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	CMW
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	DFPAP
	Diversification of Family Planning Activities in Pakistan

	DGHS
	Director General Health Services

	DGs
	District governments 

	DHDCs
	District Health Development Centres 

	DHMTs
	District Health Management Teams

	DHQH
	District Headquarter Hospital

	DHS
	Demographic Health Survey

	DoH
	Departments of Health 

	DPT
	Diphtheria Pertussis Tetanus
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	Government of Pakistan
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	Human Resource Development
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	Health Sector Reforms

	HSS
	Health Systems Strengthening 
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	LHS
	Lady Health Supervisor

	LHW
	Lady Health Worker

	M & E
	Monitoring and Evaluation

	MCH
	Maternal and Child Health

	MDGs
	Millennium Development Goals

	MIS
	Management Information System

	MNCH
	Maternal Neonatal and Child Health

	MoH
	Ministry of Health

	MoF
	Ministry of Finance

	MTBF
	Medium Term Budgetary Framework

	MTDF
	Medium Term Development Framework

	NHSCC
	National Health Sector Coordination Committee

	NIACC
	National Inter Agency Coordination Committee

	NIDs
	National Immunization Days

	NP
	National Programme for Family Planning & Primary Health Care

	NPIU
	National Programme Implementation Unit

	NPM
	National Programme Manager

	NWFP
	Northern Western Frontier Province

	ORS
	Oral Rehydration Solution

	ORT
	Oral Rehydration Therapy

	PAIMAN
	Pakistan Initiative for Mothers and Newborns

	PC 1
	Planning Commission form I

	P & D
	Planning and Development

	PHC
	Primary Health Care

	PHDCs
	Provincial Health Development Centres 

	PHF
	Public Health Forum

	PHSCC
	Provincial Health Sector Coordination Committee

	PIHS
	Pakistan Integrated Household Survey

	PMDC
	Pakistan Medical and Dental Council 

	PMU
	Program Management Unit

	PNC
	Pakistan Nursing Council 

	PPIU
	Provincial Programme Implementation Unit

	PRSP II
	Poverty Reduction Strategy Paper - II

	PSDP
	Public Sector Development Program

	RHC
	Rural Health Centre

	SBA
	Skilled Birth Attendant

	TA
	Technical Assistance

	TAG
	Technical Advisory Group

	THQH
	Tehsil Headquarter Hospital

	ToRs
	Terms of Reference

	TT
	Tetanus Toxoid

	UNFPA
	United Nations Population Fund

	UNICEF
	United Nations Children Fund

	USAID
	United States Agency for International Development

	ZMC
	Zillah (District) Monitoring Committee


Executive Summary

The recently published Poverty Reduction Strategy Paper-II (PRSP-II) and targeted focus of the provinces on improving the scope and quality of PHC services with the objective to impact on maternal health and child survival envision a series of organizational and managerial reforms through which the Government of Pakistan (GoP) commits to increase financing and enhance efficiency of the health sector. Moreover, the Local Government Ordinances (2001) has initiated a process of devolution of responsibilities for health service delivery to the districts through reorganization of the district health system and respond to the local health challenges, and improve its management and implementation capacity through greater autonomy. The GoP has translated this renewed interest in health system issues into first level care facilities outsourcing interventions and a thematic focus on Health System Strengthening through the federally funded national health programmes.

The GoP is cognizant of the fact that improving the health of women and children is an essential element to achieve the Health Sector goals for poverty reduction and related MDGs.  Under the guidance of the Federal Ministry of Health (MoH) a technical advisory group comprising of public health experts worked for two years through an extensive consultative process to develop a generously funded nation-wide programme aimed at improving the accessibility to and quality of Maternal, Neonatal and Child Health Services (MNCH) through an integrated and sustainable programmatic approach. The programme recognizes that

· fragmented and ad-hoc approaches towards MNCH have not yielded the desired results or health outcomes; 

· any investment in improving (quality and accessibility of) health services will have an impact only if the issues of health system governance, organization and management are addressed;  

· the proposed strategies will not achieve their stated objectives unless substantial reforms are carried out in the managerial and organizational systems.

The MNCH programme started at the end of 2006 with a budgetary allocation of Pakistan Rupees (PKR) 20 billion (USD 333.33 million) over a six year project life from 2006-2012.  Sixty percent (60%) of the project cost is to be borne by the GoP through the Public Sector Development Program (PSDP) and is included in the MoH Medium Term Budgetary Framework (MTBF), while the United Kingdom Department for International Development (DFID) is contributing 40% of the overall budget. In addition, other development partners such as UNICEF, USAID, UNFPA, and WHO have formally committed technical resources to the National MNCH Programme.

The programme presents concrete analysis on how to address the most critical health system imbalances and weaknesses such as human resources for health, organizational, managerial and logistic health system aspects that impede the utilization of first level care facilities and hence the access and utilization of the programme inputs of maternal and child health services. 
The MNCH programme also recognizes the functional complementarities that the National Programme for Primary Health Care and Family Planning (NP) holds for its successful implementation. Towards this end, special attention has been given to establish close operational linkages between the MNCH programme and the National Programme (NP), which manages over 96,000 Lady Health Workers who offer preventive and basic curative MNCH services to more than 60% of the population at the grass root level. The envisaged implementation plan of these programmes suffers from inadequate health system support capacities. Meeting these demands will help to exploit the potential of these interventions and lead to the strengthening of an integrated approach for providing improved maternal, neonatal and child health care at the community level. The GAVI HSS initiative provides therefore a unique opportunity to unleash the DHS capacity & maximize the impact of these programmatic interventions on the successful attainment of MDG 4 & 5. 
To rationalize this support, the Government has devised a phased strategy for GAVI HSS funding for a period of two years to bridge the system gaps identified in the health sector that are essential for these national programs. This initial request of two years’ funding will be followed by a secondary phase support of three years linked to the satisfactory performance of the first phase and to the emerging technical opportunities for expansion. 

The GAVI HSS proposal is therefore conceived and prepared to seamlessly support and strengthen the district health system in a manner fully tailored to address the operational needs of the MNCH services in the country and capable of building an effective network of health system support inputs that would result in a sustained improvement in MDG 4 and 5 indicators.
During the first two years, the proposed implementation plan aims at correcting a set of already identified bottlenecks that weaken the effective implementation of national health strategies and interventions that have not been budgeted or implemented due to capacity and financial constraints. The goal of this initiative is to improve maternal, neonatal and child health in Pakistan through a strengthened health system at all levels, through the following three sets of objectives:

1. Improve the national maternal health care to more than 70% and EPI coverage for child health to more than 95% within 5 years.

2. Enhance effectiveness of district health care delivery service through strengthening human resource development, organizational management, leadership capacity, logistics, supplies and infrastructure.

3. Improve community and civic society organizations involvement in health system decision-making mechanism.

The major strategies and interventions of the GAVI HSS proposal were developed to address barriers related mainly to the frontline human resources, management and organization of health care delivery, community organization, awareness and up-gradation of infrastructure, equipment, supply and maintenance. This strengthening support is expected to lead to a sustained increase in the immunization coverage to more than 95%, improved maternal health and more efficient management of health services especially at the District level. 

A set of indicators have been selected to guide and analyse the M&E process. The proposal includes activities targeted to developing the service delivery at community level that incorporates annual health plan, involving private sector through training on IMNCI protocols, and establishing functional neonatal units and involving LHWs vaccination along with other MNCH services.

The current proposal covers two years of implementation. The National Health Sector Coordination Committee (NHSCC) that has guided the design of this two years proposal constitutes a working group of several stakeholders representing the Federal Ministry of Health, provincial Departments of Health, Planning Commission, EPI, UNICEF and WHO, which actually prepared the GAVI HSS proposal, building on the same structure that had elaborated the MNCH framework. Technical inputs and advice were provided by development partners. Provinces participated in the consultative meetings and consensus building workshops and provided provincial analyses and proposals to the NHSCC working group. Two meetings with MoH, provincial Directors General Health Services (DGHS), and National Programme Managers were organised to review the draft proposal. The technical, costing and budgetary implication of the proposal was reviewed and endorsed by the MoH, MoF and ultimately by the Prime Minister’s secretariat.

The management, implementation and monitoring mechanism will involve all the tiers of the health system and NHSCC. GAVI funds will be transferred to a State Bank of Pakistan account. District, provincial and federal programmes will prepare annual activity and cash plans. The Program Management Unit (PMU) chaired by the Secretary of Health will oversee implementation and release of funds, against Activity and Cash Plans, through accounts at district (Account No. 4) or provincial (Account No. 1) levels. 

Increased public sector spending on health of development partners and more cost-effective health planning, together with greater engagement of civil society organizations, communities and with the long-term commitment of development partners will sustain the financial input needed to guarantee the term implementation of the proposed strategy.
An amount of US$ 76.85 million is expected to be made available through GAVI HSS over a period of five years. The current proposal, however relates only to the first two years at a cost of US$ 23.52 million. The year-wise breakup of cost for 2008 and 2009 shall be US$ 16.89 million and US$ 6.62 million, respectively. 
Section 1: Application Development Process
1.1: The HSCC (or Country Equivalent)

In 2005, the Ministry of Health constituted a Maternal and Child Health (MCH) steering committee chaired by the Secretary Health with adequate representation given to the provinces, academicians, professional bodies and other health development partners. The Steering Committee studied and analyzed the MCH situation and developed country strategies for MCH. After the endorsement of the Pakistan National MCH Policy and Strategic Framework, the committee continued as Technical Advisory Group (TAG) for the constituted MCH Cell. Substantial work has been carried out by TAG and partners in analysing the health system, identifying barriers to MNCH implementation and devising strategies to address them. It was realized that the problems identified by the TAG need to be addressed through an integrated approach for health system strengthening, leading to the establishment of the National Health Sector Coordination Committee (NHSCC) in July 2006 (Annex-01) to primarily coordinate the GAVI support for the health sector. It is worth noting that the institutes represented in the TAG are also members in NHSCC. This proposal was developed under the leadership and scrutiny of NHSCC whose clearance has led to the formal approval from Ministries of Health and Finance and the Prime Minister of Pakistan.
	Name of HSCC:
· The name of the relevant committee in Pakistan is The National Health Sector Coordination Committee (NHSCC) with 13 members including Federal Director General Health (Chairperson), MoF, DGHS of provincial and regional health departments, and other health development partner that primarily coordinate the GAVI support for MNCH components. 
· To ensure a direct oversight to the operational strategies of the MNCH programme the MNCH steering committee was established whose participating institutes are similar to those of the NHSCS. 

	HSCC Operational Since:

July 12, 2006


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

The NHSCC is a stand-alone body, representing the governance structure of Pakistan with adequate representation from the Federation (MoH & Planning Commission), all the four provincial health departments, health departments of federally administered territories, and key UN agencies related to public health. The functions of the NHSCC are closely coordinated with the National MNCH Steering Committee whose chairperson namely the Federal Secretary for Health provides also the final approval for NHSCC deliberations and recommendations, which in their turn are operationalized by the National MNCH Steering Committee for planning, financing, implementation and monitoring purposes. It is pertinent to note that most members of the National MNCH Steering Committee are also members of NHSCC offering the necessary facilitation to the consultative and decision making processes. 



	Frequency of meetings:

The NHSCC meets whenever required but at least on a quarterly basis. The first meeting was held on 23rd August 2006 followed by five subsequent meetings, whose minutes are attached as indicated below:

1. August 23, 2006 (Minutes of meeting - Annex-02)

2. September 9, 2006 (Minutes of meeting - Annex-03)

3. October 21, 2006 (Minutes of meeting - Annex-04)

4. March 10, 2007 (Memo for Meeting - Annex-05)

5. April 16, 2007 (Minutes of meeting - Annex-06)

6. April 30, 2007 (Memo for Meeting - Annex-07) 



	Overall role and function:

NHSCC: 

Recognizing the need for a cross cutting approach to strengthen the health sector in an integrated manner the MoH has assigned specific responsibilities to the NHSCC including:

a) Recommending the proposal for GAVI HSS funds to Ministry of Health and Ministry of Finance for approval.

b) Periodically monitoring the utilization of GAVI HSS funds as per approved proposal and identified indicators.

c) Provide technical and administrative support, where needed, for timely implementation of the planned activities.

d) Examine and approve the progress reports required by GAVI.

MNCH Steering Committee:
The National MNCH Steering Committee is entrusted to:

· take strategic and policy decisions concerning the implementation and activities of national programmes with regards to achieving MDG 4 and 5. 
· make necessary amendments in the policies and plans of the programs in the light of policies of the Government of Pakistan. 
· align the activities of new programs / projects to substantiate ongoing efforts.  
The National MNCH Steering Committee has a direct oversight on all the functions of the NHSCC including development, approval and implementation of the GAVI HSS proposal. It is pertinent to mention that the composition of both committees is highly similar with representation from the MoH, provincial departments of health, and development partners.   



1.2: Overview of application development process 

	Who coordinated and provided oversight to the application development process?

Federal Secretary Health, planning section of MoH, national programs and key UN agencies and development partners. 


	Who led the drafting of the application and was any technical assistance provided?
The MoH-NHSCC with support from health development partners. 



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

The process of proposal re-submission started with a team of public health experts within the NHSCC under the guidance of Federal Minister for Health. It comprised of representatives from MoH, MoF, and development partners. Two international consultants from WHO EMRO extended technical assistance to this core group. A plan of action was developed to complete the proposal development process within the stipulated time period (Annex-08).

Review of recent health system assessments were conducted for developing a situation analysis and needs assessment. The provincial health departments remained a central pillar in this process. The provincial DGHSs were briefed on the scope of GAVI HSS application, who subsequently identified province-specific health sector needs. At the federal level, a series of consultative meetings were conducted with managers of the National MNCH program, LHW Program, Federal EPI and National Nutrition Program, who highlighted the system bottlenecks indicating the areas of support and strengthening required for improved service delivery. The needs highlighted by provincial health departments as well as mainstream health programs were systematically analyzed and prioritized accordingly. The Ministries of Finance and Planning and Development provided technical guidance for finalization of overall institutional arrangement and fund flow mechanisms.

Subsequently, the GAVI HSS application was presented in a Country Review Workshop for analysis, review and approval. National program managers, representatives from provincial health departments and partner organizations, UNFPA, WHO, DFID, World Bank, USAID, JICA, and UNICEF participated in this consensus building workshop, wherein all the options were discussed in detail and changes incorporated. Later the participants approved the proposal for further processing and reiterated their commitment to contribute in program implementation.

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

MoH, MoF, provincial health departments and partner organizations. 

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

Government of Pakistan through MoH and MoF.


1.3: Roles and responsibilities of key partners (HSCC members and others)
	Title / Post
	Organisation
	Roles and responsibilities of this partner in the GAVI HSS application development

	Secretary Health
	Government of Pakistan
	Provide leadership and guidance

	DG Health
	Ministry of Health
	1. Overall responsible for proposal development
2. Coordination with provincial health authorities

	DDG Planning & Development
	Ministry of Health/DG Planning
	1. Coordination with all stakeholders including intra and inter-departmental for finalization

2. Endorsement of proposal by MoH and MoF

	NHSCC


	Government and partners
	Review and recommendation for approval

	Federal EPI Cell

	Ministry of Health
	Participate in the development process and implementation of the HSS proposal with focus on EPI related activities of the project. 

	Financial Advisor/ Deputy Financial Advisor
	Ministry of Finance
	Finalizing and endorsement of the fund flow mechanism

	Provincial Director General Health Services
	Provincial Governments
	1. Identification of province-specific needs

2. Technical inputs for devising interventions

3. Endorsement of the proposal

	Representative from WHO
	WHO
	Participate in the development process and implementation of the HSS proposal with focus on coordination of strategy and technical assistance to the project.

	Representative from UNICEF
	UNICEF
	Participate in the development process and implementation of the HSS proposal with focus on coordination of strategy and assistance to the project in procurement

	Representative from UNFPA
	UNFPA
	Participate in the development process and implementation of the HSS proposal with focus on coordination of strategy and assistance to the project in procurement

	Representative from World Bank
	World Bank
	Participate in the development process and implementation of the HSS proposal with focus on coordination of strategy and technical assistance to the project.

	Representative from DFID
	DFID
	Participate in the review of the HSS proposal with focus on coordination and strategic options


1.4: Additional comments on the GAVI HSS application development process 

Ever since the devolution of power initiated in 2001, the district health system has been assigned gigantic tasks of planning and implementing health services with limited support from the provincial level and major resource constraints. The support offered by GAVI for health system strengthening will considerably improve the capacity and standard of the existing health service delivery system by providing the necessary health system support.

Based on the observations and recommendation made by GAVI regarding previous application, the approach adopted for developing the current proposal entails:

· Sharp focus on health system strengthening particularly at the district level towards the attainment of MDGs 4 & 5
· Broader involvement of stakeholders including provinces and development partners
· Adoption of an integrated approach
This approach has enabled the proposal development process to plan to be inclusive and address various priority components of the health care delivery system, with the expectation to generate and significant improvements in the health system and the attainment of maternal, neonatal and infant mortality related MDG 4 and 5. 
Section 2: Country Background Information
2.1: Current socio-demographic and economic country information

	Information
	Value
	Date
	Source

	Total population  (2007)
	168.432 million
	2007
	Federal EPI  population projection based on 1998 Census  and cMYP  2005-2010

	Infant mortality rate 

(per 1000)   
	76
	2001
	Pakistan Family Planning and Reproductive Health Survey 2001-02

	Surviving Infants*
	5.532

million
	2007
	Federal EPI  population projection based on 1998 Census  and cMYP  2005-2010

	GNI per capita (US$)
	847
	2007
	Pakistan Economic Survey 2005-2006. Finance Division, Government of Pakistan

	Percentage of GDP allocated to Health
	0.51%
	2005-2006
	Pakistan Economic Survey 2005-2006. Finance Division, Government of Pakistan

	Percentage of Government expenditure on Health
	27.7%
	2005
	Health System Review Mission Pakistan Report, WHO 2007

	Under five mortality Rate
	103
	2001
	Pakistan Family Planning and Reproductive Health Survey 2001-02

	Maternal Mortality Ratio
	400
	2001
	Pakistan Family Planning and Reproductive Health Survey 2001-02


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

2.2: Overview of the National Health Sector Strategic Plan

The National Health Policy 2001 provides an overall national vision for the Health Sector based on “Health for all” approach (Annex -09). The key features of the policy are:

1. Health sector investments are viewed as part of Government’s Poverty Alleviation Plan;
2. Priority attached to the attainment of MDG goals 4, 5 & 6. 
3. Priority attention is accorded to primary and secondary tiers of the health sector; and

4. Good governance is seen as the basis for health sector reforms to achieve quality health care.

To achieve the vision of “Health for All” the following ten specific areas have been identified for developing strategies and interventions to achieve specific targets within ten years:

1.
Reducing widespread prevalence of communicable diseases

2.
Addressing inadequacies in primary / secondary health care services
3.
Removal of professional / managerial deficiencies in the district health system
4.
Promotion of greater gender equity in the health sector
5.
Bridging the basic nutrition gaps in the target-population i.e. children, women and vulnerable population groups

6.
Correction of urban bias in the health sector implementation modalities

7.
Introduction of required Regulations in the Private Medical Sector to ensure standard equipment and services in private health facilities as well as private medical colleges and Tibb/Homoeopathic teaching hospitals

8.
Creation of mass awareness about public health matters

9.
Improvement in Drug sector to ensure the availability, affordability and quality of drugs in the country

10.
Capacity building for Health Policy Monitoring in the Ministry of Health

Pakistan has a large network of healthcare facilities in the health sector. The public health sector has four major components:

1. Outreach and community-based services;

2. Primary care facilities like basic health units (BHUs) and rural health centers RHCs;

3. Tehsil and district headquarters hospitals for basic inpatient and outpatient care; and

4. Tertiary care hospitals for specialized care

The under-achievement of the desired outcomes has been related to the problems of utilization and institutional capacity of public sector health delivery system. The National Health Policy 2001 provides the guiding principles to strategies and interventions to address these problems and improve the health conditions in Pakistan. The Health Plan under the Medium Term Development Framework (MTDF) 2005-2010 has been developed fully in line with the National Health Policy recommendations (Annex-10). It focuses on developing an efficient health care system by forging partnerships with the private sector including civil society, in order to respond to the health needs of low socio-economic groups especially children, and women in the child bearing age. The main objective is to provide quality care to reduce infant, child and maternal mortality as well as to improve nutritional status of children less than five years. The philosophy of the medium term strategy entails a paradigm shift from curative to preventive health care especially for disadvantaged and weaker segments of society, living in the rural areas.  The physical targets under MTDF have been aligned with MDGs.
The recently introduced Poverty Reduction Strategy Paper – II 2007 has also been aligned with the MTDF (Annex-11). It focuses upon the strategies to translate the gains in macro economy into microeconomic development by sustaining long term growth and reducing poverty. The targets under PRSP-II are also in line with the objectives set for achieving MDGs.
Alongside the Federal Ministry of Health, provincial governments are also striving to achieve the MDGs, and Health Sector Reforms (HSR) have been introduced in the provinces of Punjab and NWFP. The HSR mainly focuses upon building the capacity of the healthcare delivery system by developing the existing infrastructure and providing incentives to make the requisite human resource available in the remote areas.
Section 3: Situation Analysis / Needs Assessment

3.1: Recent health system assessments

	Title of the Assessment
	Participating Agencies
	Areas / Themes Covered
	Dates

	EMRO Health System review mission Report 
	WHO, UNICEF, DFID, WB
	Financing, governance, management, human resources, quality
	4/2007

	MoH Rapid field assessment of system wide barriers to immunization
	WHO, MoH
	Field visits to district, facility and provincial level administrative staff, questionnaire based study
	4/2007

	Comprehensive Multi-Year Plan for immunization, 2005-2010
	Led by Federal EPI and participated by all stakeholders
	EPI and resources
	2006

	Influence of Devolution  on Health Services in Pakistan
	Led by MoH / WHO
	Devolution and health
	2005

	National Maternal and Neonatal Health 

Policy and Strategic Framework

(2005-2015) 
	MoH/MNCH
	Health System Assessment, Analysis of causal relationships between weak output and functional issue son federal, provincial, district, facility and donor level
	2005

	Medium Term Budgetary Frame Work 2006-2009
	Led by MoF / MoH
	Budgetary frame work
	2005

	Medium Term Development Framework 2005-10
	Led by planning division, participated by all stakeholders
	Overall entire health sector within the developmental domain
	2005

	Report on Assessment of Barriers in Immunization Services in Pakistan
	UNICEF/Nielsen Consulting
	Finance, Logistics, Human resources
	11/2004

	National EPI Policy and Strategic Guidelines
	Led by Federal EPI and participated by all stakeholders
	Operational and resources management for EPI
	2004

	National Health Policy 2001
	Led by MoH, participated by all stakeholders

	Policy guidance for entire health sector
	2001

	Pakistan MDGs Report 2006
	Planning Commission of Pakistan
	Planning Commission of Pakistan
	2006

	Annual Report 2006
	Led by PHC Wing NP
	PHC Wing, LHW Program, MoH
	2006



3.2: Major barriers to achievement of MDG 4 & 5 as identified in recent assessments

Pakistan’s maternal and child health indicators are lagging behind other developing countries with similar economic status. Prevalence of nutritional disorders and infectious diseases and access to health care facilities are sub-optimal even in comparison with other South Asian countries.  During the last decade, Pakistan has focused on improving the access to health care services; initially through building of more health facilities and upgrading the skill level of the health care providers. This approach did not bring about a significant improvement in the access and utilization indicators, as scant attention was given to the delivery of outreach services. The paradigm shift from investing exclusively in infrastructure to human resource for health and bringing the services closer to the people resulted in launching the National Program for Family Planning and Primary Health Care in 1994, for delivering essential primary health care services to the community through Lady Health Workers.



This program has proved to be successful in providing basic services at the primary level. The available LHWs are not trained in community IMNCI. They are also not trained in administering vaccinations. The training of LHWs in giving vaccinations will broader the spectrum of service delivery specifically for the rural poor. However the district capacity to coordinate, arrange and conduct these training is not to the mark due to lack of trained master trainers, training modules and other training facilities, and requires services of a professional training coordinator to plan and manage the activities amicably; alongside the need for strengthening their knowledge and skills. The training of LHWs in communication skills and refresher training in antenatal, natal, postnatal, immunizations, growth monitoring of children, nutrition etc will further enhance their capacity to play their role specifically for improving maternal and child health.6
A review of literature reveals that impact on maternal and newborn mortality can only be achieved through skilled birth attendance and easy access to emergency obstetric and newborn care (EmONC) services. An insufficient number of Skilled Birth Attendants (SBAs), particularly in the rural areas, has remained a long standing problem in Pakistan. Availability of female doctors is fundamental for providing 24/7 basic EmONC at the first level care facility [first referral level]. Although a large number of female doctors are graduating out from medical institutions, the vast majority of them prefer to remain in urban settings. 

The equipment and supplies for IMNCI and EmONC services, especially at the BHU level, is deficient and not planned under the existing budgets of MNCH program. Drug supply is not regular and stock-outs are frequent. There is a plan to establish neonatal care Units at DHQ hospitals, however, budgetary constraints do not allow adequate implementation of the planned activities. The DHDCs are important training hubs at the district level but are underutilized due to the poor quality of the infrastructure, absence of trainers, deficient planning, and coordinating and training activities. 

The Local Government Ordinance promulgated in 2001 to devolve power and responsibilities to the local governments at District level. There is some evidence of the mixed success of devolution. While the move seems to have increased accountability towards citizens both for politicians and for health staff delivering services, it also seems to have given rise to undue patronage in the appointment of staff and the exercise of private interests at the expense of the public both in the organization and delivery of services. It is postulated that in order to better implement devolution, efforts should be made to improve managerial and planning skills at both district and provincial levels through capacity development and provision of technical expertise. It is also critical that changing roles and responsibilities due to devolution at all the three levels be recognized, requiring appropriate structural, technical and managerial restructuring at all levels enabling them to fulfil their revised roles and responsibilities.

Insufficient managerial capacity of health managers in managing resources, planning, implementation and monitoring, especially at the district level, is one of the most critical factors that has jeopardized functioning of public health sector. In many cases the available manpower lacks adequate planning and management skills to manage the delivery of health services. Moreover, under the devolved setup the district health managers lack clarity in their roles therefore their performance is further compromised and limited to performing day to day activities focused on problem solving rather than strategic planning and implementation. 

At the district level, the political leadership needs technical support and empirical evidence to improve their capacity to plan for their respective districts. The M&E framework at the national level is insufficient; tracking progress on MNCH is difficult and lacks transparency. The monitoring system is insufficient, not integrated, under-performing and not related to planning and decision-making; the management information systems are working vertically and are not best utilized for evidence-based decision making; without linkages with the private sector and absence of a regulatory framework. Insufficient or a total lack of participation of private providers including civil society organizations, traditional healers, and private practitioners.

The private sector in Pakistan caters to a substantial proportion of the curative health needs of the community. Unfortunately most of the private health care professionals lack IMNCI and EmONC skills, warranting a great need to improve their knowledge and skills in IMNCI and EmONC, and tap their experience to provide better trained health care provider for the suffering community. The Pakistan Integrated Household Survey [PIHS] data indicates that a significant majority of women in urban areas, and a large proportion in semi-urban areas use private sector facilities for prenatal and postnatal care, delivery, newborn care and family planning. There is thus a need to incorporate the working of the public and private sectors, mainly for two reasons: Firstly, the public sector alone cannot take the entire burden of providing high quality MNCH services to such a large population, particularly in urban areas; secondly, the private sector health facilities must be regulated so as to enable and encourage them to provide high quality affordable services. A model of public-private partnership, as well as suggestions regarding alternate management arrangement of some of the public health facilities is included in this document. 
The demand for health services is generally low due mainly to insufficient information on types of services available to the population lack of community participation in health care delivery mechanisms. This ultimately leads to fragmented trust and absence of ownership of the health interventions by the community. At present there is no effective mechanism for the communities and civil sector organizations to participate and play their role in enhancing effectiveness of delivery of health services. The LHWs do make some efforts, however, their capacity is limited.

Several opportunities and potentials emerging in recent years favour the complementarities of different initiatives all targeting accessibility, quality, efficiency, responsiveness and increasing utilization of health services. The first is related to the endorsement of PRSP-II accompanied by a series of organizational and management reforms through which the Government of Pakistan is endeavoring to increase financing and enhance efficiency of the health sector. The Government recognition of improving the health of women and children is an essential element to achieve the Social Sector Goals for poverty reduction and overall development. The second important potential is the development of a programme aimed at improving the accessibility and quality of Maternal, Neonatal and Child Health Services (MNCH) through development and implementation of an integrated and sustainable MNCH program at all levels of the health care delivery system. The programme was developed through an extensive consultative process that included development partners, professional associations and other stakeholders lasting over two years.

The GAVI/HSS proposal has been developed with a view to complement these efforts and to fill in the technical, financial and scope gaps in the above mentioned initiatives by involving most of the members who participated in the two initiatives in NHSCC.

Barriers related to Human Resources

Achievement of Millennium Development Goals (MDGs) 4 and 5 requires ensuring access to quality maternal and child health services preferably at the doorstep for populations at greater risk such as the poor, marginalized and rural population segments. Pakistan’s district level public healthcare delivery has essentially three components:

1. Outreach and community-based services; mainly immunization through vaccinators, and MNCH and family planning related activities though LHWs;

2. Primary care facilities like basic health units (BHUs) and rural health centers RHCs; mainly  for outpatient care; and

3. Tehsil and district headquarters hospitals for basic inpatient as well as outpatient care.

In addition to the public health sector there is a vast network of private health sector, both formal and informal.

Most of the HR issues are related either to the non-availability of trained health professionals or their capacity to deliver in a manner required by the target group. It ranges from workforce at the community level till the district level health care providers and health managers.

· The vast majority of deliveries take place at home (79%), with the bulk of these (70%) assisted by untrained birth attendants resulting in high neonatal and maternal mortality. An insufficient number of Skilled Birth Attendants (SBAs) at the community level, particularly in the rural areas, has remained a long standing problem in Pakistan. 
· Predominantly male vaccinators are responsible for immunization of women and children at the household level, making socio-cultural barriers hinder their accessibility to the target population, while LHWs are not usually trained in providing vaccination;

· There is a major gender imbalance in health care professionals with relatively few female doctors, despite higher female enrolment in medical colleges, particularly in rural areas owing to lack of security, unfavorable work environment and less attractive salary packages;

· The Executive District Officer (EDO) Health, who is the team leader at district level, usually works without the availability of an adequately trained team of subordinates, to manage an efficient health management system;
· The private sector is accounting for 60% of the total expenditure on health. Unfortunately, most of these private medical professional have insufficient knowledge and skills regarding IMNCI and EmONC;

· Furthermore, although medical colleges and paramedical training institutes are continually producing human resources for the health sector, these graduates lack adequate knowledge and skills regarding provision of IMNCI and EmONC and other important public health aspects as these are not part of their regular curriculum and training. Additionally, while there is an emphasis on the biological determinants of health, the same is not true for the social determinants of health including environmental and cultural aspects.
Barriers related to Management and Organization of Health Care Delivery

Diverse and usually deep-rooted management barriers in the provision of quality MNCH services exist at all levels of the health system pyramid, with a weak technical capacity for providing strategic vision, policy, planning, coordination and monitoring. Certain critical factors leading to this situation include:
· Inadequate technical support from national and provincial levels to the districts for system and institutional strengthening. 
· Most of the projects and initiatives for MNCH have weak linkages at the implementation level due to inadequate inter-sectoral coordination for fostering partnerships and joint efforts to reduce duplication and waste. Although government is highly committed to provide an integrated package of health services at the grass root level but there is yet sub-optimal functional integration of the federal and provincial health programs at the district level;
· While district health managers are usually capable of identifying major issues and problems, they are deficient in resolving issues through proper planning and implementation, mainly due to insufficient capacity and lack of awareness concerning new management techniques;

· There was not much change in allocation of human resources and their management at the district level after devolution, with health managers not adequately equipped with the skills necessary for developing need-based staff requirements, new tasks and job descriptions;

· Data management activities are usually below par, despite existence of all the relevant data and information as the same is seldom used for prudent planning or allocation of resources. Developing health indicators and taking evidence-based decisions are evidently not priority areas for district health managers;

· At the district level, the political leadership needs technical support and empirical evidence to improve their capacity to plan for their respective districts but there is insufficient interaction between district health officials and elected representatives. The Zillah Monitoring Committees (ZMCs), comprising of elected representatives, are not trained in understanding of health system and management, and consequently not playing the supportive role expected of them
· Continued training in public health and management aspects, which is currently not a priority at the district, provincial and national levels needs to be carried out;

· The rich experience and advances in the private sector for creation of a trained workforce are not optimally utilized due to weak linkages between public and private sectors and ineffective regulatory mechanisms, which need to be rectified;
· The funding for health has increased in terms of absolute numbers during the past few years but as a percentage of GDP, it has consistently remained below 1% during the past ten years, as opposed to the recommended 3.5%. The insufficient funding for health, usually results in poor quality of service delivery owing to lack or failure of equipment and supplies, and insufficient staff. Furthermore, even the allocated funds are released late and in lesser amount;
· Poor women cannot afford expensive private care, and they often get the poorest quality of care in public health facilities;

Barriers related to Community organization and awareness

Demand for health services is low mainly due to lack of awareness and involvement of the communities in the health care delivery process leading to lower access to health care and prevention. Some of the other drawbacks of the existing system arise from:
· Weak bottom-up planning;
· No mechanism for social accountability;
· Health staff does not relate well to clients in all matters related to health system, including immunizations, resulting in low levels of satisfaction. This warrants the needs for a formal and institutionalized contact between the health staff and community;

· Rural women have limited access to healthcare and family planning services due to socio-cultural barriers;
Barriers related to Equipment, Supply and Maintenance

Equipment is not maintained periodically resulting in interruptions of the supply or transport related problems. A district based maintenance system along with a framework for strategic purchasing and preventive maintenance is lacking.

· The equipment and supplies for IMNCI services are deficient especially at the BHU level, while drug supply is not regular and stock-outs are frequent;

· There are only a few under-equipped neonatal care units at the district level facilities to deal with referred cases. 
3.3: Barriers that are being adequately addressed with existing resources

Most barriers are related to management issues and/or inefficient use of existing resources. The Government of Pakistan and all other stakeholders are addressing major system issues through developing a new Health Policy based on past analyses and experiences, and focusing on system aspects, equity and quality of care. The Primary Health Care System as a whole needs to be revitalized by addressing the numerous linkages between infrastructure, client demand, staff motivation, staff training level and quality of care.

Government is making efforts to address the barriers mentioned in the above section however lack of resources and weak strategic planning does not permit to address all the barriers. The proposed interventions include:

· Induction of 12,000 Community Midwives as a new cadre of female health care providers at the community level under the umbrella of the MNCH Program;

· Establishment of MNCH cells at national, provincial and district level;

· Induction of Public Health Specialists and social organizers at district level;

· Improving MNCH supervision through provision of mobility support to each district;

· Training of 15,000 public sector health care providers on IMNCI

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

Barriers related to Human Resources

· District health managers are not adequately trained in district health management, although the need for management training of district managers is well documented;

· As the government plans to invest extensively in Human Resource Development (HRD), and most of these activities will be at the district level, there is a need to have a professional to coordinate training related activities

· Although the role of ZMCs is to monitor health interventions they are not adequately trained to perform this role. Health management and monitoring training of ZMCs is required;

· LHWs are not trained in providing vaccination;

· Insufficient availability of adequately trained master trainers of EmONC and IMNCI at district and provincial level;

· Private sector doctors and paramedical staff are not trained in IMNCI and EmONC;

· Teachers of medical colleges and paramedical institutes are not trained in imparting IMNCI and EmONC training to students; 

· More lady doctors with additional incentives need to be inducted to provide services around the clock in THQ and DHQ hospitals;

Barriers related to Management and Organization of Health Care Delivery

· The MNCH related programs and initiatives require more coordination and integration, especially at district level, with further strengthening of district MNCH cells through provision of incentives for public health specialists;

· Insufficient evidence based decision making through inadequate use of management information systems;

· Curricula and teaching manuals are not available for pre-service training of medical students and paramedics;

· Involvement of district government politicians need to be increased through enhancing their technical and management capacities;

· Weak linkages with private sector and civil society;

· Insufficient funding for health in general, resulting in insufficient and de-motivated staff due to low salary and absence of provision of incentives;

Barriers related to Community organization and awareness

· Lack of community and civil society involvement in planning, implementation and accountability;

· Insufficient engagement of community or religious leaders;

· No formal and institutionalized contact between health staff and community;

· Due to insufficient availability of female health care providers rural women have limited access to healthcare and family planning;

Barriers related to Equipment, Supply and Maintenance

· The equipment and supplies for IMNCI services at BHU level is usually deficient;

· There is insufficient supply of equipment, ORS packets and other micronutrients to the LHWs; necessitating organized efforts to increase low osmolality ORS utilization for management of diarrhoea;

· Insufficient number of monitoring vehicles for Lady Health Supervisors;

· Weighing scales of LHWs are out of order, which adversely affects children growth monitoring and nutrition activities;

· There are a few under-equipped neonatal care units at the district and tehsil level health facilities to deal with referred cases.

Section 4: Goals and Objectives of GAVI HSS Support
4.1: Goals of GAVI HSS support

To improve maternal, newborn and child health in Pakistan through strengthened district health system.
4.2: Objectives of GAVI HSS Support

1. Improve access and utilization of   maternal, neonatal and child health care service at the district level.

2. Enhance effectiveness of district health care delivery service through strengthening human resource development, organizational management and support systems.

3. Improve community and civil society organizations involvement in health system decision making mechanism.
The success of achieving these objectives will be measured through health indicators mentioned under section 6.1.
Section 5: GAVI HSS Activities and Implementation Schedule
5.1: Sustainability of GAVI HSS support

There is an evident political commitment for health system strengthening at the highest echelons of the government that will ensure financial sustainability of GAVI HSS inputs after completion of the program duration. Sustained economic growth of 7% over the last three years and increasing budgetary allocations on health from PKR 3.5 billion to 11.4 billion over the last four years, and provincial health spending rising from PKR 14 billion to 50 billion depicts the growing trend in  public health financing although it is yet lagging behind the overall national economic growth. However, the government has committed to triple its health sector spending share of GDP by focusing on MDGs. 

As in the case of two previous development allocations for major maternal and child interventions namely the LHW program and National MNCH program, the federal and provincial governments will streamline the recurrent costs of the HSS inputs into their yearly budgetary plans. Furthermore, most activities are part of an approved PC-1. Along with the strong government commitment The level of participation of development partners such as DFID, USAID, JICA, World Bank, UNICEF, WHO and UNFPA in the development of the health sector focus on the MDG 4 & 5 is encouraging and promises a sustained commitment. This commitment for financial sustainability is further substantiated by issuance of Government Concept Clearance for all GAVI proposals indicating their implementation through public sector financing following the regular government project planning procedures, which entails a preliminary commitment for a later uptake of the project recurrent cost by the government.
It is also significant to note that the ongoing UN reform process in Pakistan is lending a direct focus on MDGs through joint programming addressing the major national health priorities, and the direct coordination and leadership of the government. 
These GAVI HSS inputs will be technically sustained through a growing number of MNCH manpower such as community midwives training programs, the correct government focus on building public-private partnerships in the management of the first level care facilities (BHUs/RHCs), the scaling up of LHWs to all rural communities, the large number of public health specialists currently produced in each province, and a strong community health mobilization potential generated by the district and sub-district level devolution process.
5.2: Major Activities and Implementation Schedule

	Major Activities
	2008
	2009

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Objective 1: Improve the national maternal health care to more than 70% and EPI coverage for child health to more than 95% within 5 years.

	Activity 1.1: Strengthen the drug/procurement system by demand-based supplementation of 30% IMNCI recommended drugs in 4,824 BHUs on cost sharing basis
	X
	
	
	
	X
	
	
	

	Activity 1.2: Strengthen the logistic /procurement system by supplementing 50% IMNCI recommended equipment in 4,824 BHUs
	X
	
	
	
	
	
	
	

	Activity 1.3: Establish neonatal units in 26 (20%) First Referral Facilities (THQ/DHQHs) to strengthen referral.
	
	X
	X
	X
	
	
	
	

	Activity 1.4: Establish ORT corners in 6,561 FLCFs (50%).
	X
	
	
	
	
	
	
	

	Activity 1.5: Procure and replace 100,000 weighing scales for children for LHWs. (01 per LHW)
	X
	X
	X
	
	
	
	
	

	Activity 1.6: Procure and supply computers and equipment for MIS section of Federal Program Implementation Unit (FPIU), LHW program
	X
	
	
	
	
	
	
	

	Activity 1.7: Strengthen the district transport system by replacing 100 off-road pickups for Lady Health Supervisors for supervision and monitoring (50 Sindh, 25 Punjab, 25 NWFP)
	X
	
	
	
	
	
	
	

	Activity 1.8: Procure and supply Zinc Suspension 20 mg to LHWs. (100,000 LHWs X 01 /LHW/month X 24 months) 
	X
	
	
	
	X
	
	
	

	Activity 1.9 Technical assistance from an international consultant for conducting national IMNCI planning workshop and monitoring pre-service training (02 visits X 01 person X 01 week)  
	X
	X
	
	
	
	
	
	

	Activity 1.10 National orientation/planning workshop for academia for introduction of IMNCI in the pre-service training of medical and paramedical (01 course X 24 participants)
	X
	
	
	
	
	
	
	

	Activity 1.11: National orientation/planning workshop for academia for introduction of EmONC in the pre-service training of medical and paramedical (01 course X 24 participants)
	X
	
	
	
	
	
	
	

	Activity 1.12: Training of teaching staff on imparting training on  IMNCI (4 courses X 6 days X 16 persons)
	
	X
	
	
	
	
	
	

	Activity 1.13: Training of teaching staff on imparting EmONC training (4 courses X 6 days X 16 persons)
	
	X
	
	
	
	
	
	

	Activity 1.14: Develop Instructor’s Manual for IMNCI training of medical/paramedical students
	
	
	X
	
	
	
	
	

	Activity 1.15: Develop Student’s Manual for IMNCI training of medical/paramedical students
	
	
	X
	
	
	
	
	

	Activity 1.16: Develop Instructor’s Manual for EmONC training of medical/paramedical students
	
	
	X
	
	
	
	
	

	Activity 1.17: Develop Student’s Manual for EmONC training of medical/paramedical students
	
	
	X
	
	
	
	
	

	Activity 1.18: Print 100 Instructor and 5000 Student Manuals for training of medical/paramedical students in IMNCI and EmONC
	
	
	
	X
	
	
	
	

	Activity 1.19: Training of 21,500 (22%) LHWs in vaccination (1,075 trainings X 3 weeks X 20 participants)
	X
	X
	X
	X
	
	
	
	

	Activity 1.20: Train private sector health care providers on IMNCI (32 courses X 11 days course X 24 participants)
	X
	X
	X
	X
	X
	X
	X
	X

	Activity 1.21: Train private sector health care providers on EmONC (32 courses X 3 weeks course X 24 participants)
	X
	X
	X
	X
	X
	X
	X
	X

	Objective 2: Enhance effectiveness of district health care delivery service through strengthening human resource development, organizational management, leadership capacity, logistics, supplies and infrastructure.

	Activity 2.1: Conduct comprehensive district mapping for public and private health manpower, facilities and support systems  in 130 districts and analyse information 
	x
	x
	x
	
	
	
	
	

	Activity 2.2: District health management training for 672 district health managers including M&E with exposure to the district team problem solving approach (28 courses X 3 weeks X 24 persons) through HSA, IPH, Provincial HSA, and DHDCs.
	x
	x
	x
	x
	X
	X
	x
	X

	Activity 2.3: Training of 129 Zillah Monitoring Committees (ZMCs) on Health System Management and Monitoring (129 X 5 days X 5 persons) through DTCE and DHDCs.
	X
	X
	X
	X
	X
	X
	X
	X

	Activity 2.4: support 129 Districts' MNCH training coordinators to support MNCH program (01 per district)
	X
	X
	X
	X
	X
	X
	X
	X

	Activity 2.5: Support 119 MNCH District Public Health Specialist (15000/- per month X119 districts)
	X
	X
	X
	X
	X
	X
	X
	X

	Activity 2.6: Conduct workshops on use of information for district health managers (4 workshops X 5 days course X 24 participants)
	X
	
	
	
	
	
	
	

	Activity 2.7: Conduct LHW-MIS Software trainings and Implementation in 28 and 23 districts of Balochistan and Sindh respectively
	X
	
	
	
	
	
	
	

	Activity 2.8: Support additional allowances for 428 WMOs at DHQ/THQ to provide 24/7 Comprehensive EmONC services (8000/- per month X 2 WMOs for 103 DHQH and 111 THQH)
	X
	X
	X
	X
	X
	X
	X
	X

	Activity 2.9: Support for provincial and Federal levels in supervision, monitoring and evaluation of  health system performance
	X
	X
	X
	X
	
	
	
	

	Activity 2.10: support to external review and evaluation   
	
	
	
	
	
	X
	
	


	Objective 3: Improve community and civic society organizations involvement in health system decision-making mechanism.



	Activity 3.1: Revitalization of 10,000 (10%) LHW Health Committees (5,000 each in Punjab & NWFP)
	X
	X
	X
	X
	
	
	
	

	Activity 3.2: National experts to develop, establish, and involve  women health volunteers and CSOs in supervision and evaluation (4 persons X 6 months)
	X
	X
	X
	X
	
	
	
	

	Activity 3.3: Community-based emerging operational need assessment & gap analysis for second phase of GAVI HSS
	X
	
	
	
	
	
	
	


Section 6: Monitoring, Evaluation and Operational Research

6.1: Impact and Outcome Indicators

	Indicator
	Data Source
	Baseline Value

	Source

	Date of Baseline
	Target
	Date for Target

	1. Under five mortality rate (per 1000)
	FBS*
	103
	Pakistan Family Planning and Reproductive Health Survey 2001-02
	2001
	<65
	2012

	2. Infant mortality rate (per 1000)
	FBS
	76
	-do-
	2001
	<55
	2012

	3. Proportion of deliveries assisted by Skilled Birth Attendants (SBAs)
	FBS
	30
	-do-
	2001
	50%
	2012

	4. Contraceptive Prevalence Rate (CPR)
	FBS
	28%
	-do-
	2001
	45%
	2012

	5. National DPT3 coverage (%)
	MoH
	64.5%
	EPI Coverage – Third Party Evaluation 
	2006
	>85%
	2012

	6. Number / percentage of districts achieving >80% DPT coverage - 
	 MoH
	25%
	-do-
	2006
	80%
	2012


*=Federal Bureau of Statistics
**=The baseline values would be updated based upon the results of DHS that will be available in June 2007.

6.2: Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value7
	Source
	Date of Baseline
	Target
	Date for Target

	1. % of districts with an annual health plan
	# of districts prepared annual health plan
	# of total district health teams trained in district management
	-
	*
	Ministry of health
	-
	90%
	2009

	2. % of districts comprehensively mapped
	# of districts comprehensively mapped for public & private health facilities & professionals 
	# of total Districts
	-
	*
	Ministry of health
	-
	80%
	2008

	3. % of private sector health facilities with a trained healthcare provider and following IMNCI protocols
	# of private sector health facilities with a trained healthcare provider & following IMNCI protocols
	# of total private sector health facilities with a healthcare provider trained in IMNCI
	-
	*
	Ministry of health
	-
	90%
	2008

	4. % of health facilities (DHQs/THQs) with functional neonatal units
	# of health facilities (DHQs/THQs) with functional neonatal units
	# of total health facilities (DHQ/THQ) planned for establishing a neonatal unit
	-
	*
	Ministry of health
	-
	80%
	2008

	5. % of LHWs providing vaccination
	# of LHWs providing vaccination
	Total # of 21,500 LHWs planned to be trained in vaccination
	-
	*
	LHW program records
	-
	25%
	2008

	6. % of DHQs Hospitals providing 24/7 comprehensive obstetric care
	#  DHQs Hospitals providing 24/7 comprehensive obstetric care
	#  DHQs Hospitals planned for providing 24/7 comprehensive obstetric care
	-
	*
	Ministry of health
	-
	30% - 50%
	2008


* The baseline values would be updated based upon the results of DHS that will be available in June 2007. The target for No. 06 will be established in the line of DHS results.

6.3: Data collection, analysis and use  

	Indicator
	Data collection
	Data analysis
	Use of data

	Impact and outcome
	
	
	

	1. Under five mortality rate (per 1000)
	· DHS
	· Federal level
	· Identification of shortfalls & resources

· Corrective actions

	2. Infant mortality rate (per 1000)
	· DHS
	· Federal level
	· Identification of shortfalls & resources

· Corrective actions

	3. Proportion of deliveries assisted by Skilled Birth Attendants (SBAs)
	· DHS
	· Federal level
	· Identification of shortfalls & resources

· Corrective actions

	4. Contraceptive Prevalence Rate
	· DHS
	· Federal level
	· Identification of shortfalls & resources

· Corrective actions

	5. National DPT3 coverage (%)
	· Household to BHU to Tehsil to District to Province to National level
	All levels:

· District

· Province

· Federal
	· Assess progress

· Monitoring

· Identifying gaps & evidence based decision making

· Strategic & Operational Planning

· Priority setting

· Rationale allocation of resources

	6. Number / % of districts achieving >80% DPT coverage
	· District to Province to National level
	All levels:

· District

· Province

· Federal
	· Assess progress

· Monitoring

· Strategic & Operational Planning

· Priority setting

· Allocation of resources


	Output
	Data collection
	Data analysis
	Use of data

	1. % of districts with an annual health plan
	· District reports

· Physical verification
	· District and Provincial level
	· Consolidation of district plans

· Formulation of realist provincial and national health plans

	2. % of districts comprehensively mapped
	· District reports
	· District level
	· Realization of exact resources

· Incorporation into district health plans

· Ensuring better service delivery

	3. % of private sector health facilities with a trained healthcare provider and following IMNCI protocols
	· District reports
	· District level
	· Enhancing service delivery spectrum

	4. % of health facilities (DHQs/THQs) with functional neonatal units
	· District reports
	· District level
	· Change in hospital utilization rate for neonatal care

· Change in neonatal management outcomes

	5. % of LHWs involved in vaccination
	· District reports
	· District level
	· Assess impact on vaccination coverage and acceptability

· Setting facility based targets

· Redefine role of vaccinator

	6. % DHQ Hospitals providing 24/7 comprehensive obstetric care
	· District Reports

· Third Party Evaluation
	· District

· Province

· Federal
	· Ensuring appointments of female doctors

· Ensuring delivery of quality services


6.4: Strengthening M&E system

An efficient monitoring system is the key to the success of any program, as it helps in implementing activities as planned through timely identification of gaps and their correction. The District Health Management Teams (DHMTs) have been trained and commenced working with enhanced capacity in the performance of their roles. The DHMT led by EDO Health is responsible for conducting objective oriented supervision and monitoring of activities at the district level. Strengthening of district transport system for lady health supervisors will further facilitate the district team to achieve their targets.

The training of Zillah monitoring committees (ZMCs) will further strengthen the system. Moreover, with the formulation of district health plans and the monitoring component being an integral part of district activities, district managers will be better equipped to play their role in an effective manner.

The double-pronged monitoring, through DHMTs and ZMCs, will reduce the communication gap between health managers and politicians at the district level, and would lead to better understanding of issues and gaps. A collaborative effort, both at the management and political level, will enhance the performance of healthcare delivery system at district level. Similarly, based on the district plans, provincial managers will play their role in bringing about improvements through rigorous monitoring. The MoH/National Program Managers and Directors General of Health are responsible for monitoring of activities including financial management at the national and provincial levels, respectively.     

A third-party assessment of program implementation is to be carried out at the end of the first part of two years, and the second at the end of the five year program period. Evaluations will be conducted by individuals who have experience in health sector including professionals from MoH, partner organizations, DFID, UNFPA, WHO, JICA, USAID, UNICEF, NCHD and CSOs. This team of experts will assess the achievements made against set objectives. Evaluation reports are disseminated to all involved parties and are to be considered to be in the public domain.
6.5: Operational Research

The first two years are focused on addressing the already identified gaps and bottlenecks of the health system on a fast track basis. The teething problems faced during the implementation may require modified strategies and innovations. In this scenario, operational research emerges as a priority area and has accordingly been planned for the coming three years.
Section 7: Implementation Arrangements 
7.1: Management of GAVI HSS support

	Management Mechanism
	Description

	Mane of lead individual / unit responsible for managing GAVI HSS implementation / M & E etc.
	1. The Program Management Unit (PMU) headed by Federal Secretary Health, in the Planning and Development (P & D) Cell of  MoH is responsible for overseeing the program management at the federal level

2. National program managers and GAVI Focal persons at the provincial level will facilitate EDO Health in implementation

3. EDO Health is responsible for implementation and regular reporting at the district level

	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	The NHSCC is responsible for:

1. Overseeing the progress

2. Ensuring support and guidance

	Mechanism for coordinating GAVI HSS with other system activities and programs
	1. Integration of GAVI HSS and other system activities at the district level.


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

	Title / Post
	Organisation
	NHSCC Member yes/No
	Roles and Responsibilities of this Partner in the GAVI HSS  Implementation

	Secretary Health
	Government of Pakistan
	No
	1. Principle accounting officer
2. Regular review of progress

	DG Health


	Ministry of Health
	Chairperson
	2. Review implementation status of HSS project in NHSCC meetings

3. Coordination with provincial health authorities

	DDG Planning & Development
	Ministry of Health
	No
	1. Coordination with the all stakeholders for development (GAVI Secretariat, Ministry of Health, Ministry of Finance, State Bank of Pakistan, Auditor General of Pakistan, Provincial and district health departments, EPI partners, civil society organization, private sector etc.)

2. Program implementation

3. Monitoring and supervision
4. Regular reporting

	Chief (Health)


	Ministry of Planning and Development
	Yes
	1. Facilitation in fund releases and supervision

	Joint Secretary (F&D)
	Ministry of Finance
	Yes
	1. Facilitation and monitoring of the financial aspects

	National Manager
	National MNCH Program
	No
	1. Coordination for MNCH program related interventions

2. Supervision and regular reporting

	National manager
	LHW Program
	No
	1. Coordination for LHW program related interventions

2. Supervision and regular reporting

	National Manager
	EPI Program
	Yes
	1. Coordination for EPI related interventions

2. Supervision and regular reporting

	National Manager
	Nutrition Program
	No
	1. Coordination for Nutrition program related interventions

2. Supervision and regular reporting

	Provincial Director General Health Services
	Provincial Governments
	Yes
	1. Regular review of implementation at district level

2. Supervision and monitoring of district health departments
3. Consolidation and endorsement of the district activity & cash plan

4. Releases of funds to the districts

	EDO Health
	District Government
	No
	1. District level planning based upon activity and cash plans

2. Implementation of GAVI HSS support

3. Monitoring and supervision

4. Regular reporting


7.3: Financial management of GAVI HSS support

	Mechanism / Procedure
	Description

	Mechanism for channelling GAVI HSS funds into the country
	The Programme Implementation Cell in the P&D Wing, Ministry of Health shall be responsible for dealing with all matters related to financial management and implementation of the HSS support programme. The GAVI financial assistance will be received in the State Bank of Pakistan.

	Mechanism for channelling GAVI HSS funds from central level to the periphery
	The Ministry of Health will arrange provision of matching funds in the annual budget through prescribed procedure. On receipt of credit advice from State Bank of Pakistan, the Ministry of Health will issue release of funds orders to the AGPR, Islamabad. The AGPR will issue an authority letter for transferring of funds to the Special Imprest Account for GAVI Programme at Federal level opened for this purpose. Similarly the AGPR will issue advice to the State Bank of Pakistan through Special Seal Authorities for release of funds to the provinces for credit to their Provincial Government Account No. 1 (Non-Food) by debit to Federal Government Account No. 1 (Non-Food).  The Provincial Governments will make corresponding budget provision in the budget demand of Health Department. The Provincial Programme Coordinator shall draw funds by presenting bills to Provincial AG/DAO/TO for Provincials headquarter schemes. In respect of district level schemes, which will be executed through the District Government Health Department, the Provincial Finance Department shall issue advice to the State Bank of Pakistan for credit of funds to the concerned District Government Account No. IV.

	Mechanism (and responsibility) for budget use and approval
	1.
The Ministry of Health will issue release of funds orders to the AGPR, Islamabad. The AGPR, Islamabad will issue advice to the State Bank of Pakistan for release of funds to the provinces for credit to their Provincial Govt. Account No. I (Non – Food) under the head C03-Miscellaneous Receipts, C036-Grants, C-03603-Other Grants from Federal Government-Development Grants from Federal Government by debit to Federal Government account No I under the relevant budget demand of the Ministry of Health mentioned in para 1.2.

2.
The Provincial Government shall make corresponding budget provision in the budget demand of Health Department under function – cum – object budget heads as in para 1.2 and communicate the budget grant to the Secretary Health Department. The Secretary, Health Department shall communicate the budget allocations to the Provincial Programme Implementation Unit (PIU). The Provincial Programme Coordinator/PIUs shall draw the funds by presenting bills to Provincial Accountant General (AG) concerned for provincials headquarter schemes, or to the District Account Officer (DAO)/Treasury Officer (TO) concerned for district level schemes executed by the Provincial Government Health Department, instead of District government Heath Department. 

3.
The AG/DAO or TO will make the payments through cheques against the budgetary allocation made by the Provincial Government after observing fulfilment of all codal requirements and exercising pre-audit checks prescribed by the Auditor-General of Pakistan. 

4.
In case of district level schemes which will be executed through the District Government Health Department (instead of Provincial Government Health Department working in the District), the provincial Focal Person of GAVI assistance shall intimate to the Provincial Finance Department district wise requirement of funds on the basis of portfolio of approved schemes for release of funds to the concerned District Governments. The Provincial Finance Department shall issue advice to the State Bank of Pakistan for credit to the concerned District government Account IV under head C-03-Miscellaneous Receipts, C036-Grants, C03633- Grants for Global Alliance by debit to Provincial Government Account-I (Non-food). A copy of the said advice shall be endorsed to the AG, DAO/TO concerned, EDO (Finance) and EDO (Health) District Government, Provincial Health Department and Provincial Focal person. The District Government shall make corresponding budget provision for expenditure by the PIUs in the budget Grant for District Health Department under their ‘functional-cum-Object classification. The EDO (Health) shall interact with the EDO (Finance) to ensure that budget allocations are made available to the PIUs for expenditure within the credit to the District Government Account IV.

The District EDO (Health) shall draw funds for expenditure by presenting Bills to the DAO/TO who will make the payments against the budgetary allocation made by the district Government through cheques after observing fulfilment of all codal requirements and exercising pre-audit checks prescribed by the Auditor-General of Pakistan.

	Mechanism for disbursement of GAVI HSS funds
	1.
No expenditure will be incurred by the Federal Ministry of Health from the HSS Funds except with the prior approval of the Secretary for Health and in accordance with the approved proposal. As regards the provincial PIUs, prior approval of the Provincial Health Secretary or his nominated officer will need to be obtained, according to the approved proposal. Similar conditions will be observed for expenditure incurred at district level. 

2.
The Federal Ministry of Health may procure the goods based on approved proposal in accordance with the existing government rules and procedures.

3.
The District PIUs will prepare at end of each month activity wise and scheme wise statement of expenditure (SOE) in respect of the District Government schemes for which funds were provided to district Govt. and were executed by District Government Health, Department. They will reconcile these SOEs with the DAO/TO and submit the same to the District Health Department by 10th of the following month. The District Programme Coordinator will collect the SOEs for all the activities from PIUs, consolidate them in a single SOE for the whole District Govt expenditure and carryout reconciliation of the consolidated amount with DAO, so that correct and agreed expenditure should appear in the District Government Account. He shall submit the same to the Provincial Health Department by 15th of the following month. 

4.
The Focal Person of the Provincial Government (for schemes executed by the Provincial Health Department in districts and funds were not transferred to the District Government Account IV) shall prepare similar SOEs. S/he shall reconcile expenditure incurred at Provincial Headquarter with the AG by 10th of following month. He shall submit the SOEs of district schemes separately to the EDO (Health) by 5th of the following month. The EDO (Heath) shall collect all such SOEs and reconcile consolidated amount of expenditure of the Provincial Government incurred in the district with the DAO/TO by 10th of following month. 

3.3
The two reconciled SOEs, one for District Government and other for Provincial Govt expenditure, will be submitted to the Provincial Health Department by 15th of the following month. The Provincial PIUs of HSS will consolidate the SOEs of Provincial Govt. furnished by all the District PIUs included there in the SOEs of the funds which were drawn from AG at provincial headquarter. He will then prepare a consolidated SOE both of all the district govt. and Provincial Government expenditure duly reconciled by respective DAOs/TOs and the AG, and submit to Programme Implementation cell of Ministry of Health by 30th of following month for information and record.

	Auditing procedures
	1.
Each district PIU shall submit following monthly monitoring reports in the prescribed format to the provincial PIU.

2.
Monthly monitoring & performance evaluation report containing financial and physical progress of the schemes.

3.
Quarterly output monitoring report.

4.
The provincial PIU shall forward the monthly reports 4.1.1 along with a consolidated report for each activity for the whole district and forward it to the Programme Implementation Cell of Ministry of Health.

5.
The provincial PIU shall also prepare annual consolidated financial management report and physical progress report for each activity and submit them regularly to the Programme Implementation Cell in the Ministry of Health. 

6.
The Secretary, Ministry of Health will get the accounts of Federal, Provincial and District Governments inspected at least once in every financial year as per government instructions contained in General Financial Rules Vol-I.

7.
The Auditor-General of Pakistan shall arrange annual statutory audit of all financial transactions taking place at Federal, provincial and district levels. The accounts of HSS Programme will also be open for scrutiny by any agency appointed by the competent authority for this purpose.


7.4: Procurement mechanisms

Federal Ministry of Health may procure the goods based on approved proposal as per government Rules/Procedures. The government will closely liaison with development partners for the timely and quality procurement of goods and supplies. 
7.5: Reporting arrangements

The technical reporting will start at the district level. The EDO Health will submit periodic reports to the DGHS of the respective province. The consolidated provincial report in consultation with the provincial program coordinators and partners will be sent to the national program managers and Program Management Unit which is the GAVI HSS support coordinator.

The feedback from NHSCC, PMU and relevant national programs will be given to the provinces and districts accordingly.
	Activities requiring technical assistance
	Anticipated duration
	Anticipated timing (year, quarter)
	Anticipated source (local, partner etc.)

	Consultant for conducting “National IMNCI Planning Workshop” and monitoring of the Training of the teaching staff of medical colleges and paramedical institutes 
	02 weeks
	Year 1

(2008)
	National / International Consultant

	National experts to develop, establish and involve women health volunteers and CSOs in supervision and evaluation for MNCH scaled up services (04 person X 6 months)  
	6 months
	Year 1

(2008)
	National  Consultant


Section 8: Costs and Funding for GAVI HSS

8.1: Cost of implementing GAVI HSS activities

	Area for Support
	Cost per year in US$ (,000)

	
	Year of GAVI Application
	Year 1 of Implementation
	Year 2 of Implementation
	TOTAL COSTS

	
	2007
	2008
	2009
	

	Activity Costs
	
	
	
	

	Objective 1
	
	13,811.6
	4,132.3
	17,943.9

	Activity 1.1
	
	1,206.0
	1,290.4
	2,496.4

	Activity 1.2
	
	5,025.0
	0.0
	5,025.0

	Activity 1.3
	
	390.0
	0.0
	390.0

	Activity 1.4
	
	874.8
	0.0
	874.8

	Activity 1.5
	
	742.9
	0.0
	742.9

	Activity 1.6
	
	16.6
	0.0
	16.6

	Activity 1.7
	
	583.3
	0.0
	583.3

	Activity 1.8
	
	2,400.0
	2,568.0
	4,968.0

	Activity 1.9
	
	12.0
	0.0
	12.0

	Activity 1.10
	
	24.9
	0.0
	24.9

	Activity 1.11
	
	24.9
	0.0
	24.9

	Activity 1.12
	
	33.2
	0.0
	33.2

	Activity 1.13
	
	33.2
	0.0
	33.2

	Activity 1.14
	
	6.0
	0.0
	6.0

	Activity 1.15
	
	6.0
	0.0
	6.0

	Activity 1.16
	
	6.0
	0.0
	6.0

	Activity 1.17
	
	6.0
	0.0
	6.0

	Activity 1.18
	
	14.5
	0.0
	14.5

	Activity 1.19
	
	2150.0
	0.0
	2150.0

	Activity 1.20
	
	128.0
	136.9
	264.9

	Activity 1.21
	
	128.0
	136.9
	264.9


	Objective 2
	
	2,720.1
	2,494.0
	5,214.1

	Activity 2.1
	
	216.7
	0.0
	216.7

	Activity 2.2
	
	241.5
	258.4
	499.9

	Activity 2.3
	
	97.8
	104.6
	202.4

	Activity 2.4
	
	903.0
	966.2
	1,869.2

	Activity 2.5
	
	357.0
	381.9
	738.9

	Activity 2.6
	
	77.6
	0.0
	77.6

	Activity 2.7
	
	41.6
	0.0
	41.6

	Activity 2.8
	
	684.8
	732.7
	1,417.5

	Activity 2.9
	
	100.0
	0.0
	100.0

	Activity 2.10
	
	00.0
	50.0
	50.0

	Objective 3
	
	366.6
	0.0
	366.6

	Activity 3.1
	
	166.6
	0.0
	166.6

	Activity 3.2
	
	100.0
	00.0
	100.0

	Activity 3.3
	
	100.0
	0.0
	100.0

	Support Cost  
	
	
	
	

	Management costs
	
	
	
	

	M&E support costs
	
	
	
	

	Technical support
	
	
	
	

	TOTAL COSTS
	
	16,898.3
	6,626.3
	23,524.6


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

	
	2007
	2008
	2009
	2010
	2011
	2012
	

	Birth cohort*
	
	6,036,603
	6,093,175
	6,148,985
	6,203,964
	6,258,041
	

	Allocation per newborn
	
	2.5
	2.5
	2.5
	2.5
	2.5
	

	Annual allocation
	
	15,091,507
	15,232,937
	15,372,462
	15,509,910
	15,645,102
	76,851,918


Source and date of GNI and birth cohort information:

GNI:
Poverty Reduction Strategy Paper – II, Government of Pakistan
Birth cohort: Federal EPI population projection based on 1998 Census and Comprehensive Multi-Year National Immunization Strategic Plan (cMYP) 2005-2010
8.3: Sources of all expected funding for health systems strengthening activities
	Funding Sources
	Allocation per year (US$ in million)

	
	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
	2012
	

	GAVI
	
	
	
	
	
	
	

	Government* 
	194.4
	200.9
	253.8
	203.8
	26.1
	55.7
	934.7

	UNFPA
	3.2
	3.2
	
	
	
	
	6.4

	UNICEF
	4.1
	3.5
	
	
	
	
	7.6

	WHO
	12.0**
	12.0**
	12.0**
	12.0**
	12.0**
	12.0**
	72.0**

	USAID (DFPAP)
	
	12.0
	12.0
	12.0
	12.0
	12.0
	60.0

	DFID
	16.5
	26.6
	42.6
	46.7
	32.6
	
	165.0

	PAIMAN
	10.0
	10.0
	10.0
	10.0
	10.0
	
	50.0

	TOTAL FUNDING
	240.2
	268.2
	330.4
	284.5
	92.7
	79.7
	1295.2


*The Government allocation is cumulative total of funds approved under PC-1 of LHW Program, EPI cMYP, and MNCH Program. However, the contribution of DFID towards MNCH program is mentioned separately under ‘DFID”. All these programs aim at achieving MDG 4 & 5. 
** 85% of this amount is for Polio eradication, while the rest is for MNCH activities
Source of information on funding sources:

GAVI:



Government: 

1. Federal EPI cMYP 2005-2010

2. Revised PC-1 LHW Program 2003-2010
3. PC-1 National MNCH Program


UNFPA:
Officer-in-Charge, UNFPA, Pakistan


UNICEF:
Country Representative, UNICEF, Pakistan


WHO:
Country Representative, WHO, Pakistan

USAID DFPAP : Director M& E, Population Council, Pakistan
DFID : 
National MNCH Cell, Pakistan

PAIMAN : 
Chief of Party, JSI, Pakistan
Section 9: Endorsement of the Application
9.1: Government endorsement

The Government of Pakistan 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 April 30, 2007. The signed minutes are attached as Annex 07.

	Chair of HSCC (or equivalent):
	

	Name: Dr. (Capt) Muhammad Raza
	Post / Organisation: Deputy Director  General (P&D) Ministry of Health, Islamabad

	Signature:
	Date: 11 May 2007



9.3: Person to contact in case of enquiries:


Name: 
Title: 


Tel No:
Address:


Fax No.


Email:


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

(Yes/No)
	Duration
	Attachment Number

	NHSCC Meetings
	Yes
	2006-2007
	01 - 08

	National Health Policy 2001
	Yes
	2005-2010
	09

	Medium Term Development Framework
	Yes
	2005-2010
	10

	Poverty Reduction Strategy Paper II
	Yes
	2006-2011
	11

	Pak HSD Mission Report April 2005
	Yes
	2007
	12

	National MNH Policy and Strategic Framework 2005-2015
	Yes
	2006-07
	13

	National MNCH Program PC-1
	Yes
	2006-2012
	14

	Comprehensive Multi-Year

National Immunization Strategic Plan
	Yes
	2005-2010
	15

	National Program for Family Planning and Primary Health Care PC-1
	Yes
	2003-08
	16

	LHW Program Annual Report
	Yes
	2006
	17

	Pakistan MDGs Report 2006
	Yes
	2006
	18

	Concept Clearance for GAVI HSS by CDWP – Planning Commission of Pakistan
	Yes
	2006
	19

	National EPI Policy & Strategic Guidelines
	Yes
	2004
	20

	Influence of Devolution on Health Services in Pakistan
	Yes
	2005
	21

	Financial Management System for GAVI HSS
	Yes
	2007
	23

	List of IMNCI Medicines & Equipment
	Yes
	
	24








� 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.


� Within the last 3 years.


� Federal and Provincial Governments, international partners, civil society organizations, and private sector.


� National Maternal and Neonatal Health Policy and Strategic Framework (2005-2015)


� EMRO Health System review mission Report


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


� Important for easy accessing and cross referencing
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