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The Revised Proposal Addressing Comments from GAVI Independent Review Committee 
Kenya’s Health Systems Strengthening Proposal was reviewed by Independent Review Committee in November 2006. The committee recommended conditional approval to the GAVI Alliance Board. The independent review committee provided six areas which the proposal needs strengthening. The proposal was revised as per the recommendations given. The following paragraphs show how the proposal has incorporated the issues raised.
· Strengthening the strategies related to sustainability of intervention on component one and two: A section on sustainability has been included (Section 4.5). The government and development partners are investing more of the additional resources to these two components of the program. For the first time, level one (community services are included) in the functional budget structure. The government has started, in its 2007/08 budget, absorbing staffs recruited through support from the development partners. 

· Provision of an Implementation plan with timelines: All the outputs that are going to be realised through the HSS support has been given specific timelines in the implementation plan (a section has been included (Section 5). In addition there is schedule of activities in each of the intervention areas.
· Revision and expansion of indicators.  The activities are framed in such a way that they can easily be monitorable. Specifically section 4.3 is included to show how progress will be measured on quarterly and annual basis. 3 annual HSS impact and 18 quarterly progress indicators are identified and included. Further more, quarterly review meetings planned in the HSS support will help strengthen the monitoring process. 
· Further description of interaction/relationship with the funding from other (non-governmental) sources: The total resource requirement for the interventions, the funding from GOK and other development partners as well as the gap is shown in detail for the two interventions (community interventions and Human resources (see table 2.2 and 2.5)). The resources requirement that is shown in this proposal is sector wide while the available resources reflected are only the amount that goes through the public service due to limitation of information. This has exaggerated the resource gap.
· Description of types and lengths of training in context of other similar capacity building efforts: The main trainings that are planned under HSS support are not designed for this program. They are assisting the government to strengthen the various systems that are identified. The trainings are provided after the development of the training manual that are to be used nationally. For instance a training module for CORPs and CHEWs is already in use. The manual for strengthening governance structures and monitoring process is also being prepared. 

· Stronger Health Sector Coordinating Committee participation: HSCC in one of its meeting have discussed the proposal and have endorsed it for submission (minutes are attached to this resubmission.) 

1. Background

1.1 Situation Analysis

The Kenya Expanded Programme on Immunization (KEPI) was started as a unit within the Ministry of Health in 1980 with the overall goal of immunizing all the children in the country against the traditional six EPI diseases. Due to the programme development and emerging of new vaccines, the programme has expanded to cover more diseases such as Yellow Fever, Hepatitis and Haemophilus influenzae type B. The overall objective is to provide quality immunization services, reduce morbidity and mortality from theses immunizable diseases by improving the accessibility and utilization of immunization services in all the districts. The national achievement for fully immunized children has remained low, with very high drop out rates. This has been one of the challenges the programme has continued to face since 1990s when the coverage started going down from 85% to as low as 51%  in 2003. After the introduction of GAVI support, the accessibility rose to 90% and started going down again .Currently the estimated accessibility (Penta1) is 87% and for fully immunized stands at 68%. This suggests up to 156,000 of the children below one year have no access to immunization services while almost 400,000 children do not complete the immunization schedule. The major challenges include the rising drop out rates, missed opportunities, inadequate and aging cold chain equipment and other competing child survival activities within the districts. 

The challenge of increasing access and improving utilisation is not limited to the immunization services. It is more of a system wide problem, which the Government of  Kenya and its stakeholders have identified over the last two years and started working to remove systemic constraints. The reasons for this are varied, and are well elaborated in the country’s Joint Program of Work and Funding (JPWF); the country’s multi year operational plan that is guiding investment in health to achieve the objectives of the 2nd National Health Sector Strategic Plan (NHSSP II, 2005 – 2010), which is one of the supporting documents to this proposal. However, those that have a close relation to the immunization and child health coverage weaknesses are:

a) Absence of adequate system resource inputs to enable delivery of the defined immunization services needed to improve coverage,

b) Inefficient utilization of the few, available inputs 

c) Inadequacy of the common management arrangements to follow up, and guide immunization program activities

Absence of adequate system resources

System resources are needed to deliver services. These are human resources, infrastructure (including transport) and commodities. In Kenya, the availability of human resources is recognised in the country’s Joint Program of Work and Funding as the rate limiting step in ability of the system to deliver services in Kenya. These are needed for both providing the actual service and creating demand at the community through communication and community mobilization. Although a number of health professionals contribute to immunization, nurses and public health technicians are here considered as a critical success or failure factors and for that reason their availability in the potential intervention areas have been assessed. However, a number of health facilities do not have staff, and those that are available are not tooled in a comprehensive manner.

Other health system inputs are also recognised as being weak. For example, from the 2005 Ministry of Health reports, there were 5,024 health facilities and 3,200 currently offering the immunization services which represent about 65% of the total health facilities. However, as noted n the JPWF and NHSSP II, interventions that will improve availability of human resources provide the best gains to improvement in delivery of services, and so immunization coverage. 

Inefficient utilization of available system inputs

The root cause of declining access to and utilisation of immunization services is not limited to shortage of resources. There are districts with adequate availability of vaccines, cold chain, infrastructure and human resources but performing below districts with similar or even smaller resources. There are also other districts that lack these resources and this seriously frustrates their efforts. 

These are related to the absence of adequately tooled health workers to deliver required interventions, in this case, aimed at improving immunization coverage. Additionally, there is lack of coherence in the coordination and implementation of interventions, particularly at the community level. The Health Sector has just developed a community strategy and framework, which is aimed to restore this coherence, and ensure availability of a comprehensive package of services delivered at the community level.

Weaknesses in common management arrangements

As elaborated in the JPWF and NHSSP II, these relate to issues of planning, Performance Monitoring, governance and stewardship of the sector. For the system to efficiently plan, and follow up its activities, it needs harmonized common management arrangements which support all program areas. Weaknesses in these have led to a situation where actual interventions planned will not be closely monitored and followed up. As a result, there are different levels of functionality of the system.

Performance monitoring, and governance issues, particularly at the implementation level are quite weak. In the absence of specific overall national policy and regulatory framework for the health information system, the arrangements for Monitoring, Evaluation (M&E) and for Health Management Information (HMIS), are highly fragmented and not geared towards performance assessment. Despite multiple vertical M & E frameworks of national (‘vertical’) health programmes and development partners, the reports generated are hardly shared within and among partners in the sector. The existing institutional arrangements are inadequate and further weaken the M&E framework. There is a bias more towards collection and reporting on patient activity data and surveillance, even these data entities are poorly managed as tool for managerial decision making. Much less attention is paid to other aspects of the health information platform such as the health system resource-data bases (for human resources, for health accounts and standard supplies). Finally, competencies for managing the system are generally weak and the system poorly resourced. 

Regarding Governance, there has been a lack of functioning governance structures to guide the implementation of activities in the health sector. This weakness has meant there is little accountability, and control over implementation of activities. At present, the Health Sector Coordinating body, the Health Sector Coordinating Committee is just being operationalised. This will coordinate the implementation of this HSS proposal, through the Annual Operational Planning and Review process of the sector. However, as it has not yet been constituted, the MOH Permanent Secretary is the overall steward for the Health Sector.
This proposal is aimed at supporting the health sector address some of these key system challenges, to ensure service delivery in general, and immunization services in particular are adequately and efficiently implemented. The proposal was developed as a highly consultative process. It commenced in August 2006, following submission of a statement of intent to apply for HSS support to GAVI. On submission of this statement of intent, the Permanent Secretary of MOH tasked the Head of Preventive and Promotive services, together with the MOH Health Sector Reform Secretariat (the engine of the Health Sector Reforms in the Ministry of Health) to guide the development of the proposal. As a result, the Child Health ICC debated, and agreed on areas where the proposal should focus, for this HSS support to have the greatest impact, particularly in immunization. Following this, a technical working group was set up to develop the proposal, based on supporting the agreed areas. This Technical group was aimed at ensuring adequate representation of key stakeholders, and was made up of 

a) Ministry of Health representatives, from EPI program, and the Health Sector Reform Secretariat 

b) Development partner representatives, from WHO (EPI and Health Systems technical teams), UNICEF (EPI and Health systems teams). Support was strengthened with technical assistance from DfID, and SIDA 

The technical team developed the proposal around the agreed areas, and presented the proposal to the ICC members on 2 occasions for their input to ensure they are all involved in the design. As a result, adequate input from all stakeholders in the sector was achieved, and the proposal represents the collective priority areas for Health.

1.2 Main Priority and Intervention Areas for HSS Support

The National Health Sector Strategic Plan II, the Joint Program of Work and Funding (JPWF) identified the strategic and programmatic system related priorities up to 2010. During the development of these policy documents, various systems have been assessed and analysed and priority systems that support the delivery of Kenyan Essential Package for Health (KEPH) were identified and priority selected as follows. 

1.) Address equity by expanding access to basic services with special focus upon the community level;

2.) Enhance health gains by strengthening and scaling up the delivery of cost effective interventions (especially at levels 2–4), including strengthened human resources for health (HRH) and other systems related inputs;

3.) Enhance efficiency and budget effectiveness by in particular facilitating the availability of commodities and funds at the point of use through an operational and effective supply chain and public financial management (PFM) system, linked with an operational performance-based monitoring and evaluation system (PME) and results-based management (RBM) procedures; and 

4.)  Strengthen sector stewardship and partnerships with all stakeholders by ensuring clarity of roles and responsibilities in a rationalized organizational setting and instituting joint planning, funding and monitoring arrangements. As set out in NHSSP II, this entails evolving a programme to review and reform existing common management arrangements (CMAs) with all stakeholders to conform to an agreed sector wide approach (SWAp) and other international understanding will then form the basis for agreeing to and signing a Code of Conduct (COC) among all partners to guide implementation of the SWAp for health development in Kenya.

The JPWF clearly articulated that Investment in these priorities represents the most allocatively efficient approach the sector can take to enable it to achieve its strategic objectives, and as a result represents the first call for resources as the sector implements these strategic objectives. A higher proportion of new investments in the sector will be focused on ensuring financing for stated priorities.

In line with the system weaknesses highlighted in the situation analysis, the country is proposing that the Health Systems Strengthening support will go towards strengthening the system aspects in the areas of the country with low immunization coverage. These will provide the best approach to addressing the system issues limiting immunization coverage improvements in the country. 

The areas that are identified for HSS support clearly fall under the four areas of sector priorities and GAVI HSS support will contribute towards the realization of sector objectives. The main areas of intervention identified for HSS support are:

(i) Support to implementation of Level one services in underserved areas: scaling up of level one services which entails, the skilling CORPs and retooling CHEWs (community health extension workers) in the identified intervention areas, supporting the development of tools to be used nationally, provision of appropriate transport means for outreaches to the community level in the intervention areas and support the operation of level one services as outlined in the community strategy 

(ii) Support to recruitment of human resource
 in underserved and hard to reach areas particularly those officers that have direct impact on increasing immunization coverage (Nurses, public health technicians and medical engineers and build the capacity and existing human resources to efficiently and effectively provide service. 

(iii) Support to strengthening governance and performance monitoring systems at lower levels through operationalizing structures, training and capacity building, foster stakeholders participation in decision making in the districts, supporting operations and ensuring that there are guidelines and tools that guides smooth functioning. 

1.3 District selection Criteria and the Intervention Districts

As described above the success in increasing coverage in immunization is in only few districts. Only 15 districts have been able to achieve high coverage and high utilization rates; the rest require some kind of interventions to increase either utilization or access or both. The following table illustrates the situation.

Table 1.1:
Levels of access and utilization by districts

	
	Coverage/Access

	
	High
	Low

	Utilization
	High
	15 ( Cat 1)
	11 ( Cat 3)

	
	Low
	7 ( Cat 2)
	46 ( Cat 4)


Category 1: Districts that have coverage of Pentavalent 1 more than 80% and a drop out of less than 10%. The latter is described as  the coverage difference between Pentavalent 1 and Measles coverage. This is defined as a good access and good utilization of immunization services.

Category 2: Districts that have coverage of Pentavalent 1 more than 80% and a drop out of more than 10%. This is the coverage difference between Pentavalent 1 and Measles coverage. This is defined as a good access and poor utilization of immunization services.  

Category 3: Districts that have coverage of Penta 1 equal or below 80% and a drop out of less than 10%. This is the coverage difference between Pentavalent 1 and Measles coverage. This is defined as poor access and good utilization of immunization services.  

Category 4: Means all those districts that have coverage of Pentavalent 1 less than 80% and a drop out of above 10%. This is the coverage difference between Pentavalent 1 and Measles coverage. This is defined as poor access and poor utilization of immunization services.

Most of the districts in Kenya are categorised under category 3 and 4, which are categorised as poor access and/or poor utilization. Over all, 64 districts fall under a combination of high and low access and utilization categories. The most challenging and potentially rewarding in terms of increased coverage is category 4 where both access and utilization is low. It is noted that although focused support will be provided to category 3 and 4 districts, category 1 districts also require targeted support to sustain their high levels achievements mainly through the ISS support from GAVI and other sources. 

Given that there is wide scale underperformance by many districts, mainly because of systemic issues which go beyond finance, vaccines and cold chains, and because some of these areas identified for HSS support will also be funded by other development partners, it is found necessary to limit the HSS support to concentrate on few districts for ensuring the support results in maximum impact. It is therefore found prudent to develop transparent and objective criteria for inclusion of districts for the HSS support. 

The criteria used to select the intervention districts are again linked to access and utilization rates in immunization and availability of support to these districts from other partners. The two main inclusion criteria used are:

· Number of unvaccinated children against measles: this is the difference between surviving children and those who started vaccination. We refer, this here under as ‘access gain’

· Number of children not completing immunization: This is the difference between those who started Penta 1 and those immunized for measles (drop our rate). We refer this as ‘efficiency gain’.

Districts fall in to different ranking when this two criteria are used separately. The selection criteria preferred is therefore ‘total gain’, which is the sum of efficiency and access gains. Once the total gain is worked out, districts were ranked from one to 78 based on the potential total gain.

Given that the HSS support is moderate in scope, it is decided that it is better to concentrate on few districts for maximum impact rather than thinly spreading the resources. This is because the systems that are proposed for HSS support are also supported by government and other development partners. Once GAVI HSS support is channelled to the identified districts, resources are mobilised from other sources will be allocated for other districts. The overall effect of these synergy is a country wide effect not only increasing immunization coverage but also access and utilization of other health services.

From the analysis, it is then decided to concentrate only on the first 22 potentially high districts in the GAVI HSS support. These 22 districts account for 66 percent of children that have not accessed immunization and 49 percent of those who dropped out in the process, over all 59 percent of potential increase. 

Table 1.2:
District Ranking and Priority for GAVI HSS Support

	 
	 
	Access Gain
	Efficiency Gain (drop Out)
	Total Gain

	1
	Bungoma
	13977
	5132
	19109

	2
	Kakamega
	7006
	3537
	10543

	3
	Makueni
	9916
	356
	10272

	4
	Nakuru
	4357
	5091
	9448

	5
	Trans Nzoia
	6016
	2965
	8981

	6
	Kisumu
	4833
	3458
	8291

	7
	Machakos
	6600
	1204
	7804

	8
	Siaya
	5245
	2488
	7733

	9
	Kilifi
	4507
	3081
	7588

	10
	Mombasa
	4936
	2530
	7466

	11
	Uasin Gishu
	3745
	3371
	7116

	12
	Narok
	4761
	2217
	6978

	13
	Kajiado
	4288
	2549
	6837

	14
	Butere/Mumias
	2250
	4411
	6661

	15
	Wajir
	4530
	2047
	6577

	16
	Rachuonyo
	4499
	2007
	6506

	17
	West Pokot
	2637
	3468
	6105

	18
	Kitui
	4118
	1413
	5531

	19
	Bondo
	3944
	1548
	5492

	20
	Bomet
	4770
	641
	5411

	21
	Baringo
	3634
	1557
	5191

	22
	Kibera
	3214
	1953
	5167

	
	Selected Districts for HSS
	113783
	57024
	170807

	
	Share of Districts from National Total
	66%
	49%
	59%

	 
	Country Total
	172929
	116175
	289104


From these 22 districts there is a potential that interventions in Siaya could be supported through funds from DfID 

As can clearly be seen in the above table, the criteria does not favour sparsely populated districts like north Eastern province as the potential total gain in terms of increasing national coverage is lower than other densely populated districts. This has been a concern for Kenya for a long time and special attention is given to these districts through the mobilization of resources from other partners (e.g. DANIDA, UNICEF). There may be some districts that have not yet obtained support, but priority will be given to these districts as additional resources come to the sector. 

1.4 Potential intervention strategies in respective districts

The bottlenecks that hamper the attainment of increased coverage are different from district to district and the interventions needs to be responsive to the constraints identified. It would have been more accurate had there been a district by district situation assessment to identify the issues on the ground. This approach is not used because of time constraints. However, given the available data from the system, it was able to analyse the priority interventions required in each districts. The detailed implementation plan will be developed by districts, as part of their annual district health planning process, and this will respond to the local problems, needs and priorities. The following table provides the overall intervention required to accelerate the coverage of immunisation in the selected districts. 

The interventions are aimed at either creating access or demand for immunization and other services. The main focus will be to create access and demand through community sensitization, mobilization and action and improving communications through the various channels as well putting in place functioning governance and performance monitoring system. However, in some areas these interventions alone are not likely to realise the increased coverage as there are critical limiting factors both in terms of infrastructure and human resources.

These are clearly visible in districts that have shortage of human resources and infrastructure. The table below shows the number of level 2 facilities in the selected districts that are run by subordinate staff or one nurse. Out of the ten least efficient districts in terms of actual workload per facility, six of them have the highest number of level 2 facilities that are not appropriately staffed.

Table 1.3:
Number of Level 2 facilities with less or equal to one health staff in selected districts

	District 
	Number of Level 2 Facilities  

	
	With no Nurse
	With 1 Nurse
	With no PHT
	With one PHT

	Wajir
	4
	10
	11
	

	Bondo
	2
	15
	15
	

	Kitui
	6
	20
	32
	1

	Rachuonyo
	
	4
	11
	1

	Butere/Mumias
	1
	5
	7
	

	Kajiado
	7
	28
	43
	1

	West Pokot
	1
	16
	
	

	Bomet
	1
	24
	6
	2

	Uasin Gishu
	1
	12
	17
	1

	Kilifi
	2
	14
	13
	1

	Siaya
	1
	13
	13
	

	Kisumu
	2
	2
	7
	1

	Narok
	1
	11
	9
	

	Mombasa
	2
	1
	3
	

	Trans Nzoia
	
	1
	3
	4

	Makueni
	1
	32
	34
	1

	Kakamega
	
	1
	11
	

	Bungoma
	
	
	0
	1

	Nakuru
	3
	28
	52
	

	Machakos
	5
	42
	42
	8

	No facilities 
	40
	279
	329
	22

	HR requirements
	80
	359
	
	680


In addition, looking at the average potential and actual workload per facility per annum in the selected districts, their variance from the national average is presented in the table below. On the one hand districts like Bungoma have the highest average potential workload per facility per annum (1300 children) and it is also the highest in terms of actual service delivery per facility per year (768 children). On the other hand districts that have twice as much of immunizing facilities (e.g. Kitui) are working one-fifth of Bungoma’s facility efficiency.

Table 1.4:
Potential and actual work load per annum per immunizing facilities

	District
	No of Surviving

Infants
	Children immunized (Measles)
	No of

of facilities
	No of Immunizing facilities
	Children/ immunizing facilities
	Immunised/ immunizing facilities

	Bungoma
	53265
	31508
	50
	41
	1299
	768

	Nakuru
	53353
	36905
	153
	168
	318
	220

	West Pokot 
	16780
	7818
	61
	38
	442
	206

	Mombasa 
	29208
	14321
	208
	67
	436
	214

	Trans Nzoia
	30272
	15892
	65
	52
	582
	306

	Kakamega
	31516
	17323
	109
	52
	606
	333

	Makueni
	33065
	20013
	78
	74
	447
	270

	Siaya
	18992
	6523
	47
	45
	422
	145

	Narok
	21417
	9087
	54
	38
	564
	239

	Bomet
	19003
	7117
	62
	28
	679
	254

	Kisumu
	21879
	11432
	53
	43
	509
	266

	Uasin Gishu
	29221
	18792
	103
	87
	336
	216

	Bondo
	21545
	11159
	85
	64
	337
	174

	Kitui
	24054
	14069
	178
	106
	227
	133

	Kilifi
	25723
	16101
	66
	40
	643
	403

	Butere/Mumias
	23201
	13793
	71
	38
	611
	363

	Kajiado
	20572
	11311
	109
	84
	245
	135

	Wajir
	11341
	5164
	51
	21
	540
	246

	Rachuonyo
	14526
	6147
	47
	36
	404
	171

	Machakos
	36497
	27535
	178
	106
	344
	260

	 
	570243
	327185
	1954
	1296
	440
	252


As a result, we illustrate the interventions to be provided in the respective districts. It should be noted that some interventions will also be provided at the national level, to complement support provided at the district level. Details will be provided in the subsequent chapters. 

Table1.5: Potential strategies by district

	Districts
	Potential strategies

	
	Community and communications
	Human Resources
	PM&E
	% of Immunizing facilities

	Nakuru
	· 
	· 
	· 
	110

	West Pokot
	· 
	· 
	· 
	62

	Mombasa
	· 
	
	· 
	32

	Trans Nzoia
	· 
	
	· 
	80

	Kakamega
	· 
	
	· 
	48

	Makueni
	· 
	· 
	· 
	95

	Siaya
	· 
	· 
	· 
	96

	Narok
	· 
	
	· 
	70

	Bomet
	· 
	· 
	· 
	45

	Kisumu
	· 
	
	· 
	82

	Uasin Gishu
	· 
	
	· 
	84

	Bondo
	· 
	· 
	· 
	85

	Kitui
	· 
	· 
	· 
	54

	Kilifi
	· 
	· 
	· 
	61

	Butere/Mumias
	· 
	
	· 
	54

	Kajiado
	· 
	· 
	· 
	77

	Wajir
	· 
	
	· 
	41

	Rachuonyo
	· 
	
	· 
	77

	Machakos
	· 
	· 
	· 
	60


When the identified interventions are carried out, the impact that would be realised will be far wider than immunization. The implementation of level one service would have a direct impact to other public health initiatives in the intervention areas (see annex one). The recruitment of additional health workers and capacity building will enable health facilities to provide quality service in all areas of service provision. The strengthening of governance structures and performance monitoring would enhance the responsiveness and accountability of the overall health system to its stakeholders. 

The details of each of the intervention areas will be discussed here under.

2 Description of Main Interventions Areas

2.1 Strengthen Level One Services:

a) Why initiate level one Services

The rationale for focusing on level one services is clearly documented into the community strategy attached to this proposal.  A short summary is in order. In Kenya the effectiveness of CORP-based programmes has been demonstrated in many districts throughout the country. Key lessons gleaned from these experiences are:

1)
It is possible to build capacity at village level to manage community-based activities effectively. Communities can be organized into functional units such as villages or sub-locations that are linked to or part of the legal structures of the country, for effective action for health. Health committees and resource persons elected by these structures can be trained for effective actions for health at the village level. 

2)
The CORPs as volunteers can provide services at the household level that include a community-based information system, dialogue based on information, health promotion, disease prevention, simple curative care if they are supplied with properly defined medicine kits appropriate for their skills and ability.. 

3)
Because incentives are lacking, it is difficult to sustain the morale and motivation of CORPs for long. The majority of the CORPs, however, are dissatisfied with the community compensation system, which leads to de-motivation and internal conflict and demands for regular salaries. There is no reason why they should not be paid a stipend based on work actually done. What is important is that the incentive should be paid through a local committee to enhance loyalty and accountability to the people served.  Other factors that appear to influence the motivation and work behaviour of CORPs include:

· Hopes for a better life through continuous development of life skills and opportunities. 

· Personal interests (values, characteristics), giving reason for volunteerism.

· Administrative environment (government regulations, laws, procedures, conditions, support, logistics, supplies available for the work, leading to greater satisfaction).

· Community factors (acceptance, understanding, involvement).

· Political and policy environment (creation of supportive structures).

· The strength of the governing structures linking the community with the health system.

· Training of health workers, supervisors and managers in participatory skills.

· Supportive supervision by a multidisciplinary team of professionals. 

4)
Community health extension workers (CHEWs) tend to be recruited by the health system and assigned to the local structures. This seems to work well in Malawi in terms of retention of workers, but has yet to be evaluated in Ethiopia. In both cases the impact on health outcomes has not yet been demonstrated. The approach addresses the problem of attrition that affects the effectiveness of volunteer CORPs 

5)
Effective community health services require well thought out theoretical and practical training modules and programmes. 

6)
Health actions can be self-sustaining if properly governed by the community, but systems of accountability and transparency must be established and practised. Sustainability is promoted when community-based activities are built into existing initiatives and based on available resources. Given an adequate level of transparency in decision making, the community can play a leading role in processes of joint action for health and the management of funds.

7)
Finally, critical to the success of the community approach are coordinating structures that bring together key players at national and provincial levels to organize and guide the implementation of policy guidelines and key activities.

b) What are the innovations

The community-based approach, as set out in this strategy, is the mechanism through which households and communities take an active role in health and health-related development issues. Initiatives outlined in the approach target the major priority health and related problems affecting all cohorts of life at the community and household levels – level 1 of the KEPH-defined service delivery. It is envisioned that the households and communities will be actively and effectively involved and enabled to increase their control over their environment in order to improve their own health status. The intention, therefore, is to build the capacity of communities to assess, analyse, plan, implement and manage health and health related development issues, so as to enable them to contribute effectively to the country’s socio-economic development. The second major impact of the approach is that the communities will thereby be empowered to demand their rights and seek accountability from the formal system for the efficiency and effectiveness of health and other services.

c) Objectives and outputs of the Level One Services in the Intervention districts

The community strategy intends to improve the health status of Kenyan communities through the initiation and implementation of life-cycle focused health actions at level 1 by:

· Building the capacity of the community health extension workers (CHEWs) and community-based resource persons to provide services at level 1. The capacity of CHEWs and CORPs will be strengthened through two phased trainings. Each phase will take five days of training. A separate training manual for both cadres outlining the content of the training with a clear lesson plan has been developed for use. Any community health workers training that will be carried out in Kenya will follow this curriculum. 
· Providing implementation and follow up support for level 1 services for the targeted districts
· Strengthening health facility–community linkages through effective decentralization and partnership for the implementation of level one services;.

· Strengthening the capacity of community to progressively realize their rights for accessible and quality care and to seek accountability from facility-based health services.
The main activities that are carried out in the delivery of level one service are highlighted in the implementation schedule in table 2.3 below (and section 5). 

Implementation strategies in the intervention districts

Implementing community level services means reaching households with the necessary information to market the services and help houses holds utilise the services around. Even where there is low access, community mobilisation and routine and regular outreach activities could help children who are so far un-reached. 

However, it is not possible to establish community units, through out the selected districts in one year. The strategy will be to establish 500 community units in the 20 districts over the period of the support, with 300 (15/district) established in the 1st year, and 100 (5/district) in each subsequent year. This will include training of 2 CHEWs, and 25 CORPs for each community unit, and supporting their operations. Support to their operations is highlighted in Section 5 activities. 
The table below shows the expected reach for the HSS support in terms of operationalising of the level 1 services.

Table 2.1:
Proposed outputs of Level One Services through HSS support

	 
	2007/08
	2008/09
	2009/2010

	 
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4

	Districts
	
	
	20
	-
	
	-
	
	
	
	-
	
	

	New community units
	
	
	100
	300
	
	400
	
	
	
	500
	
	

	New households reached through level 1 services
	
	
	50,000
	150,000
	
	200,000
	
	
	
	250,000
	
	

	New CORPS trained
	
	
	2,500
	7,500
	-
	10,000
	-
	-
	-
	12,500
	-
	-

	New CHEWs trained
	
	
	200
	600
	
	800
	
	
	
	1,000
	
	

	Number of new community Heath action days
	
	
	1,200
	3,600
	
	4,800
	
	
	
	6,000
	
	

	Number of divisional Health action days
	
	
	400
	1,200
	
	1,600
	
	
	
	2,000
	
	


The details of the resource implications as a result of this are highlighted in the table 2.3. Resource implications are provided in US$ (1 Kshs = 70 US$). Costs per objective are as below.
	 
	2007/08
	2008/09
	2009/2010
	Total

	Objective 1: Building the capacity of the community health extension workers (CHEWs) and community-based resource persons to provide services at level 1.
	1,437,143
	471,429
	471,429
	2,380,000

	Objective 2: Providing implementation and follow up support for level 1 services for the targeted districts
	1,324,000
	931,857
	1,071,857
	3,327,714

	Objective 3: Strengthening health facility–community linkages through effective decentralization and partnership for the implementation of LEVEL ONE SERVICES.
	31,429
	31,429
	31,429
	94,286

	Objective 4: Strengthening the community to progressively realize their rights for accessible and quality care and to seek accountability from facility-based health services.
	198,571
	445,714
	557,143
	1,201,429

	Total
	2,991,143
	1,880,429
	2,131,857
	7,003,429


Relating this to the estimated cost implications for implementing the community strategy in the country, as outlined in the JPWF, is done in the table 2.2 below.

Table 2.2:
Estimated financing and financing gap analysis (in US$) for community related activities

	Financing and financing gaps
	2007/08
	2008/09
	2009/2010
	Total

	Total costs for level 1 services
	46,375,585
	41,972,170
	11,796,543
	100,144,298

	Available financing
	26,864,200
	26,149,200
	26,149,200
	78,447,600

	Through programs*
	26,149,200
	26,149,200
	26,149,200
	78,447,600

	SIDA
	715,000
	
	
	-

	Joint Support Program**
	
	
	
	-

	Funding gap
	19,511,385
	15,822,970
	(14,352,657)
	21,696,698

	GAVI HSS resources
	2,991,143
	1,880,429
	2,131,857
	7,003,429


*Funding for community services comes through the various programs within the ministry and the budget is factored in at level 2 (the dispensary level) as it is the accounting unit that is close to the community
** The Joint Support Program, after having a joint design mission, is work in progress and when finalised, it will fund community services.

Identified financing for the community approach is based on available resources, from different program areas, available for respective aspects of community services. The sector is working towards re-orienting these resources to support the comprehensive community strategy. When this is achieved, the sector is hoping to front load most of the available resources, to enable operationalisation of the strategy in as many areas, in as short a time as possible. In addition, the related costs for the community strategy as defined in the sector’s JPWF is targeting establishment of 50% of all planned community structures at the end of the 3 years. However, from the very positive initial reaction from the public to the community approach, it appears likely that the sector will have to operationalise the community strategy in more than the planned communities. This means the available costs as outlined in the JPWF will most likely be higher, as more communities units than anticipated are operationalised.

The HSS support is therefore seen to be complementing the available resources. This HSS funds will ensure that this community approach is being implemented in the poor performing districts, with other resources supporting the establishment of the community units in other areas.

Table 2.3:
Detailed budget for strengthening Level One Services

	Major Activities in Strengthening Level 1 services
	Estimated Unit cost
	Estimated Output units

	
	
	(2007/2008)
	(2008/09)
	(2009/10)

	
	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Objective 1: Building the capacity of the community health extension workers (CHEWs) and community-based resource persons to provide services at level 1.
	-
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1: Identify and train 3 TOTs per targeted district
	285.71
	
	80
	
	
	
	
	
	
	
	
	
	

	Activity 1.2: Training to re-tool community health extension workers 
	1,142.86
	
	600
	
	
	200
	
	
	
	200
	
	
	

	Activity 1.3: Identify & train CORPs 
	142.86
	-
	-
	2,500
	5,000
	-
	2,500
	-
	-
	-
	2,500
	-
	-

	Objective 2: Providing implementation and follow up support for level 1 services for the targeted districts
	-
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.1: Establish Community Based Information Systems with chalkboards, messages and registers at strategic sites for each selected community unit
	142.86
	
	300
	
	
	100
	
	
	
	100
	
	
	

	Activity 2.2: CHEWs Monitor activities of CORPS 
	7.14
	-
	-
	2,500
	7,500
	7,500
	10,000
	10,000
	10,000
	10,000
	12,500
	12,500
	12,500

	Activity 2.3: Support to selected districts in assessing, and rewarding performance of community units 
	200.00
	
	
	
	20
	
	
	
	20
	
	
	
	20

	Activity 2.4: Preparing of tender documents to purchase of motor cycles for Community Health Extension Workers per community in selected districts 
	-
	-
	-
	
	
	-
	
	
	
	-
	
	
	

	Activity 2.5: Purchase and supply of 1 motorcycle for Community Health Extension Workers per community unit in selected districts
	2,142.86
	
	
	300
	
	
	100
	
	
	
	100
	
	

	Activity 2.4: Preparing tender documents to support purchase of bicycles for CORPS in selected districts
	-
	-
	-
	
	
	-
	
	
	
	-
	
	
	

	Activity 2.5: Purchase and supply of 10  bicycles per community unit
	142.86
	
	
	3,000
	
	
	1,000
	
	
	
	1,000
	
	

	Activity 2.6: Support the development and implementation of local level Communication mechanisms 
	714.29
	
	
	20
	
	
	
	20
	
	
	
	20
	

	Activity 2.7: Support HFs to undertake Integrated Outreaches each 15 days, with allowances for health facility staff
	28.57
	
	600
	1,800
	1,800
	2,400
	2,400
	2,400
	2,400
	3,000
	3,000
	3,000
	3,000

	Objective 3: Strengthening health facility–community linkages through effective decentralization and partnership for the implementation of LEVEL ONE SERVICES.
	-
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.1: Hold district  LEVEL ONE SERVICES orientation workshops , for District Health Stakeholders Forum, and other opinion leaders
	1,285.71
	
	20
	
	
	20
	
	
	
	20
	
	
	

	Activity 3.2: Hold LEVEL 1 services orientation workshops at division level for Division Health Stakeholders Forum and other opinion leaders
	285.71
	
	20
	
	
	20
	
	
	
	20
	
	
	

	Objective 4: Strengthening the community to progressively realize their rights for accessible and quality care and to seek accountability from facility-based health services.
	-
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.1: Support CUs to hold monthly  local health days  (1/month)
	42.86
	
	300
	900
	900
	1,200
	1,200
	1,200
	1,200
	1,500
	1,500
	1,500
	1,500

	Activity 4.2: Support holding of quarterly divisional health days 
	35.71
	
	400
	1,200
	1,200
	1,600
	1,600
	1,600
	1,600
	2,000
	2,000
	2,000
	2,000

	Activity 4.3: Support annual meetings on evidence-based planning, implementation, monitoring, evaluation and feedback at committee levels 
	28.57
	
	
	-
	300
	
	
	400
	
	
	
	500
	


	Major Activities in Strengthening Level 1 services
	Total costs
	TOTAL

	
	(2007/2008)
	(2008/09)
	(2009/10)
	

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	

	Objective 1: Building the capacity of the community health extension workers (CHEWs) and community-based resource persons to provide services at level 1.
	-
	365,714
	357,143
	714,286
	114,286
	357,143
	-
	-
	114,286
	357,143
	-
	-
	2,380,000

	Activity 1.1: Identify and train 4 TOTs per targeted district
	-
	22,857
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	22,857

	Activity 1.2: Training to re-tool community health extension workers, animators, coaches 
	-
	342,857
	-
	-
	114,286
	-
	-
	-
	114,286
	-
	-
	-
	571,429

	Activity 1.3: Identify & train CORPs 
	-
	-
	357,143
	714,286
	-
	357,143
	-
	-
	-
	357,143
	-
	-
	1,785,714

	Objective 2: Providing implementation and follow up support for level 1 services for the targeted districts
	-
	60,000
	1,155,000
	109,000
	136,429
	497,143
	154,286
	144,000
	171,429
	532,143
	189,286
	179,000
	3,327,714

	Activity 2.1: Establish Community Based Information Systems with chalkboards, messages and registers at strategic sites for each selected community unit
	-
	42,857
	-
	-
	14,286
	-
	-
	-
	14,286
	-
	-
	-
	71,429

	Activity 2.2: Monitoring of activities of CORPS
	-
	-
	17,857
	53,571
	53,571
	71,429
	71,429
	71,429
	71,429
	89,286
	89,286
	89,286
	678,571

	Activity 2.3: Support to selected districts in assessing, and rewarding performance of community units
	-
	-
	-
	4,000
	-
	-
	-
	4,000
	-
	-
	-
	4,000
	12,000

	Activity 2.4: Preparatory activities to support purchase of motor cycles for Community Health Extension Workers per community in selected districts
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-

	Activity 2.5: Purchase and supply of 1 motorcycle for Community Health Extension Workers per community unit in selected districts
	-
	-
	642,857
	-
	-
	214,286
	-
	-
	-
	214,286
	-
	-
	1,071,429

	Activity 2.4: Preparatory activities to support purchase of bicycles for CORPS in selected districts
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-

	Activity 2.5: Purchase and supply of 10 bicycles per community unit
	-
	-
	428,571
	-
	-
	142,857
	-
	-
	-
	142,857
	-
	-
	714,286

	Activity 2.6: Support the development and implementation of local level Communication mechanisms 
	-
	-
	14,286
	-
	-
	-
	14,286
	-
	-
	-
	14,286
	-
	42,857

	Activity 2.7: Support to Integrated Outreaches each 15 days, with allowances for health facility staff
	-
	17,143
	51,429
	51,429
	68,571
	68,571
	68,571
	68,571
	85,714
	85,714
	85,714
	85,714
	737,143

	Objective 3: Strengthening health facility–community linkages through effective decentralization and partnership for the implementation of LEVEL ONE SERVICES.
	-
	31,429
	-
	-
	31,429
	-
	-
	-
	31,429
	-
	-
	-
	94,286

	Activity 3.1: Hold district  LEVEL ONE SERVICES orientation workshops at district level, for District Health Stakeholders Forum, and other opinion leaders
	-
	25,714
	-
	-
	25,714
	-
	-
	-
	25,714
	-
	-
	-
	77,143

	Activity 3.2: Hold LEVEL 1 services orientation workshops at division level for Division Health Stakeholders Forum and other opinion leaders
	-
	5,714
	-
	-
	5,714
	-
	-
	-
	5,714
	-
	-
	-
	17,143

	Objective 4: Strengthening the community to progressively realize their rights for accessible and quality care and to seek accountability from facility-based health services.
	-
	27,143
	81,429
	90,000
	108,571
	108,571
	120,000
	108,571
	135,714
	135,714
	150,000
	135,714
	1,201,429

	Activity 4.1: Support holding of 12 annual local health days per community unit (1/month)
	-
	12,857
	38,571
	38,571
	51,429
	51,429
	51,429
	51,429
	64,286
	64,286
	64,286
	64,286
	552,857

	Activity 4.2: Support holding of quarterly divisional health days 
	-
	14,286
	42,857
	42,857
	57,143
	57,143
	57,143
	57,143
	71,429
	71,429
	71,429
	71,429
	614,286

	Activity 4.3: Support annual meetings on evidence-based planning, implementation, monitoring, evaluation and feedback at committee levels 
	-
	-
	-
	8,571
	-
	-
	11,429
	-
	-
	-
	14,286
	-
	34,286

	Total
	-
	484,286
	1,593,571
	913,286
	390,714
	962,857
	274,286
	252,571
	452,857
	1,025,000
	339,286
	314,714
	7,003,429


2.2 Human Resources

Rationale for intervention 

In order to provide child health services including immunization to the majority of the populations mostly those in the rural areas, it is important to ensure that such services are available at the first point of contact with the formal health system i.e. level 2.  Availability of services at this level is in most cases affected by availability of supplies or lack of staffing. The 2005 KEPI assessment revealed that shortage of human resources at this level is the main factor affecting availability and access of immunization services to rural populations.

Since enrolled community nurses and the public health technicians are the primary staff category providing immunizations, growth monitoring and other child health services at level 2, it is hereby proposed that 90 ECNs and 170 PHTs be employed and deployed to dispensaries of the 20 priority districts thereby reducing the ECNs and PHTs shortage at their level 2’s by 25 %. Deployment of these additional staff will be prioritized to districts with high proportion of level 2 facilities without ECN and PHT staffing and those with one of each of these staff.  Based on this criterion, the priority districts for deployment of these recruits will be 12 districts namely: Machakos, Makueni, Nakuru, Kajiado, Kitui, Bondo, Uasin Gishu, Kilifi, Siaya, Wajir, West pokot, Narok and Bomet.

Planned activities, and numbers of staff recruited are highlighted in the table 2.1 below

	Major Activities in supporting Human Resources for Health in identified districts 
	Unit cost
	Year 1
	Year 2
	Year 3

	
	
	(2007/2008)
	(2008/09)
	(2009/10)

	
	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Objective 1: Recruitment and deployment of Key health workers in areas with low access and utilization of immunization services, which are facing health worker shortages 
	-
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1: Seeking of approval for recruitment of identified Health Workers (approval sought when funds made available)
	-
	-
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2: Seeking authority to recruit identified Health Workers from Directorate of Personnel Management, Ministry of Finance and PSC
	-
	-
	-
	
	
	
	
	
	
	
	
	
	

	Activity 1.3: Advertisement for identified health workers
	17,143
	
	
	3
	
	
	
	
	
	
	
	
	

	Activity 1.4: Interviews for selected candidates
	7,143
	
	
	2
	2
	
	
	
	
	
	
	
	

	Activity 1.5: Recruitment, and support to selected candidates
	714
	
	
	
	260
	260
	260
	260
	260
	260
	260
	260
	260

	Activity 1.5a: ECN's staff costs
	714
	
	
	
	90
	90
	90
	90
	90
	90
	90
	90
	90

	Activity 1.5b: PHTs staff costs
	714
	
	
	
	170
	170
	170
	170
	170
	170
	170
	170
	170

	 
	
	
	
	
	
	
	
	
	
	
	
	
	


Feasibility of Intervention

Kenya, unlike other sub-Saharan African countries, has a large pool of unemployed health professionals and high outputs of new graduates from training institutions. As such, it is possible to recruit additional staff to add to the existing number of nurses in the system rather than triggering movement of staff between different implementing partners with no net effect of increasing numbers of staff in the sector.

The Department of Personnel Management, which controls the establishment of government staff has lifted the recruitment freeze which has been in force since 1988 which only allowed for recruitment to fill vacated posts on the understanding that ministry identifies funds from other sources apart from government and that such workers are recruited and put on time-limited contracts and that government will take-  over such staff at the end of the funding sources. Under this policy, in recent months, the Ministry of Health, with funding from Clinton Foundation has recruited 1,428 health workers on three year contracts, comprising mainly registered and enrolled nurses (800), laboratory technologists (70) and clinical officers (100). PEPFAR and Global Fund is supporting the ministry in the recruitment of staff to reduce the staff shortage in targeted rural and hard to reach areas.  

The expected outputs of this intervention are:

1 25 % reduction in human resource gaps for the level 2 facilities in the 12 priority districts for ECNs and PHTs  are filled.

2 At least 70 % of the level 2 facilities in the target districts offer full child health package including immunization.

Table 2.4:
Detailed budget for supporting human resources

	Major Activities in supporting Human Resources for Health in identified districts 
	Year 1
	Year 2
	Year 3
	Total

	
	(2007/2008)
	(2008/09)
	(2009/10)
	

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	

	Activity 1.1: Seeking of approval for recruitment of identified Health Workers (approval sought when funds made available)
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-

	Activity 1.2: Seeking authority to recruit identified Health Workers from Directorate of Personnel Management, Ministry of Finance and PSC
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-

	Activity 1.3: Advertisement for identified health workers
	-
	-
	51,429
	-
	-
	-
	-
	-
	-
	-
	-
	-
	51,429

	Activity 1.4: Interviews for selected candidates
	-
	-
	14,286
	14,286
	-
	-
	-
	-
	-
	-
	-
	-
	28,571

	Activity 1.5: Recruitment, and support to selected candidates
	-
	-
	-
	185,714
	185,714
	185,714
	185,714
	185,714
	185,714
	185,714
	185,714
	185,714
	1,671,429

	Activity 1.5a: ECN's staff costs
	-
	-
	-
	64,286
	64,286
	64,286
	64,286
	64,286
	64,286
	64,286
	64,286
	64,286
	578,571

	Activity 1.5b: PHTs staff costs
	-
	-
	-
	121,429
	121,429
	121,429
	121,429
	121,429
	121,429
	121,429
	121,429
	121,429
	1,092,857

	 
	-
	-
	65,714
	200,000
	185,714
	185,714
	185,714
	185,714
	185,714
	185,714
	185,714
	185,714
	1,751,429


These funds will be complementing the available resources, from Government, and its partners. According to the Human Resources plan as outlined in the sector’s JPWF (see table 2.3 below), overall resource requirements are over 20 billion per year during the JPWF period, with a funding gap of approximately 5 billion kshs per year, upto 8 billion kshs by the year 2009/10. 

Table 2.5:
Estimated financing and financing gap analysis (US$) for human resources for the sector, compared against financing from HSS
	Financing and financing gaps
	2007/08
	2008/09
	2009/2010
	Total

	Total costs for HRH services
	310,515,975
	333,509,082
	357,015,794
	1,001,040,851

	Available financing
	-
	-
	-
	 

	GOK
	177,200,000
	177,200,000
	177,200,000
	531,600,000

	Development Partners*
	        8,850,000 
	8850000
	8850000
	26,550,000

	Other
	 
	 
	 
	-

	Funding gap
	124,465,975
	147,459,082
	170,965,794
	442,890,851

	GAVI HSS resources
	265,714
	742,857
	742,857
	1,751,429


*The development partners that are funding human resources are Global Fund, Clinton Foundation through DANIDA and PEPFAR.
While the resources sought from HSS are small compared to this funding gap, they are again focused in supporting human resources in areas where immunization services are weakest, and so will have a significant impact on coverage of services.

2.3 Strengthening Governance and PM&E 

Rationale for intervention

As part of the JPWF a health sector performance monitoring and evaluation as well as governance framework has been endorsed. 

The sector has introduced a Results Based Management (RBM) Approach; a management strategy aimed at changing the way sectors operate to increase performance and achieve results. The approach defines realistic expected results, establishes baselines then monitors progress towards the achievement of expected results, integrates lessons learnt into management decisions and reports regularly on performance. The MOH has as a result introduced a comprehensive framework for monitoring and evaluation of progress towards achieving the objectives and targets laid down in the programme. The full approach is described in the MOH report of the RRI team on M& E and is entitled: “Monitoring and Evaluation of Health Sector Performance - Framework and Action Plan 2006/2007 – 2009/2010 of 5th April 2006)”. It articulates the content of the framework, tools and processes. It proposes a facilitating institutional framework for effective monitoring and evaluation of health sector performance and outlines a four year medium plan-frame for executing the new arrangements. The GAVI HSS support shall support implementation process of this framework, particularly focusing on the districts with low immunization coverage.

Regarding Governance at the implementation level, coordination will be through Provincial, District, Health Facility and Village stakeholder’s committee’s respectively. These shall coordinate all issues within their jurisdiction, with composition from all stakeholders at these respective levels. In addition, the sector is setting up substantive sector wide governance mechanisms, to foster agreement on other common procedures for consultation and decision-making, annual planning, procurement, disbursement mechanisms, monitoring and reporting, review and evaluation, audit, financial management and the exchange of information in this collaboration. There is therefore need for District Boards and facility committees to be trained to jointly plan and monitor the implementation of operating plans. The capacity of FBOs and NGO coordinating units needs to be supported and strengthened to enable them effectively participate in the implementation and coordination process.

The work of developing the respective frameworks at national level will be completed by the time GAVI HSS resources become available for use. What therefore will be  priority will be the implementation of these frameworks both at the national and district levels to make sure that an informed decision is made at appropriate structures and through participation. As a result, the HSS resources shall focus on supporting rolling out the PM&E and governance system

Overall objective:

Support the rolling out of the integrated, performance M&E and governance system for the country, focusing on the districts with poor EPI information management  Specifically, this component will support 
· Building capacity for PME at implementation level 
· Monitor and follow up on performance monitoring in districts, using EPI as a probe 

· Strengthening Governance in selected districts
Expected output:

Districts with unsatisfactory information management for EPI are strengthened in performance M & E, in line with the agreed sector PM&E framework

Interventions 

Activities to be supported are based on supporting the above objectives. These are:

1. Building capacity for PME at implementation level 
a. Consultant to develop working draft for training manuals based on agreed framework and annual review

b. Hold a 4 day working retreat with stakeholders to complete/reviewing training tools annually 

c. Testing of tools in the district

d. Induction of Provincial, and district managers on PME

e. Training in the identified districts using the training  manuals developed

2. Monitor and follow up on performance monitoring in districts, using EPI as a probe 

a. Supportive supervision to follow-up of capacity building in the districts with poor timelines and completeness of data

b. Development of quarterly summary of performance of district (data compilation and analysis) 

c. Support to quarterly performance review meetings during AOP3, AOP4, and AOP5

3. Strengthening Governance in selected districts

a. Development of guidelines, and training manuals for Governance strengthening, particularly at implementation level

b. Training village, facility, and divisional Health Stakeholders Committee’s on roles and functions in Governance in health

c. Provide operational support to annual district health summit

d. Printing of governance and monitoring tools to be used in underserved areas

e. Development of guidelines, and training manuals for district health management team on leadership and management, as well as performance monitoring

f. Printing of leadership and management guidelines and training manuals

g. Training the district health Management team on leadership and management as well as performance monitoring

h. Training the facility staff on leadership and management as well as performance monitoring
Implementation plan for these is highlighted in section 5. however, required quantities of different inputs, and their resource implications are highlighted in the table below

Inputs required and resource implications

	Major Activities in strengthening Governance, and Performance Monitoring and Evaluation
	Unit cost
	Year 1
	Year 2
	Year 3

	
	
	(2007/2008)
	(2008/09)
	(2009/10)

	
	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Objective 1: Building capacity for PME at implementation level 
	-
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1: Consultant to develop working draft for training manuals based on agreed framework and annual review
	429
	20
	
	
	
	5
	
	
	
	-
	
	
	

	Activity 1.2: Hold a 4 day working retreat with stakeholders to complete/reviewing training tools annually 
	429
	
	20
	
	
	10
	
	
	
	-
	
	
	

	Activity 1.3: Testing of tools in the district
	143
	
	
	14
	
	7
	
	
	
	-
	
	
	

	Activity 1.4: Induction of Provincial, and district managers on PME
	143
	
	
	198
	
	198
	
	
	
	198
	
	
	

	Activity 1.5: Training in the identified districts using the training  manuals developed
	2,143
	
	
	20
	
	15
	
	
	
	15
	
	
	

	Objective 2: Monitor and follow up on performance monitoring in districts, using EPI as a probe 
	-
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.1: Supportive supervision to follow-up of capacity building in the districts with poor timelines and completeness of data
	857
	
	
	20
	
	10
	
	10
	
	10
	
	10
	

	Activity 2.2: Development of quarterly summary of performance of district (data compilation and analysis) 
	143
	
	20
	20
	20
	20
	20
	20
	20
	20
	20
	20
	20

	Activity 2.3: Support to quarterly performance review meetings during AOP3, AOP4, and AOP5
	714
	
	20
	20
	20
	20
	20
	20
	20
	20
	20
	20
	20

	Objective 3: Strengthening Governance in the selected districts
	-
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.1: Development of guidelines, and training manuals for Governance strengthening, particularly at implementation level
	500
	20
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.2: Training village, facility, and divisional Health Stakeholders Committee’s on roles and functions in Governance in health
	2,000
	
	10
	10
	
	
	10
	
	
	
	10
	
	

	Activity 3.3: Provide operational support to annual district health summit
	3,571
	
	
	
	20
	
	
	
	20
	
	
	
	20

	Activity 3.4: Printing of governance and monitoring tools to be used in underserved areas
	1,071
	
	20
	
	
	10
	
	
	
	5
	
	
	

	Activity 3.5: Development of guidelines, and training manuals for district health management team on leadership and management, as well as performance monitoring
	500
	20
	5
	
	
	
	
	
	
	
	
	
	

	Activity 3.6: Printing of leadership and management guidelines and training manuals
	1,071
	
	20
	
	
	10
	
	
	
	5
	
	
	

	Activity 3.7: Training the district health Management team on leadership and management as well as performance monitoring
	1,714
	
	10
	10
	
	
	10
	
	
	
	10
	
	

	Activity 3.8: Training the facility staff on leadership and management as well as performance monitoring
	5,714
	
	
	10
	10
	
	10
	
	
	
	10
	
	

	 
	
	
	
	
	
	
	
	
	
	
	
	
	


	Major Activities in strengthening Governance, and Performance Monitoring and Evaluation
	Year 1
	Year 2
	Year 3
	Total 

	
	(2007/2008)
	(2008/09)
	(2009/10)
	

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	

	Objective 1: Building capacity for PME at implementation level 
	8,571
	8,571
	73,143
	-
	67,857
	-
	-
	-
	60,429
	-
	-
	-
	218,571

	Activity 1.1: Consultant to develop working draft for training manuals based on agreed framework and annual review
	8,571
	-
	-
	-
	2,143
	-
	-
	-
	-
	-
	-
	-
	10,714

	Activity 1.2: Hold a 4 day working retreat with stakeholders to complete/reviewing training tools annually 
	-
	8,571
	-
	-
	4,286
	-
	-
	-
	-
	-
	-
	-
	12,857

	Activity 1.3: Testing of tools in the district
	-
	-
	2,000
	-
	1,000
	-
	-
	-
	-
	-
	-
	-
	3,000

	Activity 1.4: Induction of Provincial, and district managers on PME
	-
	-
	28,286
	-
	28,286
	-
	-
	-
	28,286
	-
	-
	-
	84,857

	Activity 1.5: Training in the identified districts using the training  manuals developed
	-
	-
	42,857
	-
	32,143
	-
	-
	-
	32,143
	-
	-
	-
	107,143

	Objective 2: Monitor and follow up on performance monitoring in districts, using EPI as a probe 
	-
	17,143
	34,286
	17,143
	25,714
	17,143
	25,714
	17,143
	25,714
	17,143
	25,714
	17,143
	240,000

	Activity 2.1: Supportive supervision to follow-up of capacity building in the districts with poor timelines and completeness of data
	-
	-
	17,143
	-
	8,571
	-
	8,571
	-
	8,571
	-
	8,571
	-
	51,429

	Activity 2.2: Development of quarterly summary of performance of district (data compilation and analysis) 
	-
	2,857
	2,857
	2,857
	2,857
	2,857
	2,857
	2,857
	2,857
	2,857
	2,857
	2,857
	31,429

	Activity 2.3: Support to quarterly performance review meetings during AOP3, AOP4, and AOP5
	-
	14,286
	14,286
	14,286
	14,286
	14,286
	14,286
	14,286
	14,286
	14,286
	14,286
	14,286
	157,143

	Objective 3: Strengthening Governance in the selected districts
	20,000
	82,500
	94,286
	128,571
	21,429
	94,286
	-
	71,429
	10,714
	94,286
	-
	71,429
	688,929

	Activity 3.1: Development of guidelines, and training manuals for Governance strengthening, particularly at implementation level
	10,000
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	10,000

	Activity 3.2: Training village, facility, and divisional Health Stakeholders Committee’s on roles and functions in Governance in health
	-
	20,000
	20,000
	-
	-
	20,000
	-
	-
	-
	20,000
	-
	-
	80,000

	Activity 3.3: Provide operational support to annual district health summit
	-
	-
	-
	71,429
	-
	-
	-
	71,429
	-
	-
	-
	71,429
	214,286

	Activity 3.4: Printing of governance and monitoring tools to be used in underserved areas
	-
	21,429
	-
	-
	10,714
	-
	-
	-
	5,357
	-
	-
	-
	37,500

	Activity 3.5: Development of guidelines, and training manuals for district health management team on leadership and management, as well as performance monitoring
	10,000
	2,500
	-
	-
	-
	-
	-
	-
	-
	-
	-
	-
	12,500

	Activity 3.6: Printing of leadership and management guidelines and training manuals
	-
	21,429
	-
	-
	10,714
	-
	-
	-
	5,357
	-
	-
	-
	37,500

	Activity 3.7: Training the district health Management team on leadership and management as well as performance monitoring
	-
	17,143
	17,143
	-
	-
	17,143
	-
	-
	-
	17,143
	-
	-
	68,571

	Activity 3.8: Training the facility staff on leadership and management as well as performance monitoring
	-
	-
	57,143
	57,143
	-
	57,143
	-
	-
	-
	57,143
	-
	-
	228,571

	 
	28,571
	108,214
	201,714
	145,714
	115,000
	111,429
	25,714
	88,571
	96,857
	111,429
	25,714
	88,571
	1,147,500


3 Overall Budgetary Requirement

Based on the above areas of support, the total expected resources from the HSS are outlined in the table below

Table 3.1:
Total resources sought from HSS, by area of support (USD)
	Area of support 
	Year 1 (2007/08)
	Year 2 (2008/09)
	Year 3 (2009/10)
	Total

	 level one system strengthening 
	2,991,143
	1,880,429
	2,131,857
	7,003,429

	 Human resource 
	265,714
	742,857
	742,857
	1,751,429

	 Strengthening Governance and PM&E 
	484,214
	340,714
	322,571
	1,147,500

	 Total resource needed 
	3,741,071
	2,964,000
	3,197,286
	9,902,357

	 Total estimated HSS allocation (US$), based on  birth cohort of 1,322,215 children 
	3,305,538
	3,305,538
	3,305,538
	9,916,613


Budgetary constraints have limited the scope of activities, as the proposal sought to be limited within the budgetary constraints. Increase in the quantities in the different areas being supported would accentuate the eventual impact of the support in the respective districts, and likewise in the overall country.

Table 3.2: Sources of funding (including Government, GAVI & other DPs funding the intervention areas)

	Financing and financing Gap
	2007/08
	2008/2009
	2009/2010
	Total

	Total resource requirement three areas
	357,375,774
	375,821,966
	369,134,908
	1102332648

	Available funding (GOK and DPs)
	212,914,200
	212,199,200
	212,199,200
	636,597,600

	Funding Gap
	144,461,574
	163,622,766
	156,935,708
	465,735,048

	HSS support
	3,305,538
	3,305,538
	3,305,538
	9,916,614


4. HSS management

4.1. Annual plan and budget approval

The development of annual work plan and budget and its approval will follow the normal government planning and budgeting process and timeline. This process, and timeline is described in the NHSSP II. The annual planning and monitoring cycle is highlighted in the table below.

Table 4.1:
 Annual Planning and Monitoring Cycle for NHSSP II

	
	Months
	Planning Action
	Monitoring / Approval

	II
	June
	AOP finalised and distributed. Signing of performance contracts

Budget Announcement in Parliament
	PS/MOH

MOF

	Review
	The Planning/Review Cycle starts again
	

	Quarter III
	July
	District Health Plans (DHP) revised to meet allocated budget by MOF
	PS/MOH approves revised budgets

	
	August
	Districts and Divisions elaborate and present short Annual Report (activities/ outputs vs plans/constraints) at District & PMO level and at Dept levels
	Reports from DHMT consolidated by PMO, 

Reports from Divisions consolidated by Depts

	
	September
	PMO and Department Heads consolidate District and Division reports. They submit Annual Reports from Provinces and Departments by mid September. MOH/HQ prepares Annual Progress Report by end of September.
	DMS/HS coordinates and supervises the process. PMO and Heads Depts submit their contributions to DMS/HS mid September

	Review
	
	

	Quarter IV
	October
	Joint Annual Review (JAR) of previous AOP, based on annual progress report, specific studies and findings from JAR
	JICC to draft TOR and prepare JAR, starting already in July.

	
	November
	Annual Review Summit to discuss report & findings of JAR; Review of policy implications from JAR into next AOP.

MOU signed between MOH-DP
	JICC / ICC to prepare agenda and negotiate decisions / contributions from all actors

	
	December
	MOH to provide national planning guidelines / priorities for the next fiscal year to all Provinces /districts and central departments / divisions
	National Guidelines to be coordinated by DMS/HS.

	Planning
	
	

	Quartet I
	January
	Health PER to be finalised (external) and ceiling to be communicated to all
	MOF to provide budget ceiling on basis of MTEF

	
	February
	Districts and Divisions start to prepare next year AOP with MOH guidelines and budget ceilings from MOF.
	Provinces / Departments lead the process  based on guidelines/ ceilings

	
	March
	Provinces and Departments consolidate district and divisions plans in Provincial and Department Plans.
	DMS/HS coordinates with Dept Heads at HQ and PMO for districts

	Planning
	
	

	Quarter II
	April
	Next year AOP finalised and matched to resource envelope (by Department heads and PMO)
	DMS/HS coordinates with Dept Heads at HQ and PMO for districts

	
	May 
	Annual Planning Summit reviews and approves the next Year AOP.
	All ICC comment on the national programmes

	
	June
	AOP finalised and distributed. Signing of performance contracts. 

Contributions from DP formalised. 

Budget Announcement in Parliament
	PS/MOH

PS/MOH with BMC

PS/MOH or PS/MOF

MOF

	Review
	The Planning/ Review Cycle starts again
	

	
	July
	District Health Plans (DHP) revised to meet allocated budget by MOF
	PS/MOH approves revised budgets


The HSS support, together with other development partners contributions, will form the basis for providing the resource envelope and planning guidelines for districts and national programs. The districts together with the communities and their stakeholders will develop and submit their district health plans (which captures all activities and resources) for appraisal by March each year. The planning and budgeting coordinating team together with national programs and provinces will appraise these plans and provide corrective suggestions to districts. Districts then will revise their plans as per comments and get it approved through their district health stakeholders’ forum and district management board and submit to MOH HQ.

The MOH head quarters will consolidate appraised and revised district, provincial and HQ department plans will produce a draft Annual Operational Plan. This draft is then shared with development partners and other stakeholders for comments and review. The plan will then be revised as per comments given and will be presented for the Health Sector Coordinating committee (HSCC) for approval. Once the Annual Operation Plan is approved by HSCC, then it will be launched in June for implementation starting July each year. The GAVI HSS will fit in to this overall process and approval mechanism, and shall not depend on development of parallel structures and systems. Planning for use of the resources shall be done at the same time with all  the other sources of resources for the respective districts, and be reflected in the comprehensive district, and MOH central level plans. 

4.2. Financial management and modalities of fund flow

The sector proposes the resources are provided directly to the Government of Kenya, to a Ministry of Health account. Resources shall be provided to the districts, and facilities directly into their accounts, in line with financing the activities which they will have reflected in their district plans. The financial management system shall be the same as the improved financial management system being put in place, as part of development of the common management arrangements in the SWAp process that the country is operating under. We will therefore describe in some level of detail this process in the proceeding paragraphs. 

Resources for operations, and maintenance related activities shall be provided in line with the Direct Financing to Health Facilities approach, which the Ministry of Health is instituting as a national approach to financing of health facilities over the next few months, and is already operational in coast province. This works through providing direct funds to health facilities through their facility accounts. Commodities, and other items that cannot be purchased locally shall be purchased centrally, and provided to the facilities. 
As funds are disbursed to the spending units, an AIE will be issued to the medical superintendent and the District Medical Officers of Health (DMOH), with schedules to inform them what has been released to each facility. The DMOH will be provided with their AIE to undertake supervisory activities. This process will ensure that funds are released directly to health facilities accounts, which is a step forward in empowering the facilities to have full control of their resources.

Each facility will be expected to have a Facility Management Committee/Board (herein after called the Committee), which will be responsible for overseeing the preparation of a work-plan based on resource envelope. The work-plan to be prepared based on guidelines to be prepared, will be assessed by the DHMT to make sure that they are in line with Ministry policies. The work-plan shall include facility-based activities as well as outreach activities to support community strategy and factor in all sources of funds including cost-sharing. The DMOH will forward the facility plans to headquarters and this will form the basis for the initial disbursement.

Funds received at the facility shall be posted on a notice board and expenditures must be in line with the work-plan. The funds shall be released twice a year in order to reduce interruption on implementation of activities. Treasury approval shall be sought for increased up-front funding in order to ensure that sufficient funds are available to support facility work plans. The in-charge plus two members of the committee shall sanction withdrawal of funds, from facility accounts. The details of the necessary financial records to be kept by the facility will be stipulated in the operational guidelines to be developed. Funds issued to the facilities may be used to hire additional clerical staff to keep the facility records. 

Once expenditures have taken place at the facility level, the in-charge will collate all the supporting documents including receipts and minutes of the Committee authorising the expenditures and submit the same to the MoH district accountant.

The MoH district accountant office will put the supporting documents together and prepare a voucher to initiate the accounting/expenditure process. At the moment the vouchers will be forwarded to the District Treasury for examination, audit and capture. The roles of the MoH district accountant will be re-defined to include new responsibilities including that of random audit checks at the facilities. The Ministry accountant will submit quarterly progress reports to the Ministry headquarters, which will be used for further disbursement of funds to the facilities.

Facilities will retain their cash/bank balances at the end of the financial year by issuance of adjusting AIEs that will be carried forward by reflection in budget allocations for the following financial year. In the long run the office of the MOH district accountant office will be strengthened to undertake the examination function. 

The preferred form of financing to the districts, in the medium term, is through the common fund that is being formulated together with development partners (DPs). DPs pool their funds on a Special Account and pass them through the GOK The common fund will be administered centrally and will finance priority areas, mainly those that are part of this proposal. The fund will be transferred directly to facility accounts from the MOH. The HSS support funds would have to be earmarked and coloured so that they are not spent on other activities within the sector.

4.3. Progress reporting

The reporting process will also be completely aligned with the sectors reporting process. This was highlighted in the table 4.1 above. It entails having quarterly performance reviews, where performance against set targets is analysed in meetings at the national, and provincial levels. In addition progress is monitored at an annual basis through a Joint Government and partner review process every October, for the preceding financial year performance. Information on achievement of set targets is collated in a bottom up manner from each district, to inform the country on its progress with agreed indicators. Following this review, the performance report is then launched at a health summit in November.

Indicators on which the country will provide information on an annual basis for follow up of the HSS impact will be derived from the NHSSP II performance monitoring, as outlined in the NHSSP II, and JPWF. These are:

· % children fully immunized at 1 year of age

· % under 1’s immunized with measles vaccine
· Under 5 mortality rate
Information on these shall be provided for 

· The National average

· Achievement in each of the districts receiving support

The under 5 mortality shall be followed up through the Demographic and Health Surveys
As these indicators are the same as those for the sector, achievements and targets will be the same as those for the overall sector as outlined in the JPWF. This emphasises the point that the HSS support is aimed at supporting the country achieve its targets, as it has outlined them in the JPWF. 

In addition, to follow progress with achieving planned activities, some progress indicators shall be followed up, on a quarterly basis, with the districts receiving the HSS support. These are based on the interventions being supported, and are highlighted in table 4.3 below. 

This shall enable the sector, and GAVI to compare impact of the HSS on system strengthening, against impact of other sources of financing. Indicator information shall be based on achievement as agreed at the Joint Review Mission, by the Government and its partners. Expected trends in the key indicators during the period of the HSS support shall be in line with working towards achievement of the NHSSP II objectives. 
This shall ensure there is no discrepancy in indicator values with other official sources. The information shall be provided in whatever format GAVI requests the country to use, with the sector report included as an Annex.

Expected Indicator trends during period of HSS support
	Area of Support
	Objectives
	Indicators
	Value, 2007/08
	Value, 2008/09
	Value 2009/10

	
	
	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Strengthening level ONE Services
	Building the capacity of the community health extension workers (CHEWs) and community-based resource persons to provide services at level 1.
	Number of CORPS trained
	
	
	
	
	
	
	
	
	
	
	
	

	
	Providing implementation and follow up support for level 1 services for the targeted districts
	Number of communities with CBIS set up
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of motor cycles purchased
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of bicycles purchased
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of integrated outreaches carried out
	
	
	
	
	
	
	
	
	
	
	
	

	
	Strengthening health facility–community linkages through effective decentralization and partnership for the implementation of LEVEL ONE SERVICES.
	Number of district  LEVEL ONE SERVICES orientation workshops held
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of divisional LEVEL 1 services orientation workshops held
	
	
	
	
	
	
	
	
	
	
	
	

	
	Strengthening the community to progressively realize their rights for accessible and quality care and to seek accountability from facility-based health services.
	Number of annual local health days per community unit held
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of quarterly divisional health days held
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of meetings on evidence-based planning, implementation, monitoring, evaluation and feedback at committee level held
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Supporting Human Resources for Health in identified districts
	Recruitment and deployment of Key health workers in areas with low access and utilization of immunization services, which are facing health worker shortages 
	Number of PHT’s recruited
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of nurses recruited
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Strengthening Governance, and Performance Monitoring and Evaluation
	Building capacity for PME at implementation level 
	Number of districts trained in PM and E
	
	
	
	
	
	
	
	
	
	
	
	

	
	Monitor and follow up on performance monitoring in districts, using EPI as a probe 
	Number of districts submitting quarterly summary of performance
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of districts holding quarterly performance review meetings
	
	
	
	
	
	
	
	
	
	
	
	

	
	Strengthening Governance in selected districts
	Number of village, facility, and divisional Health Stakeholders Committee’s trained on roles and functions in Governance in health
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of districts holding an annual health summit
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Number of districts with DHMT’s trained on leadership and management as well as performance monitoring
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Output / outcome indicators
	
	% children fully immunized at 1 year of age
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	% under 1’s immunized with measles vaccine
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Under 5 mortality rate
	
	
	
	
	
	
	
	
	
	
	
	


4.4. Auditing of funds

Auditing of funds shall follow the same procedure as auditing for use of Government resources. Six months after the end of the financial year, MOH will complete a financial statement, which will be audited by an external audit. The Terms of Reference for the external auditors will include examination of procedures and will sample a number of cash controls among the Health facility accounts throughout the accounting period. Both the Auditor General and an independent audit firm will perform an annual external assessment of the reliability of financial statements, regularity of transactions and functioning of internal control and procurement systems of HFF.

As it is proposed the funds become available in the middle of a Financial Year (2005/06), the sector shall strive to ensure the activities being funded shall appear in the Government Supplementary budget. In addition, in subsequent years, the activities shall be included in the MTEF. This shall ensure the resources are audited as with other Government resources. 
4.5. Sustainability of interventions
It is in the interest of the Health Sector in Kenya, and the Government in particular to ensure sustainability of the interventions being supported through the GAVI HSS. The supported activities are all selected based on the fact that they represent priority activities for the Government and its partners in health as they try to achieve the goals of the second National Health Sector Strategic Plan. Operationalisation of a comprehensive community approach, improvement in availability of health workers in under served areas, and strengthening of Governance and performance monitoring are all identified priorities the sector is focusing on to achieve its outputs as defined in the Joint Program of Work and Funding. GAVI HSS funds will support the implementation of these priorities in areas where immunization services are weak (poor access and utilization).

As the activities and objectives are in line with Government priorit, the allocation of Government and partner resources for these activities is increasing. A number of other partners are already complementing the Government resources in priorities, for example SIDA supporting community roll out of community activities, US Government through PEPFAR supporting human resources, Joint Support Program
 partners supporting Governance and Performance Monitoring activities, etc. as such, uptake of the recurrent activities, such as commodities for the community structures, and human resources will be achievable. 
Most of the services that are planned under GAVI support are focused on district health services and below (level 1 to 3). These services are categorised as the first call on resources and the sector is working to meet the financial gap that exists in these levels before entertaining other priorities. The government is also working out a mechanism of disbursing money easily to community level through the health facility fund. There is thus a commitment among sector partners to allocate more resources to these services.

To support this uptake process, the costs, and available resources will be included in the Health Sectors Medium term Expenditure Framework. As such, they will be activities that will have to be funded beyond the GAVI HSS support. The GAVI funds will be seed funds for the agreed activities in the districts with poor immunization coverage and access. 

Finally, it is a Government policy to take up financing of priority interventions whose implementation has been catalysed by time limited partner support. This has so far been seen with human resources hired through other partners (Clinton Foundation), whose costs are now taken up by Government starting the coming financial year. Endorsement of this proposal by Government ensures the uptake of these interventions will be achieved, at the end of the HSS support.

5. Implementation plan and schedule of activities
	Major Activities in strengthening level ONE Services
	Year 1

(2007/2008)
	Year 2

(2008/09)
	Year 3

(2009/10)

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Objective 1: Building the capacity of the community health extension workers (CHEWs) and community-based resource persons to provide services at level 1.
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1: Identify and train 4 TOTs per targeted district
	
	Χ
	
	
	
	
	
	
	
	
	
	

	Activity 1.2: Training to re-tool community health extension workers
	
	Χ
	
	
	X
	
	
	
	X
	
	
	

	Activity 1.3: Identify & train CORPs 
	
	Χ
	
	
	X
	
	
	
	X
	
	
	

	Objective 2: Providing implementation and follow up support for level 1 services for the targeted districts
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.1: Establish Community Based Information Systems with chalkboards, messages and registers at strategic sites for each selected community unit
	
	Χ
	
	
	X
	
	
	
	X
	
	
	

	Activity 2.2: Monitoring of activities of CORPS
	
	
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X


	Activity 2.3: Support to selected districts in assessing, and rewarding performance of community units
	
	
	
	X
	
	
	
	X
	
	
	
	X

	Activity 2.4: Preparatory activities to support purchase of motor cycles for Community Health Extension Workers per community in selected districts
	X
	X
	
	
	X
	
	
	
	X
	
	
	

	Activity 2.5: Purchase and supply of 1 motorcycle for Community Health Extension Workers per community unit in selected districts
	
	
	Χ
	
	
	X
	
	
	
	X
	
	

	Activity 2.4: Preparatory activities to support purchase of bicycles for CORPS in selected districts
	X
	X
	
	
	X
	
	
	
	X
	
	
	

	Activity 2.5: Purchase and supply of 10 bicycles per community unit
	
	
	Χ
	
	
	X
	
	
	
	X
	
	

	Activity 2.6: Support the development and implementation of local level Communication mechanisms 
	
	
	X
	
	
	
	X
	
	
	
	X
	

	Activity 2.7: Support to Integrated Outreaches each 15 days, with allowances for health facility staff
	
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Objective 3: Strengthening health facility–community linkages through effective decentralization and partnership for the implementation of LEVEL ONE SERVICES.
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.1: Hold district  LEVEL ONE SERVICES orientation workshops at district level, for District Health Stakeholders Forum, and other opinion leaders
	
	Χ
	
	
	X
	
	
	
	X
	
	
	

	Activity 3.2: Hold LEVEL 1 services orientation workshops at division level for Division Health Stakeholders Forum and other opinion leaders
	
	Χ
	
	
	X
	
	
	
	X
	
	
	

	Objective 4: Strengthening the community to progressively realize their rights for accessible and quality care and to seek accountability from facility-based health services.
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.1: Support holding of 12 annual local health days per community unit (1/month)
	
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Activity 4.2: Support holding of quarterly divisional health days 
	
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Activity 4.3: Support annual meetings on evidence-based planning, implementation, monitoring, evaluation and feedback at committee levels 
	
	
	 
	Χ
	
	
	X
	
	
	
	X
	


	Major Activities in supporting Human Resources for Health in identified districts 
	Year 1

(2007/2008)
	Year 2

(2008/09)
	Year 3

(2009/10)

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Objective 1: Recruitment and deployment of Key health workers in areas with low access and utilization of immunization services, which are facing health worker shortages 
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1: Seeking of approval for recruitment of identified Health Workers (approval sought when funds made available)
	X
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2: Seeking authority to recruit identified Health Workers from Directorate of Personnel Management, Ministry of Finance and PSC
	X
	X
	
	
	
	
	
	
	
	
	
	

	Activity 1.3: Advertisement for identified health workers
	
	
	X
	
	
	
	
	
	
	
	
	

	Activity 1.4: Interviews for selected candidates
	
	
	X
	X
	
	
	
	
	
	
	
	

	Activity 1.5: Recruitment, and support to selected candidates
	
	
	
	X
	X
	X
	X
	X
	X
	X
	X
	X


	Major Activities in strengthening Governance, and Performance Monitoring and Evaluation
	Year 1

(2007/2008)
	Year 2

(2008/09)
	Year 3

(2009/10)

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Objective 1: Building capacity for PME at implementation level 
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1: Consultant to develop working draft for training manuals based on agreed framework and annual review
	Χ
	
	
	
	X
	
	
	
	X
	
	
	

	Activity 1.2: Hold a 4 day working retreat with stakeholders to complete/reviewing training tools annually 
	
	X
	
	
	X
	
	
	
	X
	
	
	

	Activity 1.3: Testing of tools in the district
	
	
	Χ
	
	X
	
	
	
	X
	
	
	

	Activity 1.4: Induction of Provincial, and district managers on PME
	
	
	Χ
	
	X
	
	
	
	X
	
	
	

	Activity 1.5: Training in the identified districts using the training  manuals developed
	
	
	X
	
	X
	
	
	
	X
	
	
	

	Objective 2: Monitor and follow up on performance monitoring in districts, using EPI as a probe 
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.1: Supportive supervision to follow-up of capacity building in the districts with poor timelines and completeness of data
	
	
	Χ
	
	X
	
	X
	
	X
	
	X
	

	Activity 2.2: Development of quarterly summary of performance of district (data compilation and analysis)    
	
	Χ
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Activity 2.3: Support to quarterly performance review meetings during AOP3, AOP4, and AOP5
	
	Χ
	X
	X
	X
	X
	X
	X
	X
	X
	X
	X

	Objective 3: Strengthening Governance in selected districts
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.1: Development of guidelines, and training manuals for Governance strengthening, particularly at implementation level
	X
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.2: Training village, facility, and divisional Health Stakeholders Committee’s on roles and functions in Governance in health
	
	X
	X
	
	
	X
	
	
	
	X
	
	

	Activity 3.3: Provide operational support to annual district health summit
	
	
	
	X
	
	
	
	X
	
	
	
	X

	Activity 3.4: Printing of governance and monitoring tools to be used in underserved areas
	
	X
	
	
	X
	
	
	
	X
	
	
	

	Activity 3.5: Development of guidelines, and training manuals for district health management team on leadership and management, as well as performance monitoring
	X
	X
	
	
	
	
	
	
	
	
	
	

	Activity 3.6: Printing of leadership and management guidelines and training manuals
	
	X
	
	
	
	
	
	
	
	
	
	

	Activity 3.7: Training the district health Management team on leadership and management as well as performance monitoring
	
	X
	X
	
	
	X
	
	
	
	X
	
	

	Activity 3.8: Training the facility staff on leadership and management as well as performance monitoring
	
	
	X
	X
	
	X
	
	
	
	X
	
	


�

















� While infrastructure is also a noted weakness, interventions regarding its strengthening shall be sought through other sources. This is because immunization-related infrastructure weaknesses fall out of the scope of the HSS, while costs of the system-related infrastructure weaknesses are too high in relation to the amount of resources available through HSS.


� 6 key donor partners who came together and elaborated a Joint Support Program for the health sector. these are DANIDA, World bank, DfID, US Government, JICA and German Development Cooperation.





