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This proposal form is for use by applicants seeking to request Health Systems Strengthening (HSS) cash support from GAVI.  Countries are encouraged to participate in an iterative process with GAVI Alliance partners, including civil society organisations, in the development of HSS proposals prior to submission of this application for funding.
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A completed application comprises the following documents. Countries may wish to attach additional national documents as necessary (see list at the end of this form).
	HSS Proposal Forms and Mandatory GAVI attachments

→ Please place a ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

	1.  
	HSS Proposal Form 
	

	2.  
	Signature Sheet for Ministry of Health, Ministry of Finance and HSCC members
	

	3.  
	HSS Monitoring & Evaluation Framework 
	

	4.  
	Detailed work plan and detailed budget 
	


	Existing National Documents - Mandatory Attachments 

Where possible, please attach approved national documents rather than drafts.  For a highly decentralised country, provide relevant state/provincial level plan as well as any relevant national level documents.

→  Please place a ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

	5.  
	National health strategy, plan or national health policy, or other documents attached to the proposal, which highlight strategic HSS interventions
	

	6. 
	National M&E Plan (for the health sector/strategy)
	

	7.  
	Country cMYP
	

	8.  
	Vaccine assessments (EVM or PIE), if available
	

	9. 
	Terms of Reference of Health Sector Coordinating Committee (HSCC)
	


All applicants are encouraged to read and follow the accompanying guidelines in order to correctly fill out this form. 

GAVI’s Approach to Health System Strengthening 

The following bullets outline GAVI’s approach to health systems strengthening and should be reflected in an HSS grant: 
· One of GAVI’s strategic goals is to “contribute to strengthening the capacity of integrated health systems to deliver immunisation”. The objective of GAVI HSS support is to address systems bottlenecks to achieve better immunisation outcomes, including coverage and equity. As such, it is necessary for the application to be based on a strong bottleneck and gap analysis and present a clear results chain demonstrating the link between proposed activities and improved immunization outcomes.

· GAVI’s approach intends to deliver and document results.  The performance of the HSS grant will be measured through intermediate results as well as immunization outcomes such as DPT3 coverage, measles coverage, and percent of districts reporting at least 80% coverage. Therefore the application must include a strong Monitoring & Evaluation (M&E) framework aligned with the national M&E plan or national M&E processes.
· Performance based funding is a core approach of GAVI HSS support.  All applications must align with the new GAVI performance based funding (PBF) approach introduced in 2012. Countries’ performance will be judged on a predefined set of PBF indicators against which additional payments will be made to reward good performance in improving immunisation outcomes. 
· GAVI supports the principles of alignment and harmonization (in keeping with Paris, Accra and Busan declarations and the International Health Partnership, IHP+). The application must demonstrate how GAVI support is aligned with country health plans and processes, complementary to other donor funding, and uses existing country systems, such as for financial management and M&E. The IHP+ Common Monitoring and Evaluation Framework is used as a reference framework in these guidelines. 
· GAVI supports the use of Joint Assessment of National Strategies (JANS).  A JANS assessment is not a requirement for a GAVI HSS application.  If a country has conducted a JANS assessment the findings can be included in the HSS application.  The Independent Review Committee (IRC) will use the findings of a JANS assessment to gain an understanding of the policy and health sector context that will inform their assessment of the credibility and feasibility of the HSS proposal.
· GAVI encourages a consultative and participatory approach for developing this HSS proposal, particularly across relevant departments in the Ministry of Health (including Planning, EPI, HMIS, M&E), across development partners, and civil society.  While the HSCC (or equivalent) is required to sign off on this application, the ICC (or equivalent) also needs to be consulted and involved in the proposal development process.

· GAVI encourages countries to identify and build linkages between HSS support and new vaccine introduction support (as GAVI New Vaccines Support). These linkages must be demonstrated in the application. Countries will need to demonstrate systems readiness
 for new vaccine introductions in the context of routine immunisation services. GAVI HSS support will be for strengthening these routine immunisation services and country readiness for new vaccine introductions.
· GAVI’s approach to HSS includes support for strengthening data systems.  Strong data systems are of fundamental importance both to countries and to the GAVI Alliance.  Countries are strongly encouraged to include in their proposals actions to strengthen data system, including the institutionalization of routine mechanisms to track data quality improvements over time. 

· GAVI supports innovation. Countries are encouraged to be innovative in their identification of activities to address the HSS bottlenecks to improving immunisation outcomes.  
· GAVI encourages applicants to include funding for Civil Society Organisations (CSOs) in implementation of HSS support to improve immunisation outcomes. CSOs can receive GAVI funding through two channels: (i) funding from GAVI to MOH and then transferred to CSO, or (ii) direct from GAVI to CSO.  Please refer to Annex 4: CSO Guidelines.  
· Applications must include details on lessons learned from previous HSS grants from GAVI or support from other sources. 
· Applications must include information on how sustainability and equity (including geographic, socio-economic, and gender equity) will be addressed.
· Applications will need to show the additionality of GAVI support to reducing bottlenecks and strengthening the health system, relative to support from other partners and funding sources.
· Cash disbursed for HSS support must be used solely to fund HSS Programme Activities. These funds may not be used to purchase vaccines or meet GAVI’s requirements to co-finance vaccine purchases, and shall not be used to pay any taxes, customs, duties, toll or other charges imposed on the importation of vaccines and related supplies.
The Application Process
For more information please see the attached guidelines for completing a GAVI HSS proposal.  The application process for GAVI HSS proposals is similar to the process of new and underused vaccines.  The process of taking a decision to apply for GAVI funding and work with GAVI Alliance partners to develop a proposal (Steps 1 and 2 in Figure 1 below) will require adequate time and as much as possible should be planned to link with existing country planning processes.

Countries are encouraged to participate in an iterative process with GAVI Alliance partners, CSOs and development partners in the development of HSS proposals prior to submission of this application for funding. Steps 1-7 indicate the standard steps for GAVI HSS application process.  Countries should allow 9-12 months for these steps.  Steps 1-3 are expected to take 3-4 months, while steps 4-7 typically take 6-9 months. 

Figure 1: The Application Process – to update once received updated language for Step 5


	Part A - Summary of Support Requested and Applicant Information

	For further instructions, please refer to the Guidelines for Completing the HSS Application

	Applicant:
	Ministry of Health

	Country:
	Republic of South Sudan

	Proposal title:
	Strengthening Routine Immunization Services and Systems in the Republic of South Sudan

	Proposed start date:
	January 2014

	Duration of support requested:
	Five Years

	Total funding requested from GAVI:
	USD 29,258,000

	Contact Details

	Name
	Dr. Richard Lino Lako/Dr. Anthony Laku

	Organisation and title
	Ministry of Health Director General for Policy, Planning and Budgeting/Ministry of Health Director for EPI

	Mailing address
	Ministry of Health, Republic of South Sudan. Ministerial Complex, Juba South Sudan

	Telephone
	+211 955387209/+211955557246

	Fax
	

	E-mail addresses
	lakorichard08@gmail.com/lkirbak@yahoo.com


	Signatures: Government endorsement 

	Please note that this application will not be reviewed or approved by GAVI without the signatures of both the Minister of Health & Finance and their delegated authority.

Minister of Health                                                           Minister of Finance, Investment, Commerce and Economic Planning
Name:             Riek Gai Kok                                              Name: Aggrey Tisa Sabuni
Signature:                                                                          Signature: 

Date:                                                                                   Date:




HSCC SIGNATURE PAGE
For submission with GAVI HSS application

	Health Sector Coordination Committee 

Country __South Sudan___________           Date of HSS application ___13th September 2013________


	We the members of the HSCC, or equivalent committee [1] met on _12th September 2013_ to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached.


	
	
	

	[1] Health Sector Coordination Committee or equivalent committee which has the authority to endorse this application in the country in question.



	Name/Title
Agency/Organisation
Signature
Date
 H.E Riek Gai Kok
 Minister for Health, RSS
 
 
 H. E Aggrey Tisa Sabuni
Minister of Finance and Economic Planning
 
 
 Dr. Makur Matur Kariom
 Under Secretary, Ministy of Health
 
 
 Dr. Lul Riek
 Director General for Coordination and International Relations
 

 

Dr. Richard Laku

Director General for Policy, Planning and Budgeting, MOH

 
 Dr. Samson Baba
 Director General for Primary Health Care Services, Ministry of Health
 
 
 Mr. Adwok Laa
 Director General for Administration and Finance, Ministry of Health
 
 
 Dr. Abdi Mohammed
WHO Representative, Republic of South Sudan
 
 
 Dr. Monjur Hossain
Chief of Health and Nutrition, UNICEF, Republic of South Sudan
 
 
 Dr. Martin Swaka
 Health Specialist, USAID
 
 
 Dr. John Rumunu
Focal Point,  Health in Africa, World Bank Group, Republic of South Sudan
 
 
Mr. Gai Jackok

Islamic Council of South Sudan

 
 
 
 
 
Mr. Joseph Lukak Charles

South Sudan Red Cross Society

 
 

 

 

Ms. Veronica Lucy Gordon

South Sudan Radio, Ministry of Information

 
 
 
 
Dr. Anthony Lako
Director , Child Health and EPI, Ministry of Health
 
 
 
 
Dr. Moses Ongom
Health System Development Advisor, WHO, Republic of South Sudan
 
 
 
 
Rev Mark Akec CIEN
South Sudan Council of Churches
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


	Please tick the relevant box to indicate whether the signatories above include representation from a broader CSO platform:                     Yes (        No (
                                                              


	
	

	


	Part B – Executive Summary


	For further instructions, please refer to the Guidelines for Completing the HSS Application

	→  Please provide an executive summary of the proposal, of no more than 2 pages, addressing the items listed below:

1. Objectives, key activities for each objective, and budget for each objective. 
2. The main bottlenecks for achieving immunisation outcomes addressed within this proposal and how proposed objectives in this application will address these bottlenecks and improve immunisation outcomes. 
3. The proposed implementation arrangements including the role of government departments and civil society organisations. Please include a summary of financial management, procurement, and M&E arrangements. 



	TWO PAGES MAXIMUM


The Republic of South Sudan experienced decades of conflict, prior to attaining independence on 9th July 2011,that among other things lead to the destruction and collapse of its health system. This severely disrupted the overall structural framework for the delivery of basic health services including routine immunisation services against vaccine preventable diseases.

The poor performance of the routine immunization services and systems was reflected in the low coverage of 13.9% and 1.8% for DPT3 and completion of childhood immunization for all antigens respectively by the 2010 South Sudan household survey. Although the recent EPI coverage survey 2012, showed some improvement (DPT3 of 45%; completion of childhood immunisation for all antigens at 32%), further progress will only be realized upon addressing the major health systems bottlenecks for EPI.

The major impediment to access and provision of routine immunisation services is the inadequate number of health facilities providing fixed, mobile and outreach routine immunisation services.  Access is also hindered in communities cut off during rainy seasons, hard to reach migratory populations and among communities affected by conflict.  Utilisation of immunisation services has been hampered by lack of awareness on the importance and availability of immunisation services by the community. Over reliance on partners for the management of the cold chain system and weakness in effective vaccine management has also compromised routine immunisation services. Other critical bottlenecks include human resources inadequacies, management challenges, and weak capacity for data management and use to guide routine immunisation programming.

This proposal intends to address these bottlenecks through the following objectives:

· Objective 1: To scale up access to quality routine immunisation services and address inequalities in coverage.                                                                                                         The number of health facilities with the capacity to provide fixed immunisation services will be increased across the Country, prioritizing States that currently have fewer fixed sites and health facilities in rural areas, where most poor people live. Outreaches and Mobile immunisation sessions will be scaled up and sustained in States that are vulnerable to floods during rainy seasons as well as hard to reach mobile pastoralists. Outreaches and mobile immunisation sessions to rural areas will be intensified to complement the increased fixed immunisation sites. The total budget for objective one is USD 4,999,950
· Objective 2: To Improve demand for Immunisation services.
We will increase awareness of the importance and existence of immunisation services through sustained community mobilisation, sensitization and advocacy. NGOs will be used to sensitize and mobilize the communities as well as engage networks of local, traditional and religious leaders in promoting demand for immunisation services. Elected leaders at the National, State and County levels will be engaged in advocacy and promotion of EPI. Massive IEC campaigns both through print and electronic media. The total budget for objective two is USD 5,338,100
· Objective 3: To Strengthen the capacity of the Ministry of Health for Cold chain and Vaccine Management. 
We will deploy cold chain technicians and improve preventive maintenance of cold chain equipment. Additional cold chain infrastructure and space will be deployed and effective vaccine management practices improved. The total budget for objective three is USD 5,945,000 
· Objective 4: Strengthen the capacity of the MOH to provide stewardship. 
The EPI institutional and technical capacity will be strengthened at all levels. The human resources gaps at the National, State and County level will be filled. Adequate office space, basic infrastructure, ICT and transport resources will be provided. Improvement of the competences and skills of EPI staff for oversight and management for the program will be done. Additional institutional functions for ensuring quality and safety of the program will include review and consolidation of policies, strategies and guidelines for EPI and their nationwide dissemination. Promotion of use of strategic information for decision making and tracking performance will be done. Advocacy for government funding for the EPI program will be undertaken to contribute to sustainability of the EPI program beyond the proposal cycle. The total budget for objective four is USD 9,962,100
The overall management for the implementation of this grant will be carried out jointly by the Ministry of Health HSS focal point (Director General for Policy, Planning & Budgeting) and the Director of EPI. MOH will be directly responsible for; recruitment & deployment of the various human resources mentioned in this proposal; operational support for scaling up provision of the immunisation services in conjunction with NGOs; and advocacy in collaboration with civil society. NGOs and Civil Society be responsible for community mobilisation and sensitization. UNICEF will be responsible for procurements and infrastructural works, while WHO will undertake provision of technical support, trainings, strategic information and management activities. 

Funds disbursed to the MOH will be channelled through a GAVI specific account, from where it will be released for implementation of activities. NGOs will receive funding through the MOH GAVI specific account after signing an MOU, while funds to the UN implementing partners shall be challenged through their headquarters and or regional offices. All procurements of equipment, construction, transport resources shall be done by using UNICEF systems. Annual audits will be performed by an independent external firm.

The monitoring and evaluation of the performance of this program will be based on the HSS grant M&E framework and will use the national systems ,processes and sources of data to track most of the indicators. Quarterly analysis and reporting of immunisation data extracted from the HMIS system data base shall be done collaboratively between the M&E officers and EPI officers at all levels. The core implementing team led by the MOH EPI director and MOH HSS director will compile biannual reports that shall be collectively reviewed and discussed within the HSCC before submission to GAVI. Major programmatic issues arising following the review of this data will then be used to guide programming for the subsequent six months and discussed during biannual monitoring visits (National to State, State to Counties, and Counties to Facilities). These reviews and reports will then feed into the annual health sector reviews. In addition an EPI coverage survey will be conducted as part of the mid-term evaluation (2016) and end of project evaluation (2018). 

	Part C– Situation Analysis


	For further instructions, please refer to the Guidelines for Completing the HSS Application

	1. Key relevant health and health system statistics

	→ Please complete the table below providing the most recent statistics for the key health, immunisation, and health systems indicators listed.

→ Where possible, data on the key statistics should be presented showing wealth quintile differences, disaggregated by sex. 

→ If available disaggregated data for the key statistics indicators showing differences by geographic location (region / province) and urban / rural should be included in the space provided after the table.
*Where possible, GAVI asks for both administrative data as well as from ‘other’ data sources. please state the source of ‘other’ data in brackets after entering the value. ‘Other’ recommended data sources are DHS/MICS or recent coverage estimates from WHO/UNICEF. If the difference between these reported data are more than 5% points, the country should include an explanation as to how they plan to strengthen data quality as part of the HSS grant.  

	Key Statistics

	Indicator
	Source
	National Average

	Percentage difference between highest & lowest quintiles
	Sex

(Please provide disaggregated data where available)
	Year

	
	
	
	
	M
	F
	T
	

	DTP3 coverage
	Administrative Data
	77
	Not available
	Not available
	Not available
	
	2012

	
	Other* 
EPI Coverage Survey, National Report 2012 
	45
	Not available
	Not available
	Not available
	
	2011

	Measles  1st dose coverage
	Administrative Data
	99.9
	Not available
	Not available
	Not available
	
	2012

	
	Other* 
EPI Coverage Survey, National Report 2012
	45.9
	Not available
	Not available
	Not available
	
	2011

	Drop-out rate between DTP1 & DTP3
	Administrative Data
	16
	Not available
	Not available
	Not available
	
	2012

	
	Other*
EPI Coverage Survey, National Report 2012
	43.8
	Not available
	Not available
	Not available
	
	2011

	Percent of districts with DTP3 coverage ≥80%
	Administrative Data
	37
	Not available
	Not available
	Not available
	
	2012

	
	Other*
(source)
	
	Not available
	Not available
	Not available
	
	

	DTP3 coverage in the lowest wealth quintile is +/- X% points of the coverage in the highest wealth quintile
	Administrative Data


	
	Not available
	Not available
	Not available
	
	

	
	Other*

South Sudan House Hold Survey,2010
	
	24
	Not available
	Not available
	
	2010

	Fully immunised child coverage (%)
	Administrative Data
	
	Not available
	Not available
	Not available
	
	

	
	Other* 

EPI Coverage Survey, National Report 2012
	50.2
	Not available
	Not available
	Not available
	
	2011


	Additional Health System Statistics

	Indicator
	Source
	Value 

	Year

	Under Five Mortality
	Administrative 

Data
	
	

	
	Other* 

South Sudan House Hold Survey,2010
	106 per 1000 live births
	2010

	Total Expenditure on Health (THE) as percentage of GDP
	Administrative 

Data
	
	

	
	Other* 

WHO NHA data base
	 1.6%
	2011

	Per capita expenditure on health
	Administrative 

Data
	3232jkadIHOd
	

	
	Other*

 WHO NHA data base
	32USD 32
	22011

	Total health sector budget for the year of application
	Administrative 

Data
	USD 182.5million
	2013/2014 budget estimates

	
	Other*

(state source)
	
	

	Percent of the health sector budget funded by the government from domestic sources
	Administrative 

Data
	5%
	2013/2014 budget estimates

	
	Other* 

(state source)
	
	

	Budget of EPI programme for the year of application
	Administrative 

Data
	USD250,000
	2013/2014 budget estimates

	
	Other*

(state source)
	
	

	Percent of subnational level facilities with cold chain capacities fit for purpose (based on WHO definition “fit for purpose”)
	Administrative 

Data
	
	

	
	Other*

(South Sudan Cold chain equipment inventory)
	32%
	2012

	Please use the space below to provide:

· Explanation of any disparities between administrative statistics and ‘other’ statistics and details of any plans to improve data quality to address these disparities.

· Further disaggregation of the Key Statistics Indicators (if available). This data will be used to illustrate equity differences by geographic location and urban/rural.



	THREE PAGES MAXIMUM

There is significant disparity between administrative and survey data for most of the immunisation outcome indicators, with the former consistently higher than the latter. This could be explained by low estimates of the denominators used to compute the administrative data as well as poor verification and quality check of the numerators. The proposal intends to address this disparity by institutionalizing regular data quality assessments at all levels through conducting regular supervision and in-depth assessments of the numerators of children immunised. In addition rigorous data analysis and use during micro planning to ensure fairly accurate determination of catchment areas, setting targets, identify coverage disparities/variances and tracking performance will be supported.
Geographical coverage disparities are existent in South Sudan as shown in the table below.
Table 1:States  Immunisation coverage 
Indicator

National

States

CES

EES

JGL

LKS

N-BEG

UNT

UPN

WRP

W-BEG

WES

DPT3

45
53.6
31.3
62.8
15.8
44.3
44.1
47.7
39.3
57.7
52.8
MCV1

45.9
43.7
30
58.1
32.1
44.3
54.2
48.2
41
52.3
54.1
DPT1-DPT3 drop out

43.8
40
51
18.1
71.5
43.4
33.3
29.7
44.4
30
32.7
Full

50.2
61.7
24.8
62.4
17
47
48
47.7
49.8
50.6
49.4
Source: EPI coverage survey National Report 2011.
Whilst gender disparities in immunisation coverage are not significant, disparities in coverage based on socio economic indicators are significant in South Sudan as shown in table 2.
Table 2:Immunisation Coverage by Gender and Socio economic indicators

Coverage

DPT3

MCV

Fully immunised

Sex

Male

14.6

26.3

5.6

Female

15.6

26.3

7.0

Area of residence

Urban

23.3

35.5

10.1

Rural

12.4

23.2

5.1

Wealth Index

Poorest

6.3

16.5

2.3

Richest

30.3

44.5

14.6

Mothers education

No

12.1

21.1

4.5

Primary

27.2

46.8

13.6

Secondary

30.8

55

15.7

Source: South Sudan Household and Health Survey 2010



	2. Description of the National Health Sector

	This section will provide GAVI with the country context which will serve as background information during the review of the HSS proposal. 
→ Please provide a concise overview of the national health sector, covering both the public and private sectors, including CSOs, at national, sub-national and community levels, with reference to NHP or other key documents.

→ Please include a copy of the National Health Strategy/Plan as Attachment 5. If the NHP is in draft format please provide details of the process and timeline for finalising it. If there is not a NHP or other documents are referenced in this section, please provide these other key relevant documents.
It is recommended that applicants refer to GAVI’s health systems strengthening activity categories detailed in the Application Guidelines (Table 1). For each of the categories listed in the Guidelines (2.1-2.7) please provide a short commentary. In order to keep this section concise, please summarise the key elements in the context of the HSS support being asked for, and provide reference to the relevant section in the National Health Plan for further detail. 

	TWO PAGES MAXIMUM
South Sudan is the world’s newest country having attained independence in July 2011, following decades of conflict that significantly disrupted its entire health system.
2.1.Service Delivery

Health services are delivered along the following five tier system starting from the primary level to tertiary level: Primary Health Care Unit (PHCU); Primary Health Care Centre (PHCC); County Hospital; State Hospital; Tertiary Hospital. Most of the health facilities physical infrastructures are dilapidated and essential medical & surgical equipment dated or lacking. Linkages between these levels of care particularly referral networks are weak mainly hampered by poor road networks. Government management and human resources capacity is weak, progressively worst towards the peripheral units of the health service delivery system. Most County Health Departments (CHD) which are responsible for management of primary health care services are dysfunctional.  NGOs are responsible for close to 80% of health services delivery, which compounds the coordination of service delivery
. Although a Basic Package of Health and Nutrition services (BPHNS)
,
 is in place, the range of services vary across the country compromising equitable access. The proportion of the population within 5kms of health services is 44%
, while Outpatient department (OPD) utilisation rates remain low at 0.2% per capita
. Although the extent of service provision by private for profit health providers is not documented, their importance cannot be underestimated especially in the urban centres.  
2.2. Workforce and Human Resources
South Sudan has a critical shortage of health workers. The estimated doctor to population ratio is 0.15 per 10,000; and midwife/nurse to population ratio is 0.2 per 10,000
 and disproportionately distributed in the urban areas. Various forms of semi-skilled community health workers (CHW) form the bulk of health service providers both at primary and secondary care levels. Annual health worker production is low, due to the limited capacity and number of training institutions as well as lack of capacity to train certain cadres-pharmacists and dentists.HRH management systems are weak, characterized by poor recruitment processes and dysfunctional performance appraisal system. No continuous professional development system and retention policy is in place. 
2.3.Procurement and Supply Chain Management System
The prevailing multiple and fragmented donor driven essential medicines procurement systems coupled with inadequate national capacity has undermined the establishment of a common national procurement mechanism. Following the end of the multi donor trust fund (MDTF) in December 2012, coupled with austerity measures, available public funds for essential medicines procurement has diminished. The three major primary health care programs supported by the World Bank (WB), United States Development Agency (USAID) and the Health Pooled Fund (HPF), are expected to provide medical supplies for the States within which they operate, though equitable access may not be assured. Procurement, storage and distribution of vaccines and cold chain logistics is done by UNICEF. Capacity for regulation and quality control is weak as the Food and Drug Authority (FDA) has just been launched. The push system for distribution of drugs is weak with poor delivery and limited storage capacity at all levels. No national procurement policy is in place. The essential medicines policy, essential medicines list as well as clinical guidelines require updating. Irrational drug use is a major problem especially in lower level facilities. 
2.4.Health Information Systems
In spite introduction of the District Health Information System (DHIS) software at County level, the health management information system (HMIS) is functionally sub-optimal. Production and distribution of various HMIS forms and tools to PHCC’s, PHCU and hospitals improved in 2012, however due to limited capacities at the lower level health facilities, their utilisation has been unsatisfactory. Completeness and timeliness of reporting has therefore been poor which compromised on the quality of the inaugural Annual HMIS report
. HMIS analysis and utilisation for decision making at all levels is weak and feedback mechanisms to lower levels is nonexistent. Data quality Analysis and data audit mechanisms are yet to be established. The Integrated disease surveillance and response (IDSR) system which has just been introduced experiences the same challenges. IDSR capacity to promptly detect disease outbreaks remains weak. The inaugural EPI coverage survey
 for the Republic of South Sudan revealed several disparities with administrative data and may have to be conducted more frequently as the HMIS is strengthened. 
2.5.Community and Other Local Actors
Although no explicit strategy to strengthen community systems are in place, the MOH approach to working with Health Committees
 and Home Health Promoters Implementation guide
, provide an opportunity and framework to engage communities in provision, oversight and consumption of health services including immunisation services. While the former document outlines mechanisms for ensuring service providers are held accountable by communities, the later defines a cadre of volunteers drawn from the communities that could be used for mobilization/demand creation, surveillance and delivery of basic services surveillance all of which are critical in extending and sustaining coverage of immunisation services. The inadequate capacity of National NGOs and Civil Society implies International NGOs still dominate service delivery.

2.6. Legal, Policy and Regulatory Environments
The Republic of South Sudan Public Health Act
 that inter alia provides a legal basis for ensuring communities and families support children and women to access cost effective interventions such as immunisation is near finalization. This act will provide a strong tool for engaging sub national levels of government especially Governors and County commissioners in advocacy for primary health care services including immunisation.

Due to the engagement of most of the MOH officials and stakeholders in both the HSCC and ICC processes and activities, it is envisaged that the Health Sector Technical Working Group (HSTWG) undertakes stewardship for both HSS and Immunisation Services Delivery. The HSTWG is constituted by top MOH management and donors and is responsible for overall sectoral policy formulation, strategic planning and budgeting. Although several other structures to foster thematic coordination and collaboration among health sector actors are in place, government leadership and participation is poor. Mechanisms of accountability and responsibility sharing between the different structures and levels of the ministry of health are weak. No guidance for the relationships and responsibilities between the Ministry of Health and other non state actors (NGOs and private sector) are in place.
2.7. Health and Community Systems Financing
Upon independence government expenditure on health as a percentage of general government expenditure was low at 4%-this has fallen to just about 1% following the austerity measures
. Although Development Assistance for Health (DAH) constitutes a significant revenue source, adherence to the AID effectiveness principles is poor and to some extent constrained by the prevailing nascent public financial management systems. Efforts to improve aid effectiveness are being led by the Ministry of Finance and Economic Planning (MOFEP) through initiation of the Aid Financing Strategy (AFS). Out of pocket expenditures (OOP) are common and the extent to which it contributes to total health expenditure will have to be documented. No pre-pooled mechanisms of health financing are in place. Although public funding is envisaged to be disbursed from the MOFEP to the States then to the Counties, the weak public financial management systems has undermined this. Hitherto most DA is provided through off-budget project support and not channelled through government systems; however modalities to gradually improve use of government systems and processes to deliver aid are being done through the development of Service Delivery Frameworks
 (SDF) and Local Services Support Aid Instrument
 (LSSAI). IMA through funding from the World Bank are piloting performance based financing for primary health care programs (inclusive of immunisation) in Jonglei and Upper Nile States
.



	3.  National Health Strategy and Joint Assessment of National Health Strategy (JANS)

	This section will be used to determine how immunisation is addressed in the national health strategy, what the key findings of an independent JANS assessment of the strategy were, and the recommendations and actions taken by the country as a result of the JANS process. 
→ Please provide a reference to the relevant sections and pages in the NHP which outline immunisation policies, objectives, and activities. 

→ If a Joint Assessment of the National Health Strategy (JANS) has been conducted, please provide the JANS report as an attachment.

→ Please provide a summary of how the government and partners have addressed the weaknesses and recommendations identified in the JANS or attach the country’s response.

	ONE PAGE MAXIMUM
Upon independence the Government launched the South Sudan Development Plan (SSDP) to spur overall national development and poverty reduction in the immediate short term till 2013. The SSDP outlines the strategic framework that sets the foundation for the holistic development of South Sudan through investment in the following four priority program areas: Governance; Economic development; Social and human development; Conflict prevention and security
. Expanding access to basic health services is among the major tenets of the Social and human development priority area. 
In order to realize the aspirations of the SSDP, the Health Sector Development Plan 2012-2016(HSDP), was developed to provide the overall vision and strategic direction for development in the health sector in the medium term. It is aligned to the SSDP, drawing its vision from the Social and Human Development Pillar goal of the former which is; ‘to promote the well being and dignity of all people of South Sudan by progressively accelerating universal access to basic services’. 
The overall goal of the HSDP is to ‘contribute to the reduction of maternal and infant mortality and improve the overall health status as well as the quality of life of the South Sudanese population’
. Its three main objectives underscore the need to engage communities to improve women and children’s health, while strengthening the health systems. They include: To increase the utilisation and quality of health services, with emphasis on  maternal and child health; To scale up health promotion and protection interventions so as to empower communities to take charge of their health; and To strengthen institutional functioning including governance and health system   effectiveness, efficiency and equity. 
To realize the objectives of the HSDP (pages 16-22), the priority programme areas and strategic interventions are structured along the health systems building blocks as articulated by the WHO. Noteworthy are the following: reduction in inequalities to access  and extension of coverage of essential health services like immunisation ;enhancing production, performance and productivity of human resources; developing the pharmaceutical sector and other medical products to ensure equitable access of quality health commodities including vaccines; strengthening community based initiatives to deliver primary health care services like immunization; institutionalizing use of strategic information particularly health management information system; stream lining health sector governance and financing-ensuring that resources are allocated and efficiently utilized to optimize basic health services delivery. 

Scaling up routine immunisation of children and women of child bearing age including introduction of new vaccines is a major strategic action of the HSDP (page 17) under the strategy on improving health services delivery and access.
Although no JANS has been done, the strategies and plans of HSDP are generally coherent with the health situational analysis. The objectives and strategies of the HSDP (pages 16-22) explicitly address the poor maternal and child health indicators as well as health system limitations elaborated in the situational analysis.  Although the financing, management and implementation modalities of the HSDP (pages 23-27) are candidly outlined, realization has been hampered. For instance the HSDP (section 5.1.1, page 25) had envisaged significant government allocation (increase from 4% to 10% of public expenditure), which has been cut back due to prevailing austerity measures. Furthermore, the pace of institutional and technical capacity strengthening for operational planning and implementation of the HSDP has been slow at all levels of the MOH. This applies as well to the weak capacity of the MOH to lead the monitoring and review mechanisms and frameworks of the HSDP.   


	4. Monitoring and Evaluation Plan for the National Health Strategy

	This section will provide background information on how the country organises M&E arrangements and whether this proposal is aligned and complementary to national M&E plans. 
→ Please attach a copy of the National M&E Plan for the national health strategy. 
→ Please provide a summary of how the National M&E Plan is implemented in practice. In your answer refer to relevant sections of the M&E Plan for the national health strategy for further details. 

→ Please provide a description of how development partners are involved in the M&E of the national health strategy implementation and financing. Is there a Joint Annual Health Sector Review (JAR) and if so how and when are they are conducted?

	ONE PAGE MAXIMUM
Although no separate National Monitoring and Evaluation document for the HSDP is in place, the M&E
 section of the HSDP stipulates mechanisms to track and review the performance of the sector. The proposal M&E framework will be based on the framework for tracking the results of the HSDP.
An Indicator framework
 to track results of the HSDP has been explicitly defined. Data collection is envisaged through routine information systems (IDSR and HMIS) and periodic household and health surveys including sentinel surveillance and specialised surveys such as the South Sudan Malaria Indicator Survey (SSMIS), health facility assessments and mapping. Whilst the M&E department of the MOH is expected to analyze, compile and disseminate regular (quarterly & annual) HMIS reports, only one Annual HMIS report
, has been produced.

Whereas the Expanded Program on Immunisation (EPI) and Polio Eradication Initiative (PEI) program reviews
 are held annually, the engagement of all stakeholders under the leadership of the MOH in conducting joint annual health sector reviews though planned has not been implemented due largely to institutional and technical capacity inadequacies of the MOH. 
South Sudan Household and Health surveys
,
 conducted every five years have been instrumental in generating important data for the health sector. The next survey planned for 2015 is expected to reflect the results of implementation of the HSDP. 

This proposal intends to strengthen the national and sub national M&E capacity especially with regard to building capacity for data analysis, data quality assessments, reporting and dissemination of information generated by the HMIS system. Furthermore support will be provided to establishing the JAR process. Strengthening the HMIS system is critical since it will be the main source of data for tracking the implementation of this proposal.




	5. Health Systems Bottlenecks to Achieving Immunisation Outcomes

	This section will be used to understand the main bottlenecks affecting the health system performance.  The analysis here underpins the application, ensuring the proposed activities are designed to address the bottlenecks.  
→ Please describe key health and immunisation systems constraints at national, sub-national and community levels preventing your country from improving immunisation outcomes. Consider constraints to providing services to specific population groups, such as the unreached, marginalized or otherwise disadvantaged populations. The country is also asked to consider gender related barriers to accessing quality services.
In order to keep this section concise, please summarise the key elements in the context of the HSS support being asked for, providing a reference to the relevant section in the National Health Strategy/Plan for further detail. 
→ Please refer to bottlenecks which impact on gender and equity-related access to immunisation.
→ Please reference the analytical work that led to identification of the bottlenecks. 

→ Describe the bottlenecks identified in any new vaccine proposals submitted to GAVI, the National Health Plan, and any recent health sector assessments such as the Effective Vaccine Management (EVM) assessment or Post Introduction Evaluation (PIE).

→ Which of the above specified bottlenecks will be addressed by the current proposal? Which bottlenecks are addressed by other national or externally supported programmes?

	FOUR PAGES MAXIMUM
The Republic of South Sudan experienced decades of conflict, prior to attaining independence that among other things lead to the destruction and collapse of its health system. 

As a consequence of the health system collapse, the overall structural framework for delivery of basic health services to the entire population in the country was severely disrupted. Among the most cost effective interventions for reducing childhood illness and mortality that was undermined is routine immunization against vaccine preventable diseases.

In 2010 the poor performance of the routine immunization services and systems in the Republic of South Sudan was reflected in the low coverage of 13.9% and 1.8% for DPT3 and completion of childhood immunization for all antigens
 respectively. Recently, the EPI survey, conducted in 2012 indicated coverage’s of 45% and 32% for DPT3 and completion of childhood immunization for all antigens
 respectively. Although this is indicative of progressive improvement in immunization outcomes, it is still far below the threshold critical to contribute to reduction of the burden of vaccine preventable diseases (VPD) and ultimately attainment of MDG4 and MDG5. 
Furthermore, inequities are evident in this improvement as just fewer than 60% of the Counties have not achieved the set target of 80% of DPT3 coverage during the CMYP of 2008-2011. In addition some gender differences have been noted in access to immunisation services as indicated by the DPT3 coverage among boys and girls of 14.6% and 15.6% respectively in the SSHS, 2010
; while the EPI coverage survey, 2011 shown DPT3 coverage of 24.8% and 21.2% among boys and girls. In addition the SSHS, 2010 did underscore inequities in coverage based on socio-economic status: DPT3 coverage among the poorest quintile was 6.3%, while that among the rich was 30.3%; DPT3 coverage in urban areas where most rich people live was 24% compared to 12% in rural communities; DPT3 coverage among children of mothers with no education was 12% compared to 27% among those whose mothers had secondary education.
Although the BPHNS clearly envisages all PHCC and PHCU to provide EPI services, the health facility mapping
 revealed that only 26% of PHCU, which are the first point of contact to the health system actually provided the service. Moreover these are disproportionately distributed within the States; the most affected being Eastern Equatoria, Northern Bar el Ghazel, Western Bar el Ghazel, Lakes and Warrap. In addition the EPI coverage survey 2011 did reveal that even health facilities with the necessary immunisation infrastructure still functioned suboptimal with regard to provision of immunisation services.   This has greatly hampered access to EPI services in these states and correlates well with the poor coverage of EPI in these States. While this may be attributed to the insufficient and inequitable availability of resources for EPI in these facilities, the emergency programs of some NGOs running these PHCU do not support routine immunisation services. 
Access to immunisation services is also hindered in some States notably Jonglei and Upper Nile during the rainy seasons due to excessive flooding that cuts off most communities. Although dry season EPI campaigns have been used as a coping mechanism, a more durable approach that would necessitate pre-positioning of sufficient EPI resources to cater for the service during the rainy season could be explored.  Generally the poor road infrastructure is a major challenge in conducting outreaches for EPI, and therefore requires a more robust transportation mechanism.  The sparse rural population settlements in hard to reach areas as well as migratory populations of pastoralists(Taposa, some Dinka etc),further impedes access to EPI services and calls for more creative approaches  to  enhance and sustain coverage among these communities. Escalation of inter ethnic clashes notably in Pibor and Akobo Counties also adversely disrupts immunisation services. 

Whilst the limited proportion of the population within 5kms of health services (44%)
,  underscores the need to develop sustainable EPI outreach mechanisms, the EPI coverage survey, 2011 revealed that most health facilities didn’t conduct outreaches for EPI, yet  long distances to health facilities was cited as a major deterrent to seeking of immunisation services
. The low Outpatient department (OPD) utilisation rates (0.2% per capita)
, is indicative of the need to enhance demand creation for health services, including EPI through community mobilisation and advocacy. This is reinforced by the EPI coverage survey, 2011 finding that lack of information; insufficient engagement of local & religious leaders; and some negative cultural practices within communities that abhor EPI services will have to be addressed as part of the process for creating demand.

South Sudan has a critical shortage of health workers as stated previously. The estimated doctor to population ratio is 0.15 per 10,000; and midwife/nurse to population ratio is 0.2 per 10,000
 and disproportionately distributed in the urban areas. As such most immunisation services delivery is left to various forms of semi-skilled community health workers (CHW) that form the bulk of health service providers both at primary and secondary care levels. Moreover most of these workers haven’t received adequate training on EPI as revealed by the EPI coverage survey 2011. At the national level the EPI directorate is grossly understaffed with just under 23% of positions filled which has negatively impacted on overall oversight and management of the program. The same understaffing is mirrored at the State and County level with none of their EPI departments having over 50% of the required staff. Recruitment to fill these positions has been suspended due to the prevailing austerity measures. The insufficient EPI content in curricula of Health Training Institutions has also compromised the competences of nurses/midwifes in EPI service delivery and management. 

The poor institutional infrastructure further compromises the performance of the few available EPI staff at all levels. There is gross lack of office space, ICT equipment and basic furniture for EPI staff at all levels to the extent that even if all the staff required for the program where to be recruited they would basically not have where to operate from as an office at the national level. 

 The prevailing vaccine and cold chain logistics procurement, storage and distribution system is managed entirely by UNICEF, which undermines national ownership and responsibility. There is insufficient dry storage space at all levels (National, State and County). Although the current national vaccine store has sufficient wet storage capacity, the cold rooms are dated and may constrain introduction of additional vaccines
. Only 44% of Counties have sufficient cold chain infrastructure and just 50% of refrigerators/freezer at County level function well. This underscores the acute shortage of cold chain technicians in the country that are critical for proper preventive maintenance of the cold chain-currently cold chain technicians are contracted on short term basis whenever need arises for repairs. The functionality of generators that run the cold chain system also varies across the Country, necessitating adoption of solar power which may be more sustainable in South Sudan.  Effective vaccine management (EVMA) practices in South Sudan are still weak with no facility scoring above the 80% mark in a recent assessment
, which undermines efficacy of the vaccines. EVMA findings was characterized by: no general guidelines for vaccine arrival procedures; weak temperature monitoring along the entire vaccine supply chain; poor vaccine stock management; Insufficient transportation for distribution and plans; poor use of information for forecasting needs, computation of wastage and coverage. Generally there is a lack of a logistics management information system for EPI commodities.

The Interagency Coordination Committee(ICC)/Health Sector Coordination Committee(HSCC) provides a good opportunity for strengthening the MOH institutional and technical capacity for EPI policy formulation and strategic planning, in addition to fostering coordination and collaboration at national level. However dissemination and use of national EPI policies and guidelines (EPI policy implementation guidelines, standards for monitoring and supervision, and a manual for immunization practice) as well as coordination remains weak at State and County levels. The weak managerial capacity of most County Health Departments has impacted on optimal planning and implementation of most primary health care services including EPI. This is aggravated by the limited technical support supervision from National to States as well as from States to Counties, mainly due to funding, staff and transport constraints. Furthermore while national supervision guidelines are in place these are not available at State and County level.
The very low government expenditure on health as a percentage of general government expenditure which has dropped from 4%(in the run to independence) to just about 1% following the austerity measures, compromised allocations for primary health care including immunisation programs. In spite of the recent introduction of EPI operations expenditure line within the MOH budget, no funds have been allocated. All vaccines are currently procured by UNICEF, while operational costs are catered for by GAVI ISS funds and sometimes WHO PEI which undermines sustainability and ownership of the program. 

In spite introduction of the District Health Information System (DHIS) software at County level, timeliness and completeness of reporting remains weak. Production and distribution of various HMIS(including those for immunisation) forms and tools to PHCC’s, PHCU and hospitals improved in 2012, however due to limited capacities at the lower level health facilities, their utilisation has been unsatisfactory. HMIS (including immunisation data) analysis and utilisation for decision making at all levels is weak and with inconsistent feedback mechanisms to lower levels. For instance the EPI program review
 noted that EPI data analysis to guide programming was poor at all levels. In addition the variance between administrative and survey immunisation data has remained wide
 especially due to lack of data quality assessment system, implying the former source of data cannot be relied on substantially to guide EPI  programming. The Integrated disease surveillance and response (IDSR) system which has just been introduced is still weak with limited capacity to promptly detect disease outbreaks (inclusive of Vaccine Preventable Diseases). Integration of the AFP surveillance system which still functions predominantly parallel to include VPD surveillance is critical. 
This proposal intends to address the following bottlenecks: impediments to access and provision of routine immunisation services as well as inequities in immunisation outcomes; insufficient demand for immunisation services; weaknesses in the cold chain system and effective vaccine management; human resource inadequacies, management challenges; and challenges in data management and use for immunisation. Some of the infrastructural challenges are being addressed by the GFATM HSS grant, while others will be addressed by the government upon resolution of austerity.



	6. Lessons Learned and Past Experience

	This description will highlight to GAVI how lesson-learning has been incorporated into the design of the activities. 

→ Please use the table in the proposal form to summarise the evidence base and/or lessons learned related to each of the objectives in the proposal. Applicants are asked to provide examples specific to their country of similar interventions that were successful as well as examples illustrating the challenges to successful implementation. If no evidence base exists within the country of question, please note ‘not applicable’. 

*Where possible, please provide evidence of this learning by providing a reference or a web-link to a published document related to each example. 

	Objective
	Example(s) of lessons learnt, highlighting both successes and challenges

	Objective one
	Through the current GAVI Immunisation services support(GAVI ISS) grant in South Sudan, micro planning at the County level was improved and helped to establish linkages with facility micro plans. This improved on identification of facility catchment areas as well as scheduling of regular outreaches. It also improved on oversight of immunisation services by Counties. The partnerships between the NGOs and government run health facilities facilitated the effective implementation of the current GAVI ISS grant supported routine immunisation services, by increasing the scope/areas covered (Bomas and payams).

	Objective two
	The current Polio Eradication Initiative (PEI) in South Sudan approach of door to door sensitization, mobilisation and vaccination of children for polio has contributed to improving community awareness about the availability and importance of routine immunisation for all antigens. This social mobilisation has been undertaken collaboratively between the South Sudan Red Cross and the field supervisors which underlines the critical role done by CSOs (South Sudan Red Cross) in effective social mobilisation.

	Objective three
	The current GAVI ISS grant in South Sudan has been critical in maintaining the cold chain system at the State and County level to the extent that whenever there are delays in disbursement of funds the cold chain at the sub national level (State and County) is compromised. This underscores the need to build the capacity of the MOH to manage the cold chain at all levels. Furthermore the current GAVI HSS grant has facilitated the expansion and rehabilitation of the cold chain at all levels.  

	Objective four
	Through the current GAVI HSS grant, the State Ministry of Health leadership and the County Health Management teams were trained on governance, leadership and management. This has improved on the capacity of the MOH leaders at the State and County level to engage with the various NGOs delivering health services within their jurisdiction and provide leadership within their capacities. While the partnership between WHO, UNICEF and MOH in implementing the current GAVI HSS grant was critical in overcoming some of the MOH institutional and technical limitations (where the MOH to implement the entire grant on its own), differences in the financial management systems  of each of the three parties posed delays in disbursement of funds from GAVI. This was because disbursement to all the partners would be delayed if one of them defaulted on timely reporting and accountability of funds. 

	
	

	TWO PAGES MAXIMUM


	Part D - Proposal Details


	

	For further instructions, please refer to the Guidelines for Completing the HSS Application

	7. Objectives of the Proposal  


	This section will be used to assess whether the proposed objectives are relevant, appropriate and aligned with the National Health Strategy and cMYP, and contribute to improving immunisation outcomes. It will also ensure alignment with the bottleneck analysis above. 
→ Please succinctly describe the immunisation and HSS objectives to be addressed in this proposal and explain how they relate to, and contribute to, reducing HSS and immunisation bottlenecks (identified in section C.5 above) and strengthening of the health system. Please describe how these objectives are aligned with those in the national health strategy and cMYP. 

 The objectives need to be aligned and numbered in the same way in the HSS M&E Framework (Attachment 3) and also in the detailed Budget, Workplan and Gap Analysis Template (Attachment 4). 
For each objective, please describe: 

a) Which immunisation outcomes will be improved by implementing the activities and how will the activities contribute to their improvement? Please focus on the key activities related to each objective rather than every single activity. Please demonstrate this link in the next section on the results chain. 
b) Whether and how the proposed objectives relate to the equity and gender related barriers to access as identified in the bottleneck analysis and how the objectives will result in narrowing the equity gap in immunisation coverage and contribute to reaching the unreached, underserved and marginalised populations. Countries are requested to consider gender related and geographic barriers to access of immunisation and other health services. 
→ Please list and describe all of the proposed activities in the Budget, Workplan and Gap Analysis Template. Please organise the activities accordingly by objective. If GAVI funding is requested to go into pooled funds, please attach the AWPB and related TORs.
This description will be used to assess if the proposed key activities will be sufficient to achieve the identified immunisation outcomes.

	TWO PAGES MAXIMUM
Objective 1: To scale up access to quality routine immunisation services and address inequalities in coverage. 
The foregone section explicitly outlined that only 26% of PHCU provide immunisation services, most of which are not located in the 5 states with the worst coverage indicators. Furthermore just fewer than 40% of States have DPT3 coverage above 80% which underscores inequalities in geographical coverage which closely correlated with the proportion of PHCU providing immunisation services. The number of health facilities with the capacity to provide fixed immunisation services will be increased across the Country, so as to improve access and ultimately coverage (DPT3, Measles, and fully immunised children). More emphasis will be on increasing the capacity of health facilities to provide fixed immunisation services in States that currently have fewer fixed sites in order to address the geographical inequity in DPT3.  We will also prioritize on building the capacity of health facilities in rural areas, where most poor people live to provide fixed immunisation services as a means of addressing socio economic inequity in access. 
Outreaches and Mobile immunisation sessions will be scaled up and sustained in States that are vulnerable to floods during rainy seasons (Jonglei & Upper Nile) as well as hard to reach mobile pastoralists (Dinka and Taposa). This will contribute to additional increment in coverage(DPT3,Measles,Fully immunised children). 
Due to the limited proportion (44%) of the population living within 5km’s of a health facility we will intensify outreaches and mobile immunisation session to complement on the increased fixed immunisation sites as a means for enhancing coverage (DPT3, Measles, Fully immunised). Emphasis will be placed on outreaches in rural areas among poor populations as part of the process of addressing socio-economic inequities in immunisation.
This objective is consistent with and will contribute to the HSDP (page 17) strategic action for scaling up routine immunisation services for children and WCBA as well as the service delivery program objective of the CMYP 2012-2016(page 25).
Objective 2: To Improve demand for Immunisation services.
The low OPD utilisation per capita(0.2%),as a proxy for poor demand for health services, makes it imperative to proactively engage communities to consume immunisation services within the broader BPHNS. In addition the negative cultural practices have been cited as a barrier for utilisation of immunisation services. 
We will increase awareness of the importance and existence of immunisation services through sustained community mobilisation, sensitization and advocacy so has to increase demand and utilisation of immunisation services which in turn will lead to increased coverage (DPT3, Measles, fully immunised children).

NGOs will be used to sensitize and mobilize the communities as well as engage networks of local, traditional and religious leaders in promoting demand for immunisation services.

The elected leaders at the at National, State and County levels will be engaged in advocacy and promotion of EPI within the communities, with specific emphasis directed towards targeting the poor, less educated and Counties with low coverage (DPT3). This should contribute to addressing socio-economic and geographical inequities.
Additional demand creation will be done through massive IEC campaigns both through print and electronic media.

This objective is consistent with and will contribute to the HSDP (page20) strategic objective for health promotion and protection and empowering communities as well as the advocacy and communication program objective of the CMYP 2012-2016(page29).
Objective 3: To Strengthen the capacity of the Ministry of Health for Cold chain and Vaccine Management. 

To ensure sustainable routine immunisation services and outcomes, it is critical that Government takes over responsibility for the cold chain system and vaccine procurement that is currently being done exclusively by UNICEF. 

We will deploy cold chain technicians and improve preventive maintenance of cold chain equipment which will prolong the lifespan, safety and efficacy of the vaccines which collectively assures real coverage (DPT3, Measles, fully immunised children).

 Furthermore in order to scale up routine immunisation services and outcomes additional cold chain infrastructure will be deployed and effective vaccine management practices improved at all levels.  

This objective is consistent with and will contribute to the HSDP (page 17) strategic action for scaling up routine immunisation services for children and WCBA as well as the Cold chain/logistics; vaccine supply and quality program objectives of the CMYP 2012-2016(pages 26-28).
Objective 4: Strengthen the capacity of the MOH to provide stewardship. 

Ownership of and responsibility for the EPI program by the Government is critical for ensuring sustainable improvements of routine immunisation services and outcomes. The EPI institutional and technical capacity will be strengthened at all levels. The human resources gaps at the National, State and County level will be filled to curtail the over dependence of the EPI program on development partners for management and delivery of the service. Furthermore, efforts will be made to provide adequate office space, basic infrastructure, ICT and transport resources to facilitate optimal performance of the current and additional human resources for the EPI program. Capacity will be built for the EPI staff at all levels by improving their competences and skills in providing oversight and management for the program. 

Improvement of institutional capacity will improve performance of the program, through better planning and implementation of the program, regular technical support supervision as well as administrative/management backstopping from national to sub national levels of the program, which is currently insufficient. Additional institutional functions for ensuring quality and safety of the program will include review and consolidation of policies, strategies and guidelines for EPI and their nationwide dissemination.

Promotion of use of strategic information for decision making, through institutionalizing data analysis at all levels will help in determination of catchment areas, setting targets, identify coverage disparities/variances and tracking performance. This in turn informs micro planning and laying strategies for improving outcomes of the program, specifically with regard to addressing socio-economic and geographical inequities as well as drop out rates. Collective regular program reviews at national and regional level will be undertaken and identification of best practices and programmatic constraints will be identified and rolled out and mitigated respectively. Disparity in data will be addressed by institutionalizing regular data quality assessments  and regular supervision at all levels.
 It is envisaged that the GAVI investments in strengthening EPI institutional capacity will be sustained by government resources generated following the anticipated resumption of oil production by the end of the proposal lifespan. Therefore advocacy for government funding for the EPI program will be embarked on right from the beginning, to ensure that whatever allocations of government resources feasible at the moment are made at all levels to support the EPI recurrent costs. This should contribute to sustainability of the EPI program beyond the proposal cycle. 

This objective is consistent with and will contribute to the HSDP (pages 20-22) strategic objective for strengthening institutional functioning as well as the programme management; strengthening human and institutional resources program objective of the CMYP 2012-201(pages 31-33).



	8. Results Chain    


	This description will detail to GAVI how the proposed activities will result in improved immunisation outcomes. 
→ Please present a Results Chain using the template provided in the application form for each objective. This diagram should demonstrate how activities contribute to achieving outputs / intermediate results and how outputs/intermediate results contribute to achieving immunisation outcomes.  The outputs / intermediate results should link directly to the HSS bottlenecks identified in Section 5 and should address or contribute to addressing the selected bottlenecks for the GAVI HSS proposal.  Objective 1: To scale up access to quality routine immunisation services and address inequalities in coverage. 
→ The Results Chain should be consistent with the HSS M&E Framework.  For every output / intermediate result and immunisation outcome listed in the Results Chain there should be corresponding indicator(s) in the HSS M&E Framework to measure achievement.

→ Please note that a GAVI HSS proposal must include the six immunisation outcome indicators listed in the Guidelines Key Terms Section. Applicants are encouraged to include other immunisation outcome indicators as well which relate specifically to the part of the health system where funds will be used.

	
Objective 1
Objective two: To Improve demand for Immunisation services

Objective 3:  To Strengthen the capacity of the Ministry of Health for Cold chain and Vaccine Management. 

.


Objective 4: Strengthen the capacity of the Ministry of Health to provide stewardship

IMPACTS: Please provide an impact statement and indicator(s)
· To contribute to the reduction of infant and child mortality rate from 84 (per 1,000 live births) and 106(per 1,000 live births) to 71 and 90 respectively by 2018 
· To contribute to the reduction of the incidence of measles by 50% by 2018
· The indicators for tracking this impact  are Infant Mortality rate, Under five mortality rate ,Incidence of measles
ASSUMPTIONS:
· No interruption in release of funding during the project implementation cycle
· The current resources(human, financial) for immunisation from NGOs is maintained during the project implementation period
· Prompt Vaccine procurement done under the current arrangements during the project cycle

· Insecurity along the borders with Sudan and interethnic clashes do not escalate to disrupt service delivery


	THREE PAGES MAXIMUM


	For further instructions, please refer to the Guidelines for Completing the HSS Application

	9. Monitoring & Evaluation Framework

	This description will enable GAVI to assess how programme performance will be monitored and to ensure alignment with National M&E arrangements. 

Please provide an HSS grant Monitoring & Evaluation Framework as Attachment 3 (please complete the GAVI template).  

→ Please provide a description of how the monitoring and evaluation will be carried out for the grant, indicating how M&E is aligned with the national health strategy results framework. 
→ Which sources of data will be used?

→ How much budget will be allocated to M&E of this grant?

→ Please describe the M&E systems strengthening activities to be funded through this proposal.

→ Please identify 3-5 intermediate outcome indicators related to each objective of the grant that shall be used for tracking the overall progress of the grant implementation (these will be used for PBF’s programmable section). These are the same intermediate outcome indicators that were included in the results chain in Section D.8. 
Please note that GAVI strongly recommends that each proposal includes an end of grant evaluation in their M&E Framework. 

	TWO PAGES MAXIMUM
The monitoring and evaluation of the performance of this program will be based on the HSS grant M&E framework. Most of the indicators, particularly all the impact and outcome indicators and some of the intermediate indicators are similar to those in the Monitoring and Evaluation indicator framework of the Health Sector Development Plan (HSDP) of South Sudan. Therefore, the program shall use the national processes and sources of data to track most of the indicators. 
The national health management information system, Integrated Disease Surveillance system, health facility mapping, South Sudan Household surveys and planned sector performance reviews including EPI program reviews shall be relied on and therefore their prevailing weakness strengthened using this grant.  In addition diagnostic surveys will be conducted in the first six months of implementation to establish baseline statistics for intermediate indicators not captured by the current national M&E systems. Activity Implementation reports will also constitute data source for some intermediate indicators
Quarterly analysis and reporting of immunisation data extracted from the HMIS system data base shall be done at Facility, County, State and national level for the indicators captured by the HMIS system. While this analysis shall ensure stratification by sex and geographical area, the South Sudan House hold Survey planned for 2015 shall provide data on wealth status stratification. This shall be done collaboratively between the M&E officers and EPI officers at these levels. 
The core implementing team led by the MOH EPI director and MOH HSS director will compile biannual reports that shall be collectively reviewed and discussed within the HSCC before submission to GAVI. Major programmatic issues arising following the review of this data will then be used to guide programming for the subsequent six months and discussed during biannual monitoring visits (National to State, State to Counties, and Counties to Facilities). These reviews and reports will then feed into the annual health sector reviews.
As part of the process of tracking the variance between administrative and survey data an EPI coverage survey will be conducted as part of the mid-term evaluation (2016) and end of project evaluation (2018). This will also bridge the gap between the planned SSHS surveys scheduled to be conducted in 2015 and 2020
The activities for strengthening M & E activities will include:

· Review and provision of data collection tools-tally sheets, immunisation cards and HMIS registers, pre-designed charts for data analysis at facility & County level

· Institutionalizing data quality assessments through independent verification process by conducting service availability and readiness assessments.

· Conducting quarterly supervision visits to assess quality of collection and reporting on immunisation data using data quality self-assessments. This will involve quarterly visits from States to Counties and from Counties to Health Facilities by EPI focal points and M&E officers at these levels
· Building capacity for data analysis and use  at all levels by training and mentoring of managers and ensuring quarterly production & dissemination of reports segregated by gender and equity considerations at all levels

· Conducting bi-annual EPI reviews informed by the analytical reports and provide catalytic support for conducting annual national health sector reviews-linking EPI performance with that of other services critical for child survival
· Conduct a midterm and end of grant evaluation 

The total amount of funding allocated for improving health information systems including M&E activities is USD 5,699,000 which is 19.5% of the budget.

The intermediate outcome indicators that shall be used to track the progress of implementation of the grant are outlined in the table below.

Objective

Intermediate outcome Indicators for tracking progress of grant implementation
1

10. % of Health Facilities that have developed micro plans
11. Proportion of planned immunisation sessions that are carried out desegregated by fixed, outreaches and mobile
12.% of health facilities conducting default tracking
2

20. % of population with knowledge of immunisation services

21. % of  CSOs involved in immunisation services that undertake community mobilisations
3

30. % of facilities offering immunisation services with functional cold chain facilities including: cold box/vaccine carrier with ice packs; functioning refrigerator & thermometer

31. vaccine wastage rates

4

40.% of approved planned posts that are filled

41.-% of Counties with comprehensive County health plans including strategies for immunisation.
42.% of Counties producing Annual reports on immunisation data segregated by gender & geographical considerations



Part E – Budget, Workplan and Gap Analysis

	10. Detailed Budget and Workplan

	This description will be used to assess if the gap analysis and proposed budget show sufficient justification for the proposed activities and activity costs within the HSS grant.  

→ Please provide a detailed budget and workplan as Attachment 4 to this proposal. 
→ Please include additional information on the assumptions within the budget and justification of unit costs to demonstrate that they are reasonable and supported by in-country planning. These assumptions and unit cost justifications may be inserted here or attached as separate documentation.

	TWO PAGES MAXIMUM
A detailed description and justification of the unit costs and budget is outlined in an excel file-‘South Sudan GAVI HSS Proposal detailed budget descriptions’. Besides the costing assumptions used in the South Sudan CMYP 2012-2016, past and current expenditures carrying out similar activities informed costing of this proposal. Cost estimates for cold chain equipment along with most supplies/commodities to be secured under this grant are based on standard cost projections of UNICEF and WHO, who have hitherto made these procurements for the EPI program. Personnel costs are based on government scales for human resource gaps to be filled by this grant. Operational costs for routine immunisation services (fixed, outreach and mobile), supervision activities as well as training are based on past expenditures and adjustments from current practices. The most expensive unit costs are those for construction and conducting surveys that have been informed by UNICEF cost estimates in undertaking construction works and previous surveys respectively.
The detailed budget and work plan is provided as attachment four in the GAVI HSS Budget, Gap Analysis and Work plan template.

	


	11. The Proposal Development Process

	This section will give an overview of the process of proposal development, outlining contributions from key stakeholders.  

→ Address all the items listed below. Indicate if any of these are not applicable and explain why:

a. The main entity which led the proposal development and coordination of inputs.

b. The roles of HSCC and ICC.  
c. Cooperation between EPI programme and the other departments of MOH involved in the proposal development. 

d. Involvement of subnational level (provincial, district, etc.) entities.

e. The role of CSOs in the proposal development.  Applicants must describe whether the HSCC/ICC worked with any CSO platforms/coalitions, or just with individual organisations. Please provide the names of the specific CSOs or of the CSO platforms involved.
f. The role of other development partners/donors. The names of the specific development partners/donors involved.

g. The role of the private sector, if applicable.
h. Description of technical assistance received during the proposal development. The source of technical assistance and degree of satisfaction from the technical assistance.

i. Description of the overall process of proposal development: duration, main steps of the proposal development, analytical work involved in the proposal development, links between the proposal development and national health sector planning/budgeting, links between the proposal development and JANS (if applicable).

j. Description of the most contentious elements during the proposal development and how they were resolved.

	TWO PAGES MAXIMUM
The overall oversight for the proposal development process was provided by the Health Sector Coordination Committee (HSCC). The HSCC composed of representatives from the Ministry of Health, representative of the NGOs/CSOs, UN agencies (WHO & UNICEF) and bilateral donors (USAID, JDT, DFID). Most of the members of the HSCC are also members of the ICC. 
The HSCC constituted a technical working group (TWG) that led the proposal development, documentation and coordination of inputs. The TWG was co-chaired by the MOH EPI program manager and the MOH HSS focal point (Director General for Policy, Planning and Budget). The membership of the TWG included UNICEF (Immunisation specialist); WHO (HSS and EPI technical officers); NGOs implementing the three primary health care programs (IMA world health, Crown agents, JHPIEGO and Abt associates).

The process of developing the proposal started in February 2013 during the joint mission of the GAVI HQ focal point for South Sudan and the EMRO GAVI HSS focal point to South Sudan. Following dialogue with the Ministry of Health Senior management led by the Minister, a tentative list of priorities for the proposal was derived and subsequently a schedule for its development.

In March 2013 the HSCC meeting reviewed the proposed priorities and constituted the TWG that was then mandated to technically lead the proposal development and documentation. The TWG gathered relevant data, undertook desk reviews and made consultations, the outcomes of which was used to produce the first draft of the proposal. Comments on the first draft were solicited from various stakeholders including State Ministry of Health through email exchanges. The TWG then collectively reviewed and revised each section of the proposal before it was submitted for the peer review meeting organized by GAVI and EMRO in Cairo in June 2013.
During the peer review meeting, the proposal was appraised by colleagues from participating countries and technical experts who provided useful guidance on how the proposal should be improved. 4 members of the TWG attended the peer review meeting and had the opportunity to directly learn from other countries and GAVI on how to improve the proposal.

Following the peer review meeting, the proposal was revised by the TWG and shared with WHO (EMRO, AFRO) and UNICEF (ESARO) regional offices for there comments.  Feedback from the regional offices was used to finalize the proposal before it was presented to the HSCC for review and ultimately endorsement prior to submission to GAVI.

Besides the NGOs who were members of the TWG, a national NGO-The Health Support Organization (THESO) was engaged in reviewing and revising the priority activities for objective two of this proposal. THESO in collaboration with the South Sudan Red Cross will be leading the implementation of activities under objective two.
Technical assistance for development of this proposal was mainly provided by the WHO and UNICEF in-Country technical officers with backstopping from their regional offices.


	12. Gap Analysis & Complementarity

	This description will ensure GAVI is aware of support provided by other donors, thereby avoiding overlap or duplication, and highlighting the value-added of the requested GAVI support. 

→ Please complete the gap analysis tab in the GAVI HSS Budget, Workplan & Gap Analysis Template.  This gap analysis should be related to each of the proposal objectives to show the total resource requirements for health systems strengthening related to that objective, and the different resources for HSS financing already in place, including government and external donor contributions.
→ In the box below, please provide a narrative description of other efforts by the Government or development partners that focus on the bottlenecks that are addressed by the proposal objectives, including the timeframe and the geographic location of this support, thereby highlighting the value-added of GAVI support and how the current proposal complements those efforts. 

	TWO PAGES MAXIMUM
The total resource requirements for all the objectives of this proposal over the duration of its implementation are informed by projections of cost estimates from the South Sudan CMYP 2012-2016. 
Whilst other partners are expected to compliment the support from GAVI towards the implementation of this proposal, it is worth noting that the EPI program still envisages significant funding gaps in the medium term mainly due to shortfall government revenue.

Following austerity measures by Government, support to the EPI program has been limited to funding salaries of the few EPI program staff at the ministry and some States. This is expected to constitute most of the direct government contribution towards implementation of the objectives of this proposal. In addition the infrastructure that houses the public health facilities that will implement this proposal are deemed an indirect contribution. 

The main development partners that will contribute to and complement the activities implemented under this proposal include the USAID, World Bank and DFID who are funding three primary health care programs implemented by JHPIEGO, IMA and Crown agents respectively.
JHPIEGO are implementing the Integrated Services delivery program that provides primary health care services including provision of routine immunisation services in Central equatoria and Western equatoria State’s from 2013 to 2015. Abt Associates with funding from USAID are implementing health systems strengthening activities in the two States over the same duration. 

IMA are implementing the Rapid Results Health Project that supports primary health care services provision (including immunisation services) and health systems strengthening in Upper Nile and Jonglei State for two years (2013 to 2014).

Crown Agents are implementing the health pooled fund which supports both health services delivery and systems strengthening in six States (Eastern Equatoria, North Bahr el Ghazel, Western Bahr el Ghazel, Warrap, Lakes and Unity) for two and half years till 2015.

The activities supported by the aforementioned three projects will contribute to and compliment mainly objectives one and four of the proposal.

Furthermore, support from WHO and UNICEF based on their comparative advantage is expected to continue complementing the objectives of this proposal throughout its cycle within the entire Country. UNICEF will continue to provide vaccines, support the cold chain and immunisation services delivery thereby contributing mainly to objectives one, two and three of the proposal. WHO will leverage the PEI program along with EPI program to contribute mainly to objective one of the proposal.

The government will collaboratively work with all the stakeholders mentioned above in the implementation of this proposal and maximise synergy of all efforts aimed at strengthening routine immunisation services and systems within the Country.




	13. Sustainability

	This description will enable GAVI to assess whether issues of sustainability have been adequately addressed. 

→ Please describe how the government is going to ensure sustainability of the results achieved by the GAVI grant after its completion. This should encompass financial sustainability of financing for immunisation services and health systems strengthening, as well as programmatic sustainability of results. 

	TWO PAGES MAXIMUM
It is envisaged that government will progressively allocate resources to cater for all the additional expenditure that will be financed using resources from this grant. Following the resumption of oil production, sufficient resources will be realized and the MOH will deliberately engage and lobby the Ministry of Finance to ensure funds are allocated to sustain routine immunisation services and systems, since revenue from Oil constitutes 98% of total government revenue.
All the additional human resources that will be recruited and deployed using resources from this grant will be compensated at the national salary rate and will therefore be gradually transitioned to the national pay roll by the end of the project. This is the common practice being done by other projects like the GFATM that has deployed M&E officers and technical officers at the NMCP who are paid at the national rate. The current EPI manager was under such arrangements until he was transitioned to the government pay roll.
Similarly the additional operational costs to scale up immunisation services including cold chain maintenance system will be sustained using government allocations to both public and NGO run facilities.

Memorandum of understanding will be signed with States and Counties to take over the daily running costs and maintenance of vehicles/motorcycles for the immunisation program. Likewise the government will take over the maintenance costs of buildings and all infrastructural improvements done by the project. 

Institutionalizing the planning and management of immunisation services within the county health management teams during the project cycle will ensure durability of the achievements and results envisaged during this project. 


	Part F – Implementation Arrangements and Risk Mitigation


	For further instructions, please refer to the Guidelines for Completing the HSS Application

	14. Implementation Arrangements

	This section will be used to determine if the necessary arrangements and responsibilities for management, coordination, and technical assistance inputs of the implementing parties have been put in place to ensure that programme activities will be implemented. 

Please describe:

→ How the grant implementation will be managed. Identify key implementing entities and their responsibilities with regard to specific grant activities. 

→ Mechanisms which will ensure coordination among the implementing entities.

→ Financial resources from the grant proceeds that will be allocated to grant management and implementation.

→ The role of development partners in supporting the country in grant implementation.

	TWO PAGES MAXIMUM
The overall management for the implementation of this grant will be carried out jointly by the Ministry of Health HSS focal point (Director General for Policy, Planning & Budgeting) and the Director of EPI. They will be supported by WHO and UNICEF in areas in which they have comparative advantage as has been the case with the current GAVI HSS grant in South Sudan.
The MOH will be directly responsible for the following activities; recruitment & deployment of the various human resources mentioned in this proposal; operational support for scaling up provision of the immunisation services in conjunction with NGOs; and advocacy in collaboration with civil society. NGOs and Civil Society be responsible for community mobilisation and sensitization. UNICEF will be responsible for procurements and infrastructural works, while WHO will undertake provision of technical support, trainings, strategic information and management activities. Whilst each of the implementing partners will take the lead as mentioned in the foregone section, collaboration between the implementers will be maintained at all times to ensure coherence and synergy so as to collectively realize the results and outcomes of this grant. A technical committee (co-chaired by the MOH HSS FP & EPI director) comprising the technocrats from the implementing partners (MOH, WHO, UNICEF & CSOs) will engage in quarterly coordination meetings plan for implementation and review implemented activities.  
Implementation of the grant activities will be aligned with and complementary to other EPI and HSS activities in the Country. These include HSS activities supported by the GFATM, EPI and HSS activities supported by the three primary health care programs funded by the WB, HPF & USAID. All facilities both those run by government and NGOs shall be engaged in implementation of this grant.  In addition implementation will build on the ending GAVI ISS and HSS grant supported activities and those for the introduction of the pentavalent vaccine. The County health management teams shall plan for activities in collaboration with NGOs as well as provide oversight, monitoring and supervision within their Counties.
The overall oversight of this grant will be undertaken by the health sector working group(HSWG) which is responsible for overall health sector policy, strategy budgeting and performance review. It is chaired by the undersecretary who is the technical head of the Ministry of Health and co-chaired by a donor representative on an annual rotational basis. The HSWG brings together all MOH senior management, health sector donors (including contributors to GAVI at the global level) and representatives of NGOs. Noteworthy is that members who have previously been part of the HSCC as well as the ICC are part of the HSWG. It meets on a monthly basis to dialogue and deliberate on pertinent issues within the sector. This is part of the rationalization of the various oversight committees in the health sector. Issues pertaining implementation of this grant shall be discussed on a quarterly basis in the HSWG. The technical committee will conduct biannual monitoring field visits as part of the process of preparing and verifying biannual reports prior to presentation to the HSWG for approval and subsequently submitted to the GAVI secretariat. To strengthen the participation of CSO’s in oversight of the grant, besides the NGO representative, a representative of the national NGO/CSOs will be co-opted in the HSWG whenever issues of the grant implementation are being discussed.
Financial resources will be allocated for the following program implementation and management:

· Annual independent audits as well as quarterly internal audits, USD 250,000
· Mid  and end of term program evaluation, USD 200,000
· Program support costs by the UN implementing agencies, USD1,500,310
· Technical support for implementation by deployment of long term EPI, Cold Chain and HSS advisors USD 1,100,000
· Deployment of grants manager at the MOH USD 225,000



	15. Involvement of CSOs

	This description will be used to assess the involvement of CSOs in implementation of the proposed activities. CSOs can receive GAVI funding through GAVI HSS grants going to the MoH and then transferred to the CSO
. 
→ Please describe if or how CSOs will be involved in the implementation of the grant activities, indicating the approximate budget allocated to CSOs. 

→ Please ensure that any CSO implementation details are reflected within the detailed budget and workplan. 

	TWO PAGES MAXIMUM
NGOs in collaboration with the County Health Management teams will collectively plan for activities to be implemented for each quarter including micro planning at County and Health Facility level.

CSOs, especially national NGOs will be engaged in community mobilisation activities in all the States as well as monitoring delivery of immunisation services. They will organize sensitisation meetings within communities, dialogue with and engage local community and religious leaders for mobilisation and promotion of EPI. In collaboration with the MOH develop and disseminate appropriate IEC materials .They will engage in periodic monitoring of immunisation services to ensure that planned sessions are conducted both at static and outreach sites. NGOs running health facilities under the three primary health care programs will directly support the scale up of immunisation services within their catchment areas as part of implementing this grant.
NGOs and CHMT will collectively undertake performance review of the program at County level and subsequent adjust implementation approaches of the subsequent quarter based on outcomes of these reviews.

Furthermore the NGOs/CSOs through their representative on the HSCC provided overall oversight for development and approval of the proposal and which will continue during implementation.  

The funding to the CSOs and NGOs will be channelled through the ministry of health who will subcontract/develop an MOU with the NGOs.

The budget allocation to be directly channelled to the CSOs through the MOH will be USD 2,092,100.


	16. Technical Assistance

	This description will outline to GAVI how technical assistance will support implementation of the proposed activities. 
→ Please describe technical assistance (consultancy services) included in the grant activities.  Please describe how this technical assistance will improve the way health systems and immunisation programme function. 

→ Please outline how technical assistance will improve institutional capacities of government agencies and CSOs and contribute to sustainability.

	ONE PAGE MAXIMUM
To contribute to effective and efficient implementation of the grant activities both long term and short term technical assistance will be required.

The main long term technical assistance will include Cold chain advisor, EPI advisor and HSS advisor. Whilst it is envisaged that through the grant recruitment for all the vacant positions in the EPI department including cold chain technicians will be done, these new staff will require continuous coaching and mentoring to fully accomplish and master their tasks. The EPI and Cold chain advisor will therefore be critical in performing this task as well as establishing and strengthening the systems for vaccine delivery, cold chain maintenance, supervision, quality assurance and overall management of the program. Similarly the HSS advisor will be essential in supporting the MOH HSS FP to implement and oversee the systems strengthening components of the grant. Furthermore these advisors will be responsible for the implementation of aspects of the grant that will be channelled through UNICEF and WHO. 

It is envisaged that the advisors collaborative work with, as well as coaching and mentoring of the other members of the technical committee responsible for implementation of the grant, will contribute to technical and institutional capacity to sustain gains of the project. 
Short term technical assistance will be required for the following aspects of the grant:

· Strengthening public financial management

· Conducting diagnostic surveys to establish baseline of some intermediate results indicators

· Mentoring on data analysis and use as well as establishing a system for data quality assessments

· Conducting the EPI coverage surveys

· Conducting SARA

· Supporting South Sudan join the Vaccine independence initiative.

· EPI program review

· Reviewing key Policies, Strategic documents and Guidelines


	17. Risks and Mitigation Measures

	This information reflects the risk of a country not being able to implement the proposed activities within this grant proposal and spend the funds as approved by GAVI.

→ Please complete the table below for each of the proposed objectives. Please refer to the Guidelines for Completing the HSS Application for a description of the various types of risk. If the risk is categorised as ‘high’, please provide an explanation as to why it is ‘high’. 

	Description of risk


	PROBABILITY

(high, medium, low)
	IMPACT

(high, medium, low)
	Mitigation Measures

	Objective 1:

	Fiduciary Risks: 
· delays in transferring funds to sub national level as well as delays and irregularity in accounting and reporting on funds by implementers(sub national level including   health facilities
	medium
	high
	Proactive follow up and tracking of transfer of funds to sub national level by the EPI program manager. Training sub national MOH leadership(State & County) and  health facility managers in financial reporting, coupled with quarterly monitoring visits, supervision and mentoring

	Institutional Risks: 
· reluctance of NGOs carrying out humanitarian programming  to provide routine immunisation
· weaknesses of the sub national MOH leadership(State and County) to provide oversight of the program in all health facilities 
	Low 
medium
	Medium
high
	All NGOs running health facilities have been requested to transition from humanitarian to development programming aimed at strengthening the County health management. Immunisation coverage is a key performance indicator for all NGOs. Capacity of the sub national MOH leadership(State & County) will be built using the grant to strengthen stewardship 

	Operational Risks: 
· poor collaboration and synchronization of activities  between implementing partners
· Escalation of insecurity in some parts of the Country


	low 

medium
	high 
high
	Technical implementation committee to meet regularly to plan for and review implementation


	Overall Risk Rating for Objective 1
	medium
	high
	

	Objective 2:

	Fiduciary Risks:

· Delays  in transferring funds to CSOs and States  as well as delays and irregularity in accounting and reporting on funds by the CSOs and States
	medium
	high
	Strengthening financial management to be supported by the grant.
Disbursement to CSOs to be done biannually upon accounting for outstanding expenditures

	Institutional Risks:

· Weak management capacity of CSOs
	low
	high
	Engaging CSO that comply with GAVI Alliance’s requirements

	Operational Risks:

· Poor collaboration between CSOs and government
· Insecurity and poor road network may compromise access to certain population segments
	Low
medium
	High
medium
	Inclusion of CSOs in the technical working committee.
Maximize access to the populations in hard to reach and insecure areas during the dry season and safe periods respectively.

	Overall Risk Rating for Objective 2
	low
	high
	

	Objective 3:

	Fiduciary Risks:
· Delays in transferring funds to Country office’s
	low
	medium
	Fast truck release of funds to Country offices

	Institutional Risks: 

· bureaucracy in procurement
	medium
	low
	First tracking procurement, opting for emergency procurement procedures

	Operational Risks:

· delays in installing equipment in hard to reach areas
	low
	medium
	Develop & implement a robust procurement & installation  plan

	Overall Risk Rating for Objective 3
	low
	medium
	

	Objective 4:



	Fiduciary Risk:
· delays in transferring  funding to Country office
· delays in releasing funds for salary
	low
	medium
	Fast truck release of funds to Country offices

	Institutional Risk:
· bureaucracy in procurement
	low
	medium
	First tracking procurement, opting for emergency procurement procedures

	Operational Risk:
· Insecurity and poor road network may compromise access to certain population segments

	medium
	high
	Maximize access to the populations in hard to reach and insecure areas during the dry season and safe periods respectively.

	Overall Risk Rating for Objective 4
	low
	medium
	

	Please add more rows for additional objectives…

	TWO PAGES MAXIMUM


	18. Financial Management and Procurement Arrangements

	In this section applicants are requested to describe:
→ a) The proposed financial management mechanism for this proposal

→b) The proposed processes and systems for ensuring effective financial management of this proposal, including the organisation and capacity of the finance department and the proposed arrangements for oversight, planning and budgeting, budget execution (incl. treasury management and funds flow) , procurement, accounting and financial reporting ( incl. fixed asset management), internal control and internal audit, and external audit.  CSOs can receive GAVI funding through two channels: (i) funding from GAVI to MOH and then transferred to CSO, or (ii) direct from GAVI to CSO.  Please refer to Annex 4 of the Guidelines for further details
→ c) The main constraints in the (health sector’s) financial management system. Does the country plan to address these constraints/ issues? If so, please describe the Technical Assistance (TA) needs in order to fulfil the above functions.



	Question (a):  applicants should indicate whether an existing financial management mechanism or modality will be employed (pooled funding, joint financing arrangements or other), or if a new approach is proposed.  If an agency-specific financial arrangement will be used, specify which one. A rationale for this choice should be provided.
	The funds for this proposal will be managed by the three main recipients: Ministry of Health, WHO and UNICEF. This has been the case for the current GAVI HSS grant, since each of the implementing partners has a different financial management system. Each of these agencies will use their specific financial management arrangements. 
WHO managed portion of funds shall be disbursed directly by GAVI to WHO/HQ in Geneva which then links these funds to WHO South Sudan GAVI work plan through the Global System of Management (GSM) of the WHO. The GSM is WHO's Enterprise Resource Planning and Management System. WHO uses the GSM for all its planning, human resources, and financial management, travel and procurement systems in such a manner that allows all country, regional and headquarters offices real-time access to conduct business. Funds will then be requisitioned, used and reported on against the planned activities in the work plan.

UNICEF managed portion of funds will be disbursed through UNICEF HQ in New York, then Programme Budget Allotments made to UNICEF South Sudan. Funds to support implementation will be disbursed through Direct Cash Transfer to MOH at all levels based on the approved work plans. Procurement of supplies will be based on supply forecasting, procurement and distribution plan developed jointly with the MOH.

	 Financial Management Arrangements Data Sheet (Maximum 3 pages per data sheet)

	General information to be provided by the recipient organization/country. A separate Data Sheet should be completed for each direct recipient of funding from GAVI, both for MOH and CSOs if proposed as direct recipients of funding from GAVI.

	1. Name and contact information of Focal Point at the Finance Department of the recipient organization. 
	Mr. Adwok Laa

Director General Finance and Administration

Ministry of Health


	2. Does the recipient organization have experience with GAVI, World Bank, WHO, UNICEF, GFATM or other Development Partners (e.g. receipt of previous grants)?
	Yes currently the MOH has directly managed GAVI ISS funds disbursed to South Sudan

	Oversight, Planning and Budgeting

	3. Which body will be responsible for the in-country oversight of the programme? Please briefly describe membership, meeting frequency as well as decision making process.
	The health sector working group(HSWG) which is responsible for overall health sector policy, strategy budgeting and performance review, will provide oversight for this program. It is chaired by the undersecretary who is the technical head of the Ministry of Health and co-chaired by a donor representative on an annual rotational basis. The HSWG brings together all MOH senior management, health sector donors (including contributors to GAVI at the global level) and representatives of NGOs. Noteworthy is that members who have been part of the HSCC as well as the ICC are part of the HSWG. It meets on a monthly basis to dialogue and deliberate on pertinent issues within the sector. This is part of the rationalization of the various oversight committees in the health sector. Issues pertaining to implementation of this grant shall be discussed on a quarterly basis in the HSWG. Decision making is by consensus development

	4. Who will be responsible for the annual planning and budgeting in relation to GAVI HSS?
	Director  EPI and Director M&E MOH

	5. What is the planning & budgeting process and responsibility to approve GAVI HSS annual work plan and budget?
	The technical committee co-chaired by the Director EPI/Director M&E undertakes the annual implementation planning and budgeting process. The technical committee is made up of technical officers from the implementing partners (WHO, UNICEF, CSOs).The draft annual work and budget developed by the technical committee is then submitted to the HSWG for approval before implementation commences.

	6. Will the GAVI HSS programme be reflected in the budget of the Ministry of Health submitted every year to the Parliament for approval?
	YES 

	Budget Execution (incl. treasury management and funds flow)

	7. What is the suggested banking arrangement? (ie. SWAp, budget support or pooled funding?) 


	Budget support under a GAVI specific account for MOH. 

	8. Will GAVI HSS funds be transferred to a bank account opened at the Central Bank or at a commercial bank in the name of the Ministry of Health or the Implementing Entity?
	The GAVI HSS funds will be transferred from GAVI to Central Bank of South Sudan in the name of the Ministry of Health

	9. Would this bank account hold only GAVI funds or also funds from other sources (government and/or donors- “pooled account”)?
	It will hold only GAVI funds

	10. Within the HSS programme, are funds planned to be transferred from central to decentralized levels (provinces, districts etc.)? If YES, please describe how fund transfers will be executed and controlled.
	YES

The annual implementation plan and budget developed by the technical committee consists of activities to be implemented in each State and County. Quarterly implementation plans and budgets developed by the States will be presented to the Directors of EPI /M&E director. Upon approval funds will be released/transferred to the State MOH accounts. At the State level the funds are then released to the various counties based on their quarterly implementation plan. After completion of implementation of activities the State’s prepare an activity and financial reports which will then be submitted to the Directors EPI/M&E along with the budgetary request and implementation plan for the subsequent quarter.



	Procurement

	11. What procurement system will be used for the GAVI HSS Programme? (e.g. National Procurement Code/Act or WB/UNICEF/WHO and other Development Partners’ procurement procedures)  
	The national procurement act and regulations shall be used for MOH portion of funds

	12. Are all or certain items planned to be procured through the systems of GAVI’s in-country partners (UNICEF, WHO)?
	Most of the procurement under this grant shall be done through UNICEF and WHO systems

	13. What is the staffing arrangement of the organization in procurement?  
	The MOH procurement department is under the Directorate of Finance and Administration. It consists of a director for procurement and two procurement officers

	14. Are there procedures in place for physical inspection and quality control of goods, works, or services delivered?
	YES

	15. Is there a functioning complaint mechanism? Please describe. 
	YES, Complaints may be addressed to the undersecretary Ministry of Health as well as the, director of procurement policy unit, Ministry of Finance and Economic planning.


	16. Are efficient contractual dispute resolution procedures in place? Please describe.
	YES/The laws and legal system of South Sudan are used to arbitrate any contractual disputes


	Accounting and financial reporting (incl. fixed asset management)

	17. What is the staffing arrangement of the organization in accounting, and reporting?
	The MOH Finance department is under the Directorate of Finance and Administration. It consists of a director for finance and four Finance officers

	18. What accounting system is used or will be used for the GAVI HSS Programme? (i.e. Is it a specific accounting software or a manual accounting system?)
	Manual accounting system

	19. How often does the implementing entity produce interim financial reports and to whom are those submitted?  
	Financial reports are produced QURTERLY and submitted to the MOFEP

	Internal control and internal audit

	20. Does the recipient organization have a Financial Management or Operating Manual that describes the internal control system and Financial Management operational procedures?
	YES, There is a national public financial management manual developed by the Ministry of Finance and Economic Planning, based on the national financial management and accounting regulations of South Sudan

	21. Does an internal audit department exist within recipient organization? If yes, please describe how the internal audit will be involved in relation to GAVI HSS.
	YES,

Internal audit will review financial requisitions from responsible officers (EPI director/M&E director) to ensure that they comply with annual work plan and budget before advising the Under Secretary for approve release of funds. The internal audit will also review quarterly financial reports before advising approval of the Undersecretary.


	22. Is there a functioning Audit Committee to follow up on the implementation of internal audit recommendations?
	NO 

	External audit

	23. Are the annual financial statements planned to be audited by a private external audit firm or a Government audit institution (e.g. Auditor General)?
 
	YES, a private external audit firm has been budgeted for to audit annual financial statements

	24. Who is responsible for the implementation of audit recommendations?
	The Under Secretary who is the Civil Service Head of the MOH

	Question (c):  Please indicate the main constraints in the (health sector’s) financial management system. Does the country plan to address these constraints/ issues? If so, please describe the Technical Assistance (TA) needs in order to fulfil the above functions


	THREE PAGES MAXIMUM PER DATA SHEET 
The major constraint to the health sector’s financial management system has been the inadequate number of staffing in the finance department that are sometimes overwhelmed by the funding they have to manage from several projects. This has lead to delays in providing prompt financial reports as well as compromising the ability to regularly conducting monitoring visits to the sub national level (States and Counties) to track use of finances. This inadequacy in staffing also applies to the South Sudan Auditor General’s office thereby compromising timely provision of audit reports for all sectors including the health sector.

Through this grant technical assistance will be provided annually for three months during the last quarter of the fiscal year to support the compilation and production of annual financial reports for this grant. This will include monitoring visits to the sub national levels(State and County) to verify expenditures and secure accountabilities required to produce the annual financial reports for the grant.

In addition an external audit firm shall be procured annually to audit the use of grant funds used and promptly produce the audit reports. During the performance of the audits, efforts shall be explored on how the firm could support capacity building of the South Sudan Auditor Generals chambers.


SUMMARY OF A COMPLETE APPLICATION

	HSS Proposal Forms and Mandatory GAVI attachments

→ Please place a ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

	1.  
	HSS Proposal Form 
	

	2.  
	Signature Sheet for Ministry of Health, Ministry of Finance and HSCC members
	

	3.  
	HSS Monitoring & Evaluation Framework 
	

	4.  
	Detailed work plan and detailed budget 
	


	Existing National Documents - Mandatory Attachments 

Where possible, please attach approved national documents rather than drafts.  For a highly decentralised country, provide relevant state/provincial level plan as well as any relevant national level documents.

→  Please place a ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

	5.  
	National health strategy, plan or national health policy, or other documents attached to the proposal, which highlight strategic HSS interventions
	

	6. 
	National M&E Plan (for the health sector/strategy)
	

	7.  
	Country cMYP
	

	8.  
	Vaccine assessments (EVM, PIE, EPI reviews), if available
	

	9. 
	Terms of Reference of Health Sector Coordinating Committee (HSCC)
	


	Existing National Documents - Additional Attachments

Where possible, please attach approved national documents rather than drafts.  For a highly decentralised country, provide relevant state/provincial level plan as well as any relevant national level documents.

→  Please place a ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

	10.  
	Joint Assessment of National Health Strategy (if available)
	

	11.   
	Response to Joint Assessment of National Health Strategy (if available)
	

	12. 
	If funds transfers are to go directly to a CSO or CSO Network, please provide the 3 most recent years of published financial statements of the lead CSO, audited by a qualified independent external auditor
	

	…
	
	


Applicants are strongly encouraged to carefully read the instructions provided within the relevant sections of the guidelines before completing the application form.
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Health Systems Strengthening (HSS) Cash Support











Application Package – DRAFT – Proposal Form 





Individual members of the HSCC may wish to send informal comments to: � HYPERLINK "mailto:HSFP@gavialliance.org" ��gavihss@gavialliance.org� 


All comments will be treated confidentially.





Immunisation Outcomes:





 Increased DPT3 coverage 


Increased Measles coverage


Increased proportion of children fully immunised 


Improved geographical equity in immunisation coverage


Improved immunisation coverage equity


Decreased drop-out rates





Outputs / Intermediate Results: 





 % health facilities that have developed micro-plans


Proportion of planned immunisation  sessions that  are carried out desegregated by fixed ,outreaches & mobile


% of Health facilities conducting default tracking














Key Activities:





Increase the number of health facilities providing immunisation services(fixed and outreaches) in Counties with DPT3 coverage less than 80%  


Develop & update micro plans for each County & health facilities 


Needs assessment of HF capacity gaps to provide routine immunisation 


Recruitment & training of new vaccinators


Orientation of health workers on integration of immunisation in basic health services delivery


Provision of child registers at all sites & institutionalize drop out tracking 


Provide funding for outreaches & operational cost


 Provide bicycles


Strengthen routine immunisation services  for mobile populations & communities cut off during rainy season


Map & identify Counties with mobile populations/communities cut off during rainy season then map migration routes & temporary settlements


Define package of services to be integrated with immunisation


Identify & train volunteer community health workers(VCHW) 


Provision of operational funds to support implementation


Supervision of VCHW








Immunisation Outcomes:


Increased DPT3 coverage 


Increased Measles coverage


Increased proportion of children fully immunised 


Improved geographical equity in immunisation coverage


Improved immunisation coverage equity











Outputs / Intermediate Results: 


% of population with knowledge of immunisation services


% of CSOs involved in immunisation services that undertake community mobilisation











Key Activities: …


Sensitize communities & engage them in monitoring service delivery


 Support quarterly sensitization meetings for boma chief, VHC, TBA, HHP, religious leaders


Develop joint plans with and support civil society conduct community mobilisation for  immunisation services 


provide mega phones for community mobilisation


establish & support health unit management committee


 develop & disseminate relevant IEC materials & media campaigns


Conduct a KAP survey


Develop & disseminate relevant media messages for print & electronic media


sensitize broadcasters, reports & media managers 


 Support civil society/drama groups 


High level advocacy for EPI services


Revitalize inter-ministerial committee & conduct quarterly meetings


Sensitize  National & State assemblies


Conduct annual high level advocacy events-immunisation weeks


Establish Governors committee on EPI  & conduct biannual meetings & advocacy events at State level


Develop advocacy messages/briefs for governors &league of tables


Engage County commissioners


 





Immunisation Outcomes:





Increased DPT3 coverage 


Increased Measles coverage


Increased proportion of children fully immunised 




















Outputs / Intermediate Results: 


% facilities offering immunisation services with functional cold chain equipment


Vaccine wastage rates reduced














Key Activities:


Build MOH capacity to manage the cold chain system


Recruit & deploy cold chain technicians


Develop & implement a LMIS at all stores


Train cold chain technicians & facility staff on LMIS


Provision of tool kits for cold chain maintenance


Provision of  materials/registers/tools/vaccine & injections materials control book/SOPs/specifications


Develop & implement cold chain maintenance plan


Provision of field operations motorcycles & quad bikes 


Scale up cold chain infrastructure & storage capacity


Procurement & deployment of cold chain equipment(cold boxes, vaccine carriers, refrigerators, freezers)


Procurement & installation of power sources: generators, solar equipment


Construction and/or rehabilitation of a national & State level vaccine cold stores & warehouses &cold rooms


 Procurement & maintenance of vaccine  & cold chain logistics delivery trucks


Conduct annual cold chain inventory


Improve effective vaccine management(EVM)


Train staff on EVM &vaccine stock management


Support implementation  of safe injection practices


Establish injection safety task force


Support supervision & monitoring of EVM practices














Immunisation Outcomes:


Increased DPT3 coverage 


Increased Measles coverage


Increased proportion of children fully immunised 


Improved geographical equity in immunisation coverage


Improved immunisation coverage equity


Increased government allocation for immunisation services








Outputs / Intermediate Results: 


% of planned  posts that are filled


% of Counties with comprehensive County health plans including strategies for immunisation


% of Counties producing Annual reports on immunisation data segregated by gender & geographical considerations





Key Activities:


Recruit, deploy & train staff to fill the approved EPI staff norms


Recruit & fill  all and 50% of vacant posts at National and States respectively


Support short & long term courses


Conduct MLM training for EPI managers


Develop human resource capacity for EPI


Include EPI in HTI curriculum


Train HTI tutors in EPI


Train health workers in interpersonal communication skills


Conduct immunisation in practice for vaccinators & H/Ws


Strengthen governance and management


Review  ,disseminate & promote use  of EPI policy, guidelines, supervision check lists


Conduct quarterly  supervision/monitoring visits & coordination meetings


Provide multipurpose vehicles to support supervision, management of EPI services and distribution of supplies, integrated monitoring


Conduct County health management team trainings


Institutionalize use of strategic information 


Provision of EPI data collection tools for additional facilities to be operationalized with the grant


Training & mentoring on data analysis & use


Provision of ICT equipment for data analysis


Conduct quarterly data quality assessments


Support Joint health sector annual reviews


Produce annual performance report


Conduct  1 EPI coverage surveys


Conduct 2 Service Availability and Response Assessments’


Mobilize domestic resources for EPI


Develop financial sustainability plan


Lobby for EPI allocations during budgeting process


 Support South Sudan join Vaccine Independence Initiative


Improve public financial management


Support programme implementation & management


Contribute to deployment of long term EPI, Cold Chain & HSS advisors to provide mentoring & coaching


Conduct annual audits


Conduct a midterm  and end of grant evaluation


Program support costs








� For a definition of ‘systems readiness’ see: � HYPERLINK "http://www.who.int/healthinfo/systems/sara_indicators_questionnaire/en/" ��http://www.who.int/healthinfo/systems/sara_indicators_questionnaire/en/� 


�Republic of South Sudan, Ministry of Health. Health Facility Mapping of South Sudan .2011


� South Sudan, Ministry of Health, Basic Package of Health and Nutrition Services for Primary Care,2011


� South Sudan, Ministry of Health, Basic Package of Health and Nutrition Services for Secondary Care,2011


� Republic of South Sudan Ministry of Health. Health Facility Mapping of South Sudan 2011. 


� Health Management Information System, 2011. Ministry of Health, South Sudan


�South Sudan, Ministry of Health, Health Sector Development Plan 2012-2016


� South Sudan, Ministry of Health, Annual Health Management Information System Report, January to December 2011


� South Sudan, EPI Coverage Survey, National Report, June 2012


� Republic of South Sudan, Ministry of Health. Approach to Working with Health Committees. 2011 


� Republic of South Sudan, Ministry of Health. Home Health Promoters Implementation Guidelines. 2011


� Laws of South Sudan, National Public Health Bill. Final Draft Text, Directorate of Legislation Ministry of Justice, January 2013


� Republic of South Sudan. Ministry of Finance and Economic Planning. 2011-2012 Budget. 2011


� Basic Health Care, Service Delivery Framework, Republic of South Sudan. 2012


� The Local Services Support Aid Instrument. Ministry of Finance and Economic Planning, Republic of South Sudan


� Rapid Results Health Project, World Bank. April 2012


� Government of the republic of South Sudan, South Sudan Development Plan,2011-2013(pages 41-45)


� Republic of South Sudan, Ministry of Health, Health Sector Development Plan 2012-2016(section 3.3, pages 16 -22)


� Republic of South Sudan, Ministry of Health, Health Sector Development Plan 2012-2016(section 4.4, pages 23-24)


� Republic of South Sudan, Ministry of Health, Health Sector Development Plan 2012-2016(Annex B, page 35-37)


� South Sudan, Ministry of Health, Annual Health Management Information System Report, January to December 2011


� Republic of South Sudan, Ministry of Health. Report on the EPI-PEI program review. June 2012


� 2006,Southern Sudan Household and Health Survey


� 2010,South Sudan Household and Health Survey


� 2010 Sudan Household Health Survey


�  EPI Coverage Survey, National Report, June 2012 


� 2010,South Sudan Household and Health Survey


� Republic of South Sudan, Ministry of Health. Health Facility Mapping 2011


� Health Facility Mapping,  2011. Ministry of Health, South Sudan.


� EPI Coverage Survey, National Report, June 2012


� Health Management Information System, 2011. Ministry of Health, South Sudan


�South Sudan, Ministry of Health, Health Sector Development Plan 2012-2016


� South Sudan Cold Chain Equipment Inventory 2012


� Effective Vaccine Management Assessment in South Sudan 2012


� Republic of South Sudan, Ministry of Health. Report on the EPI-PEI program review, June 2012


� EPI Coverage Survey, National Report, June 2012





� In special circumstances grant funds can go directly from GAVI to a CSO, please refer to the Application Guidelines for further information. 


� If the annual external audit is planned to be performed by a private external auditor, please include an appropriate audit fee within the detailed budget.
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