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Executive Summary
The Government of the Republic of Zambia (GRZ) has developed this proposal in consultation with the technical members of the Interagency Coordination Committee for Child Health (ICC) and the Health Sector Steering Committee or Sector Advisory Group (SAG). The team comprised officials from the Ministry of Health (MoH), Ministry of Finance and Planning (MoFP), the World Health Organisation (WHO), United Nations Children’s Emergency Fund (UNICEF), Japan International Cooperation Agency (JICA), Churches Health Association of Zambia (CHAZ) and the United States Agency for International Development (USAID). This proposal seeks to request the Global Alliance on Vaccines and Immunisation (GAVI) for financial and technical assistance for Health Systems Strengthening (HSS) in Zambia. 
The requested financial support will contribute to addressing some of the health systems concerns in both the National Health Strategic Plan 2006-2010 and Human Resource for Health Strategic Plan (HRHSP) 2006-2010. Both documents highlight the severe human resource crisis that Zambia is under-going and is negatively affecting the delivery of health services including the Expanded Program on Immunization (EPI). In 2005 the country conducted an EPI program review in which similar findings of inadequate human resource to conduct EPI services were identified. Following the EPI review, a comprehensive costed-Multi Year Plan (c-MYP) 2006-2010 has been developed. The document spells out the vision, goals and strategies of the Immunisation program in Zambia.

Zambia’s immunization programme has recorded tremendous progress particularly during the implementation period of the 2000 – 2004 Multi Year Plan. The programme was implemented as part of the health reforms where child health activities constituted a critical component of the “Basic Health Care Package”. EPI is part of the Medium Term Expenditure Framework (MTEF) planning for 2006-2009 where vaccines have now been accorded a specific budget line in the Ministry of Health budget framework.

Zambia has made significant progress towards implementing the Vaccine Independence Initiative (VII) by financing about 80% of the cost of traditional vaccines and fully funded injection materials for traditional antigens. In addition, Zambia has started making contributions towards the cost of pentavalent vaccine. Immunisation activities are an important component of the Health Sector MTEF Plans for 2006 – 2009 at the National, Provincial, District and community level of the health care delivery system.

Existence of a strong health system is a necessary condition for successful implementation of EPI. The mid - term review of the National Health Strategic Plan (NHSP) for 2001-2005 identified the importance of having adequate and motivated human resource coupled with adequate transport for provision of health services. 

The country has continued to record progress in the initiatives of polio eradication, measles control and maternal neonatal tetanus elimination (MNTE) during the period 2001-2006. In 2005, Zambia’s documentation for polio free certification was accepted by the African Region for Polio Certification Committee. This was as a result of the country not recording any polio cases since 2002 and running successful polio eradication programs and achieving high quality polio surveillance indicators. Zambia has started making efforts to eliminate measles as evidenced by the highly successful nationwide measles campaign that was conducted in 2003 with coverage over 95%. Consequently, measles cases and deaths have reduced to near zero.  For Maternal Neonatal Tetanus Elimination (MNTE) the country conducted campaigns in 18 high risk districts successfully and is on course for validation of MNT by 2007 and  having  eliminated NNT.

Despite all these major successes achieved under the EPI programme, the program has faced many challenges. A key constraint to rapid scale-up of health services is the worsening human resource crisis in health. Over the past few years, the Ministry of Health has seen a massive exodus of health workers, especially nurses to the domestic private sector and abroad, primarily due to the low level of wages and benefits in the civil service. The median salary level of health workers in Zambia is one of the lowest in the region. The staff attrition rates are high. The Ministry of Health indicated gaps in the establishment showed that available nurses in service in 2004 were 8,706 with a gap of 8,026 whereas in the case of clinical officers the number available was 2,620 with a gap of 1,161 with ratios of population served per health staff member being for nurses 1: 1,421 and clinical officers 1:8,583 in the same period.

The human resource crisis experienced by the health sector has been compounded by death of health workers due to mainly HIV/AIDS. The high health worker attrition has led to a situation where 50 percent of rural health centres in the country are run by unqualified staff and community health workers. Even those facilities that have qualified staff do not have the full complement of staff as per defined establishment. The low staffing levels in health facilities has compromised the quality of health service delivery and led to low utilisation of these services by communities.The inadequacy of appropriate transport is another challenge in a country were the majority of people have to cover long distances to get access to health services. The introduction of new vaccines has greatly increased the budget for vaccines and poses a heavy challenge for the government to sustain financing of the immunization programme. 

The problems mentioned above were identified in a study on system wide barriers to immunisation that was conducted in 2004 as being key bottlenecks to successful implementation of the immunization program. In order to address some of these problems, the Ministry of Health has adopted the Reaching Every District (RED) strategy with the aim of increasing coverage in the low performing districts (these where defined as those districts with the highest proportion of un-immunised children for measles). A Human Resource for Health Strategic Plan has been developed in collaboration with co-operating partners to address the human resource for health crisis. 

The Ministry of Health conducted a Health Facility Census in 2005 taking stock of state of infrastructure, availability of water supply and type, solar power, radio communication, transport (motor vehicle, motor bikes or other forms) and through this data base the gaps in the health systems were identified for each facility and it was noted that transport was not only inadequate but in some cases inappropriate for the particular geographical location. Twelve districts have been selected for Health Systems Strengthening. The criteria for selection of these districts are as follows: 

· Districts with the lowest coverage for Measles and DPT 3 of the 72 districts nation wide, 

· Districts with the highest proportion of un-immunised children for measles

· Geographical location

In view of the above mentioned scenario, Zambia has expressed interest in applying for GAVI Health System Strengthening financing to contribute to addressing of the human resource crisis and inadequate transport, for the implementation of EPI. The total amount of money that Zambia is applying for is US$ 6,604,638. The funds will be utilised to improve immunization coverage by improving the following:
i. Motivation of health workers
It is envisaged that with the provision of basic amenities at the health facilities, health staff will be motivated to work as there will be communication facilities in place for improved service delivery, availability of water supply and power which is cardinal for quality service. This will not only be beneficial for the health systems but contribute to the retention of health workers at the facilities as basic amenities would be made available to improve staffs’ living environment/ conditions. The transport will be multi purpose for outreach services and referral of cases. 

ii. The communities accessing health services from health facilities: 
It is also envisaged that availability of transport, communication tools, solar power (cold chain) will improve services provided to communities while the provision of safe water supply at the facility will also benefit the surrounding communities. The funds requested for will go a long way in bridging the big funding gap in the financing of health services including EPI. Zambia has committed itself to meeting the Millennium Development Goals (MDGs) which include among others Reduction of the under-five mortality rate (currently standing at 168 per 1000 live births) by two-thirds between 1990 and 2015. In the National health strategic plan 2006-10 and the fifth National development plan 2006-10 EPI is identified as one of the child health programs that will contribute to the achievements of the MDG 4.  In the face of declining financing to the health sector, meeting these development goals is likely to prove a big challenge. 

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

	Name of HSCC (or equivalent):

Sector Advisory Group (SAG) on health.


	HSCC operational since:
The Sector Advisory Group evolved from the Health Sector Steering Committee operational since 1996.


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

· Monitoring & Evaluation Committee
· Common Income & Expenditure Committee



	Frequency of meetings:

SAG members meet every six months (biannually) 


	Overall role and function:

The Health Sector Advisory Group (SAG) is a high level forum bringing together the Ministry of Health, Cooperating Partners and the Civil Society, to provide advice to the Ministry on aspects of health sector governance.  As part of its mandate, SAG is responsible for overall steering of the implementation process. SAG members will meet every six months (biannually) to review progress, recommend solutions to identified bottlenecks and build consensus on the overall strategic direction of the NHSP.


1.2: Overview of application development process 

	Who coordinated and provided oversight to the application development process?

Ministry of Health - Planning & Development Directorate.

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

Principal Planner (Ministry of Health) with technical assistance provided by the two local consultants.


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

S/No.

Activity 

Timeline 

1

Invitation by the GAVI secretariat

May 2006

2

Submission of letter of intent 

May 2006

3

Planning meeting to strategise – identification of mission  and appointment of local consultants

· appointment of steering committee/ working group

· development of Terms of Reference 

July 2006

4

Hiring of local consultants

August 2006

5

Development of first draft by the consultants 

6

Review of draft by the steering committee

August 2006

7

Presentation of & incorporation of comments from the ICC

September 2006

8
Editing of the document by the steering group

February 2007

9
Review of final draft using new guidelines

March 2007

10
WHO AFRO for comments Dr P. Tumusiime 

April 2007

11
Presentation to the SAG on health for internal review
April, 2007

12
Presentation to GAVI for external review 

May, 2007



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

· The Child Health Technical Working Group

· Cooperating partners

· Civil Society

· The Ministry of Finance & National Planning

· The Sector Advisory Group


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

SAG on health 



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

	Director Planning

	Ministry of Health
	YES
	Oversight and strategic guidance

	Director – Public Health
	Ministry of Health
	YES
	Technical & Strategic Guidance

	Immunisation officer

	World Health Organisation.
	YES
	Technical Support

	Chief – Health Section

	United Nations Children’s Emergency Fund 
	YES
	Technical Support

	Assistant Program Officer

	Japan International Cooperation Agency.
	YES
	Technical Support

	President

	Rotary International
	YES
	Comments & Consensus

	Chief of Party 
	Health Systems Support Program
	YES
	Technical Support

	
	USAID 
	YES
	Technical Support

	Health Desk Officer
	Ministry of Finance and National Planning
	YES
	National Strategic Guidance

	Director of Programs
	Churches Health Association of Zambia
	YES
	Comments & Consensus


Section 2: Country Background Information

2.1: Current socio-demographic and economic country information

	Information
	Value
	Information
	Value

	Population
	11,653,658
	GNI per capita
	380 $US

	Annual Birth Cohort
	605,990
	Under five mortality rate
	168/ 1000

	Surviving Infants* 
	545,391
	Infant mortality rate 
	95/ 1000

	Percentage of GNI 

allocated to Health
	2%
	Percentage of Government expenditure on Health 
	11.9%


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

The provision of Zambians with equity of access to health care as close to the family as possible is the vision of the Zambian Government under the guiding principles of Leadership, Accountability, Partnership and sustainability. To facilitate the attainment of this vision, the Ministry of Health has adopted the Primary Health care strategy as the most appropriate vehicle to achieve it. The National Health Sector Plan (NHSP) stresses the need to adopting cost effective interventions better targeting of health subsidies and the need to forge stronger relationships with cooperating partners in the provision of health services.

The NHSP takes note of Zambia’s commitment to meeting the Millennium Development Goals (MDGs) which include among others,(a) Reduction of the under-five mortality rate ratio (currently standing at  168 per 1000 live births ) by two-thirds between 1990 and 2015, (b) Reduction of the maternal mortality ratio (currently standing at  729 per 100,000 live births ) by three-quarters between 1990 and 2015, ( c) Halting and beginning to reverse    the incidence of HIV/AIDS(currently standing at  16 percent ), malaria  and other major diseases. 
	Survey
	Neo-natal  Mortality
	Post Neo-natal  Mortality
	Infant Mortality
	Child Mortality
	Under-five Mortality

	ZZDHS 01-02
	37
	58
	95
	81
	168

	ZZDHS 1996
	35
	74
	109
	98
	197

	ZZDHS 1992
	43
	65
	107
	94
	191

	SSA (2002)*
	
	
	106
	
	174


Sources:  Zambia ZDHS, 2001-2002; *UNICEF State of the World’s Children, 2004.

The NHSP focuses on 12 national health priorities.  These priority areas include 7 public health interventions (namely Child Health & Nutrition, Integrated Reproductive Health, HIV/AIDS ,Tuberculosis, Malaria, Epidemics Control & Public Health Surveillance and Environmental Health and Food Safety, and 5 systemic interventions (namely Human Resources, Essential Drugs and Medical Supplies, Infrastructure and Equipment, Systems Strengthening and Health Systems Governance).  The systemic interventions represent support services which facilitate the efficient and effective management of the health sector, and without which implementation of the public health priorities would not be possible.  These priorities have been selected on the basis of the health related MDGs and other national health priorities.
The NHSP recognises key challenges which 
severely limits the effectiveness of various health interventions and undermine the contribution of health care towards improving the health status of Zambians. The major challenges are:

· Huge Burden of Preventable Diseases 

· Inadequate financing of the health sector. 

· Inequitable distribution of the benefits of investment in health services

· Shortages of essential drugs and medical supplies 

Section 3: Situation Analysis / Needs Assessment

3.1: Recent health system assessments

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates

	HMIS review
	MOH, EU
	To assess the relevance of the HMIS to the general M&E framework of the health sector, capacity to meet NDP and NHSP information needs, and identify critical information gaps to the NDP monitoring of the Health sector


	Oct 2006

	National Health  Strategic Plan 2001-2005,  Mid Term Review
	WHO, MOH, CBOH, UNICEF, DANIDA, SIDA
	Assessing progress in the implementation of the NHSP, 2001-2005; and,


	February 2004

	Assessment of system wide barriers to immunization
	WHO, GAVI, MOH, CBOH, UNICEF
	To identify system wide barriers that affect EPI and document good practices that work to reduce these system wide barriers to immunization
	May 2004

	EPI Review
	WHO, CBOH, MOH, HSSP
	To assess performance of EPI programme in line with the 2000-2004 Multi Year Plan
	February 2005

	Human Resource for Health strategic plan
	GRZ /HSSP
	To ensure an adequate and equitable distribution of appropriately skilled and motivated health workers providing quality services
	2005


3.2: Major barriers to improving immunisation coverage identified in recent assessments
· There is unacceptably high infant and child morbidity/mortality from preventable diseases in Zambia.

· Inadequate health centres and health posts especially in rural areas therefore equity of access for quality health care not adequately achieved by majority of children in Zambia.

· Most of our health facilities are in a dilapidated condition and the majorities are operating with obsolete equipment where available.  There are many areas in the country were people have to cover long distances to get access to health services.
· Improved child survival is threatened by limited coverage of effective interventions and inadequate resource investment.

· Inadequate  transport to carry out outreach services (health centres and health posts) 

· Inadequate financing for outreach activities services. 

· Seasonal and geographical barriers reduce access to outreach activities. 

· Concern about wastage which reduces immunisation services.

· Batteries for solar panels expensive.

· Stock out during transition from DPT to DPT-Hib.

3.3: Barriers that are being adequately addressed with existing resources

· Inadequate health centres and health posts especially in rural areas therefore equity of access for quality health care not adequately achieved by majority of children in Zambia.
· Concern about wastage which reduces immunisation services.

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

· A key constraint to rapid scale-up of health services is the worsening human resource crisis in health. Over the past few years, the MOH has seen a massive exodus of health workers, especially nurses, to the domestic private sector and abroad, due primarily to the low level of wages and benefits in the civil service.
· Most of health facilities are in a dilapidated condition and the majority are operating with obsolete equipment where available.  There are many areas in the country were people have to cover long distances to get access to health services.
· Poor transport and communication systems rendered the outreach and referral system futile. This tended to overburden the lower levels of care and the afflicted families.
· Inadequate financing for outreach activities services. 
· Seasonal and geographical barriers reduce access to outreach activities.
· Batteries for solar panels expensive.
· Improved child survival threatened by limited coverage of effective interventions and inadequate resource investment.

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

I. Health workforce mobilization, distribution and motivation targeted at those engaged in immunization and other health services at the district level and below.
II. Supply, distribution and maintenance systems for drugs, equipment and infrastructure  for primary health care:

4.2: Objectives of GAVI HSS Support
I. Contribute to addressing the human resource for health crisis through strengthening of retention mechanisms for health workers and provision of incentives to community health workers.
II. To increase the transport system of the health sector for effective distribution of   supplies and enhanced provision of EPI services


	 This proposal seeks to apply for GAVI HSS funds that will enable Zambia implement part of the HRHSP 2006-2010 and provide incentives that will enable CHWs to keep on with their voluntarism. GAVI HSS funds will be designated to the addressing of the human resource crisis through retention schemes that attract and retain more trained health workers and support CHWs. The health workers that will be targeted are those at health service delivery level who provide basic health care package including immunisation. The predominant cadre that have been identified are nurses, environmental health technicians and clinical officers. The funds will support both static and outreach health services in districts that are remote and low performing.  A number of districts have been identified as low performing in terms of EPI immunisation coverage and other indicators that  include; high number of un-immunised children with measles, low DPT3 coverage and low full immunisation coverage. A criterion that takes into account all these indicators was used to pick the neediest district among the many districts that have low immunisation coverage. Each indicator was given a scores and a district was picked as low performing if it had a high total score of all indicators. The other parameters consideration for a district to benefit from the GAVI HSS fund were; a district with a dilapidated physical infrastructure (health centres, staff houses), No availability of clean water supply, no radio communication and poor access due to difficult topographic terrain. 



	Description 

 Theme 1: Health workforce mobilization, distribution and motivation targeted at those engaged in immunization and other health services at the district level and below:

Objective: Contribute to addressing the human resource for health crisis through provision of retention mechanisms for trained health workers and provision of incentives to community health workers by 2010. 

The health workers and community health workers will be motivated through the following mechanisms:

· Implementation of a performance improvement scheme. 

· Provision of Communication facilities 

· Provision of transport (including 4X4 motor vehicles, motor bikes,
                       Boats and bicycles).

· Provision of energy (lighting) solar powered lighting systems 

                       ( health centres and staff houses)

· Renovation of housing units and health centres 

· Provision of clean Water supply to health workers

1. Implementation of a performance improvement scheme.

Although improvements have been noted in child health, the constraints in achieving high impact include the inadequate coverage of effective child health interventions and the poor quality of services provided. The major reasons for this include the critical shortage of skilled staff, weak infrastructure, and inadequate funding for child health interventions. The challenge for the health sector is to scale-up child survival interventions, including immunisation, management of childhood infections, and management of the new born, nutrition promotion, and strengthening of school health programmes.

While the amount of resources might be the single most important determinant of performance, the quest for money should not overshadow critical policy decisions about resource management. Numerous ‘systems support issues’ affect the performance of most implementing health institutions and include logistic and management systems for drugs and supplies, and functioning cold chains for vaccines. Efforts to improve health worker performance that are directly related to the health workers themselves fall roughly into two categories which are training and supervision. In-service training has too often kept workers away from their jobs for extended periods and has often been uncoordinated, vertical and/or not well prepared. Supervision is not always regular and not sufficiently supportive or skilled in specific clinical issues and this has led to health workers being de-motivated. Furthermore health workers have looked for assistance from their supervisors in solving problems related to workload, patient perception, referral and transport that are all important in expanding access to and utilization of needed MCH and RH services.

 In this proposal low performing districts have been identified and to enhance performance a scheme is proposed that rewards districts that have improved performance in health care that includes immunization. Prizes that include a floating trophy will be given annually to the best performing district among the 12 districts after the claimed improvement has been confirmed by an independent body. A trophy will be purchased and will be awarded as a floating trophy to a district that has had the highest immunization coverage at a ceremony to be graced by a dignified personality from the central level. This function will be publicized and it is hoped that this activity will show “hard work” appreciation of the recipient district and bring in the element of celebrating success which at the end of the day will motivate district management teams (DHMT).  Other prizes that will be given annually include that of ‘’the prize of the most improved district’’ which takes in account of a district that has improved immunization coverage by 10%. Incentives in terms of another floating trophy will be given to such a district. Overall other levels of the health system will be accorded some form of incentives award in form of 12 shields to be given to the best health centre and 12 NHC in each of the 12 selected districts. For this activity US$20,000 from GAVI HSS will be set aside for this initiative.

Area 2: Organisation and management of health services.

Objective: To improve the implementation of health services at the health centre and community level through effective communication and community empowerment by 2008. 

1. Communication – Radio, Cellular phones and Letter writing.
The delivery of health services in districts requires a functional communication system at all levels. Communication is required among the CHWs and the health centre, health centre and the district health office for referral, consultations, logistics management, timely reporting and updates on emerging (current) issues. The modes of communication available in most districts are radios, land line telephones, cellular phones and sending information through writing of letters.  Rural Health Centres in some districts are connected to a radio system that is linked to the District Health Office (DHO) and District Hospital This promotes rapid response to emergencies and solving administrative problems from the RHCs.  This service also provides opportunities for feedback on data to and from the RHCs. At a community level no systematic mode of communication has been put in place but most often CHWs communicate with the health centres through writing of letters. Letters are used for referral of patients from community health post to the RHC and for information sharing between the health workers at the health centres and the community health workers. These letters are usually transported to and from the health facility by hand using emissaries. It is important therefore that when planning for community communication a budget line of stationery should be considered.

 A number of districts that have been identified to benefit from the GAVI HSS fund have communication problems and need radios communication for the enhancement of health services. In some districts there is no radio communication facility and yet are accessible to cellular network. In such district 50% of the health centres will be accorded the facility of cell phone for effective communication. In this proposal it is therefore suggested that GAVI fund be used to acquire 120 radios, 83 handsets of cellular phones and stationery provided to 5 NHCs in the 12 districts 5 years at US$129,255. The total amount of GAVI HSS fund to be used on communication will be US$675,480 for the  five year period.

2. Performance based incentive grants to the Neighbourhood Health Committees.

Many of the activities included in child heath and nutrition require significant amounts of staff time to educate the community. Current staffing levels and staff competencies are inadequate to carry out sufficient health promotion and disease prevention activities. Community Health Workers (CHWs) have successfully been used to identify and treat childhood diseases in their communities. It would appear that Zambia is making limited use of these resources and that there is high turnover of the personnel trained.  Given the geographical distances of some communities to health facilities, CHWs represent a valuable and indispensable resource and need innovative ways to engage and retain them.
 Community-based health care has been strengthened in past years through the Community Health Innovation Fund (CHIF), which was created in 1996. One of its aims has been to support the participation and empowerment of local neighbourhoods in planning and implementation of health care services, through the establishment of Committees at the level of neighbourhoods, Health Centres and Districts. However, these committees function with major shortcomings.

Under RED strategy community involvement and demand creation from the community is cardinal for a versatile immunisation program. The linkage between the health centre and the community is through NHCs and CBAs. It is proposed that some of the funds from GAVI HSS be used to motivate the NHCs and CBAs through support of Income Generating Activities (IGAs) in the communities. The way this will function is through provision of community grants to NHCs. All NHCs will be encouraged to write project proposal for projects that are beneficial to communities that they serve. The projects to be originated by the NHC should be viable and provide a way of income generating (IGA) for that NHC. The proposal will be reviewed by a committee of experts constituted at the DHO. A revolving grant of 1000 USD will be put in place in each of the 12 districts and be disbursed to a successful NHC. IGA projects that range from chicken rearing, grinding mill, fish rearing, piggery, goat rearing and vegetable growing projects will be encouraged for community fund raising. The funds raised will be used by the NHC to benefit the local community and include provision of perks as incentives to CHW. These perks will be given to the CHW depending on how much money the IGA is able to raise. The provision of perks to CHW will motivate them and help retain them. To manage this business oriented IGA projects, capacity building on project management will have to be conducted for the NHC members. It is proposed that to start these IGAs in various communities in all the 12 selected districts a revolving fund of 24,000 USD will be set aside meaning each district would have a start up grant of 2,000 USD. 

 Area 3: Supply, distribution and maintenance systems for drugs, equipment and infrastructure for primary health care:

Objective: To increase the transport system of the health sector for effective distribution of   drugs and supplies, enhanced provision of health services including EPI through effective referral and supportive supervision.. 

Access to basic health services shows a wide spatial variation with provinces closer to the ‘line of rail’ having better access to services.  In urban areas, 99 percent of households are within 5km of a health facility while it is only 50 percent of households who are within 5km of a health facility in rural areas. In FNDP, the priority is to make available at least one first level hospital in each district, which would operate as a referral hospital to a satellite of health centres. 

To provide good health services in rural areas transport like communication is essential for outreach, referral, supportive supervision and distribution of logistics and supplies. In most RHC’s outreach sessions to provide child health services that include immunisations are not carried out due to lack of transport. The referral of critically ill patients is also affected by lack of transport. To ensure a smooth running health care the district health office has a critical role of providing supportive supervision to improve the quality of service delivery. The System Wide Barriers Assessment to immunisation cited inadequate supervision of health workers due to non-availability of appropriate transport and financial resources.

1. Transport management

It is therefore important that the provision of motor bikes, 4x4 motor vehicles and water transport for the health system be made a priority to enable health workers to conduct outreach services, carry out effective referrals and to move equipment and supplies that include vaccines. When transport is provided to the district supportive supervision, cold chain maintenance and repair will also be made possible. Mobility in rural areas is difficult and makes work for health workers difficult. The provision of motor bikes to health worker for conducting outreach services will make available some form of transport that will make them mobile and be able to attend to some of their personal needs. This facility will act as motivator for the health workers and will in turn contribute to their being retained in rural areas where their services is required. The other form of transport that is important in the running of health services in rural areas of Zambia is use of bicycles. Bicycles when given to the CHWs will enable them to run around and carry out community health services that include social mobilisation. 

In the implementation of GAVI HSS activities it is suggested that CHW will be provided with bicycle that they will use for a period of five year at the end of which the bicycles will be surrendered to them as end of project benefits. The gesture of provision and surrendering of these bicycles to CHWs will motivate them and probably reduce on the high attrition rate. In total twelve (12), 4x4 motor vehicles, 4 speed boats, 215 motor bikes for health centres and 1000 bicycles will be acquired through GAVI HSS funds. All this transport will be used to increase health services that include EPI. The Zambia c-MYP (2006-2010) shows a short fall US$2,620,517 in the financing of transport costs for EPI.  Zambia therefore seeks the assistance of GAVI secretariat to provide funds that will support health services support trough the procurement of motor vehicles, motor bikes, boats and bicycles. US$1,520,000 is being requested from GAVI HSS to address the identified gap in transport needs for the period 2006 to 2010. 
2.  Infrastructure development (renovation of health centres and staff housing units)

According to the MoH mid term 2001-5 National health strategic plan (NHSP) assessment, by the year 2000, the deterioration of health infrastructure and equipment had reached a stage where urgent repairs and replacements were required if the health facilities were still to function effectively. Various reasons had contributed to this state of affairs, including: lack of financial resources, little use of existing capital-funding programmes; an emphasis on an expansion of the network rather than on the rehabilitation of the existing facilities; inadequate mobilization of community resources; lack of a preventive maintenance policy (and guidelines); and, lack of skilled staff for preventive and corrective maintenance.

However, a ‘national framework’ for preventive maintenance has been launched. It was also observed that Co-operating Partners (CPs), as a group, commit proportionally little to infrastructure and equipment repairs and development. In the same document there were revelations that CBoH and MoH did not have a capital investment and procurement plan covering the NHSP period, which lists rehabilitation and construction works to health centres and housing. In 2005/6 JICA carried out a survey (JICA HFC) of all health infrastructure in the country and has come up with a data base. 

According to this data base a number of infrastructure are in a state of disrepair and need urgent repair works. The original design of health centres included the provision of three staff houses. Some of these structures (health centres and staff houses) are very old and as has been mentioned before are in dire need of rehabilitation and maintenance. Renovating these structures will result in creating a good living environment for the health workers who will in turn be motivated. It is proposed that US$2,396,138 from the GAVI fund will be used for this purpose. The renovation and installation of solar power in these staff housing units will benefit 234 health workers who will be motivated and probably be retained to work and provide health services in the rural areas of Zambia. 
3. Solar powered lighting systems( health centres and staff houses)

One of the many reasons why health workers do not want to work in rural area is the poor working conditions. They are subjected to poor housing units’ accommodation and work in health centres that do not have lighting. Many health facilities in Zambia are not connected to the National Grid (electric power) due to the high capital cost involved to have them connected to hydro power. Health workers therefore face a lot of challenges in providing emergency health services at night under candle light or lamps which provide poor lighting with sub optimal visibility. Further more health workers in rural areas do not have lighting in their housing units, a situation that makes them unable to use some electrical appliances like radios or engage in further studies using long distance studies. They are unable to study at night due to poor lighting in their housing units. In these health centres paraffin fridges are used for cold chain. Paraffin supplies to rural areas are usually erratic leading to disruption in health services and unproductive evenings for the heath workers. This state of affairs de-motivates health workers and as a result few of them voluntarily work in rural health centres. Solar power can be provided to both the health centre and housing units at a low cost because as a country, Zambia is endowed with abundant sun shine all year round which could be used as solar power for lighting of health centre and housing units. When this is put in place health workers would be able to use some domestic electrical appliances such as radio sets and use the solar power to light up their living quarters at night.

 It is with this fact that the supply of solar powered energy source in RHC be installed to make life less challenging for health workers. The solar power will involve installation of direct current power supply at selected health centres and staff housing units to provide lighting and activate cold chain equipment in the affected health centres. The health workers will be able to attend to emergencies at night leading to an improved quality of health service delivery and this will enhance cold chain for EPI. Solar power provides an enabling environment for the health worker be able to read news papers, magazines and academic materials which goes a along way in updating their knowledge. When solar power is provided this will motivate health workers and make them stay in rural areas and provide health services. It is with this in mind that the country is applying for US$1,291,500 GAVI funds to install solar power in 92 health centres and 234 housing units for the health workers.

4. Improved water supply: 

Most RHC have no clean water or inadequate water supply which has resulted in poor sanitation. Clean safe water supply is essential for the function of the health centre and staff and the communities living in the neighbourhoods of the health centres. In the past health centres were constructed with no provision of water supply (JICA HFC). Therefore addressing the provision of clean safe water supply to both health centres and staff is critical. The provision of clean water supply will improve the living condition of these health workers and more likely motivate them and make them work in rural areas. Clean water supply will be provided through the sinking of boreholes at the health centres. This activity will result in GAVI HSS providing 122 boreholes at a cost of USD 671, 000 to various health centres. 

In total $6,604,638 from GAVI for Health Systems Strengthening is being sought from GAVI HSS and this figure will be utilised to for activities for the period 2006-2010 and help retain 234 health workers whose houses will have been renovated and solar lighting installed. The transport situation on the selected districts will be improved as 215 motor bikes and 12 motor vehicles will be made available. Community health workers will be motivated to provide services through the income generation activities that will be commenced.  Improved life style will be a result of provision of clean water to a good number of health workers through the sinking of 122 bore holes. 

Districts selected for GAVI HSS support in this proposal are as follows:

1. Eastern Province: Chama, Chipata, Lundazi and Petauke

2. Luapula Province: Mwense and Samfya

3. Northern Province: Kaputa and Nakonde

4. Western Province: Kalabo, Lukulu and Sesheke

5. Copperbelt Province: Lufwanyama


These requirements were arrived at from the Ministry of Health data base of the Health Facility Census that was conducted in 2005 and took stock of the state, at each health facility, of water supply, power source, availability of transport, human resource, infrastructure in terms of health facility and staff houses. Infrastructure proposed for rehabilitation is those that were poor rated both staff houses and health facilities. Health facilities earmarked for the different support items were selected on the basis of lack of availability of the utility or poor state at the facility. Below is a table showing the summary of requirement for each district.

Summary of District Requirements
The table below shows the summary of requirements for the 12 selected districts for health system strengthening. It was recognised that the greatest area of need was water supply and transport for outreach activities which the country proposes will be supported in the first year. Also to be considered in the same period we propose the support of income generation activities to increase the human resource available both at health facilities and communities carrying out EPI activities. It further proposed that in the second year radio communication and transport for the district health office be addressed. In the third year rehabilitation works for health facilities and staff houses to be followed in the last year by improved lighting. 



	District
	Chama
	Chipata
	Lundazi
	Petauke
	Mwense
	Samfya
	Kaputa
	Nakonde
	Lufwanyama
	Kalabo
	Lukulu
	Sesheke
	TOTAL

	Performance Improvement  HC-shields
	19
	32
	23
	26
	21
	27
	6
	6
	8
	16
	9
	17
	210

	Perf. Impro. DHO- floating trophies
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	2

	Radio com
	9
	1
	13
	13
	20
	26
	3
	0
	9
	7
	6
	13
	120

	Mobile phone
	10
	10
	10
	9
	8
	8
	3
	4
	4
	5
	4
	8
	83

	Stationery Pack
	469
	675
	650
	625
	450
	600
	150
	175
	80
	450
	250
	350
	4924

	M/ Bikes
	19
	35
	26
	25
	20
	24
	8
	8
	4
	18
	12
	1
	200

	Boats
	0
	0
	0
	0
	1
	1
	0
	0
	0
	1
	1
	0
	4

	4x4 M vehicles
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1
	12

	Bore holes
	11
	6
	8
	11
	14
	24
	3
	4
	6
	15
	10
	10
	122

	Bicycles
	95
	130
	130
	125
	80
	120
	30
	40
	20
	90
	60
	80
	1000

	Solar HC
	10
	11
	10
	11
	13
	17
	1
	1
	6
	4
	3
	5
	92

	Solar Staff 
	21
	33
	22
	28
	30
	40
	5
	2
	15
	13
	10
	15
	234

	Rehab. HC
	5
	11
	7
	7
	16
	8
	5
	1
	8
	3
	3
	5
	79

	Rehab. Staff units
	14
	15
	5
	10
	11
	19
	6
	4
	8
	10
	6
	10
	118

	IGA grants
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1
	1
	12


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. National DTP3 coverage (%)
	HMIS, DHS, IDSR
	91
	JRF
	2005
	95
	2010

	2. Number / % of districts achieving ≥80% DTP3 coverage
	HMIS, DHS, IDSR
	58 
	JRF
	2005
	65
	2010

	3. Under five mortality rate (per 1000)
	HMIS, DHS, IDSR
	168
	JRF
	2005
	134
	2010

	4. National measles coverage
	HMIS, DHS, IDSR
	79
	JRF
	2005
	90
	2010

	5. Vitamin A supplementation rate 
	HMIS, DHS
	72
	JRF
	2005
	80
	2010

	6. Antenatal care  2nd attendance
	HMIS, DHS, IDSR 
	
	JRF
	2005
	
	2010


6.2: Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value4
	Source
	Date of Baseline
	Target
	Date for Target

	Boreholes 
	HCs with new boreholes
	Total number of HCs
	MoH Annual Reports/PA Reports
	
	Health Facility Census
	2005
	122 boreholes
	2008

	Radio Communication
	HCs with new radio equipment
	Total number of HCs
	MoH Annual Reports/PA Reports
	
	Health Facility Census
	2005
	120 radios
	2008

	Motor bikes
	# of motor bikes procured
	# of HCs being supported
	MoH Annual Reports/PA Reports
	
	Health Facility Census
	2005
	215 bikes
	2009

	NHC performance incentive grants
	# of approved NHC proposals
	# of selected Districts
	MoH Annual Reports/PA Reports
	
	No baseline
	N/A
	12 districts
	2008

	Motor vehicles for DHOs
	# of motor vehicles procured
	# of district being supported
	MoH Annual Reports/PA Reports
	
	Health Facility Census
	2005
	12
	2009

	Staff houses
	# renovated
	Total # of staff houses from selected HCs
	MoH Annual Reports/PA Reports
	
	Health Facility Census
	2005
	234
	2010


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

	Impact and outcome 
	
	
	

	1. National DTP3 coverage (%)
	HMIS
	Routinely done by Management information 
	Used in planning & decision making

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

	Routinely done by Management information
	Used in planning & decision making

	3. Under five mortality rate 
(per 1000)
	DHS
	Analysis through CSO
	Used in planning & decision making

	4. National measles coverage
	HMIS

	Routinely done by Management information
	Used in planning & decision making

	5. Vitamin A supplementation rate 
	HMIS

	Routinely done by Management information
	Used in planning & decision making

	6. Antenatal care  2nd attendance
	HMIS

	Routinely done by Management information
	Used in planning & decision making

	Output
	
	
	

	Boreholes 
	Performance Assessment
	Analysis & report writing by the PHO
	Used in planning & decision making

	Radio Communication
	Performance Assessment


	Analysis & report writing by the PHO
	Used in planning & decision making

	Motor bikes
	Performance Assessment


	Analysis & report writing by the PHO
	Used in planning & decision making

	NHC performance incentive grants
	Performance Assessment
	Analysis & report writing by the PHO
	Used in planning & decision making

	Motor vehicles for DHOs
	Performance Assessment
	Analysis & report writing by the PHO
	Used in planning & decision making

	Staff houses
	Performance Assessment


	Analysis & report writing by the PHO
	Used in planning & decision making


6.4: Strengthening M&E system
The European Union is supporting the Ministry of Health to revise and strengthen the Health Management Information System (HMIS) with a view to increasing its capacity to meet the information needs of the National Development plan and the National Health strategic plan.  
6.5: Operational Research

There is need to undertake operational research on utilization of grants and the impact of the grants health worker morale.

Section 7: Implementation Arrangements 

7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	Mr Kansembe /Planning unit


	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	Review all the implementation progress reports and sanction action plan ,timeline and budgets for GAVI HSS


	Mechanism for coordinating GAVI HSS with other system activities and programs
	


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

	Title / Post
	Organisation
	SAG yes/no
	Roles and responsibilities of this partner in the GAVI HSS application development

	Director Planning


	Ministry of Health
	YES
	Oversight and strategic guidance

	Director – Public Health
	Ministry of Health
	YES
	Technical & Strategic Guidance

	Immunisation officer


	World Health Organisation.
	YES
	Technical Support

	Chief – Health Section


	United Nations Children’s Emergency Fund 
	YES
	Technical Support

	Assistant Program Officer


	Japan International Cooperation Agency.
	YES
	Technical Support

	President


	Rotary International
	YES
	Comments & Consensus

	Chief of Party 
	Health Systems Support Program
	YES
	Technical Support

	
	USAID 
	YES
	Technical Support

	Health Desk Officer
	Ministry of Finance and National Planning
	YES
	National Strategic Guidance

	Director of Programs
	Churches Health Association of Zambia
	YES
	Comments & Consensus


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

	Mechanism for channelling GAVI HSS funds into the country
	Through the existing GAVI channel for ISS account 



	Mechanism for channelling GAVI HSS funds from central level to the periphery
	Through the existing MoH channel  to the basket



	Mechanism (and responsibility) for budget use and approval
	Through the existing MoH mechanism by the Permanent Secretary of Health 



	Mechanism for disbursement of GAVI HSS funds
	Through the MoH channel to the basket



	Auditing procedures
	By the MoH internal auditing system and  government Auditor General’s office




7.4: Procurement mechanisms
· By the MoH tender committee that scrutinises procedures of procurement 

7.5: Reporting arrangements

The ICC has chosen to monitor the implementation of GAVI project using DPT3 coverage; drop out rates; supply of vaccines and AD syringes at facility level; and sentinel disease surveillance for Haemophilus influenzae type b. A Mid Term/EPI Review and an End of Term Evaluation will be conducted to monitor the progress of implementation and assess the impact of new vaccines. 
The basket fund is managed through the MoH in consultation with the Health Sector Steering Committee.  The committee holds quarterly meetings to review progress on action plans, accounting/ financial reports from the Ministry of Health, and review the financial flow.  The MoH distributed summary financial statements, covering disbursements and actual expenditure from source of funding and item according to each level and cost-centre, together with cost-centre performance appraisals.
7.6: Technical assistance requirements

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

	1. Designing a SME/IGA for NHCs
	6 months
	quarter
	local

	2.Mid term review of GAVI HSS implementation
	2 months
	quarter
	International

	3.
	
	
	

	4.
	
	
	


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

	Activities
	2007
	2007
	2008
	2009
	2010
	2011
	Total Costs

	
	Yr of GAVI application
	Implementation
	

	
	
	Year 1
	Year 2
	Year 3
	Year 4 
	Year 5 
	

	Objective 1: Contribute to addressing the HR for health crisis through strengthening of retention mechanisms for health workers and provision of incentives to community health workers by 2010.

	Activity 1.1 Support for Health facilities & staff

	Boreholes 
	 
	671,000
	 
	 
	 
	 
	671,000

	Radio Communication
	 
	540,000
	 
	 
	 
	 
	540,000

	Motor bikes
	 
	860,000
	 
	 
	 
	 
	860,000

	Activity 1.3: Implementation of a performance improvement scheme. 

	District Trophies
	 
	 
	250
	 
	 
	 
	250

	health centre Shields
	 
	 
	26,250
	 
	 
	 
	26,250

	Objective 2: To improve the implementation of health services at the health centre and community level through effective communication and community empowerment by 2008. 

	Activity 2.1: Communication – Radio, Cellular phones and Letter writing.

	Mobile phones
	 
	 
	6,225
	 
	 
	 
	6,225

	Activity 2.2 Support for community based agents 

	NHC performance incentive grants
	 
	24,000
	 
	 
	 
	 
	24,000

	Bicycles for community health workers
	 
	120,000
	 
	 
	 
	 
	120,000

	Stationery for Communication at NHC level
	 
	129,255
	 
	 
	 
	 
	129,255

	Objective 3: To increase the transport system of the health sector for effective distribution of   drugs and supplies, enhanced provision of health services including EPI through effective referral and supportive supervision.. 

	Activity 3.1: Provision of motor bikes, 4x4 motor vehicles and water transport for the health system and personal to holder bicycles.

	Motor vehicles for DHOs
	 
	 
	420,000
	 
	 
	 
	420,000

	Water transport
	 
	 
	120,000
	 
	 
	 
	120,000

	Activity 3.2: Infrastructure development 

	Staff houses
	 
	 
	 
	590,000
	 
	 
	590,000

	Health centre renovation
	 
	 
	 
	1,806,138
	 
	 
	1,806,138

	Solar –Health Centre 
	 
	 
	 
	 
	414,000
	 
	414,000

	Solar –Staff houses
	 
	 
	 
	 
	877,500
	 
	877,500

	Total
	 
	 
	 
	 
	 
	 
	6,604,618


8.2: Calculation of GAVI HSS country allocation

	GAVI HSS Allocation
	Allocation per year (US$)

	
	Yr of GAVI application
	Implementation
	TOTAL FUNDS

	
	
	Year 1
	Year 2
	Year 3
	Year 4 
	Year 5
	

	
	2007
	2008
	2009
	2010
	2011
	2012
	

	Birth cohort
	636,140
	651,977
	668,346
	685,264
	702,753
	720,831
	 

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

	Annual allocation
	 
	1,629,943
	1,670,865
	1,713,160
	1,756,883
	1,802,078
	8,572,928


Source and date of GNI and birth cohort information:

GNI:
US $ 490 (SOWC, 2007)Birth cohort:
GAVI progress report (2005)
Other:


8.3: Sources of all expected funding for health systems strengthening activities
	Funding Sources
	Allocation per year (US$)

	
	Yr of GAVI application
	Implementation
	TOTAL FUNDS

	
	
	Year 1
	Year 2 
	Year 3
	Year 4
	Year 5
	

	
	2007
	2007
	2008
	2009
	2010
	2011
	

	GAVI HSS
	 
	      2,344,255 
	         572,725 
	      2,396,138 
	      1,291,500 
	 
	            6,604,618 

	Govt 
	 
	    14,722,806 
	    15,431,069 
	    18,112,136 
	      19,923,350
 
	 21,915,685 
	          90,105,046 

	EU

	 
	        1,500,000 
	        1,500,000 
	 
	 
	 
	            3,000,000 

	SIDA

	 
	           267,000 
	           267,000 
	           267,000 
	           267,000 
	      267,000 
	            1,335,000 

	TOTAL FUNDING
	 
	      18,567,061 
	      17,503,794 
	      20,508,274 
	      21,214,850 
	 21,915,685 
	          99,709,664 


Source of information on funding sources:

Government:
Medium Term Expenditure Framework( Ministry of Finance, Planning and National Development)
EU:
Poverty Reduction Budget Support Financing Agreement 

SIDA:
Memorandum of Understanding between the Government of Zambia & SWAp Partners 

Section 9: Endorsement of the Application

9.1: Government endorsement
The Government of REPUBLIC OF ZAMBIA 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:

Hon. Brig. Gen. Dr Brian Chituwo, MP
	Name: 
Hon. Ng’andu Magande, MP

	Title / Post: 

Hon. Minister of Health

	Title / Post:

Hon. Minister of Health

	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: Dr S.K. Miti

	Post / Organisation: Ministry of Health

	Signature:................................
	Date:........................................


9.3: Person to contact in case of enquiries:


Name: Dr. S.K. Miti  
Title: 

Permanent Secretary

Tel No: +260 1 25 30 40 -
Address: 
P.O. Box 30205, Lusaka





ZAMBIA

Fax No.+260 1 253344

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

	National Health Sector Strategic Plan (or equivalent) 


	√
	2006 -2010
	

	cMYP
 


	√
	2006 -2010
	

	MTEF
 


	√
	2006 - 2009
	

	PRSP8

	N/A
	
	

	Recent Health Sector Assessment documents


	√
	2004
	

	HSCC minutes, signed by Chair of HSCC


	TO BE SENT
	March -April 2007
	

	Human Resource Strategic Plan


	√
	2006 - 2010
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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.


� Within the last 3 years.


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


� Important for easy accessing and cross referencing


� Indicative estimate for 2010 and 2011


� EU support towards strengthening HMIS


� SIDA Towards the HR Strategic Plan


� 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
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