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COUNTRY NAME:  The Gambia
DATE OF APPLICATION:  15th September 2014
This proposal form is for use by applicants seeking to request Health System Strengthening (HSS) cash support from the GAVI Alliance.  Countries are encouraged to participate in an iterative process with GAVI Alliance 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 Alliance 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: 

· 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 DPT3. Additionally, so as to systematically measure and document immunization data quality and data system improvement efforts, independent and recurrent data quality assessments and surveys will be a condition 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.

· GAVI supports the principles of alignment and harmonization (in keeping with Paris, Accra and Busan declarations and the International Health Partnership, IHP+). The application must demonstrate how GAVI support is aligned with country health plans and processes, complementary to other donor funding, and uses existing country systems, such as for financial management and M&E. The IHP+ Common Monitoring and Evaluation Framework is used as a reference framework in the Supplementary Guidelines for HSS Applications. 

· 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 requests countries to identify and build linkages between HSS support and new vaccines implementation (GAVI New Vaccines Support - 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) for all the vaccines supported. This should complement other sources of funding including vaccine introduction grants from GAVI.  

· 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 Civil Society Organisations (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 for further details of GAVI support to CSOs.  

· Applications must include details on lessons learned from previous HSS grants from GAVI or support from other sources such as previous New Vaccine Support, the Effective Vaccine Management (EVM) assessment or Post Introduction Evaluation (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.

· 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. 
	Minutes of HSCC meeting endorsing Proposal
	X

	4. 
	Minutes of three most recent HSCC  meetings
	X

	5.  
	HSS Monitoring & Evaluation Framework 
	X

	6.  
	Detailed budget, gap analysis and work plan 
	X

	7. 
	Detailed Procurement Plan (18 month)
	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

	8.  
	National health strategy, plan or national health policy, or other documents attached to the proposal, which highlight strategic HSS interventions
	X

	9. 
	National M&E Plan (for the health sector/strategy)
	

	10. 
	National Immunisation Plan
	

	11.  
	Country Cmyp
	X

	12.  
	Vaccine assessments (EVM, PIE, EPI reviews), if available
	X

	13. 
	Terms of Reference of Health Sector Coordinating Committee (HSCC) (Extended ICC ToR)
	X


	Existing National Documents - Additional 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

	14.  
	Joint Assessment of National Health Strategy (if available)
	

	15.   
	Response to Joint Assessment of National Health Strategy (if available)
	

	16. 
	If funds transfers are to go directly to a CSO or CSO Network, please provide the 3 most recent years of published financial statements of the lead CSO, audited by a qualified independent external auditor
	


	1. Applicant Information

	Applicant:
	Ministry of Health and Social Welfare

	Country:
	The Gambia

	Proposal title:
	The Gambia Health System Strengthening support to maintain high immunisation coverages through the strengthening of Reproductive and Child Health Services

	Proposed start date:
	January 2016 

	Duration of support requested:
	5 year Project

	Total funding requested from GAVI:
	USD4.62 Million

	Contact Details

	Name
	Mr Dawda Sowe

	Organisation and title
	EPI Manager

	Mailing address
	Ministry of Health and Social Welfare, 
The Quadrangle, Banjul, The Gambia

	Telephone
	(+220) 97 22 539

	Fax
	(+220) 422 9325

	E-mail addresses
	dmsowe@yahoo.co.uk


	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:

a. 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. 

b. The roles of HSCC and ICC.  

c. Cooperation between EPI programme and the other departments of MOH involved in the proposal development (including Departments of Planning, Child Health, HMIS, etc.). 

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

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

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

g. The role of the private sector, if applicable.

h. 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.

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

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

	TWO PAGES MAXIMUM

The process of the HSS proposal development started from discussions at the Inter-Agency Coordinating Committee (ICC) for the Expanded Programme on Immunization (EPI) which was conducted on 1st April 2014.  The decision was for the ICC to lead the process of the HSS proposal development in the absence of a Health Stakeholder Committee that was going to be formed to coordinate the implementation of   the National Health Strategic Plan (NHSP).
The country agreed that the stakeholder committee will be the equivalent of the HSCC; in the interim, the ICC will take over this role. The ICC ToR was reviewed and adopted during their meeting on 7th May 2014. The ToR addresses the oversight role regarding HSS activities and new members responsible for key HSS components were co-opted like the Director of Human Resources for Health as well as other institutions such as Gambia Radio and Television Services and Riders for Health. 
The proposal formulation process was spearheaded by the Expanded Programme on Immunization (EPI), in collaboration with the Directorates of Human Resource for Health (HRH) and Planning & Information (DPI) of the Ministry of Health and Social Welfare (MOH&SW). The formation of an inclusive Technical Writing Group (TWG), endorsed by the Senior Management Committee of the Ministry of Health and Social Welfare, was charged with the responsibility of co-ordinating the proposal formulation process. The TWG comprised of senior managers of MoH&SW (EPI, Human Resource for Health, Planning and Information, Chief Public Health Officer, Health Economist, National Public Health Lab, Regional Health Management Teams, Integrated Management of Neonatal and Childhood Illnesses, Reproductive and Child Health, Health Management Information Systems, Health Promotion and Education, National Malaria Control Programme, Epidemiology and Disease Control) and development partners (WHO and UNICEF).  The group had series of consultations and three workshops in Pakalinding, Bwiam and Tendaba to develop and finalize the proposal.
The workshops were held in different health regions of the country where the Regional Health Management Teams, programme units of the Ministry of Health and Social Welfare, Development Partners, CSOs, NGOs and CBOs were represented. 
Members of the civil society organizations (The Gambia Red Cross Society, Health Promotion and Development Organization – HePDO, Child Fund and  Action Aid The Gambia), including the umbrella Non-Governmental Organization (NGO) coordination body called The Association of Non-Governmental Organizations (TANGO) were also part of the TWG and actively participated in the proposal development. The CSOs were briefed about the HSS proposal and for their eventual involvement in the HSS grant implementation in series of meetings.

Request for financial support for the HSS proposal development was discussed at the ICC meeting and UNICEF funded the two workshops. The World Health Organization (WHO) provided additional funds for the finalization of the proposal including TWG sessions. The second and third workshops were also facilitated by a WHO Technical Assistant for a period of 5 days each. The timeline of the HSS proposal development is presented in the table below. 
Table 1  Time-line of HSS Development Process
Activities Undertaken

Dates

Responsible Party

ICC Meeting to discuss about the HSS

1st April 2014

 ICC Chair Hon. Minister

Develop TORs for the TWG and Technical Team 

10th April 2014

EPI DPI and HRH

TWG members identified 

15th April 2014

PS and ICC

Gathering of all relevant documents 

17th – 24th April 2014

EPI DPI and HRH

Drafting of the proposal development plan of work and budget

12th May 2014

TWG

Review and approval of proposal work plan and budget

26th May 2014

ICC

Development of the GAVI HSS proposal at a retreat – Pakalinding and Bwiam

16th – 20th June 2014

14th – 18th July 2014

TWG

Review of the draft proposal by the Technical Team and Consultant

31st August 2014

EPI, DPI HRH, WHO Consultant

2 days validation  meeting of the draft proposal by the TWG

21st – 22nd August 2014

TWG, Stakeholders

Comments by the TWG and stakeholders incorporated

25th August 2014

TWG

A 5-person Peer Review group convened

1st – 5th September 2014

TWG

Incorporation of recommendations of the Peer Review group

8th – 9th September 2014

TWG

Final submission to the ICC for endorsement and approval

10th September 2014

TWG

Submission of the final proposal to GAVI

15th September 2014

EPI Manager

Review of proposal to capture WHO pre-assessment comments

1st - 15th  October 2014

TWG

Review of IRC clarifications for re- submission

15th December 2014- 20th  January 2015

TWG

Review of draft proposal in Tendaba
3rd – 7th April 2015
TWG
Field visit to take inventories of outreach sites
13th – 17th April 2015
TWG
ICC meeting to adopt the HSS Proposal
27th April 2015
ICC
HSS Resubmission

1st May 2015

EPI Manager
The main challenges during the process included having   to develop numerous proposals at the same time with a tight deadline and  having to expand the ICC to oversee the HSS process as opposed to the formation of the HSCC; the ministry was also developing the national strategic plan and country compact. Furthermore,the HSS development process was informed by the health sector strategic plan which clearly identifies activities for the various programmes.

The GAVI HSS objectives are all linked to the NHSP objectives. The country compact will include the formation of a health stakeholder committee that will oversee the implementation of the NHSP. As this process was expected to be finalised in the last quarter of 2014, the ICC was extended in 2014 to oversee the HSS proposal development.

The National Monitoring and Evaluation Plan currently under development will be used to monitor the activities of the HSS. 


	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                                                         Minister of Finance

Name:  Hon. Omar SEY                                               Name: Hon. Abdou KOLLEY
Signature:                                                                     Signature: 

Date: 27th April 2015                                                    Date: 27th April 2015



	Signatures: Health Sector Coordinating Committee endorsement 

	We the members of the HSCC, or equivalent committee met on the 10th September 2014 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. 



	Please list all HSCC 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
	Minister of Health
	
	
	

	Secretary
	
	
	
	

	MOH members
	
	
	
	

	Development partners
	
	
	
	

	CSO members
	
	
	
	

	WHO
	
	
	
	

	UNICEF 
	
	
	
	

	Other
	
	
	
	


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


	
	

	


	PART B – EXECUTIVE SUMMARY


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

	3. Executive Summary

	The National Health Strategic Plan (NHSP) 2014 – 2020 provides the overarching framework and direction for different players in the sector to respond to the identified health challenges.  The child health component of the NHSP has a strategy that highlights strengthening health facilities to provide basic infant and comprehensive child health care through the provision of equipment, drugs and other supplies.   Immunization being one of the most cost-effective public health interventions has helped to reduce childhood vaccine preventable diseases in The Gambia. To sustain and consolidate these gains; The National Health Policy (2012 – 2020) and the NHSP has outlined policy statements and strategy to increase immunization coverage to at least 90% for all antigens at national and regional levels.

The key bottlenecks identified from several sources including field monitoring reports, cMYP, NHSP, Gambia Health Sector Investment Case and Post Introduction Evaluation (PIE) reports are: 
· The low density of service delivery points particularly in urban areas contributes to overcrowded clinic sessions affecting base and outreach clinics. Many clinics do not have adequate infrastructure, furniture and equipment leading to long queues, long waiting hours and unconducive working environment with the clinic. There is a major imbalance on the distribution of RCH outreach sites between urban (14.4%) and rural (85.6%), with only 37 outreach clinics out of 257 located in the urban areas. This has resulted in lower coverages in urban areas.
· Inadequate infrastructure and transport for outreach services such as inappropriate vehicles used as trekking vehicles, with available vehicles only taking 4 out of the 8 trekking team). Densely populated areas do not have the required number of outreach clinics.
· The capacity for management of service delivery including RCH and immunization is generally low.  Health workers at all levels lack adequate skills and knowledge and there is no systematic in-service training programme. The National Health Strategic Plan stipulates the institutionalization of supportive supervision to improve service delivery, but implementation is yet to be initiated. (EVM 2014, Gambia IMNCI Health Facility Survey Report 2014).
· Inadequate vaccine and dry storage capacity: The only functional walk -in cold room (WICR) and walk-in freezer room with storage capacities of 4,180 litres and 3,320 litres is located at central level in Kotu. The storage capacity for the WICR is not adequate, with Rota supplies alone occupying about 60% of the storage space (EVMA 2014, pg 19). Two regions (WHR 1 and WHR 2) out of the seven health regions do not have vaccine stores thereby leading to congestion at National level. These two regions are the most densely populated and have major facilities that do not have adequate cold chain capacity to even accommodate a week’s supply as opposed to standard monthly supply, thereby leading to frequent vaccine requisition at the central level (e.g. Jammeh Foundation for Peace Hospital, Brikama and Faji kunda health facility). There are forty five (45) health facilities each with a   RCW50 solar refrigerator. Of these, 17 (30%) were installed in 2004 and 28 (70%) in 2009. As the life-span of these units is about 10 years, most units are overdue for replacement and do not meet the capacity requirement.

· Low community sensitization on the value of immunization services is contributing to low coverages observed in the country particularly in urban populations. Strategies for social mobilization have so far been limited to activities related to new vaccine introduction and NIDs. The previous EPI communication plan 2007 – 2012 was not well implemented due to low availability of funds (cMYP 2012 – 2016). Also, implementation of the current plan 2014 – 2019 is yet to be started. Therefore, there is no well-organized system for mass community mobilization and sensitization on RCH services including immunization

· Inadequate number of trained personnel leading to inequitable staff distribution resulting in hospitals being allocated about 75% of trained staff due to poor incentive in major and minor health centers where most of the RCH services including immunization are conducted.
· The HMIS and ICT unit do not have sufficient technical capacity to fully support the programmes and to include new data set and more generally to maintain the DHIS2. 
Objective 1: To maintain the high immunization coverage (≥ 95%) and improve the quality and equitable access to RCH service delivery (USD1,886,658.50):  The Gambia has The immunization coverage rate for Penta3 in the Gambia is 97% (Admin Data 2013) and 87.7% (GDHS 2013) while the dropout rate from Penta1 to Penta3 is 4% and 10.4% respectively. However, due to increased demand as a result of population growth, ill equipped outreach sites, new sites need to be constructed especially in urban areas and existing ones rehabilitated to meet national standards. In order to maintain the current coverage level, improve quality and equitable access, an approved GAVI HSS proposal will expand outreach services and provide adequate equipment and furniture and provide storage facilities for supplies. The proposal will support continuous monitoring and supervision of RCH activities and strengthening a robust cold chain system at regional and health facility levels in order to minimise the gap between the rural and urban immunisation services. 
Objective 2: To strengthen the generation and timely use of quality data and information for decision making in RCH services (USD 714,015.50): DHIS2, a web based health information system that contributes to the availability of real time data for decision making already exists but there are gaps in its implementation and utilization. Implementing the outline activities under this objective will improve accuracy and efficiency, reduce the burden of data collection and improve quality of data reporting on RCH including immunization at all levels. It will further enhance supportive supervision and mentoring on service delivery including immunization. National surveys and reviews will be conducted to look at programme performance for immunization coverage and quality of services country wide. 
Objective 3: To enhance the capacities and work environment of health workers for improved RCH services (USD 619,083.00): The objective seeks to redress the wide gap between hospital and health facility staff by supporting an incentive scheme, of which 60% of the payments will target health workers in the urban areas. This will be done in line with the NHSP objective of introducing 40% to 50% of health staff salaries as allowances. This objective will also focus on capacity building of health workers/volunteers, supportive supervision and human resource information system. 
Objective 4: To empower communities, CSOs and other local actors to improve the utilization of RCH services including immunization services by 2019 (USD 511,486.00): The empowering of CSOs and local actors at community level will help to facilitate community empowerment and participation for increased immunization coverage especially in urban areas. The health workers and MDFTs members will be equipped with the necessary knowledge and skills in communicating with mothers and care-givers during RCH sessions. 
Program Management (USD 885,783.40):  This component will strengthen the program in maintaining the already achieved results country-wide through capacity building, monitoring and evaluation including evidence based surveys, mid and end grant evaluation. The project will target a total live birth of 88,639 for 2016 which will be projected yearly. 
The experience, strengths, weaknesses and lessons learned from the previous GAVI ISS, and GFATM grants will be considered for the implementation of this grant. In normal circumstances where there is stability, MOHSW will use its existing structures for delivery of PHC services including immunization. 

The Ministry of Health and Social Welfare will be the principal recipient of the grant. The funds will be managed by the Accounts unit of the MOH&SW under the direct supervision of The Department of National Treasury that is using the Integrated Financial Management Information System (IFMIS) for the management of the accounts of Government. The National Audit Office (NAO) will be responsible for auditing the GAVI HSS grant upon request by the Permanent Secretary of the MOH&SW as per government financial instructions. The contract and procurement committee at MoH&SW will be responsible for all local purchases and contracts for construction of civil works. This will be done in line with the guidelines of the Gambia Public Procurement Authority (GPPA). The implementation of the M&E activities related to the GAVI HSS Grant will be carried out as an integral part of the National M&E plan. The National M&E Plan and the broader HIS will ultimately be the basis for reporting on the results of HSS support provided through the grant. The Grant start date is January, 2016.

	 TWO PAGES MAXIMUM


	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 Workplan Template (Attachment 4).

	Acronym
	Acronym Meaning

	ANC
	Ante Natal Care

	APR
	Annual Progress Report

	CBO 
	Community Based Organizations

	CCM
	Country Coordinating Mechanism 

	CHN
	Community Health Nurse

	cMYP 
	Comprehensive Multi Year Plan

	CRR
	Central River Region

	DHIS2
	District Health Information Software

	DPI 
	Directorate of Planning and Information 

	DRF
	Drug Revolving Fund

	EPI 
	Expanded Programme on Immunization

	EVM
	Effective Vaccine Management

	FGD
	Focus Group Discussions 

	GBoS
	Gambia Bureau of Statistics

	GDHS
	Gambia Demographic Health Survey

	GFATM
	Global Fund for AIDS, Tuberculosis and Malaria

	GLF
	Gambia Local Funds

	GMD
	Gambian Dalasi

	GNI
	Gross National Income

	GoG
	Government of The Gambia

	GPPA
	Gambia Public Procurement Authority

	HePDO
	Health Promotion and Development Organisation

	HMIS 
	Health Management Information System

	HPV
	Human Papilloma-virus Vaccine

	HRH
	Human Resources for Health

	HRMIS
	Human Resources Management Information System 

	ICC
	Inter-Agency Coordinating Committee (for EPI)

	IDSR
	Integrated Disease Surveillance and Response

	IFMIS
	Integrated Financial Management Information System

	IHRIS
	Human Resource Information System

	IHP+
	International Health Partnership

	IMNCI
	Integrated Management of Neonatal and Childhood Illnesses

	IMR
	Infant Mortality Rate

	IPC
	Interpersonal Communication 

	ISS
	Immunisation Service Support 

	ITN
	Insecticide Treated Nets 

	JJB
	Janjangbureh

	JRF
	Joint Reporting Form

	KM
	Kanifing Municipality

	KTR
	Kuntaur

	LGA
	Local Government Authority 

	LRR 
	Lower River Region

	M&E 
	Monitoring and Evaluation

	MCNHRP 
	Maternal Child Nutrition Health Results Project 

	MDFT
	Multidisciplinary Facilitation Teams

	MDGs 
	Millennium Development Goals

	MICS 
	Multiple Indicator Cluster Survey

	MLM
	Mid- Level Managers

	MMR
	Maternal Mortality Ratio

	MoHSW
	Ministry of Health and Social Welfare

	NaNA
	National Nutrition Agency

	NAO
	National Audit Office

	NBER
	North Bank East Region

	NBWR
	North Bank West Region

	NHA 
	National Health Accounts

	NHP
	National Health Policy

	NHSP
	National Health Strategic Plan

	NGO
	Non-Governmental Organisation

	NRA
	National Regulatory Office

	PAGE
	Programme for Accelerated Growth and Employment

	PHC 
	Primary Health Care

	PIU
	Project Implementation Unit

	PMU 
	Project Management Unit

	PSM
	Procurement and Supply Chain Management

	RBF
	Results Based Financing 

	RCH 
	Reproductive and Child Health

	RFH
	Riders for Health

	RHMT 
	Regional Health Management Team

	SIA
	Supplementary Immunisation Activities

	TA
	Technical Assistance

	TANGO 
	The Association of Non-Governmental Organisations

	TBA
	Traditional Birth Attendants

	ToR
	Terms of Reference

	TWG
	Technical Writing Group

	URR 
	Upper River Region

	VDC 
	Village Development Committee

	VHS
	Village Health Service

	VHW
	Village Health Worker

	VSG
	Village Support Groups

	WB
	World Bank

	WCR
	West Coast Region

	ONE PAGE MAXIMUM


	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 provide the most recent statistics for the key health, immunisation, and health system indicators by attaching most recent EPI Review, Health Sector Review or DHS. 
→ Where possible, data on the key statistics should be presented showing wealth quintile differences, and disaggregated by sex. 

→ If available disaggregated data for the key statistics indicators showing differences by geographic location (region / province) and urban / rural should be included in the space provided after the table.

→ Please provide information on vaccines currently used by the Immunisation Programme as well as on any vaccines planned for future use.  

	Vaccines Currently Used by the Immunisation Programme

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

	PCV 13
	2011
	Introduced  PCV7 in 2009 and switched to  PCV 13 in 2011 

	Penta
	2009
	Switched from tetra to Penta in 2009

	Measles second dose
	2012
	Measles first dose introduced 1979

	Rota Vaccine
	2013
	Introduced country wide in August 2013

	BCG, measles, yellow fever, OPV, DPT Booster, TT
	1979
	Inception of the Expanded Program on Immunisation

	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)

	Measles Rubella
	March 2016
	There will be a catch-up campaign targeting children from 9months to 14 years in November 2015
	Yes, The HSS grant will support the MR vaccine introduction through expansion of cold chain, staff training and social mobilization.

	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. ONE PAGE MAXIMUM


Fully immunized  

	overage

	EPI Cluster Survey

	83 %

	 

	--

	--

	--

	2011


		GDHS

	76%

	Urban: 67.1%

	78.0%

	73.9%

	 

	2013


				Rural: 83.9%
				
	Additional Health system statistic


	INDICATOR

	SOURCE

	VALUE

	YEAR


	Under five mortality

	Gambia Demographic Health Survey (GDHS)

	34/1000

	2013


	Total Expenditure on Health as percentage of GDP

	Draft National Health

Accounts (NHA) report

	5.4%

	2013


	Per capita expenditure on health (US$)

	WHO Atlas

	$26.00
	2010


		Draft NHA report 

	 $27.28
	2013

	Total health sector budget for the year of application

	IFMIS

	GMD488,754,000 (US$12,218,850)
	 2014

	Deliveries attended by skilled personnel

	GDHS

	57.2

	2013


	Infant mortality

	GDHS

	34/1000

	2013


	Neonatal Mortality

	GDHS

	22/1000

	2013


	Out of pocket expenditure on health as percentage of total health expenditure
	**World Bank Statistics
	48.0%

	2012

		Draft NHA 

	21%

	2013


	Please use the space below to provide: 


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

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

	In this section data obtained are from surveys and the only administrative data relates to drop out and percentage of regions that have scored more than or equal to 80% DPT3 coverage. 


	Table 3: Regional distribution of RCH service delivery points (Facilities and outreach), and population densities compared to coverages 
Region

Population

% Urban (2003 Census)

**Total Service Delivery Points

**Facility Density (Per 10,000)

*Penta 3 Coverage

*Fully Immunized

WHR 1

758152

100.0
36

0.5

76.1 (Banjul) and 82.7 (Kanifing )
58.8 (Banjul)  and 70.9 (Kanifing)
WHR 2

354948

60.0

32

0.9

85.7

69.5

NBWR

110084

15.5

38

3.5

88.3

78.9

NBER

110970

6.4

38

3.4

88.3

78.9

LRR

82361

13.0

39

4.7

94.5

85.5

CRR

226018

18.4

71`

3.1

84.1 (Janjanbureh) and 89.3 (Kuntaur)
71.8 (Janjanbureh) and 81 (Kuntaur)
URR

239916

20.1

68

2.8

96.5

92.2

Total

1882449

58.2
322

1.7

87.7

76

Sources: **HMIS annual statistic  2013 and *DHS 2013
As the 2013 census did not provide rural and urban population by region, percentages of urban settlements are projected from 2003 census in table 3 above. There are urban populations in each of the seven regions in the country, although this varies considerably from 60% to 6.4% in WHR2 and NBER respectively. A number of observations can be made from the table 3:
1. Lowest Penta 3 coverage exist in a fully urban region (WHR1 -76.1%)

2.  Regions with higher urban populations have relatively lower penta 3 coverage ( WHR2, NBR)

3. The two regions with the highest rural population have higher penta 3coverage (95%)

4. The higher the urban population in a region the lower the fully immunized coverage

5. The region with the least number of health facilities/delivery points(WHR 1) has the lowest penta 3 coverage 

The administrative data of all the health regions are above the 80% Penta 3 coverage as reported in 2013. The administrative data uses the actual number of immunized children as per the target for the surviving infants. This is normally calculated using the country demographic information and the target is adjusted annually based on the birth rate. The DHS was conducted  in The Gambia for the first time in 2013 and the variation between DHS results and administrative data could be associated with the methodology. For administrative data the denominator has always been an issue as it is an estimation of the surviving infants while the DHS uses the household method. 
The DHS 2013 report did show variations in the immunization coverage even though the reasons for these variances in coverages between urban and rural areas were not elicited.. The variations in the fully immunized coverage and drop-out rate between rural and urban areas, demonstrate challenges that the immunisation programme is faced with. The percentage of children who were fully immunized was higher in rural areas than in urban areas (84 percent compared with 67 percent). It was also higher among children whose mothers have no education (78.2%) or who only reached the primary level than among children whose mothers reached the secondary level or higher level(68.3%). The DHS 2013 data shows that the literacy level is higher in urban areas than in rural areas, and the results shows that Banjul (58.8%), Brikama (69.5%) and Kanifing (70.9%) which are mainly urban settlements, have lower fully immunized coverage. However, no study has been conducted in The Gambia to determine the reasons for low immunization coverages among educated mothers
***The Gambia Bureau of Statistics (GBoS) proposed a scientific approach to be taken to adopt a national definition for urban area. GBoS in collaboration with the Department of Physical Planning and other ministries and departments concerned identified settlement as urban if they satisfied most of the following criteria: 

1. Commercial importance

2. Institutional importance

3. Majority (about 95%) population should be non-agricultural in occupation

4. Population should be 5,000 and above

5. Density should be high

6. Some degree of infrastructural facilities should be available

Rural settlement is a settlement that does not meet the criteria of an urban settlement as described above.

(Please refer to page 2 of the attached preliminary DHS 2013 report, to understand that each region consists of urban and rural settlements).

	
	

	*Demonstration of regional variation
** http://data.worldbank.org/indicator/SH.XPD.OOPC.ZS
*** GBoS Definition of urban areas – The Gambia Spatial Distribution of Population Report 2007 Pg 2


	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. THREE PAGES MAXIMUM

	Service Delivery 

Table 4: RCH Service delivery points by regions in The Gambia 2013
Health Facility Type

WHR1

WHR2

NBWR

NBER

LRR

CRR

URR

Total 2013

Hospitals

2

1

0

0

0

1

0

4

Major  Health Centers

1

1

1

0

1

1

1

6

Minor Health Centers

7

4

4

7

4

7

6

39

NGO Facilities and Clinics

3

2

1

0

1

0

0

7

Private Health Facilities

10

0

0

0

0

0

0

10

RCH Base clinics sites

23

8

6

7

5

9

7

65

RCH  Outreach Clinics 

13

24

32

31

34

62

61

257

Total Service Delivery Points

36

32

38

38

39

71

68

322

Source: Health facility Database, HMIS Unit, 2013
Health care in The Gambia is delivered through a network of primary, secondary and tertiary health facilities. The primary level has 634 primary health care villages clustered in circuits of about 5 to 9 villages. The secondary level has 6 Major Health centres, 39 Minor Health Centres and 40 Community Clinics. The Tertiary level has 5 general hospitals, 1 teaching hospital and 1 specialized hospital. There are 25 private and 18 NGO facilities complimenting government efforts in health service delivery (HMIS, 2013). Out of the 43 health facilities (Private & NGO), 17 are providing immunization services.  There is an integrated approach to Reproductive and Child Health (RCH) services including immunization. At the national level, the RCH program is responsible for coordinating reproductive and child health services while the EPI programme is responsible for immunization services. At regional level, the services are provided through health facilities that operate both static and outreach strategies. Immunization services are provided to the communities through the RCH clinics and are monitored and supervised by the Regional Health Management Teams. There are 257 outreach clinics strategically located countrywide to facilitate access to immunization services. The oversight of health services is mainly conducted through integrated supportive supervision that covers all areas of health service including immunization. 
According to the 2013 Service Statistics Report, there are twice as many RCH service delivery points in CRR and URR than in WHR 1 and WHR2. The Penta 3 and fully immunized coverages are higher in CRR, LRR and URR.  This shows that the higher the service delivery points, the higher the immunization coverage. As shown in Table 3, urban settlements are distributed in all the seven regions of the country, but mainly concentrated in the greater Banjul area (Banjul, Kanifing and Brikama – 88.6% of the urban population). The combination of higher service delivery points in rural areas compared to urban areas and the higher population density in urban areas are possible factors that can be attributed to the low immunisation coverage in the urban areas.  This is likely to be a direct result of overstretched immunisation services, inadequate community awareness and involvement in immunisation services, low uptake of immunisation services by working mothers.
Workforce and Human Resource  
The health care services are delivered by a workforce that includes the following: Medical Doctors,
Public Health Officers, Nurses (Registered Nurses, Enrolled Nurses, Midwives), Pharmaceutical staff,
Laboratory Staff, Radiology Staff, Physiotherapy Staff, Community Health Workers {Traditional Birth Attendants (TBAs) and Village Health Workers (VHWs)} and support staff. 

Table 5 Health worker populations providing RCH/immunisation services
Cadre

Male

Female

Total

Doctors
130
60
190
Registered Nurses
115
145
260
Registered Nurse Midwives
8
13
21
State Enrolled Nurses
118
136
254
State Enrolled Nurse Midwives
46
77
123
Public Health Officers
109
31
140
Principal Nursing Officers
9
2
11
The village health services were established in the early 1980’s to provide primary health care at community level. Village Health Post (VHP) were set up in all settlements with a population of 400 or more  inhabitants, served by a trained Village Health Worker (VHW) and a trained Traditional Birth Attendant (TBA) who are supervised by the Community Health Nurses (CHNs). They are also selected and supported by the Village Development Committees (VDCs) at community level.
Village Health Workers (VHW) are responsible for the  treatment and care of minor illnesses, community health promotion, environmental health and sanitation and conducting home visits to enhance the uptake of health care service including immunisation services. Traditional Birth Attendants are responsible for identification and referral of at risk mothers, support and providing care for post-partum mothers and aiding in the provision of family planning services.

Health care providers are distributed in all health facilities across the country. A major challenge is having trained health workers in the rural part of The Gambia, resulting in a situation where more than 60% of the health workforce is concentrated in the urban area (MoH&SW - Health Profile 2009). To address this situation government and partners came up with incentive packages to attract and retain health staff in the rural Gambia.

The government incentive package is paid monthly to the following: Special skills allowance is paid to staff from Grade 7 to Grade 12 of the Government Integrated Pay Scale. The allowance starts from D1200 per month for those in Grade 7 to D3000 for those in Grade 12. Hardship allowance is paid to all health staff in the regions (RHTs and health facility staff) excluding staff in greater Banjul area. The allowance ranges from D300 for staff in Eastern part of West Coast Region to D600 in Central and Upper River Regions of the Country. A risk allowance of D200 is paid to all staff who works at Health Facility level. Responsibility allowance of D500 is paid to all Regional Health Directors and Officers in charge of health facilities. These allowances are borne by government from the national budget since 2007.
Since 2004, the GFATM has been providing incentives for health service providers providing malaria and HIV-related services and for TB services in 2006. The incentives are provided to specific health service providers for the HIV/AIDS and TB programmes; whilst for the Malaria programme, incentives are meant for 4 staff but ultimately shared amongst all basic health facility staff contributing in malaria services. Rates for this incentive scheme have been harmonised amongst the three programmes and on average D1,320 is allocated per staff and D2,500 is paid monthly to officers in-charge of health facilities  (The Gambia Incentive Scheme for Health Workers, 2013). The World Bank funded Maternal Child Nutrition and Health Result Project (MCNHRP) that began in 2014 provides 40% of cost of set indicators bought as incentive for staff as part of new Result Base Financing (RBF) initiative.
Community and other Local actors

At the community level, Civil Society Organization (CSOs) are not providing direct immunization services but they play a very important role in raising community awareness during Supplementary Immunization Activities (SIAs). However, there are plans to involve them in routine immunization services for increased community awareness on the benefits of immunizations. The EPI communication Plan 2014-2018 highlights the importance of CSOs in the promotion of immunization services and related essential family practices.  There is also need to create an effective partnership with representatives of these CSOs through joint planning, funding, implementation, monitoring and evaluation of communication activities in support of immunization and essential family practice. As the majority of the outreach sites are in Primary Health Care (PHC) villages, the Village Development Committees (VDCs), VHWs, TBAs, Village Support Groups (VSGs) and Traditional Communicators (TCs) play a pivotal role in increasing demand for immunization and other health care services through community sensitization.   

Health Financing

Health care services are funded by the Government through its annual budgetary allocation to the health sector. Government allocations to the health sector as a percentage of the total national budget continue to improve, ranging from 7% to 10% in the past five years (NHSP, 2014-2020). This is still below the Abuja Declaration of 15% budgetary allocation to the health sector. Partners such as the Global Fund, WHO, UNICEF, UNDP, UNFPA, IDB and other bilateral donors also provide financial and technical support to the health sector. The Ministry of Health and Social Welfare has the mandate of mobilizing additional resources for funding health care services.

In 2014, the second National Health Accounts (NHA) for The Gambia was conducted covering the fiscal year 2013. This revealed GMD 404,608,500.00 (USD 10,115,213.59) out-of-pocket expenses representing 21% (Draft NHA-2014) of total expenditure. Government health expenditure  as per service delivery areas stands as thus: Child health is at GMD 605,757.00 (USD 15,143.93); Immunization GMD 19,931,425.42 (USD 498,285.64), Malaria GMD 158,459,580.92 (USD 3,961,489.52), Family health GMD 832,688.86 (USD 20,817.22) and Reproductive health is GMD 6,119,709.92 (USD 152,992.75) (NHA, 2013). 

Health Management Information System (HMIS)

The HMIS Unit established in 2000, is responsible for collecting, analysing, storing and dissemination of health information data of the Ministry of Health and Social Welfare. With support from University of Oslo Norway, HMIS started using an open source software called District Health Information System version 2 (DHIS2) in 2009 to manage its data (NHSP 2014 -2020). The process of collecting data starts from the community, and covers health facilities, the regional and central levels. Reliable and readily available health information is crucial for evidence based planning, decision -making, monitoring, health management and service delivery; and the evaluation of health programmes. Apart from routine data collection, other surveys are conducted such as MICS, cluster surveys as well as WHO/UNICEF Joint Reporting Form, all of which provide valuable information for decision-making.  Regions are encouraged to establish data verification committees, whose responsibility will be to look at and verify data at their level before sending to the next level. 
Procurement and Supply Chain Management (PSM)

Access to essential medical commodities (medicines, basic equipment, vaccines, contraceptives and other medical supplies) is critical to providing quality health care services and towards the attainment of improved health outcomes. However, maintaining uninterrupted supplies requires that the needed financial resources are allocated. There has been a major increase in demand due to population increase, coupled with rapid expansion in health facilities. The Gambia established a Procurement Authority with the responsibility of ensuring transparency for all public procurement processes. There are clear guidelines for all forms of procurement. There is a government budget line for the procurement of traditional vaccines (BCG, Measles, OVP and TT) and co-financing of new vaccines. The procurement of all vaccines and logistics are done through UNICEF. 
Legal and Regulatory Framework
There are many health or health-related Laws and Acts that seek to regulate and/or influence outcomes. Some of these Acts or Laws are out-dated and do not reflect current realities in health care delivery. The established National Regulatory Authority (NRA) is mandated to certify and license vaccines and pharmaceuticals. The NRA would require documentation from the manufacturers before any new vaccine is shipped into the country. The process of licensure will include a dossier from the manufacturer to the WHO country office. This will then be sent to the NRA for review and verification for the final licensing. Fast track method is sometimes used, which is based on WHO prequalification.


	7. National Health Strategy and Joint Assessment of National Health Strategy (JANS)S

	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 assessment of the strategy were.  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.
→ Please provide a reference to the relevant sections and pages in the NHP which outline immunisation policies, objectives, and activities. 

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

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

	The  National Health Strategic Plan (NHSP) has eight (8)  strategic objectives (NHSP, PAGE 12) covering improving access to affordable basic health care services, prevention  of communicable and non-communicable diseases (strategic  objectives 1 and 2 respectively) as well as the improved management and effectiveness of the main health system components ( human resources , medical products, health technologies  and infrastructure, health information , health financing, partnership and governance: Strategic objectives 3-8 respectively). Immunization is addressed under strategic objectives 2 and 4 (improving access to quality medical products).

Immunization is one of the most cost-effective public health interventions that have helped to reduce childhood preventable diseases in The Gambia. There has been high immunization coverage over the years which are among the best in the sub-region. To sustain and consolidate these gains; The NHSP has outlined strategies to increase immunization coverage to at least 90% for all antigens at national and regional levels; and to ensure vaccine security for all vaccine preventable diseases NHSP, 2015-2020 Pg54), (cMYP, 2012-2016 p28). Advocacy for 10% increment for EPI emergency budget has been highlighted under the specific objective dealing with pharmaceuticals (NHSP). The goals and objectives of the NHSP are aligned to the Gambia National Health Policy 2012-2020 objectives of equitable, affordable and quality health services at the highest attainable standards to all Gambians.

The child health component of the NHSP has a strategy that highlights strengthening health facilities to provide basic infant and comprehensive child health care through the provision of equipment, drugs and other supplies. The strategy also emphasizes the promotion of exclusive breastfeeding at Health facility level, Immunization and Operational research on child health (NHSP). 
Strategies/programmes based on Integrated Disease Surveillance and Response (IDSR) have been put in place to control diseases such as, HIV/AIDS, malaria, Tuberculosis, measles and eye conditions. However, the threat of epidemic prone diseases including meningococcal meningitis, cholera and yellow fever constitute a major public health concern. (NHP, 2012-2020 p21). This HSS proposal will support and complement the implementation of activities highlighted in the strategic plan that will improve quality of RCH services.  It will specifically focus on improving immunization in the low coverage areas with identified interventions in the health system components of service delivery, human resources for health and health information system management.
The Gambia has not fully implemented a national health sector plan to compliment the last National Health Policy, changing for Good, 2001: hence annual sector reviews have never been conducted. No Joint Assessment of National strategies (JANs) have been undertaken by the MoH&SW. The Gambia has signed the global IHP+ and has developed a country compact. As part of the NHSP development process, a JANs has started and will be completed in June 2015. The lessons learnt from the JANs will be used during implementation of the NHSP.


	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 3 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 Joint Annual Review (JAR), and if they are not linked currently, what will be done to establish linkages. 
ONE PAGE MAXIMUM

	The National Monitoring and Evaluation Plan (2015-2020) for the NHSP was developed between December 2014 and February 2015  aimed at providing information that will enable tracking of progress to enhance the health sector’s efficiency, and improve the quality and coverage of health services. WHO provided TA for the development of the plan. The M&E Assessment revealed that “there is no consolidated annual sector performance report and no independent verification of service delivery quality and service availability”, and hence the institutionalization of periodic sector performance review is one of the main objectives of the M&E Plan.

Of the 8 priorities of the M&E plan, 3 have direct impact on the implementation of the proposal: management and coordination of the health system, development of M&E capacities of MoH Staff, and strengthened surveillance and routine monitoring of health indicators, including immunisation coverage (M&E Plan page 14). The implementation is scheduled to start from the second half of 2015, and key activities relevant to the HSS proposal include, the preparation of quarterly performance assessment reports by regional health teams on the indicators in the NHSP, review of the HMIS to tailor it to the requirements of the NHSP, and monitor the quality of health service delivery at both the national and regional level from 2016.

The M&E plan will be implemented through the working group on Health Information, M&E and Supervision, established as agreed in the country compact. This working group will monitor the performance of the health sector using the core indicators; oversee the generation of timely data using the web-based DHIS 2 and surveys as well as the preparation of performance reports.
Data for the M&E will be collected from the following sources: Health facility survey, (such as SARA, NHA) which will be conducted every 2 years. It is expected that household survey such as DHS will be conducted every 5 years, MOH&SW reports data are from bi-monthly reports, quarterly reports, annual EPI or HMIS or iHRIS related reports. Mid and End Grant evaluations will be conducted and data from the mid-grant will assist the program to review the progress towards achieving the set goal of the HSS and ways to address the challenges and strategies. Routine data which include administrative data, HMIS/DHIS2, LMIS/M-Supplies, iHRIS, IFMIS, IDSR, LABMIS, will be obtain in the Inventory Control Database. These will be collected on monthly, quarterly, annually and bi-annual basis. The EPI programme will continue to conduct coverage surveys to validate routine immunization data (cMYP 2012 – 2016) and conduct joint monitoring visit to immunization sites.
The organization of annual health sector reviews is a key component of the M&E Plan, and all partners that signed on the Country Compact will participate in the annual reviews. The first review will be in early 2016 to monitor implementation of the NHSP in 2015. The main activities of the HSS proposal will be included in the national M&E framework, since the Proposal objective of maintaining the high immunisation and its accompanying strategies are already captured in the NHSP 2015-2020.  During the joint annual reviews, programs such as EPI, IMNCI, EDC etc and the Regional Health Teams will review the years’ progress and challenges.

The M&E Plan   includes an established national harmonized mechanism for performance monitoring and impact evaluation with agreed sets of input, process, output, and outcome indicators for tracking implementation progress over the duration of The Gambia Health Sector Strategic Plan. The system will be robust, comprehensive, fully integrated, harmonized and well-coordinated to guide monitoring of the implementation of the NHSP and evaluate impact. 


	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 bottlenecks to providing services to specific population groups, such as the under reached, marginalised or otherwise disadvantaged populations. The country is also asked to consider gender related barriers to accessing quality services.
In order to keep this section concise, please summarise the key elements in the context of the HSS support being asked for, providing a reference to the relevant section in the National Health Plan for further detail. 
→ Please refer to bottlenecks which impact on gender and equity-related access to immunisation.
→ Please reference the analytical work that led to identification of the bottlenecks. 

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

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


	Table 8: Number of Solar Refrigerator (RCW 50 DC) Available in facilities and the need for Replacement 2016-2020

 

 

Number Available 
Year Installed

Year to be Replaced

1

WCHR 1

9

2009

2019

2

WCHR 2

6

2009

 2019

1

2014

2024

3

NBRW

5

2004

 2016

4

NBRE

7

 2004

 2016

5

LRR

4

 2009

 2019

1

2014

2024

6

CRR

9

2009

2019

7

URR

6

2009

 2019

1

2014

2024

8

NATIONAL

             49

The above table shows that over 90% (46 sets) of the solar refrigerators should need replacement during the period of the HSS proposal, as the estimated lifespan of this equipment is ten years (12 sets in 2016 and 34 in 2019).

Health Information System and M&E 

Within the HMIS unit, with a staff compliment of 11, there is an ICT section with 6 staff, with only 3 having had specialized training. Currently the ICT unit is poorly resourced with only 5 computers at their disposal (HRMIS Database). The high attrition rate of ICT personnel makes it even more challenging (National Health Policy 2012-2020)The HMIS and ICT unit do not have sufficient technical capacity to fully support the programmes and to include new data set and more generally to maintain the DHIS2. So far only 2 staff have had training on DHIS2. More staff will need to be trained to ensure sustainability in the event of staff attrition. (Rapid Assessment and Proposal for Strengthening HIS in The Gambia 2013). 

The following challenges also affect the management of health information system in terms of data collection, collation, analysis and timely reporting. 

· Inadequate infrastructure and ICT equipment (data storage, security, etc) at central and regional levels

· Inadequate data management skills including analysis and utilization at central, regional and facility levels. The capacities of established data verification committees in terms of data management are limited
· Insufficient funding for the conduct of annual EPI cluster survey to validate administrative data 
Community and other local Actors

At community level, front line communicators such as traditional communicators and community drama groups are engaged in dissemination of health messages, however, they are not fully involved in the planning and execution of RCH services. There is a gap between knowledge and practice which has prompted the Ministry of Health & Social Welfare to shift health education approaches towards Behavioral Change Communication strategies in its awareness creation. The challenges are highlighted below:
· Weak communication for immunization services at community level (PIE Report 2010 and  System wide barrier 2004)

· Inadequate community involvement in planning and execution of RCH services (Role of CSO) (PIE Report 2010, Report of drop Out Study 2005)

· Inadequate inter-personal communication on the part of the health workers to mothers (PIE 2010) 

· Absence of continuous community sensitizations using radios and posters for routine immunization services (PIE 2010)

Leadership and Governance

The bottlenecks in Leadership and Governance related to immunization are highlighted below:

· The EPI policy is outdated Out dated EPI policy not capturing new vaccines and technologies (EPI Communication Plan, 2014)
· The national regulatory body for immunization is weak and has no capacity to undertake the required technical expertise(NHSP 2014)
· Weak oversight in terms of planning, budgeting and implementation of health interventions related to RCH services including immunization at central and regional level (NHP, 2012-2020)
· High turn-over of policy makers and senior management staff (NHP 2012-2020 )

· Weak institutional and human capacity for HRH planning and management (NHSP, 2014)

The GAVI HSS proposal intends to address key bottlenecks which directly affect immunisation outcomes like Strengthening and expanding the outreach services in urban areas, improving and maintaining cold chain at all levels, strengthen data management and health information system at all levels. It will also contribute to the incentive package for RCH service providers to reduce the gap between rural and urban coverages, training of health care workers, established an effective supportive supervisory system at all levels and promote EPI/RCH services through IEC and BCC.


	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.  
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	Objective
	Lessons learned, highlighting both successes and challenges; include any lessons learned from grant implementation

	Objective 1:  To maintain the high immunization coverage (≥95%) and improve the quality and equitable access to RCH service delivery
	The Gambia has never implemented GAVI HSS, but had implemented both ISS and VIG GAVI grants. During the implementation of these grants, the lessons learnt include: improved supportive supervision on immunization services at all levels as well as the expansion of cold chain system.  Funds for the HSS will be used to extend supportive supervision to other RCH services. The Global Fund HIV-HSS grant (2010-2014)   provided fuel and generators for 9 health facilities not connected to the national electricity supply which enhance service delivery at these facilities. The GF grant also supported preventive routine maintenance and fuel supply to ten vehicles and forty motor cycles. As a result certain services such as lab tests that could not be provided previously are now provided. Both public and private/NGO health facilities were strengthened in terms of lab equipment, reagents and other supplies through the grant (GF Phase 1 mid-term review 2011).The GAVI HSS when implemented will complement government efforts in improving RCH services including immunisation through refurbishing outreach clinics, strengthening cold chain management, monitoring and supervision.
The planning and preparation for new vaccine Introduction such as IPV introduced in April 2015, presented an opportunity to strengthen the routine immunisation program. Strengths and weaknesses were assessed and identified for programme intervention.  These included reaching un-vaccinated populations, improving reporting and monitoring systems and identifying new partners and strengthen the collaboration with existing ones. Linkages to the GAVI HSS Proposal can be made in the context of social mobilization, training and data management.

	Objective 2:  To strengthen the generation and timely use of quality data and information for decision making in RCH services
	The use of web-based information system (DHIS2) has contributed to the availability of real time data for decision making in the country. The LMIS that was introduced by the GF Round 9 project, contributed to the improvement of timely and complete data through the recruitment and training of data entry clerks. Assessments of DHIS2 revealed capacity gap exist and recommended establishing a national core DHIS2 team consisting of 2-3 people from each program. This core team will then be targeted for training and follow up with the intention to enable each health program to manage and analyze their own data in the DHIS2 (Rapid Assessment and Proposal for Strengthening HIS 2013 page 2 ). EPI and other programs continue to operate “their own systems for data management, however, their data needs are fully covered in national data collection tools”. The GAVI HSS grant will facilitate the Integration of reporting forms and indicators in DHIS2, to enhance the availability of timely and quality data for all programs.
Data management: Data is a critical instrument in making any meaningful planning and taking decisions on the improvement of immunization services. During the IPV introduction, data management training targeted immunization service providers who generate data at the health facility level. This training has therefore contributed in improving the quality of data at facility level, and ultimately the overall processes involve in the DHS2. However, the regional data managers and their supervisors will also need additional training on data cleaning and analysis to help them better plan for decision-making. 

	Objective 3: To enhance the capacities and work environment of health workers for improved RCH services
	The range of incentive package introduced by government for health workers in 2007, (Budget Estimates 2007 has improved service management at facility level, as shown by reviews. 

The Ministry of Health and Social Welfare intends to adopt the best practice from the Ministry of Basic and secondary education’s incentive scheme where they provided top up staff salaries by 50% in hard to reach area posting. This has proved a major success leading to staff preference of posting in hard to reach areas, thereby improving the quality of education (Effect of Incentives on Health Service Providers Motivation and Performance in the Public Health Facilities 2010). The NHSP has specific objective on providing top up on staff salaries and government will require partner support to implement this. The grant proposal will provide support in this area. 
 The MCNHRP was negotiated following an assessment that the RBF mechanism for health, focusing on preventive and primary care could contribute to improving maternal and child health outcomes in The Gambia (RBF Project manual pg. 10). Following the implementation of the pilot project in the North Bank region, the project will focus on RBF governance and programme management at national and decentralized levels, which will in turn facilitate the implementation of performance incentive schemes for health workers, as outlined in the NHSP. 

The introduction of accelerated training of health workers by government in 2008 was later supported by GF Round 8 from 2010-2014, which minimised the gap of required skill workers at health facilities, thereby improved the health worker per population ratio.
The sustainability of paying incentives from partner funding is a major challenge. However, a coordinated approach of implementing the new Health strategic plan  will address this challenge, as HRH challenges is one of the major bottlenecks that the plan aims to overcome. 
Training: The nationwide training of supervisors and health workers within the context of the introduction of IPV should not be considered as an ad hoc stand-alone training, but needs to be followed up as part of the capacity building process of health workers in the HSS proposal. The same supervisors and health workers are engaged in other RCH activities at the facility level. Also the training materials used during the IPV introduction will be incorporated into the main EPI training manual for routine services. Training on IPV focus on health workers which is expected to improve data generation at health facility level. There is therefore a need for training on data cleaning, compilation and analysis for better planning and decision making. 

	Objective 4:  To empower communities, CSOs and other local actors to improve RCH services including immunization services 
	There is a strong CSOs involvement (e.g. Red Cross, Hands on Care, Gambia Family Planning Association, Health Promotion Development Organisation (HePDO), in community mobilisation of health programmes and interventions such as malaria, HIV/AIDS, tuberculosis, and disaster management (draft EPI communication Plan 2014). Community structures are well-integrated with health service provision (MCNHP project manual page 10.), hence the expansion of community mobilisation, social change and demand side interventions as outlined in the HSS proposal will benefit from the existing mechanisms in   maintaining high immunisation coverage and reducing dropout rate. 
Advocacy and Social mobilization: Activities for new vaccine introduction (e.g. IPV) included message development in support of routine immunization services, which have raised awareness on the importance and uptake of routine immunisation services. Efforts would be made to continue on sensitization of communities, religious leaders, Technical Advisory Committees and the conduct of radio programmes as well as production of IEC materials.

	


	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 and cMYP. 

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. 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.

This description will be used to assess if the proposed key activities will be sufficient to achieve the identified immunisation outcomes. 
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	Objective 1: To maintain the high immunization coverage (≥95%) and improve the quality and equitable access to RCH service delivery 
Geographic access to immunization services (table 3) varies considerably from urban to rural areas.  This is due to increased demand as a result of population growth especially in urban areas and ill-equipped outreach sites that cannot meet the population demand.
There are 257 outreach clinics of which 37 are in the urban areas while 220 are in rural areas. In the expansion of integrated PHC services, special emphasis will be given to overcoming the limited access due to poor physical infrastructure and equipment at PHC level. The expansion and refurbishment of the outreach sites will ease access and provide convenience for parents visiting for RCH services including immunisation.  Twenty three (23) out of the 30 new outreach clinics will be constructed in underserved urban areas. In addition, 14% (5 out of 37) of existing outreach clinics in the urban areas will be rehabilitated, and 10 poorly equipped outreaches will be provided with furniture and equipment to meet national standards. 7 new outreach clinics will be built in the rural areas and 15% (35 out of 220) of existing outreach clinics rehabilitated. 
The GAVI HSS will support the procurement of cold chain equipment to address the capacity gap at central and three regions (WHR1, WHR2 and URR) Refer to tables 6 and 7), including the replacement of aging equipment at facility level. (Refer to table 8), provide dry store facilities in five regions (WHR1, WHR2, NBER, CRR and URR).The proposal will support continuous monitoring and supervision of RCH activities including immunization with emphasis in the urban areas and quarterly cold chain preventive maintenance countrywide. 
Implementing the above activities, will lead to increase access to immunization services, ensure availability of potent vaccines and other supplies and improve quality of services. Most of the activities to be implemented will be geared towards addressing the gaps in coverages (Penta3 (84.0% Urban, 90.9% Rural) MCV1 (82.0% Urban, 92.9% Rural) Dropout Rate Penta1 to Penta3 (13.5% Urban, 7.6% Rural).
Objective 2: To strengthen the generation and timely use of quality data and information for decision making in RCH services. 

DHIS2, a web based health information system that contributes to the availability of real time data for decision making already exists but there are gaps in its implementation and utilization Currently only 2 out of 17 HMIS staff are trained on DHIS2 and out of 285 Health Workers selected to be trained only 20 were trained on the revised data collection and management tools. There is inadequate ICT equipment and accessories to effectively manage health data.    

The activities to address these gaps will include: strengthening immunization data management and information system contributing to institutionalizing periodic performance reviews, annual sectoral reviews and surveys, training surveillance officers and data managers on disease surveillance, data management, providing ICT equipment and accessories including internet infrastructure. National surveys and reviews will be conducted to look at programme performance for immunization coverage and quality of services.  

Implementing the outline activities under this objective will improve accuracy and efficiency, and improve quality of data reporting on RCH including immunization. Data analysis will help identify drop-out gaps and enhance vaccine management. It will further enhance supportive supervision and monitoring on service delivery. 

Objective 3: To enhance the capacities and work environment of health workers for improved RCH services
The lack of an institutionalized continuous training programme contributes to the poor performance of health workers on RCH services including immunization. In addition, the high attrition rate and an uneven distribution of staff, poor motivation and retention package compromised quality service delivery. This objective will focus on incentive package, capacity building of health workers/volunteers, supportive supervision and human resource information system. 
In an attempt to motivate and retain skilled health staff, the NHSP stipulates the introduction of 40% to 50% of health staff salary as allowances (NHSP 2014-2020).   There are already incentive packages for health workers by government and partners (Global Fund and MCNHRP) which provide allowances. The allowances paid to health staff at major and minor health facilities are on the low side compared to allowances given to hospital staff, which could be the reason for lower attrition in hospitals.  This incentive will be given to all health workers offering and coordinating RCH services including immunization at service delivery point. The Ministry attracts staff to rural areas and retains skilled staff through the provision of additional incentive. The building of new outreach clinics in urban areas will increase the work load of existing staff, thus warranting the payment of incentive from the HSS grant to these staff. The payment of incentive to these staff is geared towards improving coverage in urban areas as well as complementing government and other partners’ payment of incentives in rural areas and other programmes. 
Capacity building of health professionals is supported by various interest groups such as government, Global Fund, WHO, UNICEF, UNFPA and other partners. The proposal will focus on in-service training in RCH, Immunization, Surveillance and Interpersonal Communication for health workers at all levels. Based on the identified bottlenecks and variance in coverage between rural and urban, sixty percent (60%) of health workers to be trained will be in the urban areas. In addition, the GAVI HSS grant will support the introduction of a web based Human Resource Information System (iHRIS) and the training of health staff on the use of the system. 
All these interventions will contribute to the availability of well-motivated skilled professionals in the health sector to deliver quality RCH services including immunization. This will significantly increase the fully immunized coverage in urban areas. 
Objective 4: To empower communities, CSOs and other local actors to improve the utilization of RCH services including immunization services by 2019.

The implementation of social mobilization activities is on-going at community level. However, it is not concentrated in the urban areas where most of the population to be vaccinated resides. The engagement   of CSOs, organized community structures including VSGs and CHWs is limited mostly to campaigns and introduction of new vaccines into routine immunization services.   
The proposal will support the scaling-up of integrated communication activities in RCH services including immunization by empowering CSOs and local actors at community level in urban areas. The CSOs involvement at community level will be geared towards increasing awareness and involvement at the different settings, principally to improve coverage in the urban areas whilst maintaining the high coverage in rural areas. This will help to increase participation and acceptance as well as help to exchange lessons learnt across areas that will drive demand creation for RCH services at community level especially in urban areas for increased immunization coverage. 
In order to maintain the high immunization coverage nationally (90%), communication support materials on RCH services particularly immunization will be revised and produced to help create awareness and demand for services in both rural and urban areas. Specific themes as per the reasons for low immunisation coverage and high dropout rates in different settings will be used to increase awareness.  The acquisition of a film van will be important in this regard to help communities in actually visualizing the benefits of immunisation and consequences of non-immunisation during the film shows. 
The orientation and involvement of National Assembly Members and local government authorities in RCH services will help to increase community participation as well advocate for increase budgetary allocation for immunization services. 

The health workers, CSOs and MDFTs members will be equipped with the necessary knowledge and skills in communicating with mothers and care-givers during RCH sessions in both rural and urban settings. Emphasis will be place on addressing the equity issues in terms of coverage, dropout and fully immunized as illustrated in the rural-urban gap in Section 5.  These trainings will include the development of an IPC training manual which will be followed by the training of trainers and step down training at regional and community levels.
In addition to the four objectives, activities on programme management have been identified to support the planning, coordination, implementation and monitoring of integrated RCH services. The four vehicles proposed in the grant will be distributed to the EPI (2), DHRH (1) and HMIS unit (1). The vehicles will facilitate supervision at all levels, cold chain monitoring and maintenance as well as coordination of programme activities. The surveys and reviews to monitor progress and performance of the grant are included under programme management.    


	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 Work plan 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.
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	Objective / Activity
	Explanation of link to improving immunisation outcomes

	Objective 1: To improve immunisation coverage in urban areas and maintain the high immunization coverage  (≥95%) in rural areas whilst improving the quality and equitable access to  RCH service delivery

	Activity 1.1: Strengthening and expanding the outreach services 

	Twenty three (23) new outreaches will be built in the urban areas and 7 in the rural areas; while 35 will be refurbished in the rural areas and 5 in the urban areas.  All the newly built and refurbished outreach clinics, with an additional 20 (10 urban, 10 rural) inadequately equipped outreach clinics across the country will be provided with furniture and equipment like couches, tables, chairs, BP machines. This activity will improve quality and enhance access to services especially in urban areas.

	Activity 1.2: Improving and maintaining cold chain at all levels
	In line with the EVM recommendations, equipment (cold room, freezers, refrigerators and ice liners) and spare parts will be procured and routine maintenance will be strengthened. Due to the introduction of new vaccines, e.g. Rota (75.3cm3/dose) and existing constraints in storage capacity, The Gambia will switch from the use of RCW 50 to TCW 2000 SDD for increased storage capacity at facility level. The HSS project will support the procurement of 41 sets of TCW 2000 SDD. This will ensure the availability of potent and quality vaccines. The 15 ice liners would be used as backups at central level as well as regional stores. 5 dry stores will be built for the storage of injection supplies at regional level. 

	Activity 1.3: Strengthening the management of RCH  including immunization   services at all levels
	Quarterly supportive supervision will be carried out on RCH services using a structured checklist. During such visits, issues and challenges relating to RCH services including immunisation will be discussed and solutions sought to better improve services. Technical inputs like on the job training will be conducted during such visits.
Monitoring and supportive supervision will also be strengthened with respect to vaccine management, reducing wastage and dropouts, among others. Service providers will be mentored on standard procedures, job aids and guidelines will be available and capacities will be strengthened. Feedback on identified issues will improve data quality, vaccine management and other skills. This will lead to maintaining and improving the high immunization coverage level and quality of services. This activity will improve and strengthen quality RCH including immunization services.

	Activity 1.4: Improving the waste management system


	The objective is to prevent the spread of blood borne infections and needle stick injury.  Health facilities generate a lot of waste including clinical waste that needs to be properly handled. During SIAs, large amount of wastes are generated which the current capacities of incinerators cannot handle. Therefore 50 incinerator attendants will be trained.

	Objective 2: To strengthen the generation and timely use of quality data and information for decision making in RCH services.

	Activity 2.1: Strengthen immunization data management and information system at all levels for timely decision making.
	The capacities of generating data in facilities, reporting and analysis will be strengthened and improved for better decision making. The printing of primary data collection tools (Infant Welfare Cards, registers) will ensure data on RCH services are recorded and the child progress is monitored. The bi–monthly meetings will provide the platform to give feedback on RCH services, review progress and challenges related to service delivery. 

	Activity 2.2: Contribute to institutionalizing periodic performance reviews for RCH services including immunization services, monthly, bi-annual, quarterly, annual sectorial reviews,  surveys and in-service meetings at regional and central level
	National reviews will be conducted to look at programme performance for immunization coverage and quality of services.   Coverage and health facility surveys will provide additional data, and help measure performance and progress towards achieving set targets. 
The strengthened information system in activity 2.1 will provide appropriate information for the reviews. These activities will support bi-monthly meetings, quarterly review meetings and annual programme reviews to prepare reports for use in the annual health sector reviews. Progress will be assessed in a more systematic manner by tracking performance indicators, identifying challenges and recommendations will be made for improving service delivery. After the conduct of the monthly reviews, areas highlighted will be further discussed at the bi- monthly meetings for possible interventions. The quarterly review will look at issues that emanated from the bi-monthly meetings for possible discussions in the annual review. 

These forums will enable managers and service providers to discuss issues affecting health care services including immunization.

	Activity 2.3: Strengthen data collection and reporting.
	This will be done through quarterly supportive monitoring and supervision, bi-monthly meetings with RCH unit, EPI, EDC, NPHL, HMIS, RHMTs to review and update data and receive feedback on reports. Two consultative meetings per year will be held with partners to harmonize data collection tool. This will improve accuracy and efficiency, reduce the burden of data collection, improve quality of data reporting, and enhance supportive supervision and mentoring on service delivery including immunization. It will also serve as a measure of quality for the validation of routine immunization. 

	Activity 2.4: Provide ICT  equipment and accessories including internet infrastructure
	The procurement of ICT equipment, accessories and internet facilities will enhance effective data management.  The provision of 20 computers and accessories, 20 data cards, 20 anti-viruses per year and the quarterly maintenance of the computers will be done through the HSS grant. This will contribute to immunization services by ensuring the availability of real time data at all levels for tracking coverage and vaccine availability. 

	Objective 3: To enhance the capacities and work environment of health workers, particularly in urban areas, for improved RCH services. 

	Activity 3.1: Support a comprehensive incentive package for RCH service providers.
	The NHSP stipulates the introduction of a comprehensive incentive package.  200 health workers involved in immunisation services will be paid $15 per month in the first 2 years and sixty percent (60%) of the incentive will be paid to health workers in urban areas to improve and maintain coverage. This will subsequently increase to 250 health workers in the third year and 300 health workers in the fourth and fifth year. This will contribute to the optimal performance in the delivery of quality RCH services and reduce attrition. 

	Activity 3.2: Train health workers and Multidisciplinary Facilitation Teams (MDFTs) on inter-personal communication (IPC) skills 
	The training will include the development of an IPC training manual which will be followed by the training of trainers at central level and step down training at regional and community levels. This activity will equipped health workers and MDFTs with the necessary knowledge and skills in communicating with mothers and care-givers during RCH sessions including immunisation. The training is aimed at equipping mothers and caregivers with adequate knowledge on the importance of immunization and thereby contributing to increased uptake.  

	Activity 3.3 Training and retraining of health staff in EPI/RCH/IMNCI/Disease Surveillance, AEFI surveillance/ Data Management
	Staff at all levels will be trained on basic EPI/RCH/IMNCI/Disease Surveillance, AEFI surveillance/ Data Management modules. This will be conducted as part of   a basic training package to help improve service delivery. In addition, the mid- level managers have not been trained on immunization related services and managing the skills of the staff at the lower level. Thus the MLM training will ensure there is a mechanism for continuous mentoring of staff at lower level. All these trainings will improve RCH services including immunization; ensure availability of complete and timely data, and adequate investigation and detection of cases. 

	Activity 3.4 strengthening the Human Resources Information System
	A web based Human Resource Information System (iHRIS) will be introduced and 32 health staff trained annually on the use of the system. This will provide information on staff distribution, staff attrition and vacancies. This will ensure effective and efficient human resource management and consequently ensure universal access to quality health services. 

	Objective 4: To empower communities, CSOs and other local actors to improve the utilization of RCH services including immunization services particularly in urban areas.

	Activity 4.1: Assess information on communities’ knowledge about EPI and RCH services
	Gathering information is crucial as quality information is the foundation of any advocacy effort. The activities will include engaging communities on what they know about EPI and RCH services through focus group discussions, face to face interaction and interviews. Assessment will be conducted in communities with low coverage to gather base line data on knowledge, behaviour, attitude and practice about RCH services including immunisation for better service delivery   

	Activity 4.2: Build the capacity of CSOs and organized community groups on RCH services 
	Using the result of the assessment from activity 4.1,  communities (20 women groups, 20 drama groups, 20 Traditional Communicators, local authorities, influential /religious leaders, schools, madrasas) and 20 CSOs will be sensitized annually per region  to promote acceptance and participation in the delivery and uptake of RCH services including immunisation.  This can subsequently lead to, increased demand for RCH services including immunisation in areas of low coverage. 

	Activity 4.3: Promote EPI and RCH Service through communication support materials (print and electronic) and interactive community film shows.
	Communication support materials such as posters, leaflets, factsheet, T-shirts, caps and pictorial dialogue on immunization will be produced to   create increased awareness/knowledge and demand for immunisation services. Some of the messages on the communication support materials will be translated into local languages and depicted in pictorial/graphic form for better understanding.  In addition, radio and television spots and jingles on immunization will be produced and aired on GRTS as well as private and community radio stations to create demand for services.

The provision of a film van will help to facilitate interactive film shows on immunization at community level in both rural and urban areas to improve awareness. National Assembly Members and local government authorities (TACs, Chiefs, Village heads, religious leaders, VSGs, CHWs etc) involvement in immunization and RCH services will serve as advocates and role models, to help increase male participation and increase budgetary allocation for immunization services. 

	Activity 4.4: Support the implementation of EPI Communication Plan
	The activities include assessing the level of the implementation of the communication plan, through quarterly and annual review. Some activities of the plan not capture in the objectives such as training of clinician and traditional healers on RCH and immunization services. 

Implementation of the plan will increase awareness and influence behavioural change on the values of immunization in both rural and urban communities. The resulting increase use of EPI services will improve immunization outcomes and will go a long way in addressing RCH bottlenecks in relation to immunization.


	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 in the application form 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, intermediate result and immunisation outcome listed in the Results Chain there should be corresponding indicators to measure achievement detailed in the box below. These should align to indicators detailed in the HSS M&E Framework and should include the six mandatory immunisation outcome indicators listed in the Key Terms Section of the Supplementary Guidelines for HSS Applications. Applicants are encouraged to include other immunisation outcome indicators as well which relate specifically to the part of the health system where funds will be used.
→ 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 include specific data quality problem areas where funds will be used. FOUR PAGES MAXIMUM 

	Objective 1:  To maintain the high immunization coverage (≥95%) and improve the quality and equitable access to  RCH service delivery 

	
	Key Activities:

· Activity 1.1: Strengthening and expanding the outreach services

· Activity 1.2: Improving and maintaining cold chain at all levels
· Activity 1.3: Strengthening the management of immunization services at all levels
· Activity 1.4: Improving the waste management system 
	
	Intermediate Results: 

· Availability of  functional outreach services  

· Availability of facilities with functional cold chain equipment
· Availability  of functional incinerators 
· Reduction in vaccine wastage rates
	
	Immunisation Outcomes:

· MCV 1 coverage 

· Penta 1 to Penta 3 dropout rates


	

	
	Related Key Activities Indicators:

· Proportion of health facilities with rehabilitated  and expanded outreach services

· Proportion  of facilities with functional cold chain system

· Proportion of existing incinerators rehabilitated and new ones  constructed
	
	Related Intermediate Results Indicators:
· Proportion of outreach post with minimal requirements per region (see appendix for  minimum standard definition of outreach)
· Increase in number of outreach sessions in urban areas
· Proportion of Public Health facilities with functional cold chain 
	
	Related Immunisations Outcome Indicators:

· MCV 1 coverage 

· Penta 3 coverage
· Penta 1 to Penta 3 dropout rates
	

	Objective 2:  To strengthen the generation and timely use of quality data and information for decision making in RCH services.
	

	
	Key Activities:

· Activity 2.1: Strengthen immunisation data management and information system at all levels for timely decision making.
· Activity 2.2: Contribute to institutionalizing periodic performance reviews for RCH services including immunization services, monthly, bi-annual, quarterly,  annual sectoral reviews, surveys and in-service meetings at regional and central levels
· Activity 2.3: Strengthen data collection and reporting
· Activity 2.4 Provide ICT  equipment and accessories including internet infrastructure
	
	Intermediate Results: 

· Availability of  timely, complete and accurate data 
· Availability of integrated data collection tools
	
	Immunisation Outcomes:

· Penta3 Coverage
· Penta1 to Penta3 Dropout  

· Fully Immunized

	

	
	Related Key Activities Indicators:

· Proportion of facilities using the integrated data collection tools.
· Number of review  meetings planned and conducted 
· Proportion of reports submitted 

· Number of ICT equipment and accessories including internet infrastructure procured.

· Number of surveys conducted.
	
	Related Intermediate Results Indicators:

· Percentage of facilities reporting complete, accurate and timely data per region.

· Proportion of facilities submitting complete reports by region.


	
	Related Immunisations Outcome Indicators:

· Penta3 Coverage 

· Penta1 to Penta3 Dropout 
· Fully Immunized 
	

	Objective 3:  To enhance the capacities and work environment of health workers for improved RCH services
	

	
	Key Activities:

Activity 3.1. Support a comprehensive incentive package for RCH service providers.
Activity 3.2. Training of MDFTs on Interpersonal communication skills

Activity 3.3. Training and retraining of health staff in EPI/IMNCI/RCH/Disease Surveillance and Data Management

Activity 3.4: strengthening the Human Resources Information System 


	
	Intermediate Results: 

Availability of a skilled (trained) workforce 
Availability of functional HR information system

Availability of an incentive scheme for staff retention


	
	Immunisation Outcomes:

· Penta3 coverage

· Penta1 to Penta3 Dropout 

· MCV1 coverage rate

· Fully Immunized


	

	
	Related Key Activities Indicators:

· Number of joint supervisions planned and conducted

· Number of health workers who passed post-test training evaluation   
· Number and location of staff receiving incentives

· 
	
	Related Intermediate Results Indicators:

· Proportion  of health facilities with trained health personnel
· Staff attrition rate at regional and facility levels

	
	Related Immunisations Outcome Indicators:

· Penta3 coverage

· Penta1 to Penta3 Dropout 

· MCV1 coverage rate

· Fully Immunized
	

	
	Objective 4:  To empower communities, CSOs and other local actors to improve RCH services including immunization services by 2018
	

	
	Key Activities:

Activity 4.1: Assess information on communities’ knowledge about EPI and RCH services

Activity 4.2: Build the capacity of CSOs and organized community groups on RCH services. 

· Activity 4.3: Promote EPI and RCH Service through communication support materials (print and electronic) and interactive community film shows.
Activity 4.4 Support the implementation of EPI Communication Plan
	
	Intermediate Results: 

· Availability of  assessment reports

· Availability of trained CSOs and organized community groups

· Availability of  RCH and EPI communication support materials
· Community involvement in RCH and EPI services 
· Increase utilisation of immunisation services 

	
	Immunisation Outcomes:

· Penta3 coverage

· Penta1 to Penta3 Dropout 

· MCV1 coverage rate

· Fully Immunized 
	

	
	Related Key Activities Indicators:

· Proportion of CSOs and organized community groups involved in EPI services.
· Proportion  of communities, health facilities and schools provided with communication support materials  
· Proportion of communities sensitized through interactive film shows 
	
	Related Intermediate Results Indicators:

· Number of regions with CSOs engaged in RCH services 
· Number of RCH and EPI film shows conducted per region per quarter
· Average attendance per film show
· Number of Communities sensitized on RCH  services including immunisation
· Proportion of sensitized community members who know at least 5 vaccine preventable diseases
	
	Related Immunisations Outcome Indicators:

· Penta3 coverage

· Penta1 to Penta3 Dropout 

· MCV1 coverage rate

· Fully Immunized
	

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

Immunization is a highly cost effective public health intervention.  These activities when implemented will help to strengthen RCH services including immunization and increase their uptake thereby leading to the reduction of vaccine preventable diseases and other childhood illnesses. This will eventually contribute to the reduction of morbidity and mortality in children.

	ASSUMPTIONS:

· Timely disbursement and availability of funds 
· Availability and retention of staff
· Efficient management of the available funds

· Availability of  fuel  
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	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 3 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/MICS or recent coverage estimates from WHO/UNICEF. If the difference between these reported data are more than 5% points, the country should include an explanation as to how they plan to strengthen data quality as part of the M&E Framework of the HSS grant.  Even if the discrepancy is less than 5 percentage points, countries should institutionalize a periodic process of data verification that has an independent (national or external) component. 
→ 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’s programmable section - see Figure 2 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. 
Please note that GAVI requires that each proposal includes an end of grant evaluation in their M&E Framework. 
TWO PAGES MAXIMUM

	The implementation, monitoring and evaluation of this HSS grant is aligned to the M&E plan of the NHSP. 
The M&E plan of the NHSP (2015-2020) has a results chain with 83* identified set of indicators with data sources, and describes plans for data collection and analysis, data quality assessment, annual reviews, quarterly and annual performance reports and communication as well as dissemination of results. The set of  indicators drawn from the NHSP with baselines, annual targets and reporting frequency to measure progress of implementation include: impact indicators, output indicators (service delivered/people reached) and  inputs and processes indicators (drugs, equipment buildings training etc).
Thus, the aim is to monitor the resources invested, the activities implemented, services delivered, and to evaluate outcomes and long-term impact. Quarterly performance reports and annual reports will be produced, that will include immunisation outcome reports from the EPI programme and regional health teams, based on the agreed set of indicators. The EPI indicators in the M&E plan are fully immunized, Penta3 and MCV 1 coverages.  The data will be collected on an annual basis through EPI cluster surveys funded by the GAVI HSS. 
The M&E framework of the GAVI HSS proposal will be monitored using monthly reviews of data and preparation of quarterly reports, that will feed into the annual review of the health system as outlined the M&E plan of the NHSP. The routine data will be collected through the use of the DHIS2, iHRIS and LMIS data sources. 
The indicators for monitoring of the HSS grant are specified in the M&E framework as attachment 3. The impact/outcome indicators are aligned to those in the M&E plan. The data sources for the grant include facility records and periodic surveys which are consistent with the NHSP. Data will be generated using tally books and registers which are summarised on monthly basis and transmitted to RHMTs for onward transmission to the central level; and in some facilities directly into DHIS2 system, for central collation and processing. The bulk of data analysis and use occurs at the central level and to some extent at RHMT. Minimal data analysis is done at facility level. This grant aims at addressing the existing weaknesses in the health information system (data generation, reporting, analysis, and use at the various levels). The activities targeted for strengthening the M&E includes:

· Production of data generation and integrated reporting tools
· Strengthening the capacity of data entry clerks and health facility staff on data collection and reporting
· Building the capacity of middle level managers on data management and use at all levels
· Supportive supervision to RHMTs and health facilities 
· Periodic performance reviews with the aim to  align immunization programme reviews with the national annual health sector review cycle (Joint Annual Review)
· Procurement of ICT equipment/software for data storage and management 
Routine systems for monitoring data quality, by conducting systematic data quality assessment through health facility surveys (DQA, IMNCI Health Facility Survey, SARA, EPI Cluster Survey) will be institutionalized. Strategic objective 6 of the M&E plan (2015-2020) is to improve the quality of information, in terms of validity, consistency, reliability, accuracy, timeliness and completeness  and this involves data quality audits, development and reviewing of standard operating procedures and guidelines across all levels.
Immunization data is disaggregated in the tally book by sex at health facility and regional level. However, this is not reflected in the central level reporting template.  
The differences in EPI coverage survey and the DHS data can be attributed to the gross difference in sample sizes. The cluster survey used a sample size of 1470 households whilst the DHS used a larger sample size of 7025.  The existing EPI coverage survey tools do not provide disaggregated data to reflect the differences between highest and lowest quintiles. The tools will be revised to capture data disaggregation by gender, wealth and geographic location. 

Immunisation outcomes and intermediate results indicators, related to each objective of the grant are provided below: 
Objective No.

Intermediate Results Indicators

Outcome

1.

· Proportion of outreach clinics with minimal requirements per regions. 

· Increase in number of outreach sessions

· Proportion of Health facilities with functional cold chain
· MCV 1 coverage 

· Penta 3 coverage

· Penta 1 to Penta 3 dropout 
2.

· Percentage of facilities reporting Complete, accurate and timely data per region.
· Proportion of facilities submitting complete reports by region
· Penta 3 Coverage

· Penta1 to Penta 3 Dropout  

· Fully Immunized
3.

· Proportion  of health facilities with trained health personnel
· Staff attrition rate at regional and facility levels
· Penta 3 Coverage
· MCV1 Coverage
· Penta1 to Penta 3 Dropout  

· Fully Immunized 
4.

· Number of regions with CSOs engaged in RCH services 
· Number of RCH and EPI film shows conducted per region per quarter
· Number of communities sensitized on RCH  services including immunisation
· Penta 3 coverage

· Penta 1 to Penta 3 Dropout 

· MCV1 coverage 

· Fully Immunized
 The inclusive activity related to M&E amounts to US$375,900 which corresponds to 8.14% of the total GAVI HSS grant. 
The established data committee will verify data from the primary data source at service delivery level quarterly.  The external data auditing will also follow the same method with the internal data auditing. The external data auditors will verify the internal data audit method.
*After the validation of the draft M&E plan, the core indicators will be reduced to around 40 and other components of the plan edited and finalised 


PART E – BUDGET, GAP ANALYSIS AND WORKPLAN
	15. Detailed Budget and Workplan 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 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. TWO PAGES MAXIMUM 

	The activities identified under the four objectives of the proposal will be implemented over the five year period from 2016-2020.  Following internal consultation, the decision was made at the country level to shift the proposal start date from 2015 to 2016, in order to allow sufficient time for the Financial Management Assessment (FMA) by a GAVI team to take place in the Gambia and for any critical recommendation to be immediately implemented by the end of 2015. Finalizing the Aide memoire from a previous FMA was a stumbling block to the implementation of the approved HSS grant in 2009, and the country team, through the ICC opted to learn from the experience by ensuring the smooth implementation of the current grant, if approved.
The activities are spread across five areas of the GAVI HSS grant categories: service delivery, workforce and human resources, procurement and supply management system, health information system and community and other local actors (civil society organisations). The largest component of funding is allocated to service delivery. The second largest component is the programme management, which  includes all the surveys which will be conducted over the five years as well as the planning, coordination, implementation  and monitoring of integrated RCH services.
 The unit costing applied to the budget is based on the same assumptions and estimate costs that were used to cost the NHSP. Examples as applied to the proposal include: the cost of holding a workshop in the region, package for training a certain number of health workers.

One of the main expenditure items, critical to the improvement of RCH and immunization services is the construction and refurbishment of outreach clinics. In the attached appendix, a standard definition of what constitutes a functional outreach clinic is provided, based on the last health mapping study. 

The annual work plan (see template in attachment 6) shows that substantial number of the activities (55%) will be implemented in the first two years. This is to ensure that the required infrastructure and minimum training needs are addressed as early as possible to enhance the improvement in service delivery, as outlined in the NHSP. Thus, the construction of one cold room, the purchase of 1 RCH trekking vehicle and computers for data management are front loaded within the first two years of implementation. Three of the vehicles to be procured will be stationed in the urban areas to cater for the new outreach clinics to be constructed.  Likewise the refurbishment of all the outreach posts and the construction of 60% of new ones will be done in the first two years. 

The 18-month procurement plan is needed to put in place structures for the provision of basic health services at the PHC level. These include the building of outreach clinics, provision of cold chain equipment, furnishing existing and new outreach clinics to make them user friendly for mothers and children; trekking vehicles for the transportation of RCH staff to satellite communities for the provision of RCH outreach services; printing of data collection tools like registers, infant welfare cards, and equipment for data analysis and reporting. Once these are procured, it will enhance the provision of quality health care service delivery. Refer to section 12 Activity 1.2 for a detailed description of construction and refurbishment of outreach clinics.
It is important to note that the team that completed the costing of the NHSP were also involved in the preparation of the GAVI HSS budget and work plan, as well as the formulation of the medium term expenditure framework (2015-2017), that is currently being prepared. As can be seen in the costed activities in the NHSP, there is a broad framework that has incorporated all health system strengthening activities and the implementation through the compact will ensure transparency, sustainability and reduction in the duplication of resources for similar activities. An annex on unit costing called HSS Budget Assumptions is attached to give further details on budget breakdowns. 


	16. Gap Analysis and Complementarity

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

→ Please complete a gap analysis that is related to each of the GAVI HSS proposal objectives. The gap analysis should use information as available in National Health Sector Strategy/Plan, cMYP, or other gap analysis conducted, to show the total resource requirements for Health System Strengthening related to each of the proposal objectives. Applicants are encouraged to use the GAVI HSS Budget, Gap Analysis and Workplan Template but can alternatively choose an existing country template.
→ 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. 
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	Objective 1: To maintain the high immunization coverage(≥95%) and improve the quality and equitable access to RCH service delivery

The EPI communication plan 2014-2018 (p13) highlights the importance of NGOs and CBOs in the promotion of immunization services and related essential family practices. Important CSO partner in health such as Red Cross has built seven RCH trekking site in URR in 2013. This support from the Red Cross came from a Spanish Red Cross Project called Convention 2. They also provided some basic equipment and furniture. In the NHSP Government has highlighted the refurbishment of the health facilities as a strategy for implementation in the next five years. WHO is also supporting the revitalization of PHC strategy and will provide technical and financial support for the implementation of identified activities country wide. The GAVI HSS will support the provision of equipment and furniture for outreach clinics built by the communities and CSOs. 
The Government has been supporting the maintenance of the cold chain by providing the human resource and vehicles for supervision and routine maintenance. UNICEF has been a long standing partner in the provision of cold chain equipment and WHO is investing in waste management, whilst GAVI ISS support was used in providing spare parts for the maintenance of the cold chain. Over the years, these supports on cold chain from partners have reduced compounded by the ending of GAVI ISS funding. The ending of ISS coupled with dwindling support from other partners created gaps in provision of logistics, training, monitoring and supervision,   The GAVI HSS will address some of the gaps created in these areas.
The current WB funded The Gambia Maternal and Child Nutrition and Health Results Project (MCNHRP) will fund the construction of 24 incinerators and the IDB Health Expansion Project will also fund the construction of 5 incinerators across the country. The MCNHRP is focusing in North Bank West, Central River Region and Upper River Region of the country, whilst IDB health expansion project is country wide. The UNFPA and UNICEF support targets Central River, Upper River and Lower River regions. Thus the GAVI HSS grant will complement the existing partners’ support by mainly focusing in the Western Health Regions 1 and 2.
OBJECTIVE 2: To strengthen the generation and timely use of quality data and information for decision making in RCH services

Under this objective, the GAVI/HSS intends to compliment the Ministry of Health and Social Welfare’s on-going efforts to strengthen Health Information System by providing institutional and individual capacities to improve quality of health care and health outcomes including immunization. The expectation is that the grant will be used to bridge the HSS capacity gaps and thereby contribute to strengthening immunization data management and information system at all levels for timely decision making. The health system faces considerable capacity gaps at policy, managerial, programmatic and service delivery levels, which necessitate technical and financial support. In this drive the HMIS unit is presently getting support from the following:
· WHO supported the validation  and printing  of annual service statistics  and the quarterly  bulletins 
· UNICEF supported the update of data collection tools and gender mainstreaming 
· UNICEF will support the training of VHWs and TBAs in CRR and URR on the revised data collection tools.
· Global Fund is supporting quarterly trek, virtual private network (VPN), the technical implementations of DHIS2 and LMIS (M-Supply) 
DHIS2 already exists but there are gaps in its implementation and utilization. The following gaps exist in the HMIS: Inadequate skill capacity to manage data at all levels, multiple software to manage the same system (DHIS2, M-Supply and channel), weak reporting of data from some hospitals and private facilities, inadequate functional ICT equipment at HMIS and the regions. The GAVI HSS grant will support in building the capacities of the above mentioned gaps. The annual coverage survey is funded by UNICEF and WHO; Census and DHS is supported by Gambia Government and Partners. Bi-monthly joint monitoring and supportive supervision for EPI/EDC/Lab is currently supported by WHO but there is a need to expand this initiative to include other units within the MOH&SW. Channel, a software use for the management of drug inventory is supported by UNFPA. The government of the Gambia support covers recruitment and payment of salaries for staff working in the HMIS unit.   

Objective 3:  To enhance the capacities and work environment of health workers for improved RCH services

The bottlenecks that have been identified to be addressed by the objective are inappropriate distribution of skill staff, limited staff motivation, limited training opportunities, difficult working environment and high attrition.  The government has already introduced incentive packages for health workers such as hardship, special skills, on call, responsibilities, risk, house rent, and provincial allowances. Global fund through the program grant pay incentive to health workers at the regional level. In 2014, the MCNHRP provide a performance base incentive scheme for health staffs to improve maternal and child health nutrition. As the MCNHRP started in 2014 and the GAVI HSS grant starts in 2016, these two schemes will complement each other in helping government motivate and retain health staff.

The government is supporting the production of HRH at the health training institutions. The training outputs of these institutions are still low. In 2010 the global fund HSS project funded the accelerating training of nurses and also supported the provision of equipment and logistics to health training schools and laboratory services.  Partners such as WHO, UNICEF, UNFPA and global fund HSS are supporting the in-service training of health workers, community health workers and volunteers. These capacity building efforts are not being adequately addressed and hence the GAVI HSS grant will complement these capacity building efforts to ensure adequate trained health staff and community health workers/ volunteers.  

The human resource information system was supported by WHO through technical, financial support and capacity building of 32 health staff on management of HRMIS database.  The HRMIS database was introduced and decentralized in 2009 to all regions and public hospitals in order to provide reliable human resource data and information for proper HRH planning and monitoring. The GAVI HSS grant will support the introduction of the web based iHRIS, a more advanced tool for the management of the human resources.
Supportive supervision is a regular activity for Regional Health Teams in order to provide technical support to health facility staff.  This is supported by government in terms of stationeries and Global Fund in terms of fuel supply and maintenance. In-service meetings are monthly activities where the RHT and the health facilities meet to discuss issues affecting health service delivery including immunization. These meetings are supported by the government and the Global Fund grant in terms of sitting allowances.

Objective 4: To empower communities, CSOs and other local actors to improve the utilization of RCH services including immunization services by 2018.

In The Gambia partners such as UNICEF and WHO provide technical and financial support to health programmes in relation to advocacy, communication and social mobilization.  WHO provides $10,000 annually for Africa Vaccination Week now known as World Immunisation Week. These funds are used to create demand and increase uptake of immunisation services. UNICEF supports the implementation of the promotion of 4+2 ( ORS, ITN, Exclusive Breastfeeding, Hand washing Promotion + prompt care seeking for pneumonia and household water treatment), key  household behaviours  at community level.  UNICEF also supported the development of communication training manual which was used to train health workers and MDFTs on Interpersonal Communication Skills in 2013. These communication training manuals need to be reviewed and updated. CSOs and other local actors such as organized community groups as well as local government authorities were trained on health issues including immunization services.

In addition, UNICEF also supported capacity building for health workers, community health workers, care givers and village support groups on communication for development. This support in 2013 included the development of a comprehensive EPI Communication Plan. Donor conference is scheduled for end 2014 to mobilize resources for the implementation of the communication plan. The current $8 Million five (5) year World Bank MCNHRP includes a component on Community Mobilization for Social and Behavioural Change at a cost of $2 Million (MCNHRP/POM, 2014 Pg13) which will be complemented by the outline activities in the GAVI HSS Proposal.


	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. 
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	The Government of The Gambia is fully committed to improving the health and welfare of the entire population and has formulated policies and strategies for achieving this national goal. The Programme for Accelerated Growth and Employment (PAGE), and Vision 2020 ranks health second to agriculture in its order of priorities for increased investment over the current plan period.

A well-functioning and cost-effective primary health care (PHC) system is necessary for an effective and efficient health system. In this context, the Ministry of Health and Social Welfare is in the process of revitalizing the PHC to ensure its effective delivery at all levels. The Primary health care strategy which calls for stronger partnership and collaboration encompasses a large range of providers and services across the public, private and non-government sectors contributing to improved access to different segment of the population. The Ministry of Health and Social Welfare will use the PHC strategy as an entry point to sustain the gains registered under the GAVI HSS. 

The Riders for Health,  contracted to manage the transport resources for the Ministry of Health and Social Welfare will continue to provide support towards maintenance and running cost of the transport facilities. Funds for the maintenance and running cost of transport facilities come from the national budget.  A cold van has been purchased for the distribution of the vaccines routinely and during campaigns from the ISS funds. Riders for Health have provided a driver for the cold van and will continue to conduct preventive maintenance. They also mobilize and manage transport resources including fuel during routine immunization services and campaigns.  
The existing community structures such as the Village Development Committees (VDC), Multidisciplinary Facilitation Teams (MDFT), as well as community frontline communicators will be engaged to take ownership towards the maintenance of the infrastructures provided under the GAVI HSS. In addition NGOs, CSOs, Community Volunteers and other critical partners operating at grass-root level will be mobilized and involved throughout the implementation of the GAVI HSS so as to continue their support and involvement. The Government of The Gambia will continue to support capacity building for staff, pay allowances and fuel from the Gambia Local Fund (GLF). The Gambia has always met its co- financing obligations and this will be continued to enhance effective immunization service delivery during the implementation of the NHSP.
The Ministry of Health and Social Welfare will work closely with various Ministries and partners such as the Ministry of Regional Integration, Lands and Traditional Rulers, Ministry of Finance and Economic Affairs, GFATM, UNICEF, WHO, UNFPA, The Gambia Red Cross Society, Child Fund, Action Aid, HePDO and other potential partners in order to secure additional resources for the implementation of the PHC strategy including EPI as part and parcel of the cMYP 2012 – 2016 and NHSP 2014-2020.  The advocacy for 10% increment for EPI emergency budget as highlighted under the specific objective dealing with pharmaceuticals (NHSP), will help to ensure the availability of government funding on EPI related activities such as the procurement and maintenance of cold chain equipment.
Existing and emerging global and national coordination mechanisms, such as the IHP+ Country Compact, CCM, country-led national health strategy and others would be adhered to, in order to realize the agreed upon ground rules set forth to ensure aid effectiveness through enhanced government leadership, alignment of programmes to national priorities, harmonizing resources and reporting. The country compact is an agreement where all the development partners including the private sector clearly spell out how they will support the health sector. 
For sustainability measures, the NHSP has included the strategic orientation of channelling all health resources through the Country Compact. This will minimize duplication of activities and enhance efficiency of resource utilization at all levels. The working group on human resources under the country compact will engage government and partners in implementing a sustainable HR incentive schemes. The NHSP will be monitored through one M&E Framework and with the participation of health partners based on the IHP+ principles. 


	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 with regard to specific grant activities. 

→ Mechanisms which will ensure coordination among the implementing entities.

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

→ The role of development partners in supporting the country in grant implementation. 
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	The Ministry of Health and Social Welfare will be the principal recipient of the grant. The funds will be channelled in a Central Bank account and later be disbursed through a commercial bank account. The MOH&SW account at a commercial bank will be used for transactions concerning the GAVI funded HSS grant. The Ministry of Health and Social Welfare will sign an MOU that will highlight the modalities for disbursing funds for CSO activities identified for their implementation. The CSOs will provide quarterly comprehensive financial and programmatic reports to the Ministry of Health & Social Welfare.
The funds will be managed by the Accounts unit of the MOH&SW under the direct supervision of The Department of National Treasury using the Integrated Financial Management Information System (IFMIS) for the management of government and donor funded accounts. The unit has accounting staff that are government employees but may require additional staff to handle the additional funds effectively. The system will be in a position to generate reports on bank reconciliations, postings on activity spending and financial reports as and when required.  A budget line is provided for management cost to cover top-up allowance for accountants, organization of programme meetings, purchase of office stationery and printing of reports.  
The Permanent Secretary of MOH&SW will be the authorizing officer who will be supported by the Deputy Permanent Secretary Admin and Finance. The EPI Manager/GAVI HSS focal point will be responsible for the implementation of the grant. 
Annual work plan will be presented to the ICC for endorsement. Quarterly ICC meetings will be conducted to review progress and challenges made in programme implementation. The overall coordination of the GAVI HSS will be under the purview of the ICC in collaboration with the fully functional health stakeholder committee that will be implementing the NHSP. The ICC will conduct monitoring and supervisory visits to verify performance on the quarterly planned activities.
The Ministry has strengthened the Project Implementation Unit (PIU) and renamed it as the Project Management Unit (PMU). This unit will be responsible for the management of all Ministry of Health and Social Welfare projects.  The PMU is an additional financial and project management capacity for the MOH&SW that when fully functional can be an alternative body for managing the GAVI HSS grant. The PMU is expected to be fully operationalized once the country compact is signed and implementation begins during the second half of 2015.
The National Audit Office (NAO) will be responsible for auditing the GAVI HSS grant upon request by the Permanent Secretary of the MOH&SW as per government financial regulations. The National Audit Office has capacity to audit the GAVI HSS grant as evident in other past government projects. However, most projects require the service of external audit and the GAVI HSS will be no exception.  An audit exercise on the GAVI HSS grant should be conducted on an annual basis. This would include the timely production of audit reports, management letters for the consumption of all relevant stakeholders. 

Table 8: Roles and responsibilities of key partners 

  Title / Post

  Organization

     ICC

    member 

   yes/no

Roles and responsibilities of this partner in the GAVI HSS  implementation

Minister

MOH&SW

Yes

Chairperson

Permanent

Secretary

MOH&SW

Yes

Manages and controls funds and deputize the Hon Minister

Permanent Secretary

MoFEA

Yes

Resource allocation and financial management

Country Representative

UNICEF

Yes

Responsible for all major procurement including, cold chain equipment, vehicles, motor bikes and computers, using their procurement guidelines. They will provide technical services that includes consultancy in specialized areas.
Country

Representative

WHO

Yes

Provide technical assistance

Programme

Director

Riders For Health

(RFH)

Yes

Ensure uninterrupted services in terms of vehicles and

logistics (sustainability)

Director of HRH

MOH&SW

Yes

Planning and management of Human Resources for Health

Director of Planning& Information

MOH&SW

Yes

Planning, budgeting  and policy analysis

Director of Health Promotion & Education

MOH&SW

Yes

 coordinate, monitor and supervise all communication and social mobilization activities 

Country Director

Child Fund The Gambia
Yes

Support and implement community level health activities

Country Director 

Action Aid

Yes

Support Community level health activities 
Executive Director

Health Promotion and Development Organization (HePDO)

YES

Support and implement Community level health activities such as  training, orientation and  FGDs.
Secretary General

The Gambia Red Cross Society

Yes

Support and implement Community level health activities  related to recruitment of community volunteers and house-to- house volunteers
President

Rotary International

Yes

Support advocacy, Resource mobilisation for immunization services

Chairperson

Village

Development

Committee,

Community Based

Organisations,

Ward Development

Committee,

Catchment Area

Committees

No

Participate in the implementation of community level activities




	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 ensure that any CSO implementation details are reflected within the detailed budget and workplan. 
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	In The Gambia, CSOs are members of the National Communication Task Force on health issues including immunization services. They are members of the ICC and participated in the initial GAVI HSS Proposal Development Workshop in June 2014 which identified health systems bottlenecks and objectives. A meeting was held with CSO representatives for orientation on GAVI funding procedures and the Ministry's attempt for the new application. The MOH&SW is working closely with CSOs and other local actors as part of its efforts to expand access to immunization services in communities where partners have comparative advantage of being present in the communities. 
The CSOs and other local actors will play a key role in the implementation of interventions targeting community mobilization and provision of RCH services including immunization. The active participation and involvement of other CSOs in country is crucial, hence it will help to complement the efforts of the Ministry of Health and Social Welfare in the successful implementation of the GAVI HSS grant. The existing Terms of Reference of the National and Regional Communication Task Force will be reviewed and expanded to include other CSOs active in delivering RCH including immunization services at community level. CSOs will be given defined roles and responsibilities in the communication task force as well as the ICC.
At the National level, the participation of CSOs will be strengthened and expanded through a Memorandum of Understanding (MOU). The capacities of CSOs will be strengthened at national, regional and community levels to optimize the use of the available resources from partners. Participatory review of MOUs with CSOs will be encouraged on a yearly basis to expand their involvement in RCH including immunization services. The CSOs will be given an enabling environment to play a major role in advocacy, social mobilization, outreach activities and demand creation and pushing the agenda for continuous funding for RCH services including immunization.  They will also be given the platform to push the agenda of putting gender and equity perspective to RCH including immunization. Seven percent (7%) of the total budget is allocated to the CSOs in the HSS grant ($313,464), averaging about $62000 per year for activities. 
The data collection tools of CSOs will be harmonized with the MoH&SW data collection tools to facilitate accurate reporting of advocacy, communication and social mobilization activities on RCH services including immunization. A system will be developed such that data collected by CSOs at community level will be fed into the Health Management Information System (HMIS) database.


	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 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. 
ONE PAGE MAXIMUM

	The Gambia has never implemented the GAVI HSS grant and therefore needs Technical Assistance in the following areas to enhance smooth implementation of the grant:

· Mid and end-term evaluation

· The introduction of the Integrated Human Resource Information System 

· Conduct Service Availability and Readiness Assessment (SARA)

· Integration of all programme data into DHIS2

The technical assistance to be sought from the GAVI HSS is intended to complement Government’s ongoing efforts to strengthen the health system by providing institutional capacity to improve quality health care. They will provide technical guidance to MoH&SW staff during training, data collection and report writing of the identified areas. The SARA will be conducted for the first time in The Gambia and the TA will closely work with the Directorates of Planning and Health Research to build their capacities in conducting surveys.
A total amount of $120,000.00 is allocated for the provision of TA to address these service areas. This will complement activities that are already outlined in the proposal. The above support will enhance quality RCH services including immunisation. 
A table showing a TA plan for the HSS grant – provide breakdown in budget of TA cost
Type of support

Person Responsible

Cost of TA

Time line

IHRIS
Consultant to be hired
$30,000
2016
SARA
Consultant to be hired

$30,000

2017
Mid Term  evaluation

Consultant to be hired

$30,000

2018
End Term  evaluation
Consultant to be hired

$30,000

2020
Total
$120,000
The Ministry of Health and Social Welfare will formally request for TAs for the SARA, mid and end term evaluations. The SARA is planned for the second quarter of 2017, mid- term evaluation in the last quarter of 2018, and the end term evaluation in the first quarter of 2021. TORs for each of the evaluations will be developed and used as basis for the recruitment of the consultants to lead the process. The recruitment process will be facilitated by WHO.




	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 here 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’. 
TWO PAGES MAXIMUM

	Description of risk


	PROBABILITY

(high, medium, low)
	IMPACT

(high, medium, low)
	Mitigation Measures

	Objective 1: To maintain the high immunization coverage(≥95%) and improve the quality and equitable access to  RCH service delivery

	Institutional Risks:

· Frequent staff changes at regional and H/facility levels.  

· Staff attrition
	Low

Medium


	Low

Medium


	Develop and Implement posting guidelines

Empower the posting committee

Finalize the incentive policy

Provide a career development path way

	Fiduciary Risks:

· weak financial management

· Currency fluctuations
	Medium

High
	High

Medium
	Implement GAVI FMA

Enforce the government financial instructions 

Maintain the foreign currency account

	Operational Risks:

· Frequent power outages affecting cold chain equipment
	High
	High


	Solarised cold rooms

Provide generator back-ups

	Programmatic and Performance Risks: 

· Delay in accessing funds within the Ministry

· Availability of suitable space for outreach sites


	Medium

Low
	Medium

Medium 
	Early planning, request and follow-up

Involving and engaging senior management

Timely retirement of funds after activity implementation 

Have a vibrant and transparent procurement and contract committee

Implement GPPA rules and regulations

	Other Risks:

· Frequent changes at the senior management level
	High


	Medium
	Strengthen the PMU 

Strengthen coordination

	Overall Risk Rating for Objective 1
	Medium
	Medium
	

	Objective 2: To strengthen the generation and timely use of quality data and information for decision making in RCH services

	Institutional Risks:

· Inadequate data analytical capacity both at regional and central level

· Inadequate infrastructure and ICT equipment (data storage, security etc).
	High

High


	Medium

Medium
	Build capacity for data analysis

Strengthen infrastructure and ICT equipment

	Fiduciary Risks:

· Limited financial management skills
	Low 
	Medium
	Build financial capacity of staff

	Operational Risks:

· Weak supportive supervision and training on data recording and reporting

· Health facilities/NGOS and private sector not submitting regular HMIS reports
	Medium

Medium


	Medium

Medium
	Strengthen supportive  monitoring  and supervision

Joint MOH and partners forum  to monitor adherence to timely data reporting

	Programmatic and Performance Risks: 

· Delay in accessing funds within the Ministry of health
	Medium
	Medium
	Early planning, request and follow-up



	Other Risks:

· Frequent changes at the senior management level
	High
	Medium
	1.Strengthen the PMU 

2.Strengthen coordination

	Overall Risk Rating for Objective 2
	
	
	

	Objective 3: To enhance the capacities and work environment of health workers for improved RCH services

	Institutional Risks:  

· Staff attrition

· Frequent staff changes at regional and H/facility levels.  


	Medium

Low
	Medium

Low
	Put in place a comprehensive incentive package

Provide a career development path way

Develop and Implement posting guidelines

Empower the posting committee

	Fiduciary Risks:

· weak financial management
	Low
	High
	Implement GAVI FMA

Adherence to  the government financial instructions

	Operational Risks: 

· Poor working conditions/environment 
· Heavy workload
	Medium

Medium 
	Low

Medium 
	Provide the necessary working tools and furniture

Provide adequate trained health staff

	Programmatic and Performance Risks: 

· Uneven distribution of the available skilled health workers
· Weak system for managing available human resources for health 
	Medium

Medium
	Medium

Medium
	Develop  and  implement posting guideline

Strengthen  human resource management 

	Other Risks:

· Weak supportive supervision 
	Medium 
	Medium 
	Conduct monthly/quarterly supportive supervision 

	Overall Risk Rating for Objective 3
	
	
	

	Objective 4: To empower communities, CSOs and other local actors to improve the utilization of RCH services including immunization services by 2018.

	Institutional Risks:

· Possibility of CSO personnel securing better job since most of them are volunteers

· Lack of involvement of CSOs and local actors in the planning stage
	Medium

Medium
	Medium

High
	Provision of better incentives

Active involvement from the planning stage

	Fiduciary Risks:

· Possibility of funds being misused by implementers including CSOs and local actors

· Delay in funds transfer from GAVI to in country
	Low

Low
	High

Medium
	Conduct capacity gap assessment on financial management. Regular spot check and supportive supervision

Ensure that GAVI funds are requested on time

	Operational Risks:

· Possibility of the HSS  grant not achieving set targets

· CSOs not submitting data as expected
	Low

Low
	High

Medium
	The grant will be developed in line with the cMYP and the NHSP and the same monitoring mechanisms would be used

CSOs to adhere to the standardized reporting tool

	Programmatic and Performance Risks: 

· Inadequate monitoring of CSOs and local partners by central and regional staff
	Low
	Medium
	Regular and effective monitoring as plan

	Other Risks:
	
	
	

	Overall Risk Rating for Objective 4
	Low
	Medium
	

	Please add more rows for additional objectives…

	


	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 (TA) 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.
	The funds will be channelled in a Central Bank Account and later be disbursed through a commercial Bank account. The MOH&SW account at a commercial bank will be used for all transactions concerning the GAVI funded HSS grant. 

The funds will be managed by the Accounts unit of the MOH&SW under the direct supervision of The Department of National Treasury that is using the Integrated Financial Management Information System (IFMIS) for the management of the accounts of Government. The unit has accounting staff that are government employees but may require additional staff to handle the additional funds effectively. The system will be in a position to provide reports on bank reconciliations, postings on activity spending, financial reports etc.  

The Permanent Secretary of MOH&SW will be the authorizing officer who will be supported by the Deputy Permanent Secretary Admin and Finance. The EPI Manager/GAVI HSS focal point will be responsible for the operational/implementation of the grant. 

A Contracts Committee is established in MoHSW in accordance with the GPPA Act and Regulations to ensure transparency and accountability. The contract and procurement committee at MoH&SW will be responsible for all local purchases and contracts for construction of civil works. This will be done in line with the guidelines of the Gambia Public Procurement Authority (GPPA). 

The National Audit Office (NAO) will be responsible for auditing the GAVI HSS grant upon request by the Permanent Secretary of the MOH&SW as per government financial regulations. The National Audit Office has capacity to audit the GAVI HSS grant as evident in other past government project. However, most projects require the service of external audit and the GAVI HSS will be no exception.  An audit exercise on the GAVI HSS grant should be conducted on annual basis. This would include the timely production of audit reports, management letters for the consumption of all relevant stakeholders. 

	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). 
THREE PAGES MAXIMUM

	1. Name and contact information of Focal Point at the Finance Department of the recipient organisation.
	Dr. Makie  Taal
Permanent Secretary 

Ministry 

	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

	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).
	GFATM  Round 3

GFATM  Round 5 

GFATM Round 9
GAVI ISS

The Diagnostic review of global fund grants to the Gambia (GF-OIG-11-022) 2012 concluded that The Gambia’s procurement policies, procedures and systems were in place for selection, procurement, storage, and distribution; Implementation of grant programs took place in accordance with national and international normative guidelines.  Reliable financial accounting software packages were available for use and all financial records were kept in accordance with sound International Accounting Principles and budget control mechanisms were being applied and accounting records were updated on a timely basis; and all financial management teams had in place sound systems of internal control to ensure proper segregation of duties. 

	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.
	ICC which will meet quarterly

	5. Who will be responsible for the annual planning and budgeting in relation to GAVI HSS?
	Management Process – EPI/DPI/HRH 

	6. What is the planning & budgeting process and who has the responsibility to approve GAVI HSS annual work plan and budget?
	ICC

	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. 
	A USD account will be open with Central bank and GMD account with a commercial bank for the programme

Permanent Secretary – Ministry of Health
Deputy Permanent Secretary (Administration & Finance) – Ministry of Health
EPI Programme Manager

	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? 
	Yes

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

	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 

Funds for regional level activities will be disbursed through issuing cheques. This will be done through the National Treasury IFMIS system which will be subjected to audit by the National Audit Office

	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)  
	National Procurement will be done using the GPPA procurement procedures. 
International Procurement will be done using UNICEF procurement procedures

	13. Are all or certain items planned to be procured through the systems of GAVI’s in-country partners (UNICEF, WHO)?
	Yes, certain items planned to be procured will be done using UNICEF procurement procedures.

	14. What is the staffing arrangement of the organisation in procurement?  
	There is a contracts committee which handles procurement services based on GPPA guidelines. The procurement officer in the Ministry of Health sits in the contracts committee. 

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

	16. Is there a functioning complaint mechanism? Please provide a brief description. 
	NO 

(If YES, please describe)

	17. Are efficient contractual dispute resolution procedures in place? Please provide a brief description. 
	YES, 

	Accounting and financial reporting (incl. fixed asset management)

	18. What is the staffing arrangement of the organisation in accounting, and reporting?
	There is an accounting unit in the Ministry of Health headed by a Senior Accountant. It has an accountant, five accounts clerk and two administrative support staff. The unit is supported by a Principal Accountant who is responsible for the Drug Revolving Fund (DRF)

	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?)
	The Integrated Financial Management Information System (IFMIS) which was introduced by government in 2006 will be used. The IFMIS EPICOR 9 software allows for real time production of accounts.

	20. How often does the implementing entity produce interim financial reports and to whom are those submitted?  
	Reports can be generated with the IFMIS as and when required.

	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
The Financial Instructions (FI) of the government guides the operational and internal control of financial transactions. 

	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.
	NO 

(If YES, please describe)

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

	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 


	25. Who is responsible for the implementation of audit recommendations?
	Ministry of Health and Social Welfare

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

	The main constraints in the Financial Management System includes:

1.Weak capacity within the Project Management Unit 
2. Inadequate capacity within the accounts unit to use the IFMIS system including the  generation reports 

3. Inadequate financial management capacities to manage funds at regional level. Accountants at regional level only deal with the management of drug revolving funds. 

These constraints will be addressed as follows:

1. The Ministry of Health and Social Welfare has established a Project Management Unit in 2014 to manage all project funds. The process to make it fully functional is still on going.

2. The Ministry of Health and Social Welfare will engage the Directorate of National Treasury for the identification of accountants trained on the IFMIS system to be posted to the Account Unit of the MOH&SW.
3. The compact that is being prepared for the implementation of the NHSP will include modalities for channelling funds for regional health activities. This will require building capacities of regional health accounts units for financial management. 
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Application Package – Proposal Form 





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.gavialliance.org/support/apply/"�http://www.gavialliance.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 GAVI 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:HSFP@gavialliance.org"�gavihss@gavialliance.org� 


All comments will be treated confidentially.








� 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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