Communities are not much involved in the planning, management and monitoring of local health services.

21. The Ministry of Health has only weak links with Ghana’s large non-governmental sector (providing both for-profit and not-for-profit services) and the potential for using this alternative health service delivery capacity has not been well exploited.  

3.1: Recent health system assessments

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates

	2002 Ghana Health Sector External Review Report 
	All DPs and MoH and its agencies
	All areas of the health sector
	2003

	2003 Ghana Health Sector External Review Report
	All DPs and MoH and its agencies
	All areas of the health sector
	2004

	2004 Ghana Health Sector External Review Report
	All DPs and MoH and its agencies
	All areas of the health sector
	2005

	 “Pause…Get it Right…Move on. Review of Ghana Health Sector 2005 Programme of Work. Main Sector Review Report, Final Draft.”
	Ministry of Health, Government of Ghana. 2006.
	All areas of the health sector
	2006

	Annual Review of the Health Sector - 2006
	All DPs and MoH and its agencies
	All areas of the health sector
	2007

	Report on the Review Common Management Arrangement
	MoH and DPs
	Management arrangements between MoH and DPs.
	2007

	Aide memoire 
	MoH and DPs
	Implementation arrangement between MoH and DPS
	2007

	Review of Health Information System - 2006


	MoH and External Consultant
	Health Information System
	2007

	National procurement Audit, 2005
	Benning Annang & Partners
	Procurement and supply systems
	2005

	Annual Audit Report of the sector – 2006
	Audit Service and Independent audit firm
	Financial management and programme
	2006

	External Surveillance Review in Ghana
	External and internal Review Team
	Surveillance
	2007


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

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

	A number of major assessments to improve immunization coverage have been undertaken by the health sector. 
· Overall insufficient financial resources for health is a significant barrier to scaling-up of immunization services and introduction of new vaccines 
· Utilisation of data for planning purposes (e.g. at district level) is a major barrier. (Data are for example not used for identifying bottlenecks to priority services in the districts).
· Data on service utilization and equity are not used to inform policy and make decisions on distribution of staff 
· Insufficient skilled manpower
· Operational research is an underused method of identifying and overcoming barriers 
· Supportive supervision is a major problem. 
· Availability and disbursement of funds from central level is slow, unpredictable and inflexible, and not responsive to diverse needs. 
· Availability and payout of funds from sub-national level is slow, unpredictable and inflexible, and not responsive to diverse needs.
· Sustainable funding of new vaccines is a major problem for immunization 



3.3: Barriers that are being adequately addressed with existing resources

The health sector in its 3rd Five Year PoW is making systematic efforts in addressing the major barriers affecting the health system. The milestones for implementing the 3rd Five ear PoW (under discussion) outlines the priority issues and when they will be addressed. Indeed this PoW does not attempt to solve all the issues in a year but rather has outlined key health system issues and when they will be addressed over the five year period.

The low level of remuneration and lack of incentives that has been the reason for the migration of Nurses and medical Doctors has been addressed. The government has approved a pay structure for health workers which is being implemented. On a wider scale, the Public Sector Reform Secretariat is working on wider issues of sectoral wage disparities.

Despite the increase in funding to the sector, it was not sufficient to meet the funding required to scale up priority interventions to meet the target set out by the MDGs. The Health Sector and its partners has invested in selected interventions to address the MDG 4 and 5. The High Impact Rapid Dilivery Approach (HIRDA), supported by the Health Partners is providing timely and significant funding to the district level to support the scale up of known cost effective interventions for reducing maternal, child and neonatal deaths.

The MoH with the support of JICA and the Health Metric Network is investing in the building the Health ICT Infrastructure and backbone. The support from the HMN is targeted to the national level.

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

	In spite of above, there are key areas of weakness in the health system are not being focused on in the various Reviews that been in place since 1986.  These had been articulated in most of the yearly external Health Sector Reviews and captured in the various Aide Memoires. In most of the Aide Memoires it has been clearly stated that even though District Health Management Teams had been in place in all Districts for sometime, their performance as ‘managers’ had not been optimal. It has been claimed that they do not function as teams and do not provide supportive supervision to their Sub-District Health Teams. That service delivery is not efficient and resources are not well prioritised to achieve the MDG’s, and that the poorest regions in the north have been underserved by health services.  The Reviews also states that accountability for delivering results has not been well defined and performance has not been adequately tracked. It is also stated that communities are not involved in the planning, management and monitoring of local health services.

Thus key areas that require additional support  include:

1. Increasing geographical access and innovation to service delivery

2. Weak management, teamwork and leadership capacity 

3. Weak financial and procurement management

4. The use of tools in planning, prioritization and performance skills

5. Weak supportive supervision

6. Information management, monitoring and evaluation
7. Using operational and implementation research at the district level



Section 4: Goals and Objectives of GAVI HSS Support
To the applicant
· Please describe the goals of GAVI HSS support below (Table 4.1). 
· Please describe (and number) the objectives of GAVI HSS support (Table 4.2). Please ensure that the chosen objectives are specific, measurable, achievable, realistic and time-bound.
4.1: Goals of GAVI HSS support

	The goals and objectives of the GAVI HSS proposal has been developed to align to the broader health sector goals and objectives. In its development, consideration was also given to views and comments obtained during the consultation process. Lastly it has been set to reflect the aspiration of government.

Based on the results of the recent sector assessments, and the fact that other stakeholders are involved in other components of Health systems strengthening, the overall goal for the HSS support is to target the strengthening of District Health Systems and its substructures to deliver effectively known interventions especially immunization by the end of the 3rd Programme of Work. 

It focuses on primary health care as an approach to strengthening health systems. This is in line with the national vision of attaining middle income status by 2015, the ultimate goal of GAVI HSS support is to contribute to the attainment of the overall MDG 4 & 5 targets in particular immunization f the mother and child. 

Strengthened health systems at district and sub-district level to support the implementation of effective and efficient health interventions targeted maternal and child health, in particular immunization of the mother and child.




4.2: Objectives of GAVI HSS Support

	 
1. Strengthening District and Sub-districts systems to support service provision by building managerial capacities and fostering teamwork within the duration of the 3rd Five year PoW 
2. Expanding functional CHPS coverage to deliver essential services focusing on MDG4 and  MDG5 in 50 Districts
3. Strengthening sub-district Health Information Systems especially at the CHPS zone level to inter-phase with current computer based District Wide Information Management System (DWIMS) in the target Districts
4. Conducting district operational and implementation research in specific subject areas 
This proposal focuses more on strengthening health systems structures at the district level. It is also in line with the policy direction of the new health policy which has devoted its objective three to strengthening of health systems. The areas of focus outlined in the implementation plan is a result of issues and recommendations from the last 4-5 year reviews, especially the 2005 review which focused on management capacity of the health system and how they affect service delivery.




Section 5: GAVI HSS Activities and Implementation Schedule
To the applicant
· For each objective identified in Table 4.2, please give details of the major activities that will be undertaken in order to achieve the stated objective and the implementation schedule for each of these activities over the duration of the GAVI HSS support (Table 5.2 overleaf). 
Note: GAVI recommend that GAVI HSS supports a few prioritised objectives and activities only. It should be possible to implement, monitor and evaluate the activities over the life of the GAVI HSS support. 
Note: Please add (or delete) rows so that Table 5.2 contains the correct number of objectives for your GAVI HSS application, and the correct number of activities for each of your core objectives.
Note: Please add (or delete) years so that Table 5.2 reflects duration of your GAVI HSS application
Budget justification for Activities 

At the time of writing this proposal, there were a number of proposals that were also being developed which some support for HSS activities. Members of the GAVI HSS team are involved in these proposals (Global Fund Round 7 for malaria, Rolling Continuation Channel for malaria, Nutrition and Malaria for Child Survival project and National Health Insurance Project) and therefore carefully provided guidance in synchronising the areas of support and geographical coverage especially at the district level. The selection of districts for this support and the others were also guided by the strategic direction of MoH and its Development Partners in line with how budget support is being targeted. The objectives and activities that have been stated in this document will complement other activities in the HSS proposals being developed. Likewise this proposal will be complemented by other support. In summary, this proposal has been developed within the overall health sector support programme.

Objective 1 of this proposal focuses on managers throughout the country in the strengthening of management and leadership skills, team building and strengthening supportive supervision. 

GAVI HSS proposal is focusing on 50 districts for specific activities to be implemented at the district level (especially objectives 2 and 3). The selection of the 50 districts is based on the other HSS initiatives that are being supported by other programmes. 

Each CHPS zone is managed by a CHO. The demarcation of CHPS Zone (community) was based on the standard of five CHPS zones in a Sub district. Six Subdistricts also make up a district. The procurement of Motorbikes and service delivery kits (1500) was based on 5 CHOs in a Sub district multiplied by 6 Subdistricts (30) multiplied by 50 districts (1500).

The expansion of the PDA for data collection will be focused in 18 CHPS zones in one region (Brong Ahafo Region where it was piloted).

Objective 1:
Strengthen Districts and Sub districts Health Teams to support service provision
Sub components

1.1
Strengthening capacity in Leadership and Management. 

Key observations from the 2005 annual sector review, which did a critical analysis of management systems over the period 2002-6, revealed weak management and leadership capacity of those in managerial positions. Most Directors and heads of the divisions and departments did not have the necessary management training.  The regional and district health management teams were not functioning as a team and lack team building skills.

The in-service training units will be strengthened and equipped at national and regional levels to build capacity to institutionalise the training in leadership and management for newly appointed managers before taking their positions. The institutional mechanisms of the health teams (RHMT, DHMT, SDHT) will be strengthened internally within the MoH structures and externally with other stakeholders (NGOs, Civil Society Organisations and Regional Coordinating Council and District Assemblies). This activity will support capacity building and training in team building and institutionalisation of periodic meetings with all stakeholders in health at all levels.

Participants for the leadership and management training will include selected private providers and NGO institutions from each region. Within the MoH, participants will include national regional and district directors and unit heads within the health sector. At the Local Government side, RCC and the DCEs will be part of the management and leadership training.

Activities

1.1 Strengthen and equip national and regional in-service training units

The MoH is building a national training centre to support and coordinate the in-service training units at national and regional levels. When completed, part of this support will be used to provide modern training equipment. The ten regional training units will also be equipped to modern standard.

1.2 Train DHMTs and SDHTs in management and team building using the SDHS training module
MoH has developed a Sub district Health Systems tools for training Sub-district managers. The manual will be updated to include issues concerning NGOs in health delivery and management. The training will be undertaken using in-service training units within the MoH at the national level. 

1.3 Provide Leadership  training for Director and managers in MoH, Selected NGOs, RCDs and DCEs in 

In 2005, the Ghana Institute of Management and Public Administration (GIMPA) conducted  leadership training with external technical support from the Gates Foundation. The use of GIMPA was to build capacity as trainers to support the health sector to expand the training to other managers. GIMPA will work with the MoH using the in-service training units to train Program managers,, unit and agency heads, RCC Directors, DCEs, District Directors of Health Services and heads of selected NGOs and private providers in line with Public Private Partnership (PPP). The training will be conducted through the In-service Training Units (ISTU) and will encourage team participation.

1.4 Strengthen Financial Management and Procurement Systems at Sub Districts (SD) Level
MoH has decentralized financial management to the district level with creation of Budget management Centres (BMCs) to manage their budgets and funds. This decentralization will be extended to the Sub District level. However the management structures are weak and will need to be strengthened. An appraisal will be conducted and SDs will be certified and supported to manage their budgets.

The SD managers will also be taken through the laws governing financial management and procurement. 
1.2 Strengthening District Health Planning, Resource Allocation, Management and Monitoring and Evaluation 

During the last five years, resources to the health sector have increased. The focus of resource targeting is to the district level. However as past reviews have indicated, there are not strong linkages between resources, plans and outputs. It has been said in the last three reviews of the sector that there has not been significant improvement in health outcomes to correspond to the increase in resources to the sector.

A variety of tools are available for strengthening Sub-district Health Systems (SDHS). The use of the District Health Analysis Profile (DHAP and burden of disease data has been piloted in about 10 districts for planning and allocation of resources and has been found useful in resource targeting at the district level. This will be scaled up to all the districts.

These tools will be updated and all districts will be trained to use the tools for district level planning and resource allocation. There are four sentinel sites setup to provide DSS data. These four sentinel sites will be supported to develop DSS each year to be used with the District Health Analysis Planning Tool (DHAP) for planning, resource targeting and monitoring. The Marginal Budget Bottleneck (MBB) tool will also be used at the national level for sector planning.

Activities

1.2.1 Provide logistics and support to the Navrongo Research Centre to develop DSS data each year
1.2.2 Train senior managers including National, Regional and District Directors in the use of DHAP and MBB for resource allocation, priority setting and decision-making.
1.3
Strengthen Support and Supervision Systems

The support and supervision system will be strengthened with a focus on national and regional levels to provide supportive supervision to district levels. The health sector will seek technical assistance to redesign support and supervision systems and monitoring and performance based systems especially at the district level and below. Since the weakness of the system partly is as a result of the low numbers of managerial staff, one strategy is to use the private sector to provide some aspect of support especially in areas where they have comparative advantage. The health sector will also work with NGOs to provide direct support to CHOs. The use 0f NGOs and community volunteers will be explored to foster intersectoral participation. The outcome of this support will strengthen and institutionalise performance based monitoring and reporting.

1.3.1 Provide orientation and support to district, sub districts and NGOs in supportive supervision

The focus of this activity is to redesign the supportive supervision and performance based monitoring system and increase the supportive supervision to subdistricts and CHOs. Orientation will be provided to health teams at national, regional and district levels including NGOs.
1.3.2 Provide fuel and stationery to districts, sub districts and NGOs to undertake supportive supervision

Logistics will be provided to sub-districts and the selected NGOs to support service delivery. This will support budgets provided from the consolidated funds for services to the district and sub district levels.

Objective 2:
Expand functional CHPS coverage to deliver essential services especially to support MDG 4 and 5

Under this strategy, it is proposed that essential logistics be provided to CHOs to increase access to those in need of health services. This will include the provision of essential logistics – Motorbikes, and  Service Delivery Kits to CHOs. The logistics will increase coverage and improve efficiency in service delivery. The revised CHPS plan estimates about 1500 CHO zones will be ready by the end of 2011.a

A total of 1500 motorbikes for CHOs will be procured to enable them extend services to the communities in their assigned zones. Under the CHPS strategy, CHOs have to move from community to community in their assigned zones. The motorbikes will support and facilitate their movement. 

The motorbikes will be procured centrally by the MoH through competitive bidding procedures and distributed to the districts for the CHOs.

Activities

2.1 Procure 1500  Motorcycles for CHOs

This proposal will procure motorcycles for 1500 CHOs for 50 districts. 

2.2 Procurement 1500 of Service delivery kits for CHOs

Each CHO will receive service delivery kit to support service delivery. This quantity will cover 1500 zones in 50 districts. 

Objective 3:
Strengthening sub-district Health Information Systems especially at the CHPS zone level using District Wide Information Management System (DWIMS)

Activities

Strengthen HMIS at the sub-district level

Procession of information and use at the district level poses a great challenge to the sector as diagnosed in past reviews and the recent MIS review. Under the sponsorships of Health Metric Network (HMN), the health information system from the National Level to the District Level is being revamped, however, data collation at the sub-district and community level still poses a major challenge. As part of the overall information system development, the Government of Ghana e-Governance project and the MoH together with other health partners are developing a comprehensive Wide Area Network system. It is anticipated that the whole country will be covered by the end of 2011. But, as mentioned above, data management below the district level is a challenge and is affecting the quality of data reported. Thus the  GHS in  scaling up its District Wide Information Management System (DWIMS) to all districts, has piloted the use of PDA’s by CHOs data collection in 2 district and 4 CHPS zones in Sene district located in Brong Ahafo Region.  The use of the PDAs has been reviewed and recommended for widening the pilot. Further work will be required for the scaling up. This proposal will expand the piloting to 1,500 CHPS Zones. The activities under this objectives include:

3.1 Procure 500 PDA for CHOs

3.2 Train CHOs in the use of PDA equipment

CHOs, sub-districts and district information officers will be trained in the use and application of the PDA for data collection and downloading into the DHIMS.

3.3 Integrate PDA data into existing health management information system

As indicated earlier, other supports had enabled District Health Teams to roll out the computer based management information systems. The deployed PDA’s at the sub-district and community levels will be programmed to synchronize data capture with the District level computer, thus integrating the PDA data into the existing health information system

Objective 4: Strengthening Monitoring and Evaluation and conducting district operational and implementation research

4.1 Support National and regional monitoring

This budget will support quarterly monitoring and evaluation visits to regional and district levels. This provision will support one quarterly visit to each region by the national level and similarly by each of the ten regional teams to the district level.

4.2
Undertake end term evaluation of effectiveness of GAVI and other HSS support to the health sector.

There are number of on-going HSS initiatives within the health sector. It is anticipated that during the five year period of the health sector plan (2007-11), other initiatives may be implemented. The results will be used to strengthen future HSS support. This will be conducted in 2009

4.3
Mapping out NGOs and Civil Society Organisations 

Undertake the Mapping out of NGOs and Civil Society and determine their capacity to support service delivery at the District level. This will also create a database of NGO’s and CSO’s in the country and help coordinate service delivery at the district level better

4.4 Evaluation the effect of decentralising of resources to the sub-district level

The various Review Reports have indicated that most of the resources earmarked for the Sub-districts Teams do not actually get to them thus compromising service provision. This will entail the evaluation of how resources (Government and other) are allocated to the Sub-district Health Teams ands how these are currently utilized. 

To the applicant 

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

5.1: Sustainability of GAVI HSS support

The National Immunization Programme is one of the priority health programmes that have shown remarkable performance over the last five years. The new health policy introduces the use of tools in the prioritization of programmes. The focus of the medium term plan is to accelerate the achievement of the MDGs especially for MDG 4 and 5.

The Government of Ghana together with Development Partners have recognized the need for accelerated and targeted investment in the health sector. The financing framework within the 5yr PoW will use the budget as the tool for sustaining the investment in the health sector. The strategic objective three was chosen as an objective, 1) to attract funding for sustaining health system structures and 2) to measure our efforts at ensuring the sustainability of the health system.

MoH is therefore using the existing support to strengthen the human resource capacity to complement government efforts of reversing the external migration of the critical health staff. The success of these strategies will be expected to sustain the impact of these investments. Health Systems Strengthening is a major component of the current Health Policy. The Ministry in Collaboration with other key stakeholders are supporting the strengthening of various key components of the health system of Ghana.

	HSS Component
	Key Stakeholders and Potential Partners Involved

	1. Overall Sector Management and Coordination
	World Economic Forum and its Partners

	2. Human Resource Management
	WHO, Global Workforce Alliance

	3. Health Information Management
	Health Metrics Network (this work does not extend to the community level)

	4. Financial Management
	Ministry of Finance and Economic Planning

	5. District Health Systems
	GAVI Alliance, Doris Duke Foundation, Global Fund etc

	6. Private Sector Support
	GAVI Alliance,  World Economic Forum and Partners


By the end of HSS support from GAVI and GF (among others), we expect that we would have developed a sustainable mass of human resource capacity both within the public and non state sector to support service delivery especially at the district level.

The health sector will continue to mobilize resources through advocacy for government commitments to the health sector and through other initiatives to maintain the momentum of financial assistance and support. A number of financing reforms are being put in place as part of the new health policy aimed at bringing efficiency in resource allocation and use. The introduction of the NHIS will increase resources to the health sector. A portion of the fund is expected to be applied to support developments in the health sector. 
5.2: Major Activities and Implementation Schedule

	Major Activities
Strengthen District & Sub districts to Support Service Provision
	Year 1

(2008…)
	Year 2

(2009…)
	Year 3

(2010…)
	Year 4

(2011…)
	Year 5

(2012…)

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

	Objective 1: Strengthening District and Sub-districts to support Service Provision
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 1.1:   Strengthen Management Capacity in Leadership and Management
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	[image: image1]Train District Directors and Senior managers in leadership and management (using SDHS module)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Train Selected NGOs, RHMT and DDHS in team building
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Develop simple Financial management and procurement operational manual for sub districts, CHOs and NGOs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Train District, sub districts managers and CHO in procurement and financial management
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 1.2 :Strengthen District Health Planning, prioritisation &  Resource Allocation
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Technical Assistance to update the DHAP tools to support DSS sites
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Train senior managers including National, Regional and District Directors in the use of DHIP and DHA in priority setting and decision-making
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 1.3: Strengthen Support & Supervision Systems
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Train district, sub districts and NGOs in supportive supervision 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Provide fuel and stationery to districts, sub districts and NGOs to undertake supportive supervision
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Objective 2:  Expand functional CHPS coverage to deliver essential services especially for MDG 4 and 5
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Procure 1,500 Motorcycles for CHOs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Procure 1,500 Service delivery kits for CHOs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 3: Strengthening sub-district Health Information System especially at the CHPS zone level using District Wide Information Management Systems (DWIMS)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Customise and Integrate PDA data into existing health management information system
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Procure 500 PDA for  CHOs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Train 500 CHOs in the use of PDA equipment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 4: Strengthening Information management, M&E and operational and implementation research
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Undertake operational and implementation research
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Support national & regional level M&E
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Evaluation of HSS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Section 6: Monitoring, Evaluation and Operational Research

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

i) National DTP3 coverage (%)

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

iii) Under five mortality rate (per 1000)
· Please list up to three more impact / outcome indicators that can be used to assess the impact of GAVI HSS on improving immunisation and other child and maternal health services. 

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

· For all indicators, please give a data source, the baseline value of the indicator and date, and a target level and date. Some indicators may have more than one data source (Table 6.1).
Note: The chosen indicators should be drawn from those used for monitoring the National Health Sector Plan (or equivalent) and ideally be measured already (i.e. not an extra burden to measure). They do not have to be GAVI HSS specific. Examples of additional impact and outcome indicators are given in the tables below. It is recommended that when activities are implemented primarily at sub-national level that indicators are monitored, to the extent possible, at sub-nationally as well. 

Examples of Impact Indicators

· Maternal mortality ratio

Examples of Outcome Indicators

· National measles coverage

· Proportion of districts with coverage at 80% or above

· Hib coverage

· HepB coverage, BCG coverage

· DTP1-DTP3 drop-out rate*

· Proportion of births attended by skilled health personnel*

· Antenatal care use

· Vitamin A supplementation rate

· No of Functional CHPS Zones

	Intervention
	Possible indicators

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

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

	Family planning
	Contraceptive use among women

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

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

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

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

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

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


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

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

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

Examples of Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source

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

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

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


6.1: Impact and Outcome Indicators

	Indicator
	Data Source
	Baseline Value

	Source
 
	Date of Baseline
	Target
	Date for Target

	1.   National DTP3 coverage (%)
	EPI report
	85%
	EPI Report/Sector Review Report
	2005
	2011
	90%

	2.   Percentage of districts achieving ≥80% DTP3 coverage
	EPI Report
	77%
	EPI Report
	2006
	2011
	80%

	3.   Under five mortality rate (per 1000)
	DHS
	111
	DHS
	2003
	2006
	95


	4. % Maternal Death Audited
	2005 MoH Annual review report
	89.6
	2005 MoH Annual review report
	2005
	95
	2008

	5. % Tracer Drug Availability
	2005 MoH Annual review report
	85.7
	2005 MoH Annual review report
	2005
	2011
	95%

	6. Proportion of births attended by skilled health personnel
	RCH Report
	54.1
	Annual Review Report
	2005
	2011
	85%


6.2: Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value14
	Source
	Date of Baseline
	Target
	Date for Target

	1. Proportion of Regional and District Directors in management and lershipTrained
	Number of Regional & District Directors Trained
	Total number of Regional & District Directors
	Training report
	6.7%
	Training report/quarterly Reports
	2005
	100%
	2011

	2. Number of Health teams trained in team building skills


	Number of ‘District Heath Management Teams’
	138 DHMT’s
	Training Report
	0%
	Training Report
	2007
	100%
	2011

	3.proportion of functional CHPS zones with full complement of service delivery kits
	Number of CHOs supplied with service delivery kits
	Total number of functional zones in the target Districts (50)
	CHPS and M&E
	11%
	CHPS and M&E
	2007
	72%
	2011

	4.Proportion of Districts using DHAP and MBB Tool
	Number of Districts with  Budgets in DHA format
	Total number Districts trained in the use of DHA and MBB Tools
	M&E Reports
	12%
	M&E Reports
	2007
	100%
	2011

	5. Number of CHOs using PDAs 
	Number of CHOs using PDA for primary data collection
	Total number of CHOs in functional CHPS zones in targeted districts
	Routine Reports
	7%
	Routine Reports
	2007
	100%
	2011

	Number of NGOs participating in district performance review
	Number of NGO’s reported by Districts participating in District Reviews
	Number of NGO’s determined by the  Mapping
	DHMT Annual Report
	25%
	DHMT Annual Report
	2007
	80%
	2011


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

6.3: Data collection, analysis and use  

	Indicator
	Data collection
	Data analysis
	Use of data

	Impact and outcome 
	
	
	

	1.   National DTP3 coverage (%)
	Routine Monthly returns


	Data analysed by EPI using SPSS/Epi Info/spreadsheet
	To be used to compare district and regional performance and share with all stakeholders during meetings with DPs.

	2.   Percentage of districts achieving ≥80% DTP3 coverage
	Routine Returns


	Analysed at regional and national levels
	Information is shared with districts for benchmarking and with DPs for advocacy

	3.   Under five mortality rate (per 1000)
	GDHS
	Survey results analysed by Ghana Statistical Service
	Disseminated to all stakeholders

	4.   % Maternal Death Audited
	RCH


	Data analysis is done at district, regional and national levels
	Data is shared with all stakeholders during quarterly, mid-year and annual review meetings with MoH agencies and DPs

	5.  % Tracer Drug Availability
	Data collected routinely on quarterly, mid-yearly and during annually


	Data analysis is done at district, regional and national levels
	Data is shared with all stakeholders during quarterly, mid-year and annual review meetings with MoH agencies and DPs

	6.Proportion of births attended by skilled health personnel
	RCH


	Data analysis is done at district, regional and national levels
	Data is shared with all stakeholders during quarterly, mid-year and annual review meetings with MoH agencies and DPs


	Output
	
	
	

	1. Proportion of Regional and District Directors Trained
	Training Reports


	Reports from M&E system will be analysed manually
	Results will be disseminated through quarterly, mid-year and annual reviews at district, regional and national levels

	2. Number of health Teams trained in Team Building skills
	Training Report


	Data will be analysed manually
	Results will be used to assess performance of districts in working with each other 

	3.Completed CHC with full complement of service delivery kits
	CHPS M&E /Target District Routine reports


	Reports from M&E system will be analysed using spreadsheet
	Results will be disseminated through quarterly, mid-year and annual reviews at district, regional and national levels

	4. 4.Proportion of NGOs involved in supportive supervision
	Target District Routine Reports/Survey


	Survey data will be analysed using SPSS/Epi Info
	Results will be disseminated through quarterly, mid-year and annual reviews at district, regional and national levels

	5. Proportion of CHOs using PDAs for primary information.
	CHPS M&E Monthly/Quarterly and Yearly reports


	Reports from M&E system will be analysed manually
	Results will be disseminated through quarterly, mid-year and annual reviews at district, regional and national levels

	6.Number of Sub-districts visited at least 4 times in the last 12 months
	Target District Annual Reports/ survey


	Survey data will be analysed using SPSS/Epi Info
	Results will be disseminated through quarterly, mid-year and annual reviews at district, regional and national levels


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

	The third 5 Year Programme of Work (Pow) 2007-11 creating Wealth through Health signifies  a break away form only focusing on service delivery to ensuring wealth creation through improving the health of the individual. A number of policy initiatives are being implemented and other being developed to make the sector more efficient and resourceful.

The NHIS and the MDBS are all efforts aimed at ensuring financial sustainability. The NHIF is expected to disburse some funds annual in support of health systems strengthen the MOFEP has emphasized the MDBS with the aim of ensuring ownership and continuity in programmers and projects being undertaken in the health sector.

Within the health sector reforms in health financing and planning are being developed to support the third objective of building a strong health system. These developments are coherent strategies all targeted towards a sustainable heath system.

In the last 5 years three major reviews has been indicated in the area of Information and Monitoring Evaluation (IME).  The first was in 2003 which focuses on at the District level.  The second review in 2006 focused on National Level IME system.  In the 2001 review, a number of recommendations was made concerning selecting indicates.  These are addressed at the National level.

There is much to be done at the district level based on the recommendation of the 2006 IME reviews. This Gavi HSS proposal will focus on district levels and below to strengthen the use of tools for collecting, analyzing and interpretation of data.


6.5: Operational Research

	Operational Research in the proposal will focus on addressing health system issues. These had been outlined under Objective 4. Specifically, these are:

1. Undertake end term evaluation of effectiveness of GAVI and other HSS support to the health sector.

There are number of on-going HSS initiatives within the health sector. It is anticipated that during the five year period of the health sector plan (2007-11), other initiatives may be implemented. This activity will be an innovation to complement the annual review process of the health sector. The results will be used to strengthen future HSS support. This will be conducted in 2009
2. Mapping out NGOs and Civil Society Organisations 

Undertake the Mapping out of NGOs and Civil Society and determine their capacity to support service delivery at the District level. This will also create a database of NGO’s and CSO’s in the country and help coordinate service delivery at the district level better

3. Evaluation the effect of decentralising of resources to the sub-district level

The various Review Reports have indicated that most of the resources earmarked for the Sub-districts Teams do not actually get to them thus compromising service provision. This will entail the evaluation of how resources (Government and other) are allocated to the Sub-district Health Teams ands how these are currently utilized. 


Section 7: Implementation Arrangements 
To the applicant
· Please describe how the GAVI HSS support will be managed (Table 7.1).  Please also indicate the roles and responsibilities of all key partners in GAVI HSS implementation (Table 7.2).
Note: GAVI encourages aligning GAVI HSS with existing country mechanisms. Applicants are strongly discouraged from establishing a project management unit (PMU) for GAVI HSS. Support for PMUs will only be considered under exceptional circumstances, based on a strong rationale. 
7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	Coordination: Policy Planning Monitoring & Evaluation Division of the Ministry of Health, 

Overall Implementation: Policy Planning Monitoring and Evaluation Division of Ghana Health Service



	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	The Monthly Partners meetings and the Quarterly Business Meetings of the Ghana Health Partners Coordinating Group will be used to monitor implementation of the Support. The Executing Agency will be required to submit quarterly, half-yearly progress Reports to the HPCG. Copies of the Yearly Progress Report to the GAVI IRC (Monitoring) will be shared with the HPCG for endorsement before forwarding.   



	Mechanism for coordinating GAVI HSS with other system activities and programs
	The PPMEDs of MoH and GHS are part of the task teams developing HSS for GAVI, Global Fund-malaria and other programmes and efforts have been made to  synchronize the activities contained in the various proposal. DPs are also represented on these task teams.

It has been recommended that there should be at least once yearly briefing of all supported programs and projects at the Health Summit held in April of each year starting from 2008.




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

	
	Donor Partners
	Yes
	Participate in policy dialogue, monitoring and evaluation (Health Partners meeting and Health Summit)

	
	MDAs
	Yes
	Participate in policy dialogue, monitoring and evaluation (Health Partners meeting and Health Summit)

	
	NGOs/CSOs
	Yes
	Participate in policy dialogue, support implementation, monitoring and evaluation.

	
	MoH/GHS
	Yes
	Participate in policy dialogue, support implementation, monitoring and evaluation.


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

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

7.3: Financial management of GAVI HSS support

	Mechanism / procedure
	Description

	Mechanism for channelling GAVI HSS funds into the country
	The financial management system has been developed and strengthened over the years. This system will be used for receipt of funds from GAVI.  Funds from GAVI HSS will be deposited into a central accounts at the national level. This is an existing account which is used to receive all non GoG budgetary funds.



	Mechanism for channelling GAVI HSS funds from central level to the periphery
	Currently funds from national level are disbursed to districts through the regional accounts controlled by the RDHS.  The moH will use this existing arrangement to transfer funds to the districts. At the district level, the funds will be deposited in the DDHS account. This account is controlled by the DDHS and the District Accountant.

	Mechanism (and responsibility) for budget use and approval
	District level planning and budgeting for activate will be synchronised with the annual planning and budget timetable (except for year 1, where the MTEF plans have already been prepared).

The existing financial management and accounting system will be used to manage and account for the funds at all levels.



	Mechanism for disbursement of GAVI HSS funds
	GAVI funds will be disbursed quarterly based on approved quarterly workplans and budget. These workplans will be prepared and submitted together with MTEF workplans. Funds wil be transferred to the level of implementation.

To assess funds at the implementation level, a request will have to be submitted to the approving authority at that level. On approval, the funds will be made available at the Finance Office to the coordinator.



	Auditing procedures
	The sector has two levels of auditing. Each request for fund is reviewed by an internal audit team. On a monthly basis, sampled audit is carried out by the local office of the Government Audit Service. An annual audit is carried out by by a team of external auditors jointly with the Ghana Audit Service.

The results of the audit is shared and discussed all stakeholders during the annual summit meeting.


7.4: Procurement mechanisms

	Procurement for goods and service will be subject to the Public Procurement Act of Ghana. The proposal

 includes procurement of technical assistance and service to develop tools and provide training. Logistics will be procured to support CHOs at the community level. These will go through the relevant procurement processes of tendering, evaluation, selection and award. This process is accepted by all development partners in the health sector


To the applicant
· Please describe arrangements for reporting on the progress in implementing and using GAVI HSS funds, including the responsible entity for preparing the APR. (Table 7.5)

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

7.5: Reporting arrangements

	The MoH will be responsible for reporting on the overall progress in implementing this support. Different existing reporting mechanisms will be used. The MoH and its Development Partners have a quarterly review meeting where progress on all HSS support among others will be reported. Progress on specific support is also reported as part of programme support requirements (e.g. APR). 
The NIP will as part of the APR provide progress on GAVI HSS implementation. The annual review of the health sector provides an in-depth assessment of the heath sector. 
This report will include major initiatives and support to the health sector. Though there will be reports on the performance of the health sector, the APR will provide detailed report on the progress of implementing GAVI HSS support measured against the outputs. 

Note:  As stated above: the Monthly Partners meetings and the Quarterly Business Meetings of the Ghana Health Partners Coordinating Group will be used to monitor implementation of the Support. The Executing Agency will be required to submit quarterly, half-yearly progress Reports to the HPCG. Copies of the Yearly Progress Report to the GAVI IRC (Monitoring) will be shared with the HPCG for endorsement before forwarding.   




To the applicant
· Some countries will require technical assistance to implement GAVI HSS support. Please identify what technical assistance will be required during the life of GAVI HSS support, as well as the anticipated source of technical assistance if known (Table 7.6).

7.6: Technical assistance requirements

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

	1.Updating of DHAP Tools
	2 weeks
	Q2, 2008
	External

	2.developing training manuals
	1 month
	Q2, 2008
	Local

	3.developing accounting manual for sub-districts
	1 month
	Q3, 2008
	Local

	4.Integration of PDA software with DWICAMS
	4 weeks
	2008
	Local

	5. Evaluation of HSS support
	3 weeks
	Q3,2010 – Q1,2011
	Both local & external


Section 8: Costs and Funding for GAVI HSS

To the applicant

· Please calculate the costs of all activities for the duration of the GAVI HSS support. Please add or delete rows / columns to give the right number of objectives, activities and years. (Table 8.1)
Note: Please ensure that all support costs for management, M&E, and technical assistance are included. Please convert all costs to US$ (at the current exchange rate), and ensure that GAVI deflators are used for future costs (see guidelines on the GAVI website: www.gavialliance.org). 
Note: The overall total request for GAVI HSS funds in table 8.1 should not exceed the overall total  of GAVI HSS funds allocated in table 8.2. Funds may be requested in annual trenches according to estimated annual activity costs. These may vary annually from the allocation figures in table 8.2.

8.1: Cost of implementing GAVI HSS activities
	 
	 
	 
	 
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	Year 5 of implementation

	 
	 
	 
	 
	2008
	2009
	2010
	2011

	Activity costs
	Qty/Visits/Persons
	 Unit Cost 
	Total Budget
	 
	 
	 
	 

	Objective 1: Strengthening District and Sub-districts to support Service Provision
	 
	 
	 2,555,000 
	 705,500 
	 775,500 
	 537,000 
	 537,000 

	Objective 1.1:   Strengthen Management Capacity in Leadership and Management
	 
	 
	 695,000 
	 222,500 
	 202,500 
	 135,000 
	 135,000 

	Train District Directors and Senior managers in leadership and management
	500
	 500 
	 250,000 
	 75,000 
	 75,000 
	 50,000 
	 50,000 

	Train Selected NGOs, RHMT and DDHS in team building 
	100
	 500 
	 50,000 
	 15,000 
	 15,000 
	 10,000 
	 10,000 

	Develop simplified Financial management and procurement operational manual for sub districts, CHOs and NGOs
	1
	 20,000 
	 20,000 
	 20,000 
	 -   
	 -   
	 -   

	Train District, sub districts managers and CHO in procurement and financial management
	1500
	 250 
	 375,000 
	 112,500 
	 112,500 
	 75,000 
	 75,000 

	Objective 1.2 :Strengthen District Health Planning, prioritisation  & Resource Allocation
	 
	 
	 260,000 
	 63,000 
	 153,000 
	 22,000 
	 22,000 

	Technical Assistance to update the DHA tools support DSS sites
	1
	 150,000 
	 150,000 
	 30,000 
	 120,000 
	 
	 

	Train senior managers including National, Regional and District Directors in the use of DHIP and DHA in for priority setting and decision-making
	440
	 250 
	 110,000 
	 33,000 
	 33,000 
	 22,000 
	 22,000 

	Objective 1.3: Strengthen Support & Supervision Systems
	 
	 
	 1,600,000 
	 420,000 
	 420,000 
	 380,000 
	 380,000 

	Train district, subdistricts and NGOs in supportive supervision
	1600
	 250 
	 400,000 
	 120,000 
	 120,000 
	 80,000 
	 80,000 

	Provide fuel and stationery to districts, subditsricts and NGOs to undertake supportive supervision
	12000
	 100 
	 1,200,000 
	 300,000 
	 300,000 
	 300,000 
	 300,000 

	Objective 2:  Expand functional CHPS coverage to deliver essential services especially for MDG 4 and 5
	 
	 
	 6,000,000 
	 -   
	 6,000,000 
	 -   
	 -   

	Procure Motocycles for CHOs
	1500
	 3,000 
	 4,500,000 
	 
	 4,500,000 
	 
	 

	Procurement of Service delivery kits for CHOs
	1500
	 1,000 
	 1,500,000 
	 
	 1,500,000 
	 
	 

	Objective 3: Strengthening sub-district Health Information Systems especially at the CHPS zone level using District Wide Information Management System (DWIMS)
	 
	 
	 225,000 
	 100,000 
	 125,000 
	 -   
	 -   

	Procure PDA for  CHOs
	500
	 200 
	 100,000 
	 100,000 
	 
	 
	 

	Train CHOs in the use of PDA equipment
	1500
	 50 
	 75,000 
	 
	 75,000 
	 
	 

	Customise and Integrate PDA data into existing health management information system
	1
	 50,000 
	 50,000 
	 
	 50,000 
	 
	 

	Objective 4 : Strengthening Information management, M&E and operational and implementation research
	 
	 
	 890,000 
	 230,000 
	 330,000 
	 230,000 
	 100,000 

	Undertake operational and implementation research
	4
	 150,000 
	 600,000 
	 200,000 
	 200,000 
	 200,000 
	 

	Support national & regional level M&E
	1
	 90,000 
	 90,000 
	 30,000 
	 30,000 
	 30,000 
	 

	Review and Evaluation of HSS support
	2
	 100,000 
	 200,000 
	 
	 100,000 
	 
	 100,000 

	Total
	 
	 
	 9,670,000 
	 1,035,500 
	 7,230,500 
	 767,000 
	 637,000 


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

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

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

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

Examples: GAVI HSS country allocation calculation

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

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

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

	Allocation per newborn
	$5
	$5
	$5
	$5
	

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


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

	
	2007
	2008
	2009
	2010
	TOTAL FUNDS

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

	Allocation per newborn
	$2.5
	$2.5
	$2.5
	$2.5
	

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


8.2: Calculation of GAVI HSS country allocation

	GAVI HSS Allocation
	Allocation per year (US$)

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

	
	20…
	2007
	2008
	2009
	2010
	2011
	

	Birth cohort
	
	
	929,150
	954,237
	980,001
	1,006,461
	

	Allocation per newborn
	
	
	2.5
	2.5
	2.5
	2.5
	

	Annual allocation
	
	
	2,322,875
	2,385,592
	2,450,003
	2,516,153
	9,674,623


Source and date of GNI and birth cohort information:
GNI:   from Ministry of Finance and Economic Planning, Ghana

Birth cohort:
EPI Comprehensive Multi Year Plan (cMYP) (2007-2011) Ghana.

Total Other:



To the applicant:

Note: Table 8.3 is not a compulsory table.  

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

Note: Please specify the contributions from the Government, GAVI and the main funding partners or agencies. If there are more than four main contributors, please insert more rows. Please indicate the names of the partners in the table, and group together all remaining expected contributions.  Please indicate the source of the data (Public Expenditure Review, MTEF, donor reports etc).
8.3: Sources of all expected funding for health systems strengthening activities
	Funding Sources
	Allocation per year (US$)

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

	
	2007
	2008
	2009
	2010
	2011
	20…
	

	GAVI
	
	 1,035,500 
	 7,230,500 
	 767,000 
	 637,000 
	
	 9,670,000 

	Government 
	
	
	
	
	
	
	 -   

	Global Fund. (Malaria Round 7)
	
	 2,400,000 
	 6,100,000 
	 4,900,000 
	 5,700,000 
	 13,800,000 
	 32,900,000 

	World Bank - NHIP
	
	
	
	
	
	
	15,000,000 -   

	World Bank - NMCCS 
	
	 6,600,000 
	 5,700,000 
	 6,800,000 
	 5,900,000 
	
	 25,000,000 

	Donor 4.
	
	
	
	
	
	
	 -   

	Total Other
	
	
	
	
	
	
	

	TOTAL FUNDING
	
	 10,035,500.0 
	 19,030,500.0 
	 12,467,000.0 
	 12,237,000.0 
	 13,800,000.0 
	 82,570,000 


Source of information on funding sources:
GAVI:


Government:



GHS (NMCCSP


World Bank (NHIP)


Total other:Section 9: Endorsement of the Application

To the applicant:

· Representatives of the Ministry of Health and Ministry of Finance, and the Chair of the Health Sector Coordinating Committee (HSCC), or equivalent, should sign the GAVI HSS application.
· All HSCC members should sign the minutes of the meeting where the GAVI HSS application was endorsed. This should be submitted with the application (numbered and listed in Annex 1). 

· Please give the name and contact details of the person for GAVI to contact if there are queries. 
Note: The signature of HSCC members represents their agreement with the information and plans provided in this application, as well as their support for the implementation of the plans. It does not imply any financial or legal commitment on the part of the partner agency or individual.

9.1: Government endorsement

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

	Ministry of Health:
	Ministry of Finance:

	Name:
	Name:

	Title / Post: 
	Title / Post:

	Signature:


	Signature:

	Date:
	Date:


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

Members of the Health Sector Coordination Committee or equivalent endorsed this application at a meeting on …………………………………... ………...The signed minutes are attached as Annex 1.
	Chair of HSCC (or equivalent):
	

	Name:


	Post / Organisation:

	Signature:
	Date:


9.3: Person to contact in case of enquiries:


Name: 
Title: 


Tel No:
Address:


Fax No.


Email:


ANNEX 1 Documents Submitted in Support of the GAVI HSS Application
To the applicant:

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

Note: All supporting documentation should be available in English or French, as electronic copies wherever possible. Only documents specifically referred to in the application should be submitted.
	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration 
	Attachment Number

	National Health Sector Strategic Plan (or equivalent) 

	yes
	2007-2011
	1

	cMYP
 


	yes
	2007-11
	2

	MTEF
 


	Yes

	2007-9
	

	PRSP8

	Yes (GPRSII)
	2007-11
	3

	Recent Health Sector Assessment documents (Annual Sector Review Reports)


	yes
	2002-2006
	4a-4e

	HSCC minutes, signed by Chair of HSCC


	yes
	October 2007
	5
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� Minutes from HSCC meetings related to HSS should be attached as supporting documentation, together with the minutes of the HSCC meeting when the application was endorsed. The minutes should be signed by the HSCC Chair. The minutes of the meeting endorsing this GAVI HSS application should be signed by all members of the HSCC.





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


� Year 2006


� World Development Indicators/World Bank-2006


� year 2006, source: cMYP/EPI


� source: GDHS


� year 2006, source: cMYP


� source: GDHS 2003?


� GNI –WDI, budget allocated to health 2006 – MoH financial statement


� Source: 2006 annual review report (p76)


� Within the last 3 years.


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


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


� Important for easy accessing and cross referencing


� reference in 2006 annual review report, June 2007. Indicator has not been achieved as at 2006 and target is not reflected in 2007-2011 PoW of MoH. The 2006 target is still relevant.


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


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


� The MTEF budget is expressed only in figures and not by programme areas. 
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