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COUNTRY NAME: ETHIOPIA

DATE OF APPLICATION: September 08/October 12, 2015
This proposal form is for use by applicants seeking to request Health System Strengthening (HSS) cash support from Gavi, the Vaccine Alliance (Gavi).  Countries are encouraged to participate in an iterative process with Gavi partners, including civil society organisations (CSOs), in the development of HSS proposals prior to submission of this application for funding.
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Please note that, if approved, your application for HSS support will be made available on the Gavi website and may be shared at workshops and training sessions.  Applications may also be shared with Gavi partners and Gavi’s civil society constituency for post-submission assessment, review and evaluation.   

Gavi’s Key Elements for Health System Strengthening Grants 

The following key elements outline Gavi’s approach to health system strengthening and should be reflected in an HSS grant. They are presented as being either ‘required’ for a Gavi HSS Grant or ‘recommended’ for a Gavi HSS Grant: 
Required Elements:
· 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 system bottlenecks to achieve better immunisation outcomes, including increased vaccination coverage and more equitable access to immunisation. 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 immunisation outcomes.
· Performance based funding (PBF) is a core approach of Gavi HSS support.  All applications must align with the Gavi performance based funding approach introduced in 2012. Countries’ performance will be measured based on a predefined set of PBF indicators against which additional payments will be made to reward good performance in improving immunisation outcomes. Under the PBF approach for HSS, the programmed portion of HSS grants must be used solely to fund HSS activities. Countries have more flexibility on how they wish to spend their reward payments, as long as they are still spent within the health sector. Neither programmed nor performance payments may 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.
· Gavi’s HSS application requires a strong M&E framework, measurement and documentation of results, and an end of grant evaluation. The performance of the HSS grant will be measured through intermediate results as well as immunisation outcomes including diphtheria tetanus pertussis (DTP3) coverage, measles-containing vaccine first dose (MCV1) coverage, fully immunised child coverage, difference in DTP3 coverage between top and bottom wealth quintiles, and percent of districts reporting at least 80% coverage of DTP3. Additionally, so as to systematically measure and document immunisation data quality and data system improvement efforts, independent and recurrent data quality assessments and surveys will be required for all HSS applications. 
· Gavi’s approach to HSS includes support for strengthening information systems and improving data quality.  Strong information systems are of fundamental importance both to countries and to Gavi.  Gavi requires that countries have in place routine mechanisms to independently assess the quality of administrative data and track changes in data quality over time. Countries are strongly encouraged to include in their proposals actions to strengthen data systems, and to demonstrate how their grant will be used to help implement recommendations or agreed action items coming from previous data quality assessments. The process of conducting periodic data quality assessments and monitoring trends should be credible and nationally agreed. For example, incorporating an independent element to the assessments could involve national institutions that are external to the programme that collects or oversees the data collection. Comprehensive information on reporting and data quality requirements are provided in the NVS/HSS General Guidelines for 2015. Please refer to section 3 on Monitoring and Reporting and Annex E on Data Quality.
· Gavi recognises the importance of effective and efficient supply chain systems for the management of existing and new vaccines and health commodities. Gavi has therefore developed and approved in June 2014 a supply chain strategy
. (For more information about the strategy initiatives, see the factsheet http://www.gavi.org/Library/Publications/Gavi-fact-sheets/Gavi-Supply-Chain-Strategy/ ). The Effective Vaccine Management (EVM) assessment and improvement plan are essential steps in the strategic approach to supply chain improvement in countries. 
· New Requirement: As approved by the Gavi Board in June 2014 all future proposals (2015 and beyond) that include Gavi-financing for cold chain equipment intended for vaccine storage shall need to procure pre-qualified equipment by WHO through the Performance Quality and Safety (PQS) programme. The purchase of non-PQS pre-qualified equipment will only be considered on an exceptional basis, with justification and advance agreement from Gavi.
· Gavi supports the principles of alignment and harmonisation (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 the supplementary HSS guidelines. 
· Gavi requests countries to identify and build linkages between HSS support and new vaccines implementation (Gavi NVS) – linkages to routine immunisation strengthening, new vaccine introduction, and campaign planning and implementation must be demonstrated in the application. Countries should demonstrate alignment between HSS grant activities and activities funded through other Gavi cash support, including vaccine introduction grants and operational support for campaigns.
· As part of vaccine introduction, Gavi HSS support should be used during pre-and post-introduction for strengthening the routine immunisation system to increase the coverage e.g. through social mobilisation, training, supply chain management etc. (see grant categories in table 1 of the Supplementary HSS Guidelines) for all the vaccines supported. This should complement other sources of funding including vaccine introduction grants from Gavi.  
· Applications must include details on lessons learned from previous HSS grants from Gavi or support from other sources such as previous New and Underused Vaccine Support, the EVM assessment or PIE tools, EPI reviews etc. 
· Applications must include information on how sustainability of activities and results will be addressed from a financial and programmatic perspective beyond the period of support from Gavi.
· Applications must include information on how equity (including geographic, socio-economic, and gender equity) will be addressed.
· Applications will need to show the complementarity and added value of Gavi support to reducing bottlenecks and strengthening the health system, relative to support from other partners and funding sources and relative to other funding from Gavi specific to new vaccines and/or campaigns.
Recommended Elements:

· Gavi supports the use of Joint Assessment of National Strategies (JANS).  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’s approach to HSS includes support for community mobilisation, demand generation, and communication, including Communication for Immunisation (C4I) approach. 
· Gavi supports innovation. Countries are encouraged to think of innovative and catalytic activities for inclusion in their grants to address HSS bottlenecks to improving immunisation outcomes.  
· Gavi strongly encourages countries to include funding for CSOs in implementation of Gavi HSS support to improve immunisation outcomes. CSOs can receive Gavi funding through two channels: (i) funding from Gavi to Ministry of Health (MOH) and then transferred to CSO, or (ii) direct from Gavi to CSO.  Please refer to Table 1 for potential categories of activities to include in budget for CSOs and Annex 4 of the Supplementary HSS Guidelines for further details of Gavi support to CSOs.  
· Recommended: Countries can incorporate new strategy elements in their NVS and HSS proposals that begin to address the three key elements of supply chain management fundamentals (supply chain managers, supply chain performance dashboards, and comprehensive supply chain management plans) and can use existing resources such as: 

· The EVM, EVM improvement plan and the Progress report on the EVM improvement plan which shall be submitted with applications, if available; and, which should contribute to providing evidence on the existing cold chain status and the country plans to address supply chain bottlenecks and inform the development of a comprehensive supply chain management plan. 

· While Gavi’s current PBF approach is applied to HSS grants at the national level, Gavi also encourages countries to consider using performance-based funding at sub-national levels. Where appropriate, countries may decide to align with other PBF programmes, such as the World Bank’s results-based financing (RBF) programmes, and if so, sufficient information must be included with the Gavi HSS proposal on how funding will be aligned. If aligning to a World Bank RBF programme, please provide the concept note or programme design document. Describe which of the objectives of the grant are for the PBF/RBF programme. Please also attach the results framework and budget for the RBF programme.  Please note that more than one immunisation-related indicator is expected to be part of any such PBF/RBF programme, if the Gavi HSS grant is proposed to be aligned with it (please see part IV of the Introduction to the Supplementary HSS Guidelines).
· Applicants are encouraged to identify technical assistance (TA) and capacity building needs for implementation and monitoring of the HSS grants. Applicants are required to include details of short term and long term TA if they are requesting TA as part of the HSS application to ensure strong implementation and effectiveness of Gavi HSS support.
	PART A - SUMMARY OF SUPPORT REQUESTED AND APPLICANT INFORMATION

	For further instructions, please refer to the Supplementary Guidelines for HSS Applications


Checklist for a Complete Application 

A completed application comprises the following documents. Countries may wish to attach additional national documents as necessary. 
	HSS Proposal Forms and Mandatory Gavi attachments

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

	No.
	Attachment
	X

	1.  
	HSS Proposal Form 
	X

	2.  
	Signature Sheet for Ministry of Health, Ministry of Finance and Health Sector Coordinating Committee (HSCC) members
	X

	3. 
	Aid Memoire from latest Joint Appraisal Review
	

	4. 
	Minutes of three most recent HSCC equivalent meetings
	X

	5.  
	Provide the results framework, (or M&E section) of NHP  
	X

	6.  
	Detailed budget, gap analysis and work plan or equivalent documents
	X


	Existing National Documents - Mandatory Attachments 

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

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

	No.
	Attachment
	X

	7.  
	National health strategy, plan or national health policy, or other documents attached to the proposal, which highlight strategic interventions
	X

	8. 
	National M&E Plan (for the health sector/strategy)
	X

	9.  
	Country Comprehensive Multi-Year Plan for Immunisation (cMYP)
	X

	10. 
	Effective Vaccine Management (EVM) Assessment report (from an EVM conducted within the preceding 36 months). In addition the related documents must be attached if available. : if this is not available, please indicate when the next EVM is anticipated.
· Latest EVM Improvement Plan. In case an EVM Improvement Plan is not provided, the country shall provide a justification and identify a plan for developing the improvement plan. 
· Latest Progress Report on the EVM Improvement Plan Implementation (no older than 6 months prior to proposal submission). In case a Progress Report on the Improvement Plan Implementation is not provided, the country shall provide a justification. The latest report attached here is that of 2013. The standard frequency to do this assessment is every three years. Therefore the attached document is still valid. 
	X
X


	1. Applicant Information

	Applicant:
	Federal Ministry of Health

	Country:
	Ethiopia

	Proposal title:
	Health Systems Strengthening Support

	Proposed start date:
	July 2016 

	Duration of support requested:
	Four years 

	Total funding requested from Gavi:
	80,590,000

	Contact Details

	Name:
	Dr. Hermela Girma
	Dr. Amir Aman

	Organisation and title:
	Director,

Financial Resource Mobilization Directorate 

Federal Ministry of Health
	State Minister

Federal Ministry of Health

	Mailing address:
	Federal Ministry of Health

P.O.Box 1234

Sudan Street

Addis Ababa, Ethiopia

	Telephone:
	+251 115 545414
	+251 115 516396

	Fax:
	+251 115 159977
	+251 115 159657

	E-mail addresses:
	pomiggk@gmail.com

	amire_amane@yahoo.com



	2. 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:

· The main entity which led the proposal development and coordination of inputs. It is possible to have multiple lead implementers, however the country must decide which department will lead the proposal development process. 

· The roles of HSCC and ICC.  

· Cooperation between EPI programme and the other departments of MOH involved in the proposal development (including Departments of Planning, Child Health, HMIS, and Central Medical Stores (or related Supply Chain Units), etc.). 

· Involvement of sub national level (provincial, district, etc.) entities.

· 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, with contact details, or of the CSO platforms involved.

· The names and roles of other specific development partners/donors. 

· The role of the private sector, if applicable.

· Description of technical assistance received during the proposal development. Include the source of technical assistance and a comment on the quality and usefulness of that technical assistance.

· 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).

· Description of the most challenging elements during the proposal development and how they were resolved.

	The call for proposal was sent to the Federal Ministry of health by Gavi secretariat. Then the government decided to align the proposal with other strategic documents which were under development. The key strategic documents include the 20 years visioning document, the five years health sector transformation plan, the revision of newborn and child survival, strategy and cMYP. Following the decision the FMoH management established a technical working group from various directorates which have direct or indirect impact on immunization outcome. The technical working group included members from Maternal and Child Health (MCH) Directorate, Pharmaceutical and Logistics Management Unit (PLMU), Policy and Planning Directorate (PPD), Public Health Infrastructure Directorate (PHID), Health Extension Program (HEP) Directorate, Ethiopian Food, Medicine and Health Care Administration and Control Authority (EFMHACA), Pharmaceutical Fund & Supply Agency (PFSA), and the team was led and coordinated by the Financial Resource Mobilization Directorate (FRM). The first draft document was developed by this technical working group and shared with the management of the Ministry, Joint Core Coordinating Committee (JCCC) including WHO and UNICEF, the CSO members (CCRDA and CORHA), Ministry of Finance and Economic Development (MOFED) and wider stakeholders.  
The JCCC members reviewed the draft document and gave detailed, critical and constructive comments which were taken fully and incorporated to improve the proposal. The WHO EPI unit was also requested to give technical feedback on the second draft which also helped to improve the specific areas related with the supply chain management and specific areas related to EPI activities.

CSOs mainly CCRDA also participated in the discussions held to improve the draft documents and gave constructive comments regarding the involvement of CSOs in the implementation of the proposal. They also checked if their comments were incorporated.
The regional health bureaus and the woreda health offices have been involved in the development of the strategic document (Health Sector Transformation Plan) for the sector and also for each focus area. The five year strategic documents have been prepared for various programmes such as newborn and child, maternal and disease specific (HIV, TB and malaria control and prevention programs) and Monitoring and Evaluation and Medical Services. The sub national stakeholders have been part of the core technical team who developed all strategic documents which were used to develop this proposal.

In addition, the proposal development took advantages of the overall analysis done in the sector for the preparation of the five years Health Sector Transformation Plan. The health sector is moving into a new era of transformation after a successful completion of two decades of health sector development program (HSDP I to IV). The 20 years visioning document has an overall goal of reaching the Universal Health Coverage (UHC). The development of the visioning document targets to reach the UHC coverage in 2035. It   is the guiding document to reach the UHC through strengthening the primary health care service.  It is developed based on the extensive assessment of the previous, current and the upcoming challenges and opportunities in the health sector.
HSTP is the first phase of the visioning document and all programme specific strategies will contribute  to the achievement of HSTP. Sub national level consultation was made during preparation. The regional and woreda health offices at various levels contributed for improvement of the document. The Gavi HSS proposal is prepared based on the HSTP document in such a way that this support will have direct and indirect contributions to the improvement of immunization outcomes. 
Gavi is currently following the IHP+ principles to align and harmonize its support with the government priorities and focus on system strengthening than vertical approach.  Therefore, this proposal is prepared using the format for application to SWAP approach. 
The main challenge in this proposal development process was to align the proposal with all the parallel specific programme strategies. The change of the format after submission also demanded additional time and effort. However, there was a discussion on the two challenges and the timing for application was changed to September instead of January. This enabled the whole process to align with the ongoing efforts and make it a better proposal. On the other side, The development of several strategic documents and the feedbacks provided were opportunities for improvement. 


	Signatures: Government endorsement 

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

                  Minister of Health                                           State Minister of Finance
Name: Dr. Kesetebirhan Admasu                                     Name: Ato Alemayehu Gujo
Signature:  ​​_________________________                       Signature: ________________________
Date:  ______________________________                       Date: ____________________________
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	Signatures: Health Sector Coordinating Committee endorsement 

	We the members of the JCCC, met on the October 7, 2015, to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached. The minutes of the meeting endorsing this proposal are attached to this application. 

	JCCC members
	Title / Organisation
	Name
	Please sign below to indicate the attendance at the meeting where the proposal was endorsed
	Please sign below to indicate the endorsement of the minutes where the proposal was discussed

	Chair
	Director, Policy and Planning Directorate, FMOH
	Noah Elias
	
	

	Secretary
	JCCC Secretary
	Biruk Abate 
	
	

	MOH members
	Director, Resource Mobilization Directorate, FMOH
	Dr. Hermela Girma
	
	

	MOH members
	Technical Assistant, FMOH
	Dr. Mekdim Enkossa
	
	

	CSO members
	CCRDA, Core group
	Dr. Fillimona Bisrat
	
	

	WHO
	National Professional Officer, Health system and Services


	Dr. Sofonias Getachew
	
	

	UNICEF 
	Health Systems Specialist
	Amsalu Shiferaw
	
	

	UNAIDS
	Strategic Intervention adviser, UNAIDS
	Dr.  Neghist Tesfaye 
	
	

	USAID
	Health and Population officer Health, AIDS, Population and Nutrition officer


	Siana E.Tackett
	
	

	Netherlands Embassy
	First Secretary Health
	Bouwe-Jan Smeding
	
	

	Irish Aid
	Health and Nutrition Programme Manager

	Amanauel Kidane
	
	

	Italian Cooperation
	Project Coordinator


	Pasquale Farese
	
	

	Spanish Development Cooperation
	Senior Programme Manager
	Esteban Lopez-Plaza
	
	

	European Union Delegation to Ethiopia
	Program Manager
	Habtamu Adane
	
	

	DFID
	Health Adviser
	Kassa Mohamed
	
	


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


	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	3. Executive Summary

	Please provide an executive summary of the proposal, of no more than 2 pages, with reference to the items listed below:

· 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. 

· A summary description of the population to be covered by the intervention (i.e. total population targeted). 
· Objectives and the related budget for each objective. 

· 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. 

	 Since its introduction in 1980, Immunization coverage in Ethiopia has shown measurable progresses. The administrative coverage showed significant improvement from 42% in the 1990s to more than 91.1% coverage in 2014. 
However, the 2012 national Immunization coverage survey showed lower coverage than reported through administrative data with wide regional variation and significant drop outs. Decline in performance was also noted in the trends of administrative data This led the Ministry and partners to critically analyse the bottlenecks and prepare an improvement plan. A situational assessment was done at various levels including regions, zones woredas and health facilities. Key bottlenecks identified include lack of demand for service, low data quality and inadequate utilization of data for decision at local level, high dropout due to different reasons, in adequate capacity, poor logistic management and physical access found to be barriers. Recommendations also suggested at all level. Based on those recommendations and the direction given by H.E the Minster, the improvement plan for immunization was prepared in 2014 with participation of a wide range of partners and revision of several references. 

The Government of Ethiopia is highly committed to expand access to basic health service including immunization to every corner of the country and to all parts of the community. All citizens have equal chance to use basic health services   without any type of discrimination. Ethiopia is also hosting highest number of refugees in Africa the country is providing basic health services particularly immunization to refugee community. . Besides, in the cross border sites where there are high population movement, there are fixed vaccination posts which provide vaccination services especially that of Polio Vaccine. 
Even though the government is working on availing quality health service to all parts of the country and for all population groups, there are still considerable disparities in key health outcomes when analysed with different equity markers. Because of the disparities and inequalities, the health sector priority in HSTP is addressing equity and quality of health service.  

The mission of Health Sector Transformation Plan is  “To promote health and wellbeing of Ethiopians through providing and regulating a comprehensive package of promotive, preventive, curative and rehabilitative health services of the highest possible quality in an equitable manner.” its  focus is  ensuring Quality and Equity in health service delivery.  Objectives of HSTP include improving health status, improve community ownership, improve efficiency and effectiveness in financial management, improve access to quality health services, improve logistics supply and management, enhance use of technology and innovation and improve health infrastructure. The medium of translating the health component of the GTP II is the Health Sector Transformation Plan, the main program of the health sector that is being implemented within the framework of the Sector-Wide Approach programs (SWAP). 

Implementation of the GAVI support will be under the framework of the HSTP. Mainly four technical directorates (MCH, health systems special support, primary health care and HEP, policy planning directorates and logistics management unit  under over all guidance of the Minster and  close follow-up of two state Minsters are responsible for implementation of the proposal in line with broader HSTP. At sub national level the respective structure will be responsible. The primary health care is main implementer. CSO will provide implementation support through capacity building of the health system particularly in hard to reach areas. Development partners will support implementation and jointly monitor the progress. Monitoring and evaluation will be conducted under the framework of HSTP. In line with other HSTP monitoring and evaluation framework such as disbursement linked indicators, progresses of the six immunization indicators will be monitored. Finance will be managed as per the government’s rules and regulations. Pooled procurement of good and service will be implemented to avoid fragmentation and enhance efficiency. Periodic financial and activity report will be provided for SDG PF contributors. Internal and external audit will be made and the findings will be communicated to pool fund contributors. IFMIS will be rolled out to sub national level.
The primary beneficiaries of this proposal will be infants in Ethiopia, as the country has large birth cohort of 3,000,000 births annually. However, children above 12 months who were not vaccinated and/or have missed the opportunities or did not get full immunization are also important target group. 
Besides, pregnant women and adolescent girls will benefit as the immunization system improves. the overall health system will be strengthened and   both service quality and quantity will be improved.



	4. Acronyms

	· Please detail the full version of all acronyms used in this proposal, including in the HSS M&E Framework (Attachment 3) and in the Budget, Gap Analysis and Work plan Template (Attachment 4).

	Acronym
	Acronym Meaning

	AEFI
	Adverse Event Following Immunization

	AIDS  
	Acquired Immuno Deficiency Syndrome

	ANC

	Ante Natal Care

	ARM
	Annual Review Meeting

	ASC
	Audit Service Corporation

	CCI
	Cold Chain Inventory

	CCRDA
	Consortium of Christian Relief and Development Association

	cMYP
	Comprehensive Multi-Year Plan

	CHIS
	Community Health Information System

	CSO
	Civil Society Organizations

	CSS
	Community Systems Strengthening

	eHMIS
	Electronic Health Information System

	EMR  
	Electronic Medical Records

	EPI
	Expanded Program of Immunization

	EVM
	Effective Vaccine Management

	EFMHACA
	Ethiopian Food, Medicine and Health Care Administration and Control Authority

	FMoH
	Federal Ministry of Health 

	GAVI
	Global Alliance for Vaccine and Immunization

	GFATM
	Global Fund to fight against AIDS, TB and Malaria

	GMP
	Good Manufacturing Practice

	GoE
	Government of Ethiopia

	GTP
	Growth and Transformation Plan

	HEP
	Health Extension Program

	HEWs
	Health Extension Workers

	HIV  
	Human Immunodeficiency Virus

	HIT
	Health Information Technicians

	HMIS
	Health Management Information System

	HMO
	Health Management Office

	HSDP
	Health Sector Development Plan

	HSTP
	Health Sector Transformation Plan

	HPN
	Health Population and Nutrition

	HSS
	Health system Strengthening  

	HSTP
	Health Sector Transformation Plan

	ICCM
	Integrated Community Childhood illnesses Management

	IHP
	International Health Partnership

	ILR
	Ice Land Refrigerator

	JANS
	Joint Assessment for National Strategies

	JCCC  
	Joint Core Coordinating Committee

	JCF
	Joint Consultative Forum

	JFA
	Joint Financing Arrangement

	M&E                
	Monitoring and Evaluation

	MDGs
	Millennium Development Goals

	MDG PF          
	Millennium Development Goal Performance package Fund

	OFAG
	Office of Federal Auditor General

	PCV 10
	Pneumococcal Conjugate Vaccine 10

	PFSA
	Pharmaceutical Fund & Supply Agency

	POA
	Plan Of Action

	PQS
	Performance Quality Safety

	RDQA
	Routine Data Quality Assessment

	RED
	Reaching Every District

	RIIP
	Routine Immunization Improvement Plan

	RHB
	Regional Health Bureau

	SWAP

	Sector Wide Approach Programs

	TA 
	Technical Assistance 

	UHC
	Universal Health Coverage

	UNICEF
	United Nations Children’s Fund

	US  
	United States

	WHO
	World Health Organization


	PART C– SITUATION ANALYSIS


	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	5. Key Relevant Health and Health System Statistics

	· Please use the tables below to provide information on vaccines currently used by the Immunisation Programme as well as on any vaccines planned for future use.  

· In the textbox below the tables please provide the most recent statistics for the key health, immunisation, and health system indicators by referring to the most recent EPI Review, Health Sector Review or DHS. Please also attach the source document. 
· If there is an existing coverage improvement plan / equity analysis and action plan, whether supported by Gavi, please list key findings/recommendations 
· Where possible, data on the key statistics should be presented showing: rates for early marriage, maternal and infant mortality, vaccine coverage by wealth quintile differences, and coverage disaggregated by sex. Data on vaccine coverage by maternal education should also be included if available.
· If available, disaggregated data for the key statistics indicators showing differences by geographic location (region / province) and urban / rural should also be included in the space provided after the table.
· If relevant, please include information on the impact on the health system of refugee or internally displaced populations, whether due to natural disaster or conflict.
· Please include activities related to addressing equity issues or particular populations such as IDPs in sections 11 (Objectives of the Proposal) and 12 (Description of Activities). 


	Vaccines Currently Used by the Immunisation Programme

	Vaccine
	Year of introduction 
	Comments (including planned product switches, wastage etc.)

	BCG
	1980
	

	Measles
	1980
	

	OPV
	1980
	

	TT
	1980
	

	DPT
	1980
	

	Hib (as DPT-Hib-HepB)
	2007
	

	HepB (as DPT-Hib-HepB)
	2007
	

	PCV 10
	2011
	

	Rota
	2013
	

	Vaccines Planned for Future Use by the Immunisation Programme

Note: This section should include any future vaccines currently under consideration by the country and does not represent a commitment by the country to introduce the vaccines listed below.

	Vaccine
	Month / Year of Introduction 
	Comments (including planned product switches, wastage etc.)
	Plan for vaccine introduction taken into account in HSS application? If not, why not?

(Requirements for cold chain, human resources etc)

	IPV 10 dose 
	October,2015
	
	Yes

	Measles -Rubella
	2017
	
	Yes

	Meningitis A (Conjugated) 
	2018
	
	Yes

	Yellow Fever 
	2019
	
	Yes

	Human Papilloma Virus (HPV)
	2018
	Demo will be implemented in 2016
	Yes

	Hepatitis B (Birth dose)
	2018
	
	

	Please use the space below to provide:

· Further disaggregation of the data provided in the supporting documentation (if available). This data will be used to illustrate equity differences by geographic location and urban/rural.  
Indicator

Source

National Average 

Year

DTP-Hep-Hib Coverage 3

Administrative Coverage

94.1%
2014/15
Cluster Survey 

65.7 %
2012
Measles Coverage
Administrative Coverage

89.9%
2014/15

Cluster Survey

68.2% 
2012
Dropout rate between (Penta 1-Penta 3)
Administrative Coverage

-
2014/15
Cluster Survey

25.6
2012
Fully immunized child coverage %

Administrative Coverage

86%
2014/15

Cluster Survey

49.9
2012


	The most recent cluster survey was conducted in 2012. 
The HSTP has specifically done an Equity analysis within the health sector at both outcome and impact level (section 3.4.2). There is noticeable difference in skilled birth attendance (more in urban areas and those with better income and very low in Gambella region), ANC (low in Somali region), TFR (lower in Urban areas), and stunting (low in AFAR region). Childhood mortality was higher in rural areas than in urban areas with under-five mortality of 114 and 83among 1000 live births respectively. These rates were highest in Benishangul-Gumuz with 169 deaths and lowest in Addis Ababa with 53 deaths per 1000 live births.
The HMIS report of EFY 2006 showed that the coverage of Pentavalent 3, PCV3 and Measles vaccine coverage have reached 91.1%, 85.7%, and 86.5%, respectively. Fully immunized children under one year of age also reached 82.9% in EFY 2006. Though the coverage is improving, the program is challenged with dropouts, shortage of supplies, vaccine stock out and cold chain breakages. The major challenges to increased number of unvaccinated children are: Shortcomings in service delivery strategies and human resource capacity, threats to immunization supply chain management and logistics, constraints in data quality management, archiving and analysis and gaps in monitoring and supportive supervision. 

Ethiopia has prepared a Comprehensive Multiyear Plan (2016-2020) which provides national goals, that address all components of the immunization system, But it is still at draft stage.
Even though the government is working on availing quality health service to all parts of the country there are still some areas that are far behind the national average in their health and health related indicators. The Federal Ministry of Health has taken this problem of inequity into consideration and plan to address them during the health sector transformation program. Specifically the inequities related to the EPI program will be identified during the coverage survey which is planned to take place in 2016. (EPI cluster survey).


	6. 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 an NHP, or if other documents are referenced in this section, please provide these other key relevant documents.

It is recommended that applicants refer to Gavi’s health system strengthening grant categories detailed in the Supplementary Guidelines for HSS Applications (Table 1). Please refer to the list of health sector aspects in the Supplementary HSS Guidelines and if any are not included in your reference documents then 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. 

	The Ethiopian health service is organized into three tier system
. The first level is primary level care which is composed of one primary hospital, four Health Centre and twenty satellite Health posts. The primary level provides preventive, promotive and basic curative services. The second level is general hospital which provides service for about 1 to 1.5 million populations. The second level care includes curative service and training of frontline health workers. The third tier is a specialized hospital which serves an average of 3.5 to 5 million people. Whereas the tertiary level focus on in complex curative service, specialized trainings and research. The health care facilities are linked with referral system. 
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Fig.1. the health system tire 
Community Health system

Community health system in Ethiopia comprises the health extension program (HEP) and the health development army (HDA)
. The Health Extension Program (HEP) is an innovative community based intervention begun in 2004 to make health services accessible to the majority of the population, especially to the rural and underserved segments of the society. HEP is marked by institutionalization of community-based health care, setting of priority service packages, and strong government leadership. The health extension program has been extended to pastoralist and urban areas as well. As thus far, about 38,000 HEWs have been trained and deployed in agrarian, pastoralist and urban areas.  
In order to reach every households, the organized Health Development Army (HDAs) which is complimentary initiative to HEP, was initiated in 2012/2013. HDA is designed to ensure the systematic organization of, and inclusive and collaborative movement of the communities through active participatory learning and actions.  The HDA provides an effective platform to engage the community in the planning, implementation, monitoring and evaluation of health and other programs in the community.

 Nevertheless, as literacy and socioeconomic situation improves, the demand for quality and wide scope of services in their closest is also increasing. Hence, the FMoH is working to improve the skills and competency of HEWs through integrated refresher in-service training, replacement for turnover and upgrading of HEWs into level 4 (diploma). As the scope of services grows some health posts need rehabilitation and renovation. Strengthening the competency of HDAs is also important for sustained empowerment of community and the GAVI support will complement the support of community system. 
Access to health services 

Remarkable progress has been made in improving access to health service in Ethiopia through massive expansion of primary hospitals, health centres and health posts
. According to July 2015 HSDP annual report, the number of public facilities (health posts, health centres and hospitals) is 16,440, 3,586 and 234 respectively. Besides, about 4090 different private level health facilities including 63 hospitals, 280 higher, 850 medium and 2,899 lower level clinics are providing curative service. CSO also run about 200 health facilities of which six hospitals, 21 health centres and clinics at different level.

 This implies that potential health coverage is about 98 % and population has an access on an average of 5, 10, and 50 KM for health posts, health centers and primary hospitals respectively. The health facilities are less equipped and staffed compared to the national standard. Health care facilities are also networked for referral service. The health service delivery is organized at household/family, community outreach and health facility level. For instance, according to SPA+ 2014 assessment, child vaccination service is provided at 81%, 89%, and 82% of health posts, health centers and hospitals respectively. 

Health Information System (HIS)

Ethiopia implemented Health Management Information System (HMIS) since 2008. The HMIS was revised in 2013 and able to capture key indicators at all levels of service delivery. About 3,736 (98%) of public facilities implemented HMIS
. On average 72% of source documents were available from HMIS used for various decision making at each level including decentralized planning, budgeting, monitoring, review of progress and evaluation. Community health information system (C-HIS) is also rolled out in over 77% of health posts. However, improving the quality and use of data from all sources is important.  
Health Workforce 

Adequate numbers and mix of motivated and skilled human resources are essential at all levels of the health system.  Pre-service enrolment of various categories of health workers has increased from 0.84 to 1.3 per 1000 population between 2008 and 2013
. Yet, the doctor, health officer, nurse and midwife to population ratio is 0.7 per 1000 population, far behind the minimum threshold of 2.3 doctor, nurse and midwife to 1000 population ratio required to ensure high coverage with essential health interventions (revised HRH strategy-FMOH, 2014). Besides to shortage of different categories of health workers, urban-rural and regional disparities, limited skills, low productivity, poor motivation and retention are key challenges. The support from GAVI will contribute to the improvement of health workers number and competency.

 Pharmaceuticals Supply Chain and Logistics Management

Pharmaceutical Fund and Supply Agency (PFSA) supply and manage pharmaceuticals in the country
. Integrated pharmaceutical and logistic system (IPLS) has been implemented to improve information recording, storage, reporting and distribution system. This has also improved the availability of essential drugs. The national storage capacity has increased by more than ten folds and distribution capacity has increased by more than four folds. Cold chain storage capacity has increased from 50 m3 to 800 m3. Recently, PFSA has started the delivery of vaccines in an integrated manner through its branches. However, the distribution of supplies of vaccines is hampered by shortage of vehicles. There is also capacity gap in information management such as record keeping, inventory, quantification and forecasting, compilation of timely requisitions and consumption reporting. Improving capacity of supply chain and management is important.

 Infrastructure and ICT 

While physical access to services is improved, health facilities are not able to provide some important health services, for example related to MNCH due to lack of power, water supply, sanitation facilities and emergency transport
. According to service provision assessment survey, only about half of health facilities has regular power supply, about three-fourth has safe water supply less than two-thirds have access to emergency transport service and some of health facilities are not performing e-HMIS. Improving infrastructure of health facilities will contribute to service quality improvement 
Health Care Financing 

According to the fifth National Health Accounts  (NHA) study, total spending on health has been growing steadily from ETB 11.1 billion (US$1.2 billion) in 2007/08 to ETB 26.5 billion (US$ 1.64 billion) in 2010/11
.  The per capita health expenditure increased from US$ 16.10 to US$ 21 during the same period. The per capita spending on health grew five-fold during the last 15 years largely due to increased international funding and implementation of the health sector financing reform (HSFR). Yet, the share of government expenditure remains low at 5.6% of the Government budget in 2011.

The contribution of development partners has been significant for the health sector in Ethiopia
. Close to half of the health spending is covered by development partners. Global fund and MDG pool fund including GAVI are the major sources of external fund for the health sector. The MDG Performance Fund (MDG PF) is a pooled funding mechanism managed by the FMOH using GOE procedures. 

The Joint Financing Arrangement (JFA) was revised and signed by development partners in July 2015. The JFA refers to the arrangement that sets out the jointly agreed terms and procedures for previous MDG PF management (current sustainable development Goals) SDG PF, including planning, financial management, governance framework and decision-making, reporting, review and evaluation, audit and supply chain management. As per the JFA, the pool fund covers all program areas where there is a funding gap, with the exception of salaries or wages. The number of partners contributing to the MDG PF has increased from 6 to 12 over the last three years. The amount of resources coming through the MDG/PF is also increasing year-on-year. This shows an improvement of 7 % (from 35% to 42%) in channelling funds through the pool fund channel over the past three years. This is a meaningful achievement both for the Government and development partners in improving harmonization in financing the health sector and implementing aid effectiveness. Areas financed by the MDG PF are also well aligned with the priorities of the health sector. Maternal health, equipping health facilities, health systems strengthening, child health and prevention and control of diseases are the top ranking areas of resource allocation.  

Governance and Coordination

Ethiopia has increasingly decentralized oversight and management of its public health system to the regions and woreda level
. The governance of the HSTP is defined and developed within the context and framework of the wider political system i.e. the Federal system.   There is different governing and coordination body to lead govern and coordinate the health sector plan (Detail are described in section 18).  




	7. 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 plan, and what the key findings of an independent JANS of the strategy were.  The Independent Review Committee (IRC) will use the findings of a JANS 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.
· Please provide a reference to the relevant sections and pages in the NHP which outline immunisation policies, objectives, and activities. 

· If a 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.

	The EPI policy guideline revised in 2015 is intended to provide updated direction on implementation of immunization for service providers and managers in Ethiopia. The policy guideline will enable the delivery of quality immunization services to every child and women of child bearing age against vaccine preventable diseases. The guideline has different initiatives related to the disease prevention and control  including increasing immunization access and coverage, reduce drop out and defaulter tracing, improving the quality of immunization services, improve public awareness and community participation through appropriate program communication, sustain high immunization coverage and strengthen surveillance of target disease and adverse events following immunization (AEFI) 
Vaccine Transition plan is the major policy shift or direction which aims to improve cold chain capacity and management by enhancing cold chain functionality and efficient vaccines and health care supplies requiring cold stores stock management. It also helps to improve cold storage capacity and management at central, hub, sub-hub and health facility levels. Ultimately, PFSA is expected to directly deliver vaccine to health facilities which improves vaccine stock and cold chain management.  
After a focussed intervention in the immunization program there has been a dramatic increase in immunization coverage which has significantly decreased fatalities associated with vaccine preventable diseases. The  HMIS report  for EFY 2006 (2013/2014) showed that the coverage of Pentavalent 3, PCV3 and Measles vaccine coverage have reached 91.1%, 85.7%, and 86.5%, respectively. Fully immunized children under one year of age also reached 82.9% in EFY 2006. Though the coverage is improving, the program is challenged with dropouts, shortage of supplies, vaccine stock out and cold chain breakages. (HSTP, section 3.2.2.2, Page 16). Currently, Ethiopia is providing 10 antigens targeting major killer diseases during childhood.  Four new vaccines (PCV 10, HPV, Rota and Penta) were introduced since 2007 in addition to the already existing 6 traditional antigens. The introduction of these new vaccines coupled with ICCM program and implementation of Health extension program is expected to further lower childhood morbidity and mortality due to Pneumonia and diarrheal diseases. 
The FMoH, RHB and developmental partners have developed a new health sector strategic plan for the next five years. This strategic plan, the “Health Sector Transformation Plan (HSTP)" indicates the overarching themes for the period ahead; to transform the sector to increase the quality of health services and to reduce inequities. The HSTP will be implemented from July 2015 to June 2020. FMoH has consulted stakeholders at various stages throughout the development process and on earlier drafts of the HSTP document. Consultations of development partners were structured using the JANS tool. Consolidated comments from all consultations informed the development of the draft HSTP document. The performance measure sited in the HSTP document is to increase the proportion of Pentavalent 3, measles immunization and fully immunized children from 91% to 98%, from to 87% to 95%, and from 84% to 95% respectively.(Page 101, HSTP) 
Following the development of a draft HSTP, the Ministry of Health decided to conduct a joint assessment of the latest version of the HSTP (May 2015), using the revised JANS tool (August 2013). The JANS uses a shared approach to assess the strengths and weaknesses of the strategic doc, HSTP, and is accepted by multiple stakeholders.

The overall aim of the independent assessment using the JANS tool was, to review the content and development process of the HSTP to ensure that the strategic plan meets the expectations of different actors in the health sector. 
 Extensive document review and interviews were conducted by the JANS team composed of international and national experts. The team reviewed several strategic documents including envisioning Ethiopia’s Path towards UHC through PHC (20 year vision), Revised Health Policy 2015, programme specific startegies, various studies and reports and the draft Health Care Financing Strategy. Consolidated feedback was given on the draft document. Interviews were held with a wide range of FMOH staff including top and midlevel management of the FMOH and programme managers, including those funded through GAVI and GFATM, Ministry of Finance and Economic Development (MOFED), DPs, NGOs, CSOs and the private sector.
The feedback was presented to Ministers, senior staff of FMoH and representatives of development partners and followed by a final wrap-up meeting with the State Minister and senior staff.
Finally; the core technical working group composed of participants from the Federal Ministry of Health, the regional Health Bureau and the agencies incorporated the comments given by the JANS team and revised the HSTP accordingly. For few comments which were not accepted the FMoH justified in the matrix.  


	8. Monitoring and Evaluation Plan for the National Health Plan

	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 M&E Plan for the national health plan. 
· 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 in the national health plan for further details. 

· Please attach a copy of data quality assessment report(s) conducted within the last 5 years and data quality improvement plans.

· Please provide a description of how development partners are involved in the M&E of the national health plan implementation and financing. Is there a Joint Annual Health Sector Review (JAR) and if so how and when are they are conducted? Please outline the extent of Gavi involvement in the JAR process. 
· Please explain how immunisation programme reviews are linked to the JAR, and if they are not linked currently, what will be done to establish linkages. 

	The FMOH has developed M&E framework in line with HSTP, in which immunization is part of it. The M&E framework is an integral part of the HSTP. List of input, output, outcome and impact indicators are included in the M&E framework, together with their baseline, target, source of data, periodicity and level of data collection. Immunization remains to be one of the priority components. 

In HSTP period the M&E system will be transformed to fulfill the information demand for decision making towards quality and equity. FMOH through HSTP envisions all of its citizens enjoy equitable and affordable access to all type of health services. To realize this, it entails robust M&E system that uncovers status of utilization of health services and desirable healthy practices using key equity lenses. So in addition to measuring average or aggregate levels of indicators, it is essential to have measures disaggregated by a range of demographic (i.e., age and sex), geographical (i.e., urban/rural and regional differences) and socio-economic (i.e., wealth and education) stratifiers as well as to develop appropriate indicators reflecting equity, of which immunization is an important component.

Multiple data sources will be used in the M&E framework of HSTP. Data sources will include routine administrative sources (such as the Health Management Information System), household surveys (such as the Demographic Health Survey, MIS, EPI coverage survey, NHA), health-facility surveys (such as Service Provision Assessment – SPA+ and Service Availability and Readiness Assessment – SARA), disease and behavioral surveillance, civil registration and vital statistics, financial and management information, censuses, and research studies. Information from public private sectors and CSO will be gathered to provide full picture of health system performance, data sources outside the health sector will also be integrated.

Furthermore, quantitative and qualitative data will be gathered during inspection, supportive supervision, joint review mission (JRM), midterm evaluation (MTR) and other field visits to understand the full picture of the health system performance. Since many determinants of health are found outside the health system (i.e. education, road infrastructure, water and sanitation), it is crucial to integrate data sources from other sectors.
The information from various sources will be kept in an integrated data warehouse and repository for easy access, triangulation, and made accessible to all stakeholders, so that self-generated reports and analytical reports will be produced by responsible agencies and disseminated. Data exchange standards will be implemented in the various HIS components to enable interoperability among the different systems. Information flow of the existing HIS system follows the “one report” principle of “one plan-one budget-one report” framework, meaning that all institutions and stakeholders report according to the standard reporting format based on the common set of indicators and to one monitoring calendar. 

 HSTP promotes the involvement of all stakeholders in the M&E process up to use of information including finance providers, managers and users of health service. Stakeholders and development partners were fully involved in the design and development of M&E framework of HSTP.

Each year federal ministry of health conducts Annual Review meeting (ARM) with participants from RHB, Agencies, federal institutions, woreda health offices, Universities, hospitals, associations, Private sectors, Stakeholders including development partners and implementing partners. During these meetings, achievements, strengths and challenges will be reviewed and future plan will be agreed upon. A representative from Gavi actively participates in ARM.

In the HSTP document, the following evaluation mechanisms: Joint FMOH-HPN Review Mission (JRM), Mid-Term Review (MTR) and Final Evaluation of the strategic plan, and in line with the continuous monitoring of progresses, the need for evaluations of outcome and impacts to provide evidence based decision for effective, efficient and synergistic implementation of programs gearing towards UHC is articulated in the document. 

The Joint Review Mission (JRM) is one of the evaluation mechanisms of the health sector program conducted every year jointly by the government and partners. The purpose of this review is to assess overall progress made on the implementation of the annual plan, identify health system bottlenecks, and explore best practices to use for decision making and validation of performance report (JRM ToR Attached)
Mid-Term Review (MTR): is one of the evaluation mechanisms of the health sector program that is conducted after finishing the first half of the strategic period. MTR is conducted by independent consultants selected by the JCCC. The General objective of the MTR is to measure and document the extent to which the targets set for the strategic period are being achieved, assess constraints and/or challenges, draw lessons learned and experiences gained, and provide recommendations to improve future governance, management and implementation of activities to attain the strategic goals (MTR TOR). 




	9. Health System 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 system bottlenecks 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 hard to reach, marginalised or otherwise disadvantaged populations. 
· 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 Plan for further detail. 
· Please describe any gender and equity related bottlenecks to access to immunisation.
· Please reference the analytical work that led to identification of the bottlenecks. 

· Describe the bottlenecks identified in any new and underused 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? Please refer to section 13 on the results chain to highlight linkages between bottlenecks identified and objectives and immunisation outcomes.  
In order to keep this section concise, please summarise the key bottlenecks and provide references to the relevant sections in existing bottleneck analyses.  Please ensure the referenced analyses are provided as attachments.

	Health system and immunization bottlenecks include limited capacity in planning, implementation and monitoring at decentralized and primary health care level, inadequate readiness of health facilities particularly in remote areas, in adequate capacity in management of cold chain and logistic and low service demand from community.
I. Planning: Inconsistencies in preparation of RED/REC micro plan, among regions, woreda and health facilities, is common. This is particularly key constraint in developing regions and remote areas of agrarian regions due to limited capacity.  However, there is no significant gender difference in access to immunization in Ethiopia. Starting from 2014/2015, RED micro plan is integrated with a woreda based plan but needs to be further strengthened and the plan should be used especially at all levels in the system 11.

II. Human resource and Service Delivery: All regions reported service interruption and some Health Facilities especially in the pastoralist areas didn’t provide immunization service. This mainly due to lack of trained personnel in adequate knowledge in vaccine forecasting at Regional, Zonal and Woreda level. In addition, zonal level EPI managers are not trained on MLM and most of the health extension workers and HWs are not trained on IIP11. The government has made substantial efforts through affirmative action to train female health workers and health workers from developing regions. However, this requires continuous capacity improvement particularly in developing regions. According to the coverage survey conducted in 2012; significant regional disparities were observed. Pastoral areas of Somali, Afar, and Gambella are persistently having lower coverage as compared to agrarian and urban Region and Penta dropout rates also are significantly higher. This shows that the percentage of children who are unvaccinated and not reaching full immunized status is higher in pastoral areas. This is believed to be mainly due to shortage and high turnover of skilled manpower 12.

III. Monitoring and evaluation: The major challenges identified in the HMIS include delay in implementation of CHIS in pastoralist and urban areas, inadequate use of data quality assurance mechanisms at district and facility levels, inadequate coordination with stakeholders and partners at region level, gap in establishment and functioning of performance review teams, poor documentation and dissemination of monitoring and evaluation, routine information, surveys, surveillance and operational research findings; and limited practice of experience sharing and scale up of best practices13.

IV. Cold Chain and Logistics: 

According to effective vaccine management assessment result, the country scores 55% and 57 % to vaccine stock management and Distribution, respectively which is far below the global average14.  Close to 40% of the refrigerators/freezers at health facility and administrative level were not functional during the inventory. Lack of maintenance is identified as a major factor for non-functionality of the freezers/refrigerators. Out of the inventoried refrigerators/freezers, 41.4% were found to be working on kerosene. Greater than 10% and 20 % of the visited HFs and woreda, respectively  have a limited storage capacity during the introduction of Rota vaccine15. For a cold chain equipment maintenance: Absence of cold chain maintenance structure, shortage of energy source (budget for kerosene), shortage and poor spare parts stock monitoring, lack of recording and reporting of cold chain equipment, shortage of temperature monitoring device, and lack of cold chain equipment data base are the major gap identified 16. 

In Ethiopia, cold chain system for vaccine and other cold storage requiring health commodities consists of five levels, including national store, regional stores, zonal stores, district (woreda) stores, and health facilities. There has been a growing demand for cold chain equipment in Ethiopia as a result of population growth, expansion of health services, inclusion of new vaccines, repeated different vaccine campaigns, an increase in immunization coverage and increase in demand of other cold storage required health commodities. Moreover, there is a continuous need to replace aging and non-functional cold chain equipment17. According to the effective vaccine management assessment in 2013, different level of the vaccine store (national, regional, zonal, woreda, health facilities) scored less than or equal to 70% with a global average of 67% which are labelled in red reflecting an immediate intervention in vaccine management. FMOH identifies the challenge of vaccine distribution encountered due to the existing multi-tier system and prepared a strategic document to implement vaccine transition plan which enables to reduce the multi-tier system and get vaccine delivered directly to the health facilities17. 
V. Communication: There are still gaps in communication such as lack of integration with HEWs and HDA activities to access the grass root level of the community, absence of communication focal person at regional/woreda level, shortage of budget, and lack of operational research to assess the behavioral aspects of EPI service utilization18. The social mobilization strategies are not designed considering the different populations in the country resulting in weak and inconsistent social mobilization.
VI. Quality Assurance
The Health Regulatory Sector Transformation Plan (HRSTP) elaborated the bottlenecks mentioned under HSTP. To mention some; inadequate human resource both in quantity and mix, limitations of Public relations and communication works, capacity limitations both in infrastructure and equipment, control of clinical, biological, medical devices/ instruments and diagnostics of extracts from human organ not strong and not supported with quality control tests, illegal trade control is not strong from federal to regions
.


	10. Lessons Learned and Past Experience

	This description will highlight to Gavi how lesson-learning has been incorporated into the design of the activities.   It will provide the evidence base that demonstrates that the proposed activities will be effective, and that implementing them will achieve the desired intermediate results and immunisation outcomes.  
· 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 detail the lessons learned from relevant interventions specific to their country that were successful.
· In addition, please illustrate the challenges to successful implementation. 
*Where possible, please provide evidence of this learning by providing a reference or a web-link to a published document related to the specific interventions. 

	Ethiopia has implemented successive Health Sector Development Plans (HSDP I to IV) since 1997
. In the past 15 years, Ethiopia has made huge strides in improving access to health services and improvements in health outcomes. The health indicators have been remarkably improved from one of the worst in Sub-Saharan Africa to amongst the stand out performers. Ethiopia has achieved almost all health related Millennium Development Goals. Lessons have been learned during the implementation of successive HSDP and the key drivers for success were: 

1. Political commitment: This has been demonstrated by strong leadership of the government to designing, revising and adapting the right policies, strategies, and implementation guides. Besides, strong monitoring and evaluation and ensuring that the results are achieved and sustained. Setting ambitious targets, inclusive planning process, and scale-up of high impact interventions were key indications of political commitment.
2. Harmonization and alignment one plan, one report and pooled fund: Ethiopia is one of the first countries to sign the International Health Partnership (IHP+) Compact globally and at country level. The code of conduct was signed by FMoH and major development partners, then the Health Sector Development Program Harmonization Manual (HHM) was developed. The HHM defined mechanisms through which various actors in the sector to follow towards one plan, one budget and one report. The Joint Financial Arrangement (JFA) was signed between development partners and the government. The JFA is revised in July 2015 and the number of signatories reached 12. With JFA, a pooled fund mechanism called MDG performance fund (MDG PF) was created. The MDG PF supports government priorities, reduces transaction and overhead costs and is flexible to promote value for money.  Comprehensive and woreda based health sector plan has been prepared through a participatory planning process and discussed with partners. Through the Joint Consultative Forum (JCF), plans have been jointly approved with development partners. Performances were jointly appraised which helped to build trust and confidence in the pooled financial mechanism.  Joint governance system and an agreed upon monitoring and evaluation frame-work was implemented. Annual joint review missions conducted jointly with  development partners, annual review meeting held per year, mid-term review of the strategic plans conducted. Lessons and recommendations have been documented and used for improvement. 

3. Efficient allocation and strategic investment: the health sector has able to mobilize big share of resources from international community. The resources has been used for expansion of public health facilities, procurement of commodities and supplies, capacity development and to tackle major public health problems. The global support has been used to build a strong and efficient health system that withstands various levels of health shocks.  To improve access to service delivery, tens of thousands of health posts, thousands of health centers and hundreds of hospitals were built, staffed and equipped. Ambulances and vehicles were procured and distributed to all districts; to transform the supply chain, 17 warehouses, each at 200km radius throughout the country, were constructed.., Health management information systems (HMIS) in health facilities and community health information systems (CHIS) is rolled out.

4. Community Participation and empowerment: Broader community engagement has been ensured through institutionalization of health at community level and wider participation and engagement of public. Deployment of government-salaried health extension workers (HEWs) at community level and the social mobilization and engagement strategy known as the ‘Health Development Army’ are mechanisms for community empowerment. Community engagement initially followed the diffusion of innovations theory (DIT) where early adapters (model families) receive structured training based on the health extension packages and ensured transfer of knowledge and skill to individuals and families so that they have better control over their health. Then to sustain the gains and the scale-up key intervention the health development army initiative was embarked in more organized and inclusive way. Remarkable progresses have been registered in areas where HDA function properly. Thus strengthening community health plat form is major component in Ethiopia’s health sector. 
While remarkable achievements have been registered, there are challenges yet to be tackled.  Disparity in key health outcomes including immunization outcomes is wide in geographic and different population group. Quality of health service is sub-optimal. Data quality and local use is lacking, community organization and social mobilization is not uniformly strong across kebeles. Therefore, HSTP has given due attention to address these challenges. The GAVI support is also envisaged to complement with overall efforts and significantly contribute to strengthen the health system for immunization.  


	PART D - PROPOSAL DETAILS


	

	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	11. Objectives of the Proposal  


	This section will be used to assess whether the proposed objectives are relevant, appropriate and aligned with the National Health Plan 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.9 above) and strengthening of the health system. Please describe how these objectives are aligned with those in the national health plan. 

The objectives need to be aligned to and numbered in the same way in the HSS M&E Framework (Attachment 5) and also in the detailed Budget, Gap Analysis and Workplan Template (Attachment 6). 

· 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 under reached, 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, Gap Analysis and Workplan Template. Please organise the activities accordingly by objective.  If Gavi funding is requested to go into pooled funds, please attach the Annual Work Plan and Budget for the pooled fund and related TORs.

· If this Gavi HSS grant (either a portion or all of it) is proposed to be aligned with the World Bank’s RBF programme or any other existing PBF programme in the country, then please attach the concept note or programme design document. Describe in this section which of the objectives of the grant are for the PBF/RBF programme and how the grant will be aligned.



	The Draft HSTP (2015/16- 2019/20) has identified 15 objectives for the sector based on BSC planning, which are given below. Some of these objectives are directly related with the proposal. 

HSTP Objectives: C stands for community, P for internal process and CB for capacity building
C1:  Improve Health Status 

C2:  Enhance Community Ownership

F1:  Improve efficiency and Effectiveness

P1:  Improve Equitable Access to Quality Health Services 

P2:  Improve Health Emergency Management

P3:  Enhance Good Governance

P4:  Improve Regulatory system

P5:  Improve Supply Chain and Logistics Management 

P6:  Improve Community Participation and Engagement

P7:  Improve Resource Mobilization

P8:  Improve Research and Evidence for Decision Making 

CB1: Enhance use of Technology and Innovation

CB2: Improve Development & Management of HRH

CB3: Improve Health Infrastructure 

CB4: Enhance Policy and Procedures 
Where C stands for Community, F for Finance, P for process and CB for Capacity Building. These are the perspectives used to group the initiatives. This is due to the Balanced Score Card (BSC) approach used to develop the strategic plan which will also be sued to cascade the work to lover levels up to individual level. 
There are 3 major activities under this funding request for HSS, Namely; 

1. Improve Child Health service Delivery though engagement of , e community, CSO and non-state actors  and strengthening of the primary level health care mainly Health Extension Program (HEP)
( Related with C1, C2, P1, P6 objectives of HSTP
2. Strengthening the capacity of the National Supply Chain System though strengthening Cold Chain and Supply system, upgrading the network designing and strengthening the Vaccine and Vaccination Quality Regulatory System. 

( Related with C1, C2, P4, P5, CB3 objectives of HSTP
3. Strengthening the Monitoring and Evaluation System through strengthening the HMIS and CHIS, and performance reviews through different mechanisms. 

( Related with C1, C2, CB3, CB4 objectives of HSTP


	12. Description of Activities

	 This description will be used to assess if the proposed key activities will be sufficient to achieve the identified immunisation outcomes.
→ Please present a description of key activities organised according to the above specified objectives in the table below. Clearly explain how the proposed activity is linked to improving immunisation outcomes. Please ensure that activities described here are aligned with activities that are included in the Budget, Gap Analysis and Workplan Template. 
→ Countries should demonstrate alignment between HSS grant activities and activities funded through other Gavi cash support, including vaccine introduction grants and operational support for campaigns.

	

	The compressive multiyear plan (cMYP 2016-2020) incorporates the following major activities which align with HSTP13.   

Obj 1:  Increase and sustain high vaccination coverage.

Obj 2: Maintain polio free status and fulfil the recommendations for standard AFP surveillance indicators at national and regional levels for national certification

Obj 3: Eliminate measles and advocate for the elimination of rubella and congenital rubella syndrome 

Obj 4:  Attain/maintain elimination/control of other vaccine-preventable diseases 

Obj 5:  Expand cold storage capacity and improve effective vaccines management in line with introduction of new vaccines, population growth and coverage expansion plan and campaigns at all levels by 2016
Obj 6: Improve knowledge and practice of health workers on EPI

Obj 7: Strengthen program monitoring and evaluation to support regular evidence-based decision making at all level.

Obj 8: Improve adequacy and sustainability of resources for immunization.

Obj 9: Strengthen coordination and accountability through improved EPI management at all levels to successfully deliver a robust immunization program and achieve planned targets.

Obj 10: Strengthen communication, advocacy, and demand for immunization at all levels including community by 2020.

Obj 11: Strengthen NNT surveillance system at all levels by 2020

Of these activities, the core area of immunization activities supported through the pooled GAVI HSS funding will be:

· Improve Immunization coverage in low performing and hard to reach areas in the country through CSOs and other non-state actors involvement 
· Strengthen the Health Extension program through pre service training, Integrated Refresher Training, upgrading training and improving the infrastructure of the health post 
· Strengthening Cold Chain and Supply Chain System: Procurement of Generators, cold chain equipment, Spare parts, waste disposal and Expand the storage capacity at zonal level 

· Strengthening and Upgrading the Supply Chain Networking Design   

· Capacity building activities 

· Supporting the Vaccine transition at PFSA 

· Strengthening Regulatory System on  Vaccine Quality Control  

· Strengthen the HMIS  and CHIS
· Support performance review



	13. 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 below for each objective. This diagram should demonstrate how activities contribute to achieving intermediate results and how intermediate results contribute to achieving immunisation outcomes.  The intermediate results should link directly to the HSS bottlenecks identified in Section 9 and should address or contribute to addressing the selected bottlenecks for the Gavi HSS proposal.  

(Please only include the key 4-5 activities for each objective that are central to delivery of intermediate results and immunisation outcomes.  It is not necessary to list all activities for each objective as these are listed in Section 12 Description of Activities and in Section 15 Detailed Budget and Workplan Narrative.)

· The Results Chain should be consistent with the HSS M&E Framework.  For every activity and intermediate result listed in the Results Chain there should be corresponding indicators to measure achievement detailed in the box below. Immunisation outcomes indicators do not have to be related to any specific objective, they are related to the programme as a whole so are not included in this results chain. Indicators should align to those detailed in the HSS M&E Framework. 
· Please note that a Gavi HSS proposal must include an independent and systematic data quality assessment and an improvement plan described in the Supplementary HSS Guidelines Key Terms Section. Applicants must identify specific data quality problem areas where funds will be used.

	Major Activity 1:  Improve Child Health service Delivery  (Related with C1, C2, P1, P6 objectives of HSTP)

	
	Key Activities:

· Improve Community involvement through strengthening the HDAs
· Improve Immunization coverage in low performing and hard to reach areas in the country through CSOs and other non-state actors involvement.
· Strengthen the Health Extension program through pre service training, Integrated Refresher Training, upgrading training
Improving the infrastructure of the health post.
	
	Intermediate Results: 

· Increased involvement of CSOs and other non-state actors on immunization.

· Increased Awareness of need for immunization.
· Improve availability of skilled health workers and services 
· Improve vaccination coverage in the hard to reach areas.
	
	Immunisation Outcomes:

· Increased Penta 3 coverage to 98%.
· Increased Measles coverage by 95%
· Increased fully immunized child coverage to 95%
· Reduce Penta dropout rate  to 3%
· Increase proportion of woredas with > 80% of Penta 3 Immunization coverage to 100%
· Increased quality assurance


	

	
	Related Key Activities Indicators:

· Number of HDAs strengthened and mobilized.
· Number of health forum conducted to facilitate effective collaboration between CSOs and other non-state actors’ involvement.

· Proportion of HEWs received service training. 

· Proportion of the health Posts equipped.
	
	Related Intermediate Results Indicators:

· Number of CSOs and other non-state actors involved on immunization.

· Awareness of need for immunization.
· Availability of skilled health workers and services. 

	
	· 
	

	Major Activity 2:  Strengthening the Capacity of the National Supply Chain and Vaccine Quality Regulatory System (Related with C1, C2, P4, P5, CB3 objectives of HSTP)
	

	
	Key Activities:
· Strengthening Cold Chain and Supply Chain System 

· Strengthening and Upgrading the Network Designing

· Strengthening of strategic vaccine and related product registration including Clinical Trial monitoring
· Strengthening of vaccine Quality Control 
· Establishing and Strengthening of Adverse Event Following Immunization (AEFI) Monitoring System 
· Strengthening of Inspection of Vaccine Supply and Cold Chain Management and Vaccination  
	
	Intermediate Results: 

· Improved Cold Chain and Supply Chain System 
· Upgraded the Network Designing

· Improved quality assurance of vaccine and vaccination through increased coverage

· Registration of vaccine

· Quality control testing of vaccine

· AEFI monitoring 

· Inspection of vaccine and vaccination
	
	Immunisation Outcomes:

· Increased Penta 3 coverage to 98%.
· Increased Measles coverage by 95%
· Increased fully immunized child coverage to 95%
· Reduce Penta dropout rate  to 3%
· Increase proportion of woredas with > 80% of Penta 3 Immunization coverage to 100%
· Increased quality assurance


	

	
	Related Key Activities Indicators:

· Number of refrigerated tracks 

· Number of PFSA hubs equipped with  cold chain 

· Number of supply chain experts trained and deployed

· Proportion of the health facilities with functional and Continues refrigerator.
· Proportion of health posts using upgraded Network Technology for immunization & child health service.
· Number of registered vaccine 
· Number of vaccine Quality Control tested
·  Established  Adverse Event Following Immunization (AEFI) Monitoring System 
· Number of regional and district regulatory bodies Strengthened.  

· 
	
	Related Intermediate Results Indicators:
· Availability of cold chain equipment.

· Proportion of health centres supplied by PFSA
· Proportion of health posts with new technology refrigerators

· Proportion of health facilities using computerized stock management tools.

· Improved coverage and introducing new vaccines easily.

· Percentage of registered vaccine

· Proportion of vaccine quality tested

· Percentage of AEFI reported from encountered..Percentage of inspection coverage of vaccine supply and  cold chain management and vaccination
	
	· 
	

	Major Activity 3:  Strengthening the Monitoring and Evaluation system (Related with C1, C2, CB3, CB4 objectives of HSTP)
	

	
	Key Activities:

Procurement of tablet computers for 15 000 HEWs 

· Development of integrated Tablet and Mobile based application software

· Customizing of application software’s 

· In service Training of 11,740 Managers and health workers  and HEWs on information use and data quality

· Training of 500  HIT to strengthen HMIS at all levels


	
	Intermediate Results:

· 15,000 HEWs with  fully customized and Integrated tablet computers and mobile based application software

· Digitized  FF that will transform HMIS/ CHIS and improves data management ( collection, compilation, analysis and timely reporting)

· 11,740 managers and health professionals with improved knowledge and skill  on information use and data quality 

· 500  HIT  professionals equipped with adequate knowledge and skill on HMIS and IT deployed to health facilities  and HMO to fill the existing shortage, that will  help strengthen HMIS
	
	Immunisation Outcomes:

· Increased Penta 3 coverage to 98%.
· Increased Measles coverage by 95%
· Increased fully immunized child coverage to 95%
· Reduce Penta dropout rate  to 3%
· Increase proportion of woredas with > 80% of Penta 3 Immunization coverage to 100%
· Increased quality assurance


	

	
	Related key activities indicators :

· Number of  RDQ assessments conducted
· Conduct one EPI cluster survey 

· Number of quarterly supportive supervision conducted

· 
	
	Related intermediate results indicators :

· Institutionalized and functional data quality assurance mechanism at administrative levels

· Yearly Routine data quality assessment report that demonstrates improvement in  data quality (timeliness, accuracy and completeness of reports) including EPI data   
· Availability of validation mechanism -EPI cluster survey report

· improved skill and knowledge gap, improved problem solving skills ,quality of service delivery including  data quality  following quarterly supportive supervision
	
	· 
	

	IMPACT: Please provide an impact statement and indicator(s)

Impact indicators

· Under five mortality rate 
· Infant mortality 
Outcome indicators

· Increased Penta 3 coverage to 98%.
· Increased Measles coverage by 95%
· Increased fully immunized child coverage to 95%
· Reduce penta dropout rate  to 3%
· Increase proportion of Woreda with > 80% fof Penta 3 coverage to 100%
· Increased quality assurance

	ASSUMPTIONS:

· The current resources for immunisation from DP, Implementing partners and the  government is maintained during the project implementation period
· Timely disbursement of funds for implementation of project activities
· Maintained the current political stability and commitment 
· Absence of national disasters
· Low staff attritions


	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	14. Monitoring and Evaluation 

	This description will enable Gavi to assess how programme performance will be monitored, and to ensure alignment with National M&E arrangements. The proposed M&E framework for the HSS grant should link to the proposed Results Chain. While the Results Chain provides the rationale for how the proposed activities will result in improved immunisation outcomes, this section provides details of how the monitoring and evaluation will be undertaken.
Please note that the detail on activities, intermediate results and immunisation outcomes and their related indicators represents only a portion of what Monitoring and Evaluation consists of. As highlighted by the IHP+ Common M&E Framework diagram (Figure 2 in the Supplementary HSS Guidelines), the additional elements of data collection, analysis and synthesis, and communication and use are equally important. This section should therefore focus on providing a detailed description of how this proposal intends to tackle these elements.

*Where possible, Gavi asks for both country administrative data as well as data from ‘other’ sources. ‘Other’ recommended data sources are DHS/ Multiple Indicator Cluster Survey (MICS) or recent coverage estimates from WHO/UNICEF.. 
· 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 plan results framework. 
· Which sources of data will be used? Please provide an explanation of any disparities between administrative statistics and ‘other’ statistics and details of any plans to improve data quality to address these disparities. Please detail whether these plans are being implemented or if their resourcing and implementation are to be covered in the current HSS application.
· How much budget will be allocated to monitoring and evaluation, which will include M&E for this grant as well as for national M&E systems strengthening?
· Please describe the M&E system strengthening activities to be funded through this proposal.
· Please identify one or more immunisation outcomes for each objective.
· Please identify a number of intermediate results 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 – please refer to the Introduction in the Supplementary HSS Guidelines). These are the same intermediate results indicators that are included in the Monitoring & Evaluation Framework, and will be used to measure the outputs / intermediate results that are included in the results chain in Section D.13. 
· If this Gavi HSS grant (either a portion or all of it) is proposed to be aligned with the World Bank’s RBF programme or any other existing PBF programme in the country, then please also attach the results framework for that programme. Please describe in this section how that results framework is relevant for Gavi’s programme objectives. Please note that more than one immunisation-related indicator is expected to be part of any such PBF/RBF programme, if the Gavi HSS grant is proposed to be aligned with it.
· Gavi requires an end-of-grant evaluation by an independent third party to be planned and budgeted for as part of the grant design and funding request. If countries propose to use an existing evaluation for this purpose, they should provide appropriate justification. Gavi also strongly recommends a mid-term evaluation to help inform possible improvements to the implementation of the grant. Please provide details about the planned evaluation of the HSS grant.

	The following six indicators are selected  to monitor progress of  immunization program included in the result chain. Selected indicators are part and parcel of the HSTP list of indicators identified to monitor the health sector. Progress of these indicators will be monitored regularly.  

Coverage of surviving infants receiving DTP-Hib-Hep 3, Measles (MCV1) coverage , Coverage of fully immunized children, Drop-out rate Penta 1 and Penta 3, Proportion of Woreda with a coverage  >= 80%  of  Pentavalent- 3 and number of new cases of confirmed poliomyelitis.

Coverage of DPT3 will give the indication of program effort and the coverage of Measles vaccination will show the continuity of service linked with quality of care. Besides, the data will also show the coverage by district and subsequently geographic coverage can also be seen. 

Immunization data quality will be done through RDQA from district and, of which the six immunization indicators are part of it. Furthermore, data quality for immunization will be carried out, with self- assessment at health facility level.  Each health facility will check data quality at spot and using LQAS techniques. Regional and national level program focused review meeting as a regular process before annual health sector review meeting are also used as one option for monitoring of selected indicators. EDHS and EPI cluster surveys usually done every five year are also include selected indicators to monitor progress. 

Routine health management information system tracks progress of selected indicators.  The Ethiopian Health Management Information System (HMIS) has undertaken reformation in 2008 to capture and provide core monitorable indicators used to improve the provision of health services and health status of the population. Immunization program will benefit from the HMIS strengthening activities. 
The table below shows the M &E frame work of the HSTP. 
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PART E – BUDGET, GAP ANALYSIS AND WORKPLAN
	15. Detailed Budget and Work plan Narrative

	This description will be used to assess if the proposed budget shows sufficient justification for the proposed activities and activity costs within the HSS grant.
· Please provide a detailed budget and workplan as Attachment 6 to this proposal. Please refer to the Supplementary HSS Guidelines for the list of items required from the budget and workplan.  It is highly recommended that applicants use the Gavi HSS Budget, Gap Analysis and Workplan template as Attachment 6. However, countries can also provide this information in the format of an existing national Annual Operational Plan or equivalent document.
· Please provide a summary of the amount budgeted by year in the table below. 

· 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.
· Please provide a detailed Procurement Plan (PP) for the acquisition of goods, works and consultant’s services covering the first 18 months of programme implementation. This should be submitted as Attachment 7 together with the workplan and budget (Attachment 6). This PP shall be reviewed and approved together with the workplan and budget by the HSCC/ ICC of the country. 

· If this Gavi HSS grant (either a portion or all of it) is proposed to be aligned with the World Bank’s RBF programme or any other existing PBF programme in the country, then please also attach the budget for that programme. Please describe in this section what portion of the Gavi HSS grant budget is proposed to be aligned with that programme and how. Also describe what budget portion is supported by the World Bank and any other funding sources for the RBF/PBF programme.  Please complete the Gavi HSS Excel budget and workplan template accordingly to reflect the budget and workplan related to the RBF/PBF programme.

	Year
	Total Amount Budgeted

	2016 (July 2016 to Dec 2016)
	19,190,000

	2017 (Jan 2017 to Dec 2017)
	15,350,000

	2018 ( Jan 2018 to Dec 2018)
	15,350,000

	2019 (Jan 2019 to Dec 2019)
	15,350,000

	2020 (Jan 2019 to July 2020)
	15,350,000

	Total 
	80,590,000 

	As indicated in the table above, the total budget requested for the first six months (July 2016- Dec 2016) is 19.2 million which is almost a quarter of the total budget. This is because most procurement activities are planned to be initiated during this period. According to the Ethiopian procurement rule, procurement activities cannot be initiated without securing the fund in country. 
The annual work plan is prepared using HSTP and cMYP strategic document. In addition, EVM,  improvement plan, CCI, cold chain rehabilitation and expansion plan, RIIP, cluster survey, SIAs technical reports and other supportive documents were the base to draft the annual work plan. The drafted work plan shared to RHB for discussion and feedback. Currently, the plan alignment is done along all directorates in the ministry, agencies and developmental partners. The plan is expected to be endorsed by the FMOH management in weeks period (Annual work plan for EPI Attached, 2008 EFY) 


	16. Gap Analysis and Complementarities

	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, Gap Analysis and Work plan Template.  This gap analysis should be related to each of the proposal objectives to show the total resource requirements for health system strengthening related to that objective, and the different resources for HSS financing already in place,  as available in National Health Sector Strategy/Plan, cMYP, or other gap analysis conducted.
· For each of the objectives, applicants should list different resources for HSS financing already in place that contribute to the proposal objective, including government and external donor contributions, the project name if applicable (or indicate budget support), duration of support, funding amount provided (in US$), and geographic location covered by the support.  The Supplementary HSS Guidelines provide more detail on the key required elements of the gap analysis.
· 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. 
Gavi encourages the use of data from existing gap analyses, rather than undertaking a new gap analysis.

	The costing and budgeting of the GAVI funding request for the child health interventions is linked with the HSTP costing. Costing of HSTP was conducted by using  the One Health Tool (OHT), which is policy projection modelling spectrum tool that allows users to create short and medium term plans for scaling up essential health services and helps to identify the resource requirements for building and maintaining the infrastructure, training, deploying and retaining the health workforce, availing medicines and supplies and other aspects of the health system management including equipment, logistics, health information, health financing and governance.  

The cost estimation is prepared for both the base and best case scenarios. The base case scenario is to achieve the targets set in the coming five years that will help to reach the health status of the population of middle income country as per the country’s vision. The best case scenario has very ambitious targets of 100% for most interventions of maternal, newborn, child health services; nutrition programme, HIV/TB and Malaria prevention and control. In addition the coverage of non-communicable disease interventions, the clinical services including the diagnostic services is very high. The health system capacity especially the human resources and infrastructure in the best case scenario has higher investment with the more production of highly qualified professionals and huge investment on the health infrastructures.
Total budget for the five years is estimated at US$ 15.6 billion under the base-case scenario and US$ 17.96 billion for the best-case scenario. 

Funding gap analysis

The sector has projected the financial availability for the HSTP. The sources are government budget allocation, community contribution (in kind and cash), health insurance (both community and social health insurances), and external aid from donors. The resource commitment from donors is expected to decrease in the fourth and fifth year of the strategic plan period. This is based on the information given by the majority of the development partners which covers a three years commitment. The estimation of the financial projection is therefore prepared from the following sources:

· Government budget allocation – with the current trend plus the government contribution (including subsidy) for both community and social health insurances 

· Member contribution of community and social health insurances (other than  government  contribution) with maximum of 90% and 80% utilization, respectively.

· Community contribution 

· Aid as per the resource mapping 

Based on the above financial projection, HSTP has 34% resource gap which is about 5.4 Billion USD.
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2015/62,784,722,191164,781,772880,851,498798,953,43179,379,20927,203,4351,951,169,345833,552,84630%

2016/73,040,231,160179,384,732850,228,494954,450,32058,048,60560,490,9252,102,603,076937,628,08431%

2017/83,189,730,611195,281,807743,358,3961,091,679,07078,537,11675,746,6092,184,602,9991,005,127,61232%

2018/93,266,449,511212,587,681289,929,9861,256,187,32783,408,09392,799,7171,934,912,8041,331,536,70741%

2019/203,416,724,629231,427,201259,482,5451,453,975,328100,924,023110,597,1972,156,406,2941,260,318,33537%

 Total 15,697,858,102983,463,1943,023,850,9195,555,245,476400,297,046366,837,88310,329,694,5185,368,163,58434%





	17. 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 sustainability of financing for immunisation services and health system strengthening, as well as programmatic sustainability of results. 
· If there are other recurrent costs included in this proposal please describe how the country will cover these costs after the funding finishes.

	Ensuring sustainability of programs, currently financed through external sources of funding is a crucial agenda for federal and local government. Health financing is among the top priorities of HSTP and is one of the fifteen strategic objectives which includes a proactive approach in the mobilization of resources from domestic and international sources through establishment and strengthening of risk pooling mechanisms, increasing health budget from treasury, collection of revenues by health institutions, initiating innovative domestic financing, strengthening international health partnership and enhancement of pool funding; public-private partnership, and maximizing collaboration with national and international civil society organizations and NGOs. As well as ensuring optimal use of resources through equitable and evidence-based allocation of resources to priority interventions and programs.
The following indicators are used for monitoring financial sustainability: 
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Furthermore, the government has set a health care financing strategy which aims at increasing resource flows to health sector, improving the efficiency of resource utilization, and ensuring sustainability of financing to improve the overall coverage and quality of health service. Accordingly, during the next HSTP years the government will strive to improve the health of the population through provision of primary health care services supported by the health extension program and focused on equity and quality of services. In addition, measures will been taken to ensure quality hospital services and better the number, skills, distribution and management of health workers, through enhanced training of health workers. Therefore, the HSS fund to be received from GAVI will enhance health system in terms of capacity building of health workers. It will also further strengthen the existing supply chain system, regulatory system and M&E system with capital investment for which the government would cover running costs and maintenance cost.
The involvement of the CSOs and the private facilities in this regard, will make a wider level of service provision and a sustainable means for the public to access the immunization services. Tremendous effort of MOH has experimented with various means of mobilizing resources at community and individual’s level. The health sector is financed by government treasury, households and donors. About 34% of the sources of health expenditure in 2010/11 were households that are burdened by high out-of-pocket costs for health incurred at the time of sickness. Government has adopted two financial mechanisms namely community-based health insurance and social health insurance which pool risks between the healthy and the sick as well as the poor and the better-off. The process of establishing and institutionalization of an insurance system in Ethiopia was started with the CBHI, where the FMoH has introduced and started prepayment mechanisms. The community based health insurance has now been scaled up to 198 districts from 13 districts in four regions. The social health Insurance, which will be organized for formal sector including pensioners is expected to reduce financial barriers and improve access to health services by reducing the out of pocket expenditure and achieving universal health coverage and ensure sustainability of the health system as a whole.



	PART F – IMPLEMENTATION ARRANGEMENTS AND RISK MITIGATION


	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	18. 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. 

· Please describe governance and oversight arrangements.

· 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.

	The Federal Ministry of Health has successfully been implementing a wide range of activities under the HSDP framework through support from a number of Development Partners. The implementation arrangement of the most recent GAVI HSS proposal followed the one budget principle and GAVI joined the MDG PF. The disbursement was done annually and planning, implementation, reporting and auditing of this fund followed that of the MDG PF and the rules and regulations set out in the Joint Financing Arrangement (JFA). This GAVI HSS grant is also proposed to follow the same implementation arrangement. 

The GAVI HSS support will be channelled to the dollar account of the SDG PF, the new name of the MDG PF with revised JFA. The majority of the SDG PF is used for procurement and distribution of medical equipment, commodities and supplies which will be lead, coordinated and monitored by the Grant Management Unit of the federal ministry of health. Whenever there is activities related to infrastructure, construction and equipping of health facilities, those will be lead, coordinated and monitored by Health Infrastructure Directorate with the leadership of the Grant Management Unit. Training of health workers related to child health services, procurement of cold chain related items, and all the activities to support the EPI program will be implemented by teams responsible for child health programs under the Maternal, Child Health and Nutrition Directorate; specifically by the EPI case team. Interventions that involve distribution of infrastructure facilities and equipment as well as health workers training that will be undertaken at lower levels including Regional Health Bureaus and Woredas will be implemented in coordination with the respective Regional Health Bureau responsible persons and the Woreda Health Office team. The Grant Management Unit will be responsible to coordinate all the various stakeholders and implementers of the grant, for the implementation of activities as outlined in the approved grant. With regards to procurement, all procurement using this grant will be undertaken in accordance with the determining procedures of the Joint Financing Arrangement. As per the JFA the procurement under SDG/MDG PF are undertaken by PFSA and some can be outsourced to UN agencies based on their comparative advantages. 
The framework for the dialogue, governance and decision-making of the health sector is provided by the health sector coordination framework which consists of a two tier collaborative governance system made up of the Joint Consultative Forum (JCF) and the Joint Core Coordinating Committee (JCCC). The institutional arrangements for the GAVI will be fully integrated within overarching sector planning and coordination structures. 
JCF: The Joint Consultative Forum (JCF) is the highest governing body and will serve as a joint forum for dialogue on sector policy and reform issues between GoE, DPs and other stakeholders; it will oversee the implementation of the IHP, allocation and utilization of MDG PF, GAVI and all other donor supported projects. This highest body will ensure effective linkage between development partners, regional bureaus and other sectors and will be chaired by the Minister of Health and co-chaired by Health Population and Nutrition (HPN) donor group co-chairs.
JCCC: The Joint Core Coordinating Committee (JCCC) is the technical arm of the JCF and also the Policy Plan Directorate. The major functions of the JCCC will be to give operational oversight and monitor the implementation of all pooled funds including the Health Pooled Fund, GAVI, MDG PF, organize and coordinate the monitoring, review and evaluation missions and meetings of HSDP and facilitate the implementation of the findings and recommendations of these meetings and missions. It will also undertake other technical assignments as instructed by JCF. In addition JCCC will analyze and agree to FMOH recommendations on allocation or reprogramming of funding. It also reviews quarterly finical and activity plans and reports. It is chaired by the Director Policy, Plan Directorate and the members will be FMOH – PPD and other Directors as needed, and 6 individuals from HPN to include managing agent of Health pool fund plus one co-chair from HPN. Members are nominated by HPN and agreed by FMOH.

SDG PF club: In addition to the above two bodies there is a biannual meeting arranged with only the SDG PF contributors. The contributors are: British government, Spain, Irish, Italian Cooperation, Netherlands Embassy, Australia Government, UNFPA, UNICEF, European Union, WHO, World Bank and GAVI. The JFA has been revised and signed in July 2015 by ten Development Partners. GAVI has promised to sign the revised JFA in the month of September 2015. The biannual meeting deal with strategic issues related to the SDG PF utilization, reporting, audit findings and plan of action to improve the important audit findings. This meeting is chaired by the Minister and co-chaired by the HPN co-chair. 

Technical Working group (TWG): There are also technical working groups which are organised based on the need to support the specific program areas. Child health TWG, Immunization Coordinating Committee, Maternal health technical working group etc. The technical working group will feed to the governance structures though their respective chairs who are most of the time the directors of the program.

Please see chapter 6 (pages 132 to 139) of the HSTP, for the detailed implementation arrangement of the sector wide approach. 


	19. 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 how CSOs will be involved in the implementation of the grant activities, indicating the approximate budget allocated to CSOs. 

· If CSOs will not be involved in implementation please provide an explanation of why they are not involved and what steps will be taken to facilitate future involvement of CSOs in Gavi HSS activities. 

· Please detail the role of CSOs in reaching equity groups, e.g. uneducated mothers, remote areas, poorest quintiles, conflict affected populations.
· Please ensure that any CSO implementation details are reflected within the detailed budget and workplan. 


	CSOs are part and parcel of the health sector in Ethiopia. The CSOs who work in the sector are coordinated by two umbrella organizations called CCRDA and CORHA. CCRDA is the overall organization which regulates and coordinates a vast number of CSOs that work both in the health sector and outside of it. CORHA is a specific organization which is umbrella organization for those who work on reproductive health related areas. Both of these organizations are members of the Health, Population and Nutrition (HPN) donors' group. This is a formal forum where those development partners supporting the health sector meet and discuss their support and also some policy issues regarding the sector. The two CSO umbrella organizations are standing members of the HPN and also the JCF mentioned in section 18.  
CSOs working in the health sector are closely working with the Ministry of Health through joint planning, implementing and reporting their activities. FMoH appraises their proposal and does regular monitoring visit to their service areas before their licences are renewed. This has created an additional forum for both parties to integrate their efforts towards achieving the same goal and mission of the Ministry.  GAVI has supported the CSO to participate specifically in improving immunization outcomes trough two rounds of support to the CSOs. The first one was in 2008, and was a pilot program to test the standalone CSO support. The second one is the one which has come through the HSS support. In both rounds the Federal Ministry of Health in close collaboration from the JCCC advertised a call for proposal and interested CSOs applied. The applied proposals are critically reviewed as per the checklist by the JCCC members and winners were identified and announced officially. Complaints were accepted and explained before going to the next phase.

The third round of HSS support will also consider the same approach and award to some selected CSOs. It will be awarded through competitive bid and transparent selection to competent CSOs/NGOs. The selection process will follow the procedures explained in the previous paragraph, which is done by the JCCC.  Once the identified CSO/NGO is known it will be treated as sub-recipient of this grant. A contractual agreement will be signed between the CSOs/NGOs and FMOH. The bilateral agreement will define clear roles and responsibilities of both parties in the grant implementation. A clear result framework will be developed and regular monitoring of the implementation of the project will be undertaken by the Grant Management Unit. The GMU will receive, interpret and analyze reports from implementing CSOs/NGOs and take actions as needed. FMOH will also compile reports from the CSOs/NGOs and submit to GAVI as per agreed time frame. The CSOs/NGOs will be linked with the Regional health Bureaus of the regions in which their project are planned to be implemented. The role of the Regional Health Bureau in monitoring, follow up and support of project will be clearly stated in the contractual agreement which will be signed. 
The CSOs/NGOs involvement in the second Gavi HSS support is in early stage of implementation and is difficult to include meaningful lessons learned from this engagement. However three projects were selected out of the eight applications in response to the call for proposal. The next disbursement will be done  based on the activity and financial performance report evaluation.


	20. Technical Assistance 

	This description will outline to Gavi how technical assistance and National Institutions 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 the immunisation programme function. 

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

· Please explain the role that any National Institutions will be given. This could be for a research or training institution with expertise in data quality assessments and monitoring.
· If no technical assistance is planned to support implementation of this HSS grant please provide an explanation of why it is not planned. 

	1. Shortage of skilled human resource is a major bottleneck to the achievement of Health targets in developing countries like Ethiopia. Coupled with weak motivation and retention mechanisms in the civil service, migration of skilled professionals aggravates the situation. Within the health sector, human resource development has been addressed as one of the priorities in the ongoing efforts to improve the HR capacity in the public sector. A human resource strategy is in place. This strategy is addressing some of the critical issues like human resource development, retention and motivation. Task shifting and accelerated training on selected health professional is being introduced to produce the necessary human resources. However, capacity development efforts, through the implementation of HRH strategy, will take long-term investment and time to show results and gaps in capacity are likely to persist. Hence, Ethiopia will continue to require critical technical assistance for some time to come. There is a major pooled funding mechanism organised mainly to support Technical Assistance to the Ministry, to the regional health bureau with specific focus to the pastoralist and developing regions. The health pooled fund (HPF) is a pooled funding mechanism managed by UNICEF on behalf of the Ministry of Health. Currently four (DFID, Australian government, Italian Cooperation and USAID) contribute to this fund. The management of the fund is done as per the rules and regulations of UNICEF with request coming from FMOH after being approved by the JCCC.
There will be involvement of TAs to support and facilitate the transition of vaccine distribution from federal ministry of health using the sector's structure to PFSA. The technical assistants will work at PFSA head quarters (Addis Ababa) and hubs. They need to have adequate knowledge on the vaccine supply chain system and cold chain system and will be primarily responsible in implementing the vaccine transition plan in each hub and at the same time building the capacity of staff at PFSA. Their main focus areas will be to do the skill transfer and prepare different standards and SOPs for the implementation of the transition plan. This will help to have a smooth vaccine transition which can be a model to most African countries as their best experiences will be documented and shared to all. 

In this particular project the JCCC will be taken as technical support to oversee the implementation of the HSS activities and also to ensure the technical standard of the project. JCCC, as a technical arm for the joint governance structures of the health sector will follow up on the quarterly reports and the status of implementation. The GAVI HSS fund is planned to join the SDG PF for its planning, implementation and reporting. This would make it use all the arrangements for the SDG PF including the technical and operational overview. The Technical Assistants planned to be hired through GAVI support will be recruited by PFSA and FMOH and the management will be done by the HR Directorate in the Ministry. 


	21. 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/or spend the funds as approved by Gavi. It is expected that the Lead Implementer will be responsible for assessing and ensuring that risk mitigation measures are actually implemented.
· If the country has existing health sector risk analysis, please attach these assessments and provide a brief reference to the relevant sections.

· If the country does not have existing health sector risk analysis, please complete the table below for each of the proposed objectives. Please refer to the Supplementary Guidelines for HSS Applications 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’. 

	 Improving Maternal and Child health outcomes including immunization program has been given due attention.. However, risks usually exist in implementation of program. Thus risks  linked to the program implementation and mitigation strategies are  reflected in in the below table 

Risksptions
Mitigation strategy


Risk/ Assumptions

Mitigation Strategy

Sub-optimal service availability and readiness at health facilities, in decentralized context
Regions and woredas will be supported to fulfill the facility standards, local leaders will be oriented on the importance of fulfilling the required standards though rehabilitating and equipping health facilities, availability of trained staff, address shortage of essential medicines and supplies in health facilities.

Health emergency 

Prepare emergency response plan Strengthen health sector and multisectoral coordination mechanisms to facilitate joint action on risk reduction, response and recovery; education and information to build culture of health, safety and resilience at all levels.
High turnover of skilled health workers
Increased investment in Human resources for health  development: train, recruit, deploy and retain sufficient HRH for effective delivery of the desired health services. continuous capacity building
Inadequate private sector involvement especially in manufacturing and highest level hospital services

The FMoH will work with other Government Ministries and Agencies, Civil Society Organisations, the private sector to attract investment; strengthen Public Private Partnership

Insecurity of neighboring countries that are fragile states 

The FMoH will work with other Government Ministries and Agencies, Civil Society Organizations, and neighboring countries to prevent and control any cross-border health and health related issues. Strengthening global health diplomacy

Inflation and other procurement risks 

Strengthen government attention to cover the consequence of such risks and strengthen efficiency of procurement.

As indicated above the severity of expected risks, programmatic or operational are minimal; similarly the government policies & procedures are time tested to reduce fiduciary risks. 


	22. Financial Management and Procurement Arrangements

	In this section applicants are requested to describe:

· a) The proposed financial management mechanism for this proposal

· b) Financial Management Arrangements Data Sheet: 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 Supplementary HSS 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 needs in order to fulfil the above functions.

4 pages (more pages necessary if more than one lead implementer)

	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.
	GAVI HSS support starting from 2006 has always been channelled through the government account and has been managed using the existing Financial Management and procurement systems. Specifically the second HSS support has been channelled to a pooled funding arrangement for which Gavi is a signatory, the MDG PF. 
The SDG PFund is pooled funding mechanism managed by the FMOH using the Government of Ethiopia procedures. In the framework of the Ethiopia IHP compact, it provides complementary resources, consistent with the ‘one plan, one budget and one report’ concept, to secure additional finance to the Health Sector transformation plan (HSTP). It is one of the GoE’s preferred modalities for scaling up Development Partners assistance in support of HSTP. 

GAVI signed the Joint Financing Arrangement (JFA) in 2013 and since then started using the provisions of the JFA. JFA, Joint Financing Arrangement, refers to this arrangement that sets out the jointly agreed terms and procedures for SDG Fund management, including planning, financial management, governance framework and decision-making, reporting, review and evaluation, audit and supply chain management. The JFA was revised and signed in July 2015. 
GAVI has been involved in the revision by providing comments however promised to sign it in September 2015. The name MDG PF has been updated to be SDG PF (Sustainable Development Goals Performance Fund)

	Question (b): Financial Management Arrangements Data Sheet

	Any recipient organisation/country proposed to receive direct funding from Gavi must complete this Data Sheet (for example, MOH and/or CSO receiving direct funding). 

	1. Name and contact information of Focal Point at the Finance Department of the recipient organisation.
	Dr. Mekdim Enkossa
Senior Technical Assistant to Financial Resource Mobilization Directorate
Email: mkdmea2009@gmail.com

	2. Does the recipient organisation have experience with Gavi, World Bank, WHO, UNICEF, GFATM or other Development Partners (e.g. receipt of previous grants)?
	YES. FMOH has experience with Gavi, World Bank (Program for Result), WHO, UNICEF, UNFPA, GFATM, bilateral such as DFID, Netherlands Embassy, European union, Irish Aid, Italian Cooperation, Spanish Cooperation,  Australia Embassy

	3. If YES

· Please state the name of the grant, years and grant amount.
· For completed or closed Grants of Gavi and other Development Partners: Please provide a brief description of the main conclusions with regard to use of funds in terms of financial management performance.

· For on-going Grants of Gavi and other Development Partners: Please provide a brief description of any financial management (FM) and procurement implementation issues (e.g. ineligible expenditures, mis-procurement, misuses of funds, overdue / delayed audit reports, and qualified audit opinion).
	All the above donors except for GFATM, they all contribute to the MDG PF, which is a pooled funding mechanism. They all have signed the JFA. The MDG PF started in April 2009 with two donors and has grown both in number of contributors and amount contributed. It grew from 10,000,000 USD per year to over 250,0000,000 USD per year and the number of contributors from two to twelve. 
The MDG PF is managed by the government using the existing FM, procurement, reporting, audit and external audit systems. The fact that MDG PF used the government systems made the system to be stronger in every aspect. 

GAVI has used the same system for the current HSS support. The MDG PF has been managed with a great caution and very close follow up of the top management of the Ministry and the agencies. External audit reports are shared with contributors and issues discussed. The issues are prioritised and plan of action developed. The plan of actions is checked for implementation jointly by FMOH and contributors.
Ethiopia received the GAVI HSS 1 support (2006/07- 2009/10) which was worth 76.5million USD, followed by HSS 2 (2012/13- 2014/15) worth 75.2 million USD. Ethiopia also received 3,000,000 USD support from the GAVI CSO pilot window in 2008 (2008 to 2010).

	Oversight, Planning and Budgeting

	4. 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 Joint Core Coordinating Committee is going to oversee implementation of MDG PF. The members of the JCCC are members from FMOH (Policy Plan Director (chair), Resource Mobilization Director, MDG PF Grant Manager, Secretary of JCCC), DPs contributing to the MDG PF, USAID and UNAIDS

	5. Who will be responsible for the annual planning and budgeting in relation to Gavi HSS?
	The Policy Planning Directorate is doing planning every year. The MDG PF plan is sub-set of the overall annual planning process. The MDG PF plan is discussed and agreed upon as part of the overall comprehensive plan at the Joint Consultative Forum which is the highest joint governance structure in the sector. 

	6. What is the planning & budgeting process and who has the responsibility to approve Gavi HSS annual work plan and budget?
	The planning and budgeting also follows the overall sector planning and budgeting process. The approval is done by senior management of the sector chaired by the minister and the DP head of agencies. 

	7. 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)

	8. What is the suggested banking arrangement? (i.e. account currency, funds flow to programme)  Please list the titles of authorised signatories for payment release and funds replenishment request. 
	The fund flow suggested is to the SDG PF, which is USD account maintained at the National Bank of Ethiopia. 
The titles of the authorised signatories to this fund are:

1. The Minister of Health

2. State Minister of health (Operations)

3. State Minister of Health (Programs)

4. Director of Finance and Procurement Directorate

	9. 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? 
	It will be transferred to National Bank of Ethiopia to an account opened under the Ministry of Health. 

	10. Would this bank account hold only Gavi funds or also funds from other sources (government and/or donors- “pooled account”)?
	The account is a pooled funding arrangement receiving contributions from 12 donors, one of which is GAVI.

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

According to the current JFA, majority of the SDG PF is used at Federal level; however some funds related to trainings, construction will be done by regional health bureaus etc will be transferred to the concerned regional health bureau account. The request to transfer funds comes from the programs after closely following up the planned activity and the preparation. The GMU will check if that specific activity exists in the annual plan and if there is adequate budget. Then the grant finance team will transfer the fund to the RHB. The implementation will be followed up by the program and GMU and funds will be liquidated as per the agreement.      

	Procurement

	12. 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)  
	According to the JFA; all procurement using the SDG fund will follow the procedures of Public Procurement and its supervisory Agency under Proclamation No 430/2005, the Federal public Procurement directives and the standard bidding documents issued by the federal Public Procurement Agency (PPA).
The FMOH also uses UN agencies for procurement where there is a comparative advantage. 

	13. Are all or certain items planned to be procured through the systems of Gavi’s in-country partners (UNICEF, WHO)?
	Parts of the procurement in this proposal especially those which are highly specialized and need high technical expertise will be procured by UNICEF and some which are non pharmaceuticals will be procured by UNOPS. The rest will be procured by PFSA.

	14. What is the staffing arrangement of the organisation in procurement?  
	PFSA has seven Directorates organized in core and support processes. The Directorates  are Forecasting and Capacity Building Directorate, Pharmaceuticals Procurement Directorate, Pharmaceuticals Storage and Distribution Directorate, Medical Equipment Supply and Follow up Directorate,  Pharmaceuticals Management Information Directorate Fund Administration Directorate, Human Resource and General Service Directorate. 

The staffing arrangement in the Pharmaceuticals Procurement Directorate has four teams namely; Pharmaceuticals procurement team, Medical Equipment and Devices Procurement Team and Chemical and Reagent Procurement Team and Banking, Custom Clearance and Goods in transit follow up Team. Professional mix includes Pharmacists Biomedical Engineers, Druggists, Supply Chain Management graduates and Medical laboratory Technologists.

	15. Are there procedures in place for physical inspection and quality control of goods, works, or services delivered?
	YES. EFMHACA a national regulatory body is responsible for qualified suppliers registration, issue import permit and authorization of entry from Custom, post market surveillance and compliance to national and GF procurement guidelines

	16. Is there a functioning complaint mechanism? Please provide a brief description. 
	YES, When bid is floated any issue on tender document can be submitted to the Agency for clarification. After bid evaluation the result is notified to all bidders. The bid result indicate the reasons for accepted and rejected bids. Both winning and losing bidders notified in writing and the result posting on Agency website. Moreover, five working days given to submit their written appeal to the Director General for any complaints and clarifications. There is endorsing committee to decide on bid evaluation results. If bidders complain, joint meeting organized and the result can be discussed in their presence and official reply given. If bidders are not satisfied with the response, they can further appeal to Public Procurement Agency which handles complaints. If they are not satisfied with PPA decision they can take the case to court.  

	17. Are efficient contractual dispute resolution procedures in place? Please provide a brief description. 
	YES, Joint forum organized to resolve dispute and if not resolved arbitration mechanism will be in place. The contract agreement include performance security bond used to follow up performance and if the supplier failed to comply with the contract agreement fortification of performance bond will follow. Moreover, PPA will take measure including suspension and blacklist the bidder if the bidder failed to perform as per the contract. 

	Accounting and financial reporting (incl. fixed asset management)

	18. What is the staffing arrangement of the organisation in accounting, and reporting?
	The FMOH has a strong Finance and Procurement Directorate. It has five case teams, procurement case team, IFMIS case team, Treasury case team, Grant finance case team, Grant management unit and property administration case team. The grant management unit will be responsible for following up implementation, liquidation and reporting of this grant.

	19. 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?)
	Peachtree accounting system is being used for the Gavi HSS programme. However the FMOH is piloting the IFMIS and is planning to scale this up. So in the near future IFMIS will be used for the accounting system.

	20. How often does the implementing entity produce interim financial reports and to whom are those submitted?  
	As per the JFA, FMOH produces activity and financial reports quarterly and submits to the JCCC for discussion. Based on the feedback from the JCCC, the report will be finalised and sent to all contributors officially. 

	Internal control and internal audit

	21. Does the recipient organisation have a Financial Management or Operating Manual that describes the internal control system and Financial Management operational procedures?
	YES

	22. Does an internal audit department exist within recipient organisation? If yes, please describe how the internal audit will be involved in relation to Gavi HSS.
	YES
The FMOH has well organised and staffed internal audit directorate. The internal audit directorate prepares an annual plan of audit based on risk. Accordingly they audit and submit their report to the Minister. The top management of the ministry will discuss on the findings and prepares POA to correct the findings. The Gavi HSS/SDG PF is one of the closely followed funds. The minister himself follows up the planning, utilization and liquidation and audit reports. 

	23. Is there a functioning Audit Committee to follow up on the implementation of internal audit recommendations?
	YES 

	External audit

	24. 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
The SDG PF account is audited annually by the Office of Federal Auditor General (OFAG) who is accountable to the parliament. The OFAG outsources the annual audit to an independent firm, Audit Service Corporation (ASC). 

	25. Who is responsible for the implementation of audit recommendations?
	The Finance and Procurement Directorate identified and prioritises the issues to be corrected. The POA will be prepared jointly with RHBs. The implementation status is followed up by the JCCC regularly. 

	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 needs in order to fulfil the above functions

	The HSTP relies on country Public Financial Management (PFM) systems procedures being used by the FMOH, regions, and woredas and health facilities covering different dimensions (budgeting, treasury management, reporting and monitoring). The national financial management and procurement rules apply for the health sector.

The financial calendar for the Ethiopia Federal government clearly defines planning and budgeting cycles; establishes timeframes for development, approval and implementation; and defines institutional responsibilities at each level of government. The Ministry of Finance and Economic Development (MOFED) makes macro-economic fiscal plans (forecasts) available to line ministries well in time. It issues budget guideline and indicative spending ceilings. Each spending agency submits its spending proposals to MOFED and the overall budget envelope, which is finalized after the budget hearing process, is submitted to Council of Ministers for approval. The budget is then presented to Parliament, approved and published. MOFED also coordinates donor funding and matches resources with relevant projects. All donor funds are subject to the approval of legislature and to normal budget reporting. The Office of the Federal Auditor General will conduct the audit of annual financial statements of the FMOH in accordance with the terms of reference agreed with the DPs. Audits the ASC conducts are in accordance with International Standards on Auditing (ISA) promulgated by the International Federation of Accountants (IFAC).
The 2011 Country Integrated Fiduciary Assessment (CIFA) noted improvements in Ethiopia’s PFM systems. The emphasis has been on “getting the basics right” in terms of planning and budgeting, revenue administration, budget execution (including procurement), internal controls, and accounting and reporting system. However, as can be expected, there is variability in the PFM systems between the Federal level, the nine regions, and the two city administrations as well in over 800 Local Governments. The PEFA assessment of 2011 confirmed that there has been significant improvement in the PFM system over the last decade and that Ethiopia now ranks amongst the top 10 countries in the Africa region. 

The health sector has worked a lot to improve the financial management of the sector and also that of the regions. One of the initiatives is the establishment of the Grant Management Unit to improve the proper and timely utilization of the donor funded resources. This unit has improved the utilization and reporting of the grants that come to the FMOH and in so doing reduced the huge un-liquidated funds at various levels of implementation. The experience from the GMU has been encouraging and the Federal Ministry of Health together with the RHBs decided to cascade GMUs at least to the regional levels. 
The other challenge is the technical capacity as finance and procurement directorate. The Ministry has acknowledged the problem and hired high calibre Technical Assistants who worked on improving the system. The system is now improved and FMOH is planning to cascade the same experience to the federal agencies such as PFSA. 

The details of planning, flow of funds, procurement, reporting, reviews and evaluation, and audit can be referred from the latest version of the JFA. (Sections 8 to 13)  
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As an important supplement to this document, please also see the ‘General Guidelines for Expressions of Interest and Applications for All Types of Gavi Support, available on the Gavi web site:


� HYPERLINK "http://www.gavi.org/support/apply/" �http://www.gavi.org/support/apply/�





The General Guidelines serve as an introduction to the principles, policies and processes that are applicable to all types of Gavi support, both Health Systems Strengthening (HSS) and New and Underused Vaccines Support (NVS). 








This Information Note serves as an introduction to the principles, policies and processes that are applicable to all types of GaviGavi support, both Health Systems Strengthening (HSS) and New and Underused Vaccines Support (NVS). 




















All applicants are encouraged to read and follow the accompanying ‘Supplementary Guidelines for Health System Strengthening Applications in 2014’ in order to correctly fill out this form. Each corresponding section within the Supplementary HSS Guidelines provides more detailed instructions and illustrative instructions on how to fill out the HSS proposal form. 








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


All comments will be treated confidentially.
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� See Gavi supply chain strategy section 3.5, � HYPERLINK "http://www.gavi.org/About/Governance/Gavi-Board/Minutes/2014/18-June/Minutes/05---Gavi-Alliance-immunisation-supply-chain-strategy/" �http://www.gavi.org/About/Governance/Gavi-Board/Minutes/2014/18-June/Minutes/05---Gavi-Alliance-immunisation-supply-chain-strategy/� 


� HSTP page 134


� HSTP page 132


� HSTP page 33-39


� HSTP page 40-41


� HSTP page 41


� HSTP pages 43-45


� HSTP page 46


� HSTP page 46-51	


� NHA 2010/11


� HSTP page 51 -52


� Health Regulatory Sector Transformation Plan, (HRSTP), Aug 2015, EFMHACA, Addis Ababa pp46





� HSTP page 60-63


� In special circumstances grant funds can go directly from Gavi to a CSO, please refer to the Supplementary  HSS 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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We the members of te JCCC, meton h Ocober 7,2015, to review this proposal. At that meeting we endorsed this proposal
on the basis of the supporting documentation which is attached. The minutes of the meeting endorsing this proposal are
attached to this application.
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Planning Directorate, FMOH ; : /{ :
Secretary JCCC Secretary Biruk Abate I AA E ~

Y |

MOH members Director, Resource | Dr. Hermela Girma )

Mobilization Directorate,

FMOH
MOH members Technical Assistant, FMOH | Dr. Mekdim Enkossa Y, ’%

officer Health, AIDS,
Population and Nutrition
officer

WHO National Professional | Dr. Sofonias Getachew ~
Officer, Health system and
Services

UNICEF Health Systems Specialist Amsalu Shiferaw g b.‘ _Aé )/~

UNAIDS Strategic Intervention | Dr. Neghist Tesfaye ' ! '
adviser, UNAIDS

USAID Health and Population Siana E.Tackett

Netherlands Embassy

First Secretary Health

Bouwe-Jan Smeding

Irish Aid

Health and Nutrition
Programme Manager

Amanauel Kidane

Italian Cooperation

Project Coordinator

Pasquale Farese

Spanish Development
Cooperation

Senior Programme Manager

Esteban Lopez-Plaza

European Union
Delegation to Ethiopia

Program Manager

Habtamu Adane

DFID

Health Adviser

Kassa Mohamed

Please tick the relevant box to indicate whether the signatories above incliide representation frdm

a broader CSO platform:

Yes v

No O

Individual members of the HSCC may wish to send informal comments to: gavihss@gavi.org
All comments will be treated confidentially.
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Gap

								Year**		Total Amount Budgeted

								2016/17		19,190,000

								2017/18		15,350,000

								2018/19		15,350,000

								2019/20		15,350,000

								2020/21		15,350,000

								Total		80,590,000

								**The Ethiopian fiscal year starts on July 8 and ends on July 7 of the following year. For instance, EFY 2016/17 ran from July 8, 2016 to July 7, 2017.

				Funding Gap Analysis of Base Case Scenario (USD)

				Year		Required Resource		Community
Contribution		Aid		Total GGHE		SHI
contribution excluding Government		CBHI
member contribution (Estimated
utilization)		Total  available
resource		Gap(USD)		Gap(%)

				2015/6		2,784,722,191		164,781,772		880,851,498		798,953,431		79,379,209		27,203,435		1,951,169,345		833,552,846		30%

				2016/7		3,040,231,160		179,384,732		850,228,494		954,450,320		58,048,605		60,490,925		2,102,603,076		937,628,084		31%

				2017/8		3,189,730,611		195,281,807		743,358,396		1,091,679,070		78,537,116		75,746,609		2,184,602,999		1,005,127,612		32%

				2018/9		3,266,449,511		212,587,681		289,929,986		1,256,187,327		83,408,093		92,799,717		1,934,912,804		1,331,536,707		41%

				2019/20		3,416,724,629		231,427,201		259,482,545		1,453,975,328		100,924,023		110,597,197		2,156,406,294		1,260,318,335		37%

				Total		15,697,858,102		983,463,194		3,023,850,919		5,555,245,476		400,297,046		366,837,883		10,329,694,518		5,368,163,584		34%

				Financial Protection Coverage

				Proportion of households enrolled in community based health insurance

				Proportion of households with catastrophic out-of-pocket expenditure exceeding 40%

				Out of Pocket Expenditure

				S.N.		Indicators		Baseline		Yearly Target										Source		Periodicity		Level of Data Collection

										(2015/16 – 2019/20)

										1		2		3		4		5

						Improve Resource Mobilization

				1		Proportion of woredas established CBHI schemes		15%										80%		Admin Report		Annual		Health Insurance Agency

				2		Proportion of employees enrolled in social health insurance		NA		100%		100%		100%		100%		100%		Admin Report		Annual		Health Insurance Agency

				3		Out of Pocket Expenditure  as a share of total health expenditure (THE)		34%										15%		NHA		5 years		Population 

				4		General government expenditure on health (GGHE) as a share of total general government expenditure (GGE)		6%												Admin Report		Annual		FMOH

				5		Proportion of households with catastrophic out-of-pocket expenditure exceeding 40%		3%										2.5%		WMS, NHA &EDHS		5 years		Population

				6		Budget utilization and liquidation rate		NA		100%		100%		100%		100%		100%		Admin Report		Routine		Woreda Health Office





Resource

		Table: Financial resource projection

		Year		Community
Contribution		Aid		Government
budget Allocation		SHI
government		CBHI
government		Total GGHE		SHI
contribution excluding		CBHI
member contribution		Total  available
resource

										contribution (Estimated utilization)    + subsidy		contribution (Estimated utilization)   + subsidy				Government		(Estimated
utilization)

		2015/6		3,542,808,094		18,938,307,209		13,403,869,156		1,603,511,100		414,066,102		15,421,446,357		1,706,653,000		584,873,857		40,194,088,517

		2016/7		3,856,771,747		18,279,912,632		15,682,526,912		2,025,074,000		920,738,182		18,628,339,094		1,248,045,000		1,300,554,887		43,313,623,361

		2017/8		4,198,558,859		15,982,205,508		18,348,556,487		2,003,454,400		1,152,946,422		21,504,957,309		1,688,548,000		1,628,552,104		45,002,821,781

		2018/9		4,570,635,145		6,233,494,710		21,467,811,090		2,386,281,500		1,412,513,404		25,266,605,994		1,793,274,000		1,995,193,906		39,859,203,755

		2019/20		4,975,684,832		5,578,874,714		25,117,338,975		2,518,954,350		1,683,410,558		29,319,703,883		2,169,866,500		2,377,839,727		44,421,969,656

		Total		21,144,458,677		65,012,794,772		94,020,102,620		10,537,275,350		259,705,798		110,141,052,638		8,606,386,500		7,887,014,483		212,791,707,070

		Total (USD)		983,463,194		3,023,850,920		4,373,028,029		490,105,830		12,079,340		5,122,839,658		400,297,047		366,837,883		9,897,288,701

						Community
Contribution		Aid



						3,542,808,094		18,938,307,209

						3,856,771,747		18,279,912,632

						4,198,558,859		15,982,205,508

						4,570,635,145		6,233,494,710

						4,975,684,832		5,578,874,714

						21,144,458,677		65,012,794,772





Summmary

				Table: Financial resource projection

				Year		Community
Contribution		Aid		Total GGHE		SHI
contribution excluding		CBHI
member contribution		Total  available
resource

												Government		(Estimated
utilization)

				2015/6		3,542,808,094		18,938,307,209		15,421,446,357		1,706,653,000		584,873,857		40,194,088,517

				2016/7		3,856,771,747		18,279,912,632		18,628,339,094		1,248,045,000		1,300,554,887		43,313,623,361

				2017/8		4,198,558,859		15,982,205,508		21,504,957,309		1,688,548,000		1,628,552,104		45,002,821,781

				2018/9		4,570,635,145		6,233,494,710		25,266,605,994		1,793,274,000		1,995,193,906		39,859,203,755

				2019/20		4,975,684,832		5,578,874,714		29,319,703,883		2,169,866,500		2,377,839,727		44,421,969,656

				Total		21,144,458,677		65,012,794,772		110,141,052,638		8,606,386,500		7,887,014,483		212,791,707,070

				Total (USD)		983,463,194		3,023,850,920		5,122,839,658		400,297,047		366,837,883		9,897,288,701

						22.00		21.50		21.50		21.50		21.50		21.50



				Year		Community
Contribution		Aid		Total GGHE		SHI
contribution excluding Government		CBHI
member contribution (Estimated
utilization)		Total  available
resource

				2015/6		161,036,731.55		860,832,145.86		700,974,834.41		77,575,136.36		26,585,175.32		1,827,004,023.50

				2016/7		175,307,806.68		830,905,119.64		846,742,686.09		56,729,318.18		59,116,131.23		1,968,801,061.82

				2017/8		190,843,584.50		726,463,886.73		977,498,059.50		76,752,181.82		74,025,095.64		2,045,582,808.18

				2018/9		207,756,142.95		283,340,668.64		1,148,482,090.64		81,512,454.55		90,690,632.09		1,811,781,988.86

				2019/20		226,167,492.36		253,585,214.27		1,332,713,812.86		98,630,295.45		108,083,623.95		2,019,180,438.91

				Total		961,111,758.05		2,955,127,035.14		5,006,411,483.50		391,199,386.36		358,500,658.23		9,672,350,321.27
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