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

GAVI’s Key Elements for Health System Strengthening Grants 

The following key elements outline GAVI’s approach to health system strengthening and should be reflected in an HSS grant: 

· One of GAVI’s strategic goals is to “contribute to strengthening the capacity of integrated health systems to deliver immunisation”. The objective of GAVI HSS support is to address system bottlenecks to achieve better immunisation outcomes, including increased vaccination coverage and more equitable access to  immunisation. As such, it is necessary for the application to be based on a strong bottleneck and gap analysis, and present a clear results chain demonstrating the link between proposed activities and improved immunisation outcomes.

· Performance based funding (PBF) is a core approach of GAVI HSS support.  All applications must align with the GAVI performance based funding approach introduced in 2012. Countries’ performance will be measured based on a predefined set of PBF indicators against which additional payments will be made to reward good performance in improving immunisation outcomes. Under the PBF approach for HSS, the programmed portion of HSS grants must be used solely to fund HSS activities. Countries have more flexibility on how they wish to spend their reward payments, as long as they are still spent within the health sector. Neither programmed nor performance payments may be used to purchase vaccines or meet GAVI’s requirements to co-finance vaccine purchases, and shall not be used to pay any taxes, customs, duties, toll or other charges imposed on the importation of vaccines and related supplies.

· GAVI’s HSS application requires a strong M&E framework, measurement and documentation of results, and an end of grant evaluation. The performance of the HSS grant will be measured through intermediate results as well as immunisation outcomes including diphtheria-tetanus-pertussis (DTP3) coverage, measles-containing vaccine first dose (MCV1) coverage, fully immunised child coverage, difference in DTP3 coverage between top and bottom wealth quintiles, and percent of districts reporting at least 80% coverage of DPT3. Additionally, so as to systematically measure and document immunisation data quality and data system improvement efforts, independent and recurrent data quality assessments and surveys will be a condition for all HSS applications. 

· GAVI’s approach to HSS includes support for strengthening information systems and improving data quality.  Strong information systems are of fundamental importance both to countries and to GAVI.  GAVI requires that countries have in place routine mechanisms to independently assess the quality of administrative data and track changes in data quality over time. Countries are strongly encouraged to include in their proposals actions to strengthen data systems, and to demonstrate how their grant will be used to help implement recommendations or agreed action items coming from previous data quality assessments. The process of conducting periodic data quality assessments and monitoring trends should be credible and nationally agreed. For example, incorporating an independent element to the assessments could involve national institutions that are external to the programme that collects or oversees the data collection.

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

· GAVI supports the use of Joint Assessment of National Strategies (JANS).  If a country has conducted a JANS assessment the findings can be included in the HSS application.  The Independent Review Committee (IRC) will use the findings of a JANS assessment to gain an understanding of the policy and health sector context that will inform their assessment of the credibility and feasibility of the HSS proposal.

· GAVI requests countries to identify and build linkages between HSS support and new vaccines implementation (GAVI New Vaccines Support - NVS) – linkages to routine immunisation strengthening, new vaccine introduction, and campaign planning and implementation must be demonstrated in the application. Countries should demonstrate alignment between HSS grant activities and activities funded through other GAVI cash support, including vaccine introduction grants and operational support for campaigns.

· As part of vaccine introduction, GAVI HSS support should be used during pre-and post-introduction for strengthening the routine immunisation system to increase the coverage e.g. through social mobilisation, training, supply chain management etc. (see grant categories in table 1) for all the vaccines supported. This should complement other sources of funding including vaccine introduction grants from GAVI.  

· GAVI’s approach to HSS includes support for community mobilisation, demand generation, and communication, including Communication for Immunisation (C4I) approach. 

· GAVI supports innovation. Countries are encouraged to think of innovative and catalytic activities for inclusion in their grants to address HSS bottlenecks to improving immunisation outcomes.  

· GAVI strongly encourages countries to include funding for Civil Society Organisations (CSOs) in implementation of GAVI HSS support to improve immunisation outcomes. CSOs can receive GAVI funding through two channels: (i) funding from GAVI to Ministry of Health (MOH) and then transferred to CSO, or (ii) direct from GAVI to CSO.  Please refer to Table 1 for potential categories of activities to include in budget for CSOs and Annex 4 for further details of GAVI support to CSOs.  

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

· Applications must include information on how sustainability of activities and results will be addressed from a financial and programmatic perspective beyond the period of support from GAVI.

· Applications must include information on how equity (including geographic, socio-economic, and gender equity) will be addressed.

· Applications will need to show the complementarity and added value of GAVI support to reducing bottlenecks and strengthening the health system, relative to support from other partners and funding sources and relative to other funding from GAVI specific to new vaccines and/or campaigns.

· Applicants are encouraged to identify technical assistance (TA) and capacity building needs for implementation and monitoring of the HSS grants. Applicants are required to include details of short term and long term TA if they are requesting TA as part of the HSS application to ensure strong implementation and effectiveness of GAVI HSS support.   

	PART A - SUMMARY OF SUPPORT REQUESTED AND APPLICANT INFORMATION

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


Checklist for a Complete Application 

A completed application comprises the following documents. Countries may wish to attach additional national documents as necessary.

	HSS Proposal Forms and Mandatory GAVI attachments

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

	No.
	Attachment 
	X

	1.  
	HSS Proposal Form 
	X

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

	3. 
	Minutes of HSCC meeting endorsing Proposal
	X

	4. 
	Minutes of three most recent HSCC  meetings
	X

	5.  
	HSS Monitoring & Evaluation Framework 
	X

	6.  
	Detailed budget, gap analysis and work plan
	X

	7. 
	Detailed Procurement Plan (18 month) along with unit cost of items to be procured
	X


	Existing National Documents - Mandatory Attachments 

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

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

	No.
	Attachment
	X

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

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

	10. 
	National Immunisation Plan
	

	11.  
	Country cMYP
	X

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

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


	Existing National Documents - Additional Attachments

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

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

	No.
	Attachment
	X

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

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

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

	17. 
	Lao Social Indicator Survey 2011-12
	X

	18. 
	Immunization Financing Strengthening Analysis
	X

	19. 
	Lao Health Sector Reform Framework
	X

	20. 
	Core set of national and district Immunization Indicators
	X

	21. 
	Health financing: Lao PDR; An overview
	X

	22. 
	LAO HMIS Strategic Plan 2009-2015
	X

	23. 
	Lao National MNCH Strategy 2009-15
	X

	24. 
	National Health Statistics Report 2011
	X

	25. 
	National Integrated Health care waste management plan Lao PDR
	X

	26. 
	Lao National Core Health Indicators
	X

	27. 
	Publication on Trends in Maternal Mortality in Lao PDR
	X

	28. 
	World Bank MNCH survey Lao PDR 2013
	X

	29. 
	Selection of  Districts for targeted activities-GAVI HSS
	X

	30. 
	Law on Hygiene, Disease Prevention and Health Promotion (2001)
	X

	31. 
	Law on Health Care (2005)
	X

	32. 
	Immunization Bottleneck analysis
	X

	33. 
	EVM improvement plan and timeline
	X

	34. 
	Cold chain inventory list
	X

	35. 
	Quotations for some procurement items
	X


	1. Applicant Information

	Applicant:
	The Ministry of Health (MoH) of the Government of Lao People's Democratic Republic (LPDR)

	Country:
	Lao People's Democratic Republic (LPDR)

	Proposal title:
	Strengthening Routine Immunisation Service Delivery in LPDR through envisioning of the “Back to Basic” concept 

	Proposed start date:
	1st January 2016

	Duration of support requested:
	Five (5) years (2016-2020) 

	Total funding requested from GAVI:
	7.56 million US$

	Contact Details

	Name
	Anonh Xeuatvongsa

	Organisation and title
	Deputy Director Maternal & Child Health; National EPI Manager

	Mailing address
	Thadeua Road, Km 3 Vientiane Capital

	Telephone
	+856-21-312352/312337

	Fax
	+856-21-312120

	E-mail addresses
	anonhxeuat@gmail.com


	2. The Proposal Development Process

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

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

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

b. The roles of HSCC and ICC.  

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

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

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

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

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

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

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

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

	The present GAVI-HSS grant for LPDR will end in 2015, and hence in this regard, the Vice Minister of Health of LPDR on behalf of the Minister of Health submitted an Expression of Interest (EOI) for continued support from 2016 to 2020 to the GAVI secretariat on 5 May 2014. The EOI stated that the previous GAVI-HSS grant which demonstrated significant benefits to the MCH and Immunisation programme in the country and as such, it was thought that these gains (as well as the lessons learned) need to be sustained and the results can be used to scale-up the same model to other provinces and districts. 
The Health Sector Reform Process in Lao PDR outlined in their "Health Sector Reform framework to 2025" identifies the delivery of the maternal, neonatal and child health (MNCH) service package as the entry point to this process in order to achieve the ultimate goal of universal health coverage (UHC) by 2025. The Health Sector Reform Process envisages the achievement of MDG targets as its primary objective in Phase 1 (2013-2015) and will continue to work upon the gains made thereafter. In order to achieve this objective the Health Sector Reform Process outlines the focus on Primary Health Care which is the first level for the community to health services. The entry point identified in the process was the delivery of the maternal, neonatal and child health (MNCH) service package which will allow an opportunity to strengthen the health system as whole – since MNCH interventions are intrinsically linked to other programmes (cross-cutting) and rely on all aspect of the system (from community level to hospital care) – which also seeking to reach the agreed targets such as percentage of women breastfeeding, population covered by safe water and sanitation, etc. Immunization is an integral part of the integrated MNCH service package in Lao PDR. The immunization service delivery platform is used as basic platform to deliver the integrated package of MNCH services; thus, it is envisioned that an improvement in immunization service delivery platform will lead to improvement in MNCH service delivery which is linked to the strengthening of health system as a whole.

The proposed GAVI-HSS application 2016-2020 has been built upon the previous grant experience but is primarily focussed on the EPI programmatic issues identified from recent assessments (National EPI Program Review, 2012; HPV Post-Introduction Evaluation 2014, EVM Assessment 2014; Annual Programme Reviews) and surveys (Lao Social Indicator’s Survey, 2012) conducted in the country which identified areas of focussed efforts in order to strengthen the routine immunisation service delivery. It is envisioned that these programmatic issues also relate to the strengthening of the health system by addressing the areas much wider than those relate to the immunisation programme, including integrating outreach and data quality activities between departments within the Ministry of Health. In line with the Lao National Health Sector Reform 2013-2025, the activities outlined in this application relates to wider maternal and child health programme improvement in the country and in particular a special focus relates to the high-risk communities (i.e. populations most marginalised and hard to reach) in order to ensure equitable service delivery to all population in the country. 
The current proposal aligns itself to the key activities of the government of Lao PDR and in line with the integration of immunisation and other mother and child health interventions and is aligned to the forthcoming five-year Ministry of Health’s Strategic Plan 8 (2016-2020). The 8th National Health Sector Development Plan of the Ministry of Health was still in a draft form and therefore could not be shared during the initial submission in January 2015; however, the objectives outlined in the draft version of the National health plan relates to the ongoing efforts of government towards universal health coverage and ongoing commitments to MDGs. A Health System Strengthening Task Force created on 22 May (under Ministry decree number 1193) composed of Directors and Deputy Directors of the Divisions of Ministry of health, is primarily focused on issues related to GFATM and GAVI HSS proposals.

Both WHO and UNICEF provided technical support in the development of the proposal. WHO LPDR engaged two consultants to support the development of the GAVI-HSS proposal. The initial consultant spent 6 weeks on the initial stakeholder discussions and proposal development, while a second consultant was brought in for 2 weeks to review and edit the proposal. WHO also supported activities including the review of recent surveys (Lao Social Indicators Survey, 2012), assessments (EPI Program Review, 2012) and frameworks (Lao Sector Health Reform, 2012) in the country and development of the activity timeline and framework for the application. UNICEF supported the bottleneck analysis and procurement plan. Both WHO and UNICEF together supported coordination between EPI and MCH units to harness integration of activities between the units. Significant inputs were gathered from the discussion with the Provincial EPI Managers and Provincial Health Directors where the activities outlined in this document were discussed during a Microplanning Guidelines revision meeting. Individual discussion with the targeted provinces was done as a side meeting during the Measles-Rubella orientation meetings.

In order to draft the proposal based on the available evidence; consultations were held with several stakeholders including the Ministry of Health (National Immunisation Program, Maternal and Child Health, Health Management Information Systems, Finance Department, Planning Department), Ministry of Finance, Ministry of Home Affairs, Ministry of Planning and Investment, Luxembourg Development, JICA, UNFPA, UNICEF and WHO so as to gather all the relevant suggestions. Consultations within the Ministry of Health included immunisation program managers and health directors at the provincial level, with their feedback considered key to developing the proposal. CSO’s were not involved in the proposal development as CSO activities/inputs are only welcome when in line with government policy and under the control or supervision of government agencies. Based on these discussions a consensus was reached to adopt an approach to primarily address the EPI programmatic issues which will also lead to improvement in areas of MCH as addressed in the last GAVI HSS grant so as to maximize the efforts of Government of LPDR towards the attainment of MDG’s 4 and 5.
As the GAVI Country Senior portfolio manager was in the LPDR during the same time period of the stakeholders’ consultation, a meeting was organised at the WHO office on 19 August 2014 in presence of both WHO and UNICEF Country Representatives and relevant technical officers so as to discuss the issues pertaining to the GAVI HSS application. The two major outcomes of the meeting were:

(i) Consider postponing the proposal submission to the GAVI secretariat by 15 January 2015 so as to allow more time for effective discussion and development of a robust proposal
(ii)  Focus on strengthening of routine immunisation as the principal objective towards strengthening of the health system in the country; aligning the proposal to the required criteria laid down in the GAVI HSS proposal
Following wide consultations and discussions involving EPI, MCH, and Health System staff and technical advisors of different stakeholders, including NIP and MoH officials at both the national and provincial level, it is proposed that in the planned GAVI HSS application of 2016-2020:

•
Of the total available budget, approx. 80% will be allocated to strengthen targeted core routine EPI activities and, 

•
Of the total available budget, approx. 20% will be allocated to the MNCH component, which will sustain the support of the existing GAVI HSS grant. 

However, it was also concluded that while the expansion of MNCH activities under the current grant to additional districts is incorporated in the proposed GAVI HSS application, it is prudent that the existing MNCH approach (adopted as part of 2010-2015 GAVI HSS grant) including programmatic and financial methodologies be evaluated by the second half of 2015 preferably by an independent evaluation team. The observations and findings will be incorporated as corrective actions during the implementation stage of the proposed GAVI HSS grant 2016-2020.
The ICC of LPDR, composed of representatives of Ministry of Health, development partners and representatives from WHO and UNICEF, met in January 2015 to discuss the final revised proposal and the activities outlined. Before the formal meeting in January 2015; meetings were conducted within the MCH/EPI unit of the Ministry of Health which were also attended by technical staff from WHO and UNICEF. All activities were discussed at length for its feasibility and appropriateness. WHO consultants met relevant development partners (Luxembourg Development, JICA, UNICEF, UNFPA) and departments within the Ministry of Health to discuss the appropriateness of proposed activities and make revisions based on the discussion. 
Several revisions were made to the budget allocation and activities outlined in the final proposal as a result of the above discussions. The final proposal was put for discussion and approval in Jan 2015 for final approval by the Ministers of Health and Finance as well as the key international partners.
The ICC members met on 07.01.2015 and discussed the revised draft of the proposal. The ICC members expressed their satisfaction on the concept used in this application which refers to strengthening of the “Basic” service delivery model and using the immunisation system as a platform to integrate the services of MCH, nutrition and other related services. It was also advised that NIP clearly outlines the linkages of this application to GAVI with the other initiatives in the country including UHC, The Lao Health Sector Reform and the Global fund HSS application. The ICC members highlighted the need of the overall coordination role to be played by MOH with all relevant units beyond EPI and MCH including those of provincial level departments and administrative offices to make this application implementation a success. 
Based on the suggestions from the ICC to coordinate with relevant departments and units within the Ministry of Health and following the suggestions from the Global Fund Country Coordinating Mechanism (CCM) group on the possible Health System support for HIV/AIDS, Tuberculosis and Malaria in Lao PDR, the Ministry of Health has taken steps to align all the health system related grant support activities in the country. This would encompass having a central level committee comprised of senior officials of Ministry of Health and allied departments related to the health system to oversee the health system grants from different donors including GAVI and Global Fund to align the resources allocation to impact areas in the country.
The ICC further met on 01.10.2015 to review the planned resubmission of the application following the IRC review wherein Lao PDR was asked to re-submit the application. IRC in their detail report upon evaluation of the application requested the government of Lao PDR to provide detail justification/clarifications on few of the elements of the application and also re-look into the outlined budget with provision of rationale on the elements of the budget. The application was revised for re-submission and an answer sheet to the "action points" requested by IRC has been provided. ICC endorsed the re-submission of the application. The detailed discussion of the application in ICC meeting along with comments, suggestions and conclusions from ICC is attached in the ICC minutes document.


	Signatures: Government endorsement 

	Please note that the signatures of both the Ministers of Health & Finance (and their delegated authority) are required prior to review or approval of the application by GAVI.
Minister of Health                                                            Minister of Finance

Name:                                                                               Name:

Signature:                                                                         Signature: 

Date:                                                                                 Date:




	Signatures: Health Sector Coordinating Committee endorsement 

	We the members of the HSCC, or equivalent committee met on the 7th day of January 2015 to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached. The minutes of the meeting endorsing this proposal are attached to this application.

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

	Chair
	
	
	
	

	Secretary
	
	
	
	

	MOH members
	
	
	
	

	Development partners
	
	
	
	

	CSO members
	
	
	
	

	WHO
	
	
	
	

	UNICEF 
	
	
	
	

	Other
	
	
	
	


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




	

	PART B – EXECUTIVE SUMMARY

	3. Executive Summary

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

1. The main bottlenecks for achieving immunisation outcomes addressed within this proposal and how proposed objectives in this application will address these bottlenecks and improve immunisation outcomes. 
2. A summary description of the population to be covered by the intervention (i.e. total population targeted). 
3. Objectives and the related budget for each objective. 
4. The proposed implementation arrangements including the role of government departments and civil society organisations. Please include a summary of financial M&E arrangements.

	The Ministry of Health (MoH) of the Government of Lao People's Democratic Republic seeks support from GAVI for Health Systems Strengthening (HSS) of US$ 7.56 million to cover a period of five years (2016-2020). This proposal is in line with the Seventh Five-Year Health Sector Development Plan (2011-2015) and Seventh Five-Year National Sector Economic Development Plan (NSEDP) (2011-2015). The priorities outlined in this application are aligned to the forthcoming five-year Ministry of Health’s Strategic Plan 8 (2016-2020). The 8th National Health Sector Development Plan of the Ministry of Health was still in a draft form and hence could not be referred to or shared during the time of initial submission in January 2015; however, the objectives outlined in the draft version of the National Health Plan relates to the ongoing efforts of government towards universal health coverage and their commitments to achieve the MDGs (and therefore relating to the SDGs). 
The proposed funding is requested in order to strengthen health care service delivery related to immunisation and maternal, neonatal and childcare services
. The achievement of the proposed goals in this application with special reference to capacity building, governance, coordination and supervision (by the end of 2020 as envisioned and outlined in the M&E framework, which is in line with the forthcoming 8th National Health Sector Development Plan) will be accomplished by mainly improving the capacity of country staff and the creation of a supportive environment via community participation. It is therefore expected that with these outlined activities the immunisation programme will pave way for improvement of the quality of service delivery in general leading to strengthening of the health system. immunisation
The reasons for LPDR’s slow progress in achieving the Millennium Development Goals (MDGs) related to immunisation and maternal, neonatal and child health are diverse. These issues include difficult geography, poverty, low education, lack of local capacity for health service management, lack of skilled health staff (both in quantity and quality), fragmentation of services, limited financial resources for services, limited knowledge of public awareness regarding services, and cultural inappropriateness of services to ethnic minorities. 
The complex and diversified blend of EPI and MNCH bottlenecks that prevent achieving the expected immunisation and maternal and child health outcomes addressed within this proposal are: 
i. Poor management, planning, and implementation; 
ii. Lack of appropriate micro planning at health centre level; 
iii. Demand-side barriers including inadequate use of services, low demand for immunisation in communities, geographic barriers, poor knowledge and inadequate IEC; 
iv. Poor cold chain maintenance and human resource capacity for cold chain and logistics;
v. Quality assurance and safety of immunization;

vi. Inefficient monitoring and supervision at all levels; and
vii. Lack of a financial sustainability for immunisation.

While, major components of this proposal are targeted to improve the service delivery in all provinces, the proposal also plans to conduct target specific activities in 46 districts in the country divided between the North, South and Middle regions of the country. These districts contain ethnic communities that are at increased risk as a result of their geo-topographical location and presence of vaccine hesitancy in these groups. Moreover, the thin presence of the health care system in the areas of residence of these communities clearly outlines the disparity in health system delivery and utilization. 
The proposal embraces seven (7) broad objectives as outlined in the Comprehensive Multi-Year plan for EPI in LPDR and these are aligned to the GAVI HSS grant categorization
.

(1)
Strengthen management capacity of immunisation programme at all levels. Budget: US$ 2,589,862.50
(2)
Improve service delivery and the coverage rate of current vaccines. Budget: US$ 1,497,000.00
(3)
Strengthen the community demand for MNCH and immunisation services. Budget: US$ 491,250.00
(4)
Maintain and improve the cold chain and logistics system (incl. cold chain vaccine). Budget: US$ 1,528,500.00
(5)
Improve immunisation safety (incl. AEFI “management and monitoring” + health care waste management). Budget: US$ 342,500.00
(6)
Strengthen the M&E capacity for EPI/MNCH management. Budget: US$ 1,120,887.00
(7)
Advocate for sustainable planning and financing system for high-level immunisation. This is a no cost activity under this grant; as a Financial Sustainability report has been supported by WHO

Principles and Approaches of the GAVI HSS support

In line with the nationwide implementation of an Integrated EPI/MNCH Strategy, the GAVI HSS Initiative will adhere to the following four principles:

(1) Adopt ONE unified strategy of Immunisation and MNCH Service Delivery. This relates to the government initiative of integrated EPI/MNCH service delivery strategy which allows provision of related services in one session; thereby increasing the effectiveness of the system. All interventions and activities to be supported by the GAVI HSS Initiative have been addressed following the analysis of programmatic and health systems barriers and priority bottlenecks.

(2) Support ONE implementation plan and budget in each district/province. The GAVI HSS Initiative will assist provinces, districts, and health centres to support the implementation of the existing Integrated EPI/MNCH Strategy including a programmatic health centre micro-planning along with an accompanying unified budgeting process.
(3)
Adopt ONE monitoring and evaluation framework. The defined indicators for monitoring the Integrated EPI/MNCH Package will be used to monitor the implementation and outcomes of this proposal. Specific data for selected GAVI HSS intervention districts for this application will be collected to monitor the implementation of this proposal.

 (4)
Accept ONE coordination mechanism. An existing sector-wide health coordination mechanism by NIP and MNCH units of MoH will oversee and coordinate the EPI/MNCH Strategy implementation.  

Management Approaches: 

(1)
Strengthening the process of the monitoring team consisting of central, provincial, district and development partners making regular visits (at all levels) to assess the implementation and provide supportive supervision using an integrated supervisory checklist at all levels; 

(2)
Strengthen the support to the district officials from EPI & MNCH and other health services to set priorities; budget planning and supply management necessary for integrating services; problem solving through analysis of district and health level data; take local decisions to improve services; coordinate training and other activities; and advocate for essential resource mobilization.

District-Centred Approaches:
(1)
Assist the district management team towards the implementation of a unified supply and logistics & information management system;

(2)
Provide funding and technical support for supervision by monitoring team and organize feedback meetings with facilitating the local solution at the district and health centre level.

Monitoring and Evaluation: 

(1)
Support the implementation and use of the health information system at the health centre and district by the provincial and national level staff; 

(2) Support training of village leaders and health volunteers to collect and report information about the number of new-borns/infants, pregnant women, and “childhood and maternal deaths”

Financing Approaches: 

(1)
Initiate health worker incentives and user fee exemptions (esp. for key MNCH interventions). These will be based on the existing government policy (also in line with the approved GAVI grant for the current support) and initially could be subsidized by partners until government secures other resources; 

(2)
Facilitate use of health equity funds for key MNCH interventions in the selected districts.

Community Demand Approaches:
(1) Facilitate awareness and create demand through coordination with mass organizations such as the Lao Women's Union (LWU) and using the services of the Village leaders to initiate social mobilization at the community level.
The immunization service delivery platform strengthens the MNCH service delivery in the country which forms the basis of the Health Sector Reforms. The framework of implementation of the MNCH integrated package outlines the various components of the health system strengthening. This is thus envisioned through the implementation of this proposal that the improvement in immunization service delivery will lead to the overall strengthening of the health system in the country. The alignment of this proposal to these health system component strengthening and the principles/approaches of GAVI HSS support is very well evident from the figure below and the above described approaches.
Figure 1. Framework of implementation of the MNCH integrated package

[image: image1.emf]
Who are the potential beneficiaries from this proposal and how this imbibes the principles of ongoing health reform process in the country

The first population that benefits from this proposal is the pregnant women and children under 5 years old, especially those who are poor, live in rural and remote areas, where access to reasonably health services currently is limited. The cross-sector approach applied in this proposal using immunization service delivery as the platform will provide the population easy access to integrated health services at community level of basic preventive care and of the basic health care services that are provided by village health workers, health centres and a locally adapted referral system. For health facilities, improvement in health staff training, deployment, incentives, working conditions (medical supplies, infrastructure, equipment, etc.) and supportive supervision will be part of quality assurance, together with standardisation of guidelines and regulations. 
All the above principles are part of the wider health sector reforms in the country. The additional activities planned to be covered by the government over the period of the health sector reforms includes provision of health insurance through the existing social health protection schemes and the free MNCH/under 5 service will cover the cost of basic health care for people who live under the poverty line, pregnant women and children under 5. 
The above scenario exemplifies the relationship of using immunization service delivery platform including the provision of basic MNCH package of services while addressing capacity building, provision of supervision and monitoring and improved use of data for local decision making and corrective actions as the settings ground for overall health system strengthening.



	4. Acronyms

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

	Acronym
	Acronym Meaning

	ADB
	Asian Development Bank

	AEFI
	Adverse Events Following Immunisation

	AFP
	Acute Flaccid Paralysis

	ANC
	Antenatal Care

	BCG
	Bacille Calmette Guerin (TB)

	bOPV
	Bivalent Oral Polio Vaccine

	CBO
	Community Based Organizations

	cMYP
	Comprehensive Multi Year Plan

	CoIA
	Commission of Information and Accountability for Women and Children’s Health

	CRVS
	Civil Registration and Vital Statistics

	CSO
	Civil Society Organization

	DHO
	District Health Office

	DTP
	Diphtheria, Tetanus, Pertussis

	DQA 
	Data Quality Audit

	EPI
	Expanded Program for Immunisation

	FP
	Family Planning

	FMS
	Financial Management Systems

	GAVI
	Global Alliance for Vaccines and Immunisation

	GGE
	General Government Expenditure

	GFATM
	The Global Fund for AIDS, Tuberculosis and Malaria

	GIVS
	Global Immunisation Vision and Strategy

	GOL
	Government of Laos

	HC
	Health Centre

	Hep
	Hepatitis

	HEF
	Health Equity Funds

	Hib
	Haemophilus Influenza B

	HIS
	Health Information System

	HMIS
	Health Management Information System

	HPV
	Human Papilloma Virus

	HRH
	Human Resources for Health

	HSCC
	Health Sector Coordinating Committee

	HSCM
	Health Sector Coordination Mechanism

	HSS
	Health System Strengthening

	ICC
	Inter-Agency Coordinating Committee

	IEC
	Information, Education and Communication

	INGO
	International Non-government organization

	IPV
	Inactivated Polio Vaccine

	IRC
	Independent Review Committee (GAVI)

	IMCI
	Integrated Management of Childhood Illnesses 

	IMR
	Infant Mortality Rate

	JICA
	Japan International Cooperation Agency

	JRF
	WHO/UNICEF Joint Reporting Form for Immunisation

	JE
	Japanese Encephalitis

	LFNC
	Lao Front for National Construction

	LFTU
	Lao Federation of Trades Unions

	LPDR
	Lao People’s Democratic Republic

	LRHS
	Lao Reproductive Health Survey

	LSB
	Lao Statistics Bureau

	LSIS
	Lao Social Indicator’s Survey

	LWU
	Lao Women’s Union

	LYO
	Lao Youth Organization

	Lux-Development
	Luxembourg Development Agency

	M&E
	Monitoring and Evaluation

	MCH
	Maternal and Child Health

	MCV
	Measles Containing Vaccine

	MDGs
	Millennium Development Goals

	MICS
	Multiple Indicator Cluster Survey

	MIS
	Management Information Systems

	MMR
	Maternal Mortality Rate

	MNCH
	Maternal, Neonatal and Child Health

	MNT
	Maternal Neonatal Tetanus

	MNTE
	Maternal Neonatal Tetanus Elimination

	MOF
	Ministry of Finance

	MOH
	Ministry of Health

	MOHA
	Ministry of Home Affairs

	MPI
	Ministry of Planning and Investment 

	MR
	Measles-Rubella

	NGO
	Non-government Organization

	NIP
	National Immunisation Programme

	NHA
	National Health Account

	NPA
	Non-Profit Association

	NSEDP
	National Sector Economic Development Plan

	ODA
	Overseas Development Aid

	OOP
	Out of Pocket

	PCV
	Pneomococcoal Conjugate Vaccine

	PIE
	Post Introduction Evaluation

	PHO
	Provincial Health Offices

	SARA
	Service Availability and Readiness Assessment

	SIA
	Supplementary Immunisation Activity

	SWC
	Stakeholders Working Group

	Td
	Tetanus, Diptheria

	THE
	Total Health Expenditure

	tOPV
	Trivalent Live Oral Polio Vaccine

	UNFPA
	United Nations Population Fund

	UNICEF
	United Nations Children's Fund

	U5MR
	Under-5 Mortality Rate

	VHW
	Village Health Workers

	VPD
	Vaccine Preventable Diseases

	WB
	The World Bank

	WHO
	World Health Organisation


	PART C– SITUATION ANALYSIS

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

	5. Key Relevant Health and Health System Statistics

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

→ If available disaggregated data for the key statistics indicators showing differences by geographic location (region / province) and urban / rural should be included in the space provided after the table.
→ Please provide information on vaccines currently used by the Immunisation Programme as well as on any vaccines planned for future use.

	Vaccines Currently Used by the Immunisation Programme


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

	BCG
	1982
	

	tOPV
	1982
	bOPV in line with the polio-end game plan

	Hep B
	2005
	

	DTP-HepB-Hib (Pentavalent)
	2009
	

	Td
	2012
	

	MR
	2012
	

	PCV
	2013
	

	HPV (Pilot)
	2013
	

	Vaccines Planned for Future Use by the Immunisation Programme

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

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

	IPV
	2015
	
	IPV application already approved by GAVI

	JE
	2015
	
	JE campaigns already approved

	HPV
	
	
	Phased introduction

	Please use the space below to provide:

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

	The WHO and UNICEF estimates of national immunisation coverage (taken from the Joint Reporting Form, 2013) are based on data and information shared by the National Immunisation Programme and Ministry of Health. The reported coverage of LPDR has shown a significant improvement of 57% of DTP3 coverage in 2007 to 87% in 2013 (coverage graph provided as below). Similarly, the reported MCV1 administrative coverage of LPDR has shown an improvement from 40% in 2007 to 82% in 2013.
[image: image2.emf]
Analysis of the Lao Social Indicator Survey, 2011/12 demonstrates that the national average conceals the high levels of disparities in immunisation coverage across socio-economic groups, by ethnicity, provinces, and educational level of mothers. The latest available data suggest high disparities in utilization of high impact interventions mainly driven by remoteness/residence, poverty, ethnicity and educational level of mothers. The graphical analysis below demonstrates the discussed disparities.
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Furthermore, equity trend analysis of DPT3 immunisation coverage by residence and by wealth quintiles suggests that the progress in rural areas without road and among the poorest children has been slower compared to other population subgroups. This suggests the need for specific strategies targeting these groups.
Laos has made significant progress in decreasing both its under-1 and under-5 mortality rate; however still maintains one of the highest under-5 mortality rates compared to other South-East Asian countries. 
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(UNICEF, Childinfo, 2013)





There is significant disparity in the under-5 mortality rate across provinces, wealth quintiles, and education levels, with more remote locations and those in the poorest wealth and education groups experiencing a much higher under-5 mortality rate compared to those in the capital region and highest wealth/education groups. This echoes the results of immunisation coverage, suggesting progress in reducing the under-5 mortality rate in lower education/income and geographically challenging populations has been slower when compared to other population sub-groups.
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With regard to MDG 5, the LPDR is off track and it is unlikely the targets will be met by 2015
 . The under-five mortality rate decreased from 104/1000 live births (1995 census) to 72 (8th NHSEDP Draft, 2016-2020). The current under-five mortality rate is thus already close to the MDG target set up for 2015 (i.e. 70). According to the most recent survey data (LSIS, 2012), Infant Mortality rate (MDG target 5) decreased from 104/1000 live births in 2005 to 68 in 2011. The Maternal Mortality ratio decreased from 796 per 100,000 living births in 2005 to 357/100,000 live births. However, this is still far from the MDG target of 260/100,000 live births. At present, the proportion of births attended by skilled health personnel is only 42% (38% according to National Health Statistic Report 2011-2012). This figure is anticipated to reach 50% in 2015. Only 24.2% of all women received antenatal care during pregnancy in 2000 (Lao Reproductive Health Survey - LRHS). At present, 52% (LSIS, 2012) of all women receive antenatal care during pregnancy (nearing the MDG target of 69%). The contraceptive prevalence rate (MDG target 55%) has increased from 30.9% in 2000 (LRHS) to 42% (LSIS, 2012) at present.


	6. Description of the National Health Sector

	This section will provide GAVI with the country context which will serve as background information during the review of the HSS proposal. 

→ Please provide a concise overview of the national health sector, covering both the public and private sectors, including CSOs, at national, sub-national and community levels, with reference to NHP or other key documents.

→ Please include a copy of the National Health Strategy/Plan as Attachment 5. If the NHP is in draft format please provide details of the process and timeline for finalising it. If there is not an NHP, or if other documents are referenced in this section, please provide these other key relevant documents.

It is recommended that applicants refer to GAVI’s health system strengthening grant categories detailed in the Supplementary Guidelines for HSS Applications (Table 1). Please refer to the list of health sector aspects in the Supplementary HSS Guidelines and if any are not included in your reference documents then please provide a short commentary. In order to keep this section concise, please summarise the key elements in the context of the HSS support being asked for, and provide reference to the relevant section in the National Health Plan for further detail. 

	The health-care delivery system of the LPDR is primarily a government-owned, public system that operates with the health centres as well as district and provincial hospitals. The LPDR’s public health system has a strong vertical structure and is divided into three main arms: (i) health care; (ii) prevention, promotion, and disease control; and (iii) health management and administration.

The public health system is organized into three administrative levels (Ministry of Health, 2014):

(i)
Central level: Ministry of Health Steering Committee (Department of Hygiene and Prevention, Department of Finance, Department of Planning and International Corporation, Department of Inspection, Cabinet, Department of Organization and Personnel, Department of Education and Research, Department of Curative Service, Food and Drug Department, Department of Communicable Disease Control, and University of Health Science);

(ii)
Provincial level: Provincial Health Offices, Regional hospitals, and Provincial hospitals/nursing schools;

(iii)
District level: District Health Offices, District hospitals, and Health centres.

[image: image13.emf]
Under the Ministry of Health, there are four central hospitals, four regional hospitals, 12 provincial hospitals, 130 district hospitals, 894 health centres and approximately 5,000 village drug dispensaries. There are approximately 5,000 hospital beds in the country. Each health centre covers about 7,000 people. However, many centres as per the geographical area serve fewer than 1000 (Ministry of Health, 2011). Although there are no private hospitals in the Lao People’s Democratic Republic, the private sector for health is expanding, mainly in urban areas, with 1,993 private pharmacies, 222 private clinics, and 600 traditional medicine practitioners (Ministry of Health, 2011).

The health sector still faces significant challenges. The majority of the Lao population living in rural, remote, and mountainous areas, lack adequate access to basic health care. Since early 2012, the Ministry of Health, under the leadership of the Prime Minister and with support from World Health Organization and other development partners, has undertaken a series of consultations to discuss how the Lao health sector needs to be reformed to achieve the health-related MDGs by 2015 and universal health coverage by 2025. In December 2012, the National Assembly approved the National Health Sector Reform Strategy for the period 2013-2025. 
The total number of health personnel is 11,665 people with 5,159 males, 6,506 females, 16.1% are working at the central level, 33.1% at the provincial level, capital and special zone, 48.7% at the district level and below, and 2.1% are on study leave within Lao PDR and abroad ( Ministry of Health, National Institute of Public Health et al. 2001). At present, there are 200 specialists with post-graduate degrees, 1,800 medical doctors, 3,800 medical assistants and 5,600 nurses. General health personnel, excluding village health workers, traditional birth attendants, and traditional practitioners, serves an average of 480 people. For medical personnel, there is on average one doctor for every 2,800 people, and one nurse for every 968 people. Health staffs are distributed unevenly between rural and urban areas. Most of health staff are in urban areas, while every few residing in the rural areas. Staffs do not want to be posted to remote areas for socio-economic reasons. There is a reported shortage of health personnel working at the district and dispensary levels, and the country lacks a comprehensive human resource strategy that would help alleviate these problems. At the dispensary level, most of the staffs are nurses and it is not uncommon for health posts to be staffed by only one person. In many instances, health workers do not necessarily speak the local language of the areas where they are assigned.
The overall goals of the health sector reform are: (1) To achieve MDGs by 2015 and (2) To achieve Universal Health Coverage by 2025. The health sector reform strategy has identified five priority areas to improve the health system: i) Human Resources for Health; ii) Health Financing: iii) Governance, Organisation, and Management; iv)
 Health Service Delivery; v) Health Information System. Therefore, reform in these areas is aiming to reduce (by 2015): i) The proportion of underweight children under 5 years of age to 22%; ii) Infant and under 5 years of age mortality rate to 45 and 70 (respectively) per 1,000 live births; iii) Maternal Mortality Ratio (MMR) to reach 260 per 100,000 live births and by 2025 to make health services affordable and accessible to 90% of the population. 
The 8th National Health Sector Strategic plan is being drafted at this time also aligns its goals and objectives to the Health Sector Reform strategy and the new Government initiative of “three builds”. The “three build” directive is one of the resolutions of the 9th Party Congress, which aims to transform the province into strategic units, the district as comprehensive units, and villages as development units. The current application strategizes its action to improvement of its activities at the village level with a focus of capacity building at the provincial and district level. The targets set out for the 8th National Health Sector Development Plan of the Ministry of Health 2016-2020 are still in a draft form however, the objectives outlined in the draft version of the National health plan relates to the ongoing efforts of government towards universal health coverage and ongoing commitments to MDGs and the expected sustainable development goals. The forthcoming 8th National Health Sector Development Plan of Lao PDR imbibes the principle outlined in the long term strategy document of Health Sector Reforms which lays the basic principles that the country should embrace towards the attainment of the laid down goals and objectives. 

The preparation of the 8th National Health Sector Development Plan 2016-2020 is a consultative process between the Government of Lao PDR and all related stakeholders including the development and donor partners. Multiple consultations have taken place relating to areas of health and non-health sectors which would have significant bearing in the attainment of health standards in the country towards the achievement of the objectives of the planned Health Sector Reforms and those of the agreed MDGs and SDGs. This also relates to the consultation in the areas of financial strategy, health information system and etc. The consultative process involves both formal and informal meetings wherein the issues of particular technical and operational areas get discussed. A draft copy of discussion for within country department and units is in circulation for comments and further improvement and this is primarily being drafted in local vernacular of the country. 
It is expected that the Ministry of Health of Lao PDR will finalize the National Health Sector Development Plan 2016-2020 by the end of 2015 and with the permission of the Ministry of Health and the Government of Lao PDR, an English version of the document will be made available to all related stakeholders for better comprehension of the laid down principles and objectives to attain the goals outlined in the plan. Only a provisional unofficial draft is currently available and is attached with this application.
Similarly the existing cMYP of the National Immunisation Programme ends in 2015 and the process of developing the new cMYP for the period of 2016-2020 will start in April 2015. The objectives and goals of the new cMYP will be based on the bottleneck analysis and findings of programmatic reviews conducted in the country. The development of the new cMYP will be a consultative process involving discussions amongst immunization, MCH departments and all other allied units of the Ministry of Health and all relevant development partners in the country including those providing operational support to the outreach service delivery. A costed cMYP with programmatic details will be drafted and finalized in consultation with the National Immunisation Technical Advisory Group members. It is expected that this plan will be finalized by the end of 2015 and will be shared with GAVI and all other stakeholders.
The supply chain management in the country is as per the laid down guidelines of the Lao PDR Revised National Medicine Policy. It is stated that the estimation of medicine requirements is a decentralized function carried out on village, district and province levels. Medicine requirements will be submitted from the provinces to Medical Product Supply Centre (MPSC) for procurement. MPSC will carry out a tender based on estimates from the whole country. MPSC will inform the provinces the approved supplier and price for each product. Provinces will buy directly from the approved suppliers at the negotiated prices. In addition to procurement of medicines from the National Budget and donor funds, the revolving fund mechanism will be used at all levels, to replenish the medicine supply system. Recovery of the costs of medicines and other consumable medical supplies from the patients is included in the Government Policy. Procedures for cost recovery as laid down in the Ministry of Health Guidelines for Revolving Funds will be followed. Only registered products and medicines included in the Lao Essential Medicine List will be procured for the public sector. Emphasis will be given to focus and intensified training on Good Pharmacy Practices. The Ministry of Health will continuously monitor and supervise the medicine supply system through inspections conducted by the Food and Drug Units. The National Immunisation Programme has its system for supply chain and logistics (ISCL) that focuses on acquisition and distribution of vaccines and management of the cold chain system. Linking of this ISCL system with the logistics of MNCH and the overall supply chain and logistics for public health will require more work.
The LPDR Ministry of Health is committed to a unified National Health Information System. The mission of the government of LPDR as per its National Health Information System Strategic Plan 2009-2015 plans to develop a strong, easy to use and unified Health Management Information System to provide timely, high quality, evidence-based information for policy formulation, decision making, program implementation, monitoring and evaluation for all national and international health stakeholders. The HIS includes both population-based and facility-based information. At the community level, village yearly data collection and reporting forms produce information on targeted health objectives and birth and death-related data. The system also includes six facility-based registers for health centres, district and provincial hospitals together with tally sheets, activity reports and consolidated reports specific to the health units throughout the system. The information flows upwards from the health centres to the national level where it is then collated and analysed. Central, provincial and district supervisors visit every two or three months to monitor district and health centre performance and data management. Details on current reforms to the HIS information flow can be found in Section 14, which will allow for the submission and analysis of information directly from the district level. There is currently no system to routinely ensure data quality of the information submitted through this system. The application proposes that DQA’s are integrated within the health information unit in order to ensure these checks are taking place. In addition to the DQAs, the NIP has been integrating MNCH and EPI information through DHIS2. 
The National Health Financing Strategy 2011-2015 has a mission to achieve universal coverage by reducing out-of-pocket spending, increasing access to needed quality health services for all Lao people without them facing catastrophic financial expenses and contributing to attainment of the health MDGs. This is in line with the Lao National Health Sector Reform policy to reach UHC by 2025. The Lao health system is under-funded (low per capita health-care spending, low Government funding), inequitable (overly dependent on direct household expenditure for curative care) and is weak in social protection (low coverage of the population) including being inefficient and with low productivity. Weak synergies exist between Government, donor and beneficiary resources. For instance, delayed disbursements result to delays in the implementation of scheduled activities that may have effects on health outcomes. The Lao Government is undertaking health-financing reform with an array of pilot initiatives such as health insurance, HEF, performance subsidies, staff incentives, budget support with health indicators, improved management systems and auditing and monitoring. The total health expenditure is still low and depends heavily on household out-of-pocket payments. Public spending on health is low and mainly supports capital investment, salaries and administration of the Government health system, and disease control. Budgets for health-care facilities are inadequate to cover even the costs of basic utilities such as electricity. The major part of such expenditure is supported by external funds. Per capita government health spending varies considerably across provinces and districts. Accordingly, the coverage of key primary health services also varies widely among provinces, reflecting their autonomy. Public health spending is inefficient and inequitable. Gaps are emerging between the poor and non-poor and between the Lao-Thai and the other ethnic groups. Indeed, more favourable outcomes are found in urban areas and among the better-off segments of the population. Effective mechanisms to protect the poor from unaffordable health-care costs are lacking. Government has recognized the importance of issues associated with health financing, including equity, and started implementing social protection schemes in response. Services for mothers and children including immunization are free. 
There are 4 laws that govern health in Laos (Law on Drugs and Medical Products, Law on Food, Law on Health Care and Law on Hygiene, Disease Prevention and Health Promotion). There is also a Law on Family Registration, which governs the births and deaths registration process in the country. The Law on Health Care guarantee rights to healthcare for the entire population. Article 4 states, “All citizens, regardless of gender, age, ethnic origin, race, religion or socio-economic status, shall be entitled to health care when they are ill.”  This is re-enforced within Article 3 of the Law on Hygiene, Disease Prevention and Health Promotion, “All citizens, regardless of ethnic origin, gender, age, or socio-economic status, have the right of access to health services.” It is clear that the National Health Sector Reform 2013-2025, along with its key UHC objective, is striving to implement these laws in practice. 
Key priorities and orientations related to the proposal
In the 2014 publication of trends in Maternal Mortality: 1990-2013, the WHO, UNICEF, UNFPA, WB and UN Population divisions estimated that LPDR was amongst the 19 countries in the world who have already experienced 75% reduction in MMR between 1990 and 2013, and that LPDR has achieved (MMR: 220) the MMR goal much earlier than the target year of 2015. The report documented an 80% reduction in maternal mortality over the period from 1990 to 2013.
At the macro level, the health sector is under-funded: total health expenditure is at 27 US$ per person, of which 30% comes from donors and 50% remains the burden of the population (out of pocket - OOP). The amount of government spending on health is only 1% of the GDP and 4.2% of total government expenditure in 2012-2013. The available money is mainly intended to pay for healthcare worker wages. Recurrent costs are financially shouldered by DP and to a considerable extent by OOP through Drug Revolving Fund. Fortunately, this situation appears to be changing with the considerable increase of the MOH budget (as of fiscal year 2011-2012) following the global GDP increase, and more attention attached to non-wage recurrent costs for future budgets. The Government of LPDR has demonstrated its commitment to the immunisation programme by increasing its investment in routine and new vaccine procurement from US$ 122,800 in 2012 to US$ 639,512. Social Health Protection is also on the political agenda. However, such protection requires not only financial support for itself, but also for the overall health system, service provision, and health management. Current public health funding needs are estimated at around 25-30 US$ per person - per year compared to 15 US$ allocated at present
. 

Recent policies and strategies in the areas covered by the proposal
Several sub-sectoral policies, strategies, and plans have been developed in LPDR. Policies of particular relevance for the proposal are presented below:

· In order to achieve MDG 4 and 5, the MOH adopted a Free Health Care policy for children under five (January 2013);
· The Health Personnel Development Strategy (2011-2020) focuses on the development of leaders, managers, and technical staff in all disciplines. The strategy consists of five pillars, Capacity building of leaders, health managers, health workers, and health science education institutions; Appropriate recruitment and distribution of human personnel (HP); HP management strengthened with well-defined devolution between central and local levels via systematic registration/need assessment, HP development plan, and support to professional councils; Equity and equality of opportunity for female, ethnic minority and disabled HP; Implementation of appropriate financial and non-financial incentives based on the national policy and legal Framework.
· The 2011-2015 Health Financing Strategy (not yet adopted) sets out the framework for increasing the level of funding for health, ensuring an equitable distribution of the health-financing burden, improving access to essential health services, reducing the incidence of impoverishment and catastrophic health care expenditures, and improving quality and efficiency of service delivery.
· The Strategy and Planning Framework for the Integrated Package of Maternal Neonatal and Child Health Services (2009-2015) defines the MNCH package and strategies to improve targets. This essential MNCH package includes priority evidence-based interventions for each level of health care provision (i.e. community level through outreach activities, health centre, District Hospitals (DH) A & B, and provincial & central hospitals). Potential mechanisms to reduce financial barriers to access MNCH care in LPDR include social protection schemes (e.g. health insurance, social safety nets, conditional cash transfers, and lowering or removing user fees). This strategy and planning framework is now being evaluated by the Government of LPDR with support from all development/donor partners and use the lessons learnt from the implementation of the framework for last few years and from this evaluation to develop a new framework until 2020.
· The National Nutrition Policy (published December 2008) is based on Multiple Indicator Cluster Survey III results, showing that despite the economic growth, levels of malnutrition of children under-five years old have not improved. The policy sets targets to be achieved in 2015 and 2020 for stunting, wasting, underweight, and micronutrient deficiencies prevalence in the “under-five” group, and for iron deficiency in women of “reproductive age” group. Among the specific objectives of the policy, one that is related to the LAO/027 is the improvement of “maternal and childcare” and education in nutrition. 
· The decentralization of the policy at the provincial and district level is one of the strategies to be implemented to achieve objectives; Emergency Obstetrics and Newborn Care (EmONC) throughout the community is a critical part of any strategy aimed at achieving the national goals in maternal and child health. Policy on PHC adopted in 2000 describes PHC principles, components, implementation strategies, organization, and responsibilities.


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

	This section will be used to determine how immunisation is addressed in the national health plan, and what the key findings of an independent JANS assessment of the strategy were.  The Independent Review Committee (IRC) will use the findings of a JANS assessment to gain an understanding of the policy and health sector context that will inform their assessment of the credibility and feasibility of the HSS proposal.
→ Please provide a reference to the relevant sections and pages in the NHP which outline immunisation policies, objectives, and activities. 

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

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

	The objectives in the Seventh National Health Sector Development Plan (NHSEDP) (2011-2015) directly linked to immunisation and MNCH are: (13.1) Overall aims on health by 2015 (infant and maternal mortality) and (13.2) Aims of Millennium goals on health for MDG 1, 4, 5A, 5B. The EPI and MNCH projects are under the Hygiene and Prevention unit of the Ministry of Health. No Joint Assessment of the National Health Strategy is currently available. The MoH has implemented an internal midterm review; though these results are also not currently available. 

The Seventh National Health Sector Development Plan draws into details the objectives of the National Socio-Economic Plan (NSEDP) of the same period. The 7th NSEDP proposed expansion in health services, in particular for people in remote areas. Additionally, the purpose is to improve the quality of services in the central and provincial hospitals by upgrading the equipment, and health promotion activities, as well as controlling and preventing epidemics. In this regard, building regional hospitals and sanitation are also on the agenda. At the time of resubmission (September 2015), the draft direction of the 8th NSEDP 2016-2020 is already available in Laos and provides guidance to the corresponding 8th NHSEDP.

The provisional unofficial translation of the 8th NHSEDP 2016-2020 covers the Immunisation Programme (Section 1.1.1) under the Health Promotion and Hygiene-Prevention Programme (Section 1). It identifies the declining although still high maternal and child mortality rate as a major challenge. Targets per year for vaccination for Hepatitis B, BCG, Polio 3, DPT-HepB-Hib3 and Measles are set.
 The goal is to achieve Under-5 Mortality rate at 45/1000 live births (currently at 72.3, 2014). Priority projects of the Immunisation Programme include the following:
1. Service delivery: strengthening micro planning with spot and outreach services as appropriate; monitoring and supportive supervision; proposed vaccination of new vaccines JE and IPV; immunisation campaigns and vaccination days; conduct seasonal flu vaccination in provinces and Vientiane capital;

2. Cold chain and logistics: cold chain management; improving the availability of supplies and cold chain logistics including cool boxes, vaccine carriers, refrigerators and other medical equipment; motorbikes for certain districts to strengthen vaccination campaigns;

3. Information system: Supportive supervision; improving quality of vaccination data; improving the recording, reporting and management systems

4. Human resource: Capacity building of programme managers and staff to implement the above essential functions; 

5. Demand-side interventions: Enhancing communication and IEC materials for radio and TV broadcast; and training for the women’s union, village chiefs, village volunteers and monks in selected provinces.

The 8th NHSEDP also addresses other areas that are closely linked to the Immunisation Programme: Free Maternal and Child Health Project (1.1.3); Sub-programme on Primary Health Care (1.4); Health promotion (1.2); Strengthening surveillance and response for epidemics and morbidity (2.1.1); Management of medicines and medical products and supplies (4.5.1); Health financing (6); Health information system (7.2); Health sector reform (8.1.1). Priorities of the 8th NHSEDP and the Health Sector Reform Phase II (2016 to 2020) focus on strengthening the health workforce, health governance, infrastructure and information system. The current proposal has this perspective in mind as it strengthens the immunisation programme and cold chain system.




	8. Monitoring and Evaluation Plan for the National Health Plan

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

→ Please attach a copy of data quality assessment report(s) conducted within the last 3 years and data quality improvement plans.

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

	A comprehensive Monitoring and Evaluation Plan for the current 7th National Health Sector Development Plan is not available in LPDR. 
The country is, however, currently finalizing a list of national core health indicators which will be monitored both through routine and survey methods. The indicator framework consists of 92 indicators which will be used to monitor the implementation of successive National Health Plans. Several key indicators that will be used to monitor the GAVI HSS grant are also included in this indicator framework. The framework is attached to the application and has identified potential data sources for these indicators, the proposed review schedule for these indicators and the level of disaggregation that will be provided. The framework identifies several indicators not currently captured within the Lao Health System. It is of concern, however, that there is currently no clear guideline how these additional indicators will be integrated into the health system and be captured routinely; as a result none of these indicators have been selected for use in the GAVI HSS M&E Framework. It is expected that these core indicators, along with relevant Universal Health Coverage and MDG indicators, will be monitored and stored within the DHIS2 environment. DHIS2 is currently being implemented, and is expected to integrate its various sources of health information, including MNCH, EPI and other health information that can assist in monitoring the implementation of current and future national health plans.
In addition to this framework, the Lao Social Indicator Survey is also used to monitor indicators within the National Health Plan. The last survey was conducted in 2011/2012, with a follow-up survey scheduled for 2015. This survey is a modification/combination of the Demographic and Health Survey and Multiple Indicator Cluster Survey and is expected to be carried out every 3-5 years.

In 2014, a Service Availability and Readiness Assessment (SARA) survey including the data quality component was completed. The survey results are still being analysed and are not currently available however; no previous audits of health information were conducted. The programme units monitor the performance on a yearly basis and report the achievement and issues to the Ministry of Health. Immunisation periodic programme monitoring including National EPI program review (last conducted in 2012), post introduction evaluation of vaccine (last conducted in 2014) and EVM Assessments (last conducted in 2014) are also used to monitor progress of the immunisation program. Area (geographical and technical) specific programmatic evaluations are also done in collaboration with different agencies so as to address the issues for programmatic improvement. These are also used as inputs to the National Health Sector Development Plan draft. The recent evaluation by the World Bank on the evidence of the household survey in six central and southern provinces on Maternal health, child health and nutrition is attached as an annexe for reference.
In order to improve the quality of data generated in the field and community through the health centres and districts; it is increasingly recognised that a routine data quality assessment should be put in place. The National Immunisation Programme has envisioned the Data Quality Assessment (DQA) as one of its activities to be conducted along with the National Health Information System unit of the MOH, fostering integration of activities and functions at both the national and sub-national level. This DQA will include analysis of information across several programs while starting to use immunisation data quality assessment as the first step. The reason for doing this involves the strength of the immunisation programme to collect data from the community/village level and also having a system in place for its regular collection. This is expected that the assessment of quality of data for immunisation and MCH will also support the capacity of the staff in the provinces on other programme areas and benefit the system as a whole. This is being discussed that MOH will explore the possibility to use the SARA DQA template to continue to measure on-going trends from the SARA survey baseline conducted in 2014.
It is expected that with the development of Health Sector Reforms Framework (2013-2025), where MCH/EPI is seen as a platform for entry of service delivery, the monitoring of immunisation performance will be part of the M&E framework of the government of LPDR. The interim activities in the immunisation programme will lead to strengthening of this mechanism for documenting the actual impact and to devise the way forward. 


	9. Health System Bottlenecks to Achieving Immunisation Outcomes

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

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

→ Which of the above specified bottlenecks will be addressed by the current proposal? Which bottlenecks are addressed by other national or externally supported programmes?
In order to keep this section concise, please summarise the key bottlenecks and provide references to the relevant sections in existing bottleneck analyses.  Please ensure the referenced analyses are provided as attachments.

	After more than a decade of stagnation (since 1998), positive momentum has been regained and routine vaccination coverage has been climbing steadily since 2008. Both administrative reports and nationally representative household surveys indicate that routine infant immunisation coverage has increased by 20% over the past five years. In addition to endemic disease control, EPI also plays an important role in epidemic disease control, including vaccination to prevent pandemic influenza. Despite these achievements, progress remains uneven. In many areas, routine vaccination coverage remains low and outbreaks of pertussis and diphtheria continue to occur in all regions of the country. Various figures in Section 5 (Key relevant health and health system indicators) of this proposal demonstrate the wide disparity amongst provinces for fully immunized children. 

In 2015, UNICEF conducted a bottleneck analysis to identify challenges and gaps in immunization using the Tanahashi model. (Full report is included as Attachment). Figure 9.1 below shows that while DPT-HepB-Hib vaccines are available centrally, availability of vaccines drop at health center level. Furthermore, a fall in the completion of doses and inequities between the richest and the poorest quintiles reflect issues on the supply side (availability of vaccines and services) and demand (geography, demand for immunisation, IEC, etc.) The analysis pointed the issues of:

· Significant inequities in the immunisation coverage rates by socio-economic quintiles, and

· Very high immunisation drop-out rates (well above the global recommended of <10%), especially in the poorest quintile. Similarly, lower coverage and high drop-out rates have been documented for rural areas without roads and areas with predominant ethnic minorities.
· Furthermore, the graph suggests that there are issues on supply side of services linked to stock-outs of vaccines at service delivery points (41%) that prevent from reaching all the children with the immunisation services. These issues include logistics and cold chain challenges and availability of on-site and outreach services.
Timeliness of vaccination is extremely low, with most infants vaccinated after risks of infection are already high. Only 70 (13%) of 520 children whose vaccination records were reviewed by the team in the LSIS 2011/12 received all three doses of DPT-Hep B-Hib vaccine by the recommended age of four months. Among children registered for vaccination, one-third failed to receive all doses and thus incompletely immunised - indicating a problem with follow-up.
Figure 9.1 Bottleneck analysis for immunisation services delivery (Tanahashi model), Lao PDR
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Other issues in the area of service delivery have been identified from administrative data and knowledge among partners working in EPI. Seventy percent (70%) of immunisation were achieved through outreach services even though only 34% of the population reside in villages and 66% of the population is estimated to be within 6km for health facilities. Scheduling and implementation of outreach and fixed-site activities are irregular partly due to limited predictability of funding and declining external support for outreaches. Clearly there is a need to strengthen microplanning that would tackle these localized issues. Standard guidelines, tools and resources for microplanning with trainings will enhance service delivery. Communication and coordination with local leaders and groups to mobilize communities can contribute to improving outcomes. These same challenges on service delivery and improving coverage have been identified in the Lao Joint Appraisal for EPI of the GAVI Alliance (2014) and the International Review of the Expanded Programme on Immunization (WHO, 2013). Strengthening service delivery will reinforce Health Sector Reform plans that were targeted by 2015, i.e. localized planning and strengthening of primary care.

Adequate funding remains a major problem. Approximately 70% of children are vaccinated through outreach activities. Funding for outreach, however, is often delayed. The team found several instances where delays in disbursement of outreach funds had substantial negative effects on vaccination coverage. The 2012 EPI review highlighted the over-reliance on outreach services in the programme with disparity in service delivery between nearby villages and the remote hard-to-reach villages. This includes a deficient communication mechanism between the community and the serving health centres; which leads to improper site and time selection of the outreach sessions and reduced output.
Since 2009, the cold chain has been extended to the health-centre level, increasing access to vaccinations at fixed sites. However, there is inadequate maintenance and repair of the cold chain and 10% of the cold chain equipment donated and installed by LuxDev during 2009–2010 is already non-functional. Some local governments have not paid for the electricity or fuel needed to operate cold-chain equipment in health centres so refrigerators sit empty.

Rural community demand for vaccinations remains low. Resources to disseminate available IEC materials and strategies have been inadequate and cannot reach or educate parents on the importance of immunisation. Inadequate funding delays outreach sessions into the rainy season. During the wet season, most parents are unwilling to wait for outreach teams to arrive. Thus, the efficiency of outreach services is reduced. The recent MR SIA 2014 highlighted the deficient social mobilization and education messages for the ethnic minorities wherein vaccine hesitancy was evident to both in-country and external monitors both for routine immunisation and the SIA.
The over-reliance on outreaches instead of fixed-site services that should be accessible to 66% of the population reflects the low demand on immunisation. Other demand-side issues are economic (cost of transportation and opportunity cost), cultural (instances when health providers cannot speak the language of minority groups) and limited locally-adapted IEC materials distributed and disseminated. (International Review of the Expanded Programme on Immunization, WHO, 2012)

The recent full EVM assessment (conducted June 2014) has identified strengths and weaknesses in nine different areas of vaccine management at each of the four levels of the vaccine supply chain. Key weaknesses were identified mainly on maintenance, stock management, Management Information Systems (MIS), and supportive functions. In particular, there are weaknesses in the areas of knowledge and skills of staff on vaccine stock management, preventive maintenance of cold chain equipment and execution of standard operating procedures in performing tasks relating to vaccine supply chain. Assessment recommendations included: (i) Training staff on knowledge and skills on repair and preventive maintenance of cold chain equipment, stock management, and supportive functions; (ii) Cold chain inventory with regular updates; (iii) Replacement, repair and maintenance of non-functional cold chain equipment in provinces and districts, and strengthening accountability for management at the level of districts and health centres; (iv) Proper monitoring and recording of temperature, inventory and wastage with standard forms; and (v) Regular monitoring visits for continuous improvement and development.

Another significant gap is the weakness in monitoring and difficulty in data and information analysis which is a barrier to improving programme management. The National Immunisation program has been well recognized as having the best availability, timeliness, access and use of data in health sector in Lao PDR.  Nevertheless, due to challenges associated with the denominator (target population), the reported immunization coverage varies, sometime significantly, between the local and national estimates. Furthermore, immunisation coverage data is not sufficiently disaggregated by service delivery platforms (fixed site vs outreach) to assess the effectiveness of the different modalities. There is still limited use of data at the provincial and district level through the health information management processes. The Lao Joint Appraisal (GAVI Alliance, 2014) also pointed out the lack of assessment in the data quality (DQ) system to identify gaps and quantify performance. The International Review of EPI (2013) identified the need of stronger surveillance for vaccine-preventable diseases in order to prevent outbreaks.

Training for injection safety and management of Adverse Effects Following Immunization (AEFI) has been initiated in the past few years. There is higher awareness of injection safety issues. Disposal of syringes and needles are done either at the provincial or district levels. Additional incinerators in districts and provinces are needed while some need to be replaced. AEFI reports are being forwarded to the province and the NIP for review. However, it is unclear if this monitoring system is effective and covers most of the country. Training for AEFI, safety and health care waste management should be done especially among new staff.

With the above issues and challenges, it is imperative that management at the local level and supportive supervision are strengthened. The reviews have identified gaps in supervision, local planning, budgeting, monitoring and supply chain management. Supervision should be sensitive to issues in timing of funds, integration of EPI with MNCH and demand-side issues.

In summary, the bottlenecks can be summarized into:

1) Efficiency and effectiveness of overall management and coordination;

2) Effective service delivery taking into account inequities, current delivery practices, financing limitations and regular scheduling;

3) Demand-side barriers including economic, cultural and availability of IEC resources;

4) Supply and cold chain management including regular inventory, replacement, repair and preventive maintenance;

5) Quality issues including adverse effects following immunization and health care waste management; and

6) Strong M&E and information system to support programme management.

The bottleneck analysis covers all areas around WHO’s health system building blocks and considers demand-side issues including empowering communities and local actors. The proposal aims to address these gaps through: (1) Scale-up and improving access and quality of service delivery (including community-level services and implementation support, outreach, access, and mobilisation); (2)Provision and strengthening of skilled health and community workforce and human resources to tackle supervision, monitoring, service delivery and logistics management; (3)
Strengthening procurement & supply chain management systems (including access to essential medicines and commodities management); (4) Strengthening facility reporting and health information systems; (5) Empowerment of communities and other local actors; (6)
Ensure adequate and sustainable financing of the health and community system; and (7) Overall programme management (planning and administration).

While the 8th NHSEDP is still in draft form, the Lao NHSR 2013-2025 can be considered one of the key guiding documents to the plan development. One of the main goals of the NHSR is obtaining Universal Health Coverage by 2025. Throughout this proposal, a number of geographical and wealth based inequities have been highlighted in relation to health service delivery and outcomes, and addressing these will be considered a key aspect of the NHSP 2016-2025. 
Decreasing these gaps in vaccination coverage within LPDR is also considered a key part of the GAVI HSS proposal, and has resulted in the selection of 46 key districts across 18 regions for focused activity implementation in order to support the reduction of ethnic and geographic based inequities. A full description of how these districts have been selected is attached to this application.
How is this proposal linked to the bottlenecks identified and resolutions adopted in the country by different levels which is enshrined in the Health Sector Reforms framework in the country?
The resolution of the ninth Lao People Revolutionary Congress Party states that: “Apart from capacity building of mankind to increase their intellectuals, their knowledge, their career professional, good attitudes and ethic behaviours, we have to put more efforts in improving the physical fitness of the Lao people. We have to continue with our health care policy upholding prevention and promotion as a priority task and quality of treatment with high health care coverage as an important task”.

Global changes in economic, financial and environment have direct impacts on  health service delivery and these influence Lao People’s Democratic Republic (PDR) to reform health system in order to provide quality health care services for the people as demands from the society increasing. Lao PDR is facing great challenges with health service deliveries even though there are already investments on infrastructures, medical equipment and human resources, and yet health services are not yet met the demands of the population and are not up to the expected standards. 

a) There is lack of capacity in management, especially in planning, implementation, supervision and monitoring and evaluation at all levels. The government has emphasized the concept of “Three Builds” – Central, Provincial and District – in the Health Sector Reform plan by 2015. Targets for 2016 to 2020 include more autonomy and accountability for provincial governments, improved quality measures and more effective supervision system.
b) Strengthening the link between EPI and Maternal and Child Health efforts will reinforce the country’s achievements of the Millennium Development Goal (MDG) targets. Microplanning and designing appropriate service delivery points should strengthen Primary Health Care, referrals and networks as highlighted in the Health Sector Reform plan for 2016 to 2020.
c) Low capacity of human resource and skills of the health workforce hinder the effective and quality of the health system and health services. The grant will strengthen several areas in Lao PDR’s health workforce by building capacity in supervision, M&E, data management and information system, microplanning and logistics and cold chain system management.
d) Funding for health in Lao PDR has been among the lowest in the region, especially from domestic sources. The recent increase in the national health expenditure, though progressive, still does not reach the minimum requirement for sufficient funding and external funds still cover most of the health service and operational costs. The Health Sector Reform aims to improve coordination of funding flows to the health sector and increase domestic resources by 2016 to 2020.
e) The health information system is in need for improvement in all aspects – quality, completeness, frequency and accuracy. This has become more urgent as evidence-based planning and policy making is prominent for effective planning and management. Many of the Sector Reform targets by 2015 would need strengthening. These include clear reporting and feedback flow mechanism, harmonization of routine health statistics and reporting system and a more effective use of technology and information. Goals for 2016 to 2020 include accurate statistical reports, effective use of information for provincial and district level decision making, quality assurance of routine health data and better use of the ICT systems.
The detailed bottleneck analysis in this section came from available information as per the 7th National Health Sector Development Plan, comprehensive multi-year plan of EPI, Annual Progress Reports, GAVI Alliance Joint Appraisal and the International Review of EPI. The detail provided above highlights the bottlenecks upon which the health sector reforms led to the resolutions and way forward. The bottlenecks in either of the cases fits well within the context of identifying issues related to the health system which is addressed in its broadest context of this proposal; however, the proposal uses the immunisation platform to address those. This as outlined earlier, is within the context of integrated maternal and child health service delivery priority in the country.


	10. Lessons Learned and Past Experience

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

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

	Objective 1: To strengthen management capacity of immunization programme at all levels
	The comprehensive approach in implementation and integration of activities contributed to the strengthening of district health systems in the following areas: strengthening planning and management capacity, improving HIS, developing subsidy scheme, training health staff, providing supplies, supporting outreach services and mobilizing village health volunteers. Integrated MNCH-EPI outreach services were already observed in 5 districts. During visits mothers received ANC or PNC while children received vaccination. Number of outreach visits increased from 4 to 6 per year to ensure that children received vaccines as scheduled. Pregnant mothers can come at least four or more visits.

	Objective 2: To improve service delivery and coverage rate with current vaccines
	Draft micro plans, including micro plans for outreach services, have already been drafted with inputs from districts and health centres, and approved by sub-district and village headman. These micro plans may be used as models for other provinces, districts and health centres. The NIP stopped implementing universal payment (full advance payment) for vaccination service delivery. The NIP started payment to vaccination teams based on number of vaccinated children or number of doses provided
. This Performance-Based Financing for the EPI is more encouraging for health workers at health centre levels. This mechanism provides a fair-pay to them, once who work harder get better pay. A crucial approach to increase the EPI coverage is to strike a balance between Fixed Site Delivery where appropriate and provide services through outreach sessions where necessary.

	Objective 3: To strengthen the community demand for MNCH and Immunization services
	GAVI-HSS support provided great opportunity to strengthen the leadership of local authorities particularly at village level. Active participation and support from local authorities enhanced services and mobilization. Local authorities can actually support the improvement of some districts and health centers. It was observed that because sonography machines provided to all 5 district hospitals, more than 10 pregnant women came to visit every day. A Pregnant Women Association in each village has been established in order to coordinate and manage the activities implementation as well as the financial component with the local health system. 

	Objective 4: To maintain and improve the cold chain and logistic system including cold chain vaccine management
	The EVM review in 2014 identified the strengths of the ISCL system particularly in areas of temperature monitoring, storage capacity, buildings, equipment and transport, distribution and vaccine management. Weaknesses are in the areas of staff capacity on vaccine stock management, information system, preventive maintenance of cold chain equipment and execution of standard operating procedures in performing tasks relating to vaccine supply chain.

	Objective 5: To improve immunization safety including AEFI management and monitoring and health care waste management
	A system of reporting AEFIs which was lacking before the introduction of the pentavalent vaccine was developed. Health workers complete an AEFI reporting form which initially is forwarded to the Provincial AEFI committee. Any serious AEFIs are now forwarded to the National Immunisation Programme (NIP) for review. 

	Objective 6: To strengthen monitoring and evaluation capacity of EPI/ MNCH
	The National Immunisation Programme has done efforts to integrate EPI and MNCH data and information. It developed a software for electronic enrolment for pregnant women and new born; individual data is linked to central level via a central server located in central EPI office. Every woman is bar-coded; every new born can be followed up until completion of immunisation. Experience has been positive and there is demand for expansion in other areas. This technology must be well linked with data collection, field reporting and quarterly supervision and monitoring.

	Objective 7: To advocate for sustainable planning and financing system for immunization at high level
	The Government of LPDR is committed to increase its total health sector financing to meet its effort to strengthen the overall health system and to create greater sustainability of immunisation financing in the health sector. This provides opportunities to increase government commitment for immunisation services as well. Firstly, the government has steadily increased the government commitment to vaccine financing by including a budget line to buy traditional vaccines (BCG, Measles, OPV and TT) and the co-financing for the new vaccines as well. In addition, the government has invested domestic resources to meet some of the operational costs towards outreach.

The new initiatives and HSS grant application including the programme reviews provided a platform for regular meetings will be held with Minister of Health and Minister of Finance to advocate for increase in financing of different costs associated with immunisation services to reduce the donor dependence. There is optimism in the government sector that public spending resources will greatly increase in the coming years due to increased revenues from new hydroelectric projects, increased tourism and trade within the region.

	The GAVI HSS Report for 2013 has highlighted several achievements. Staff capacity for supportive supervision and financial management is in the process of being enhanced, although standard tools are needed. There has been increasing administrative support from local authorities. In the area of service delivery, frees services for the poor and marginalized people, pregnant and children under five have been implemented. There is improved delivery of integrated outreach services. Free services were augmented by provision of transportation means to pregnant women and children for ANC, vaccination and delivery. Organization of services and micro planning process are being strengthened in target areas and these developments should be expanded to more provinces and districts. In 2013, there was some delay in fund disbursements but this was improved in 2014 and timely released of funds for outreaches improved delivery outcomes. 

Despite the recent achievements, some challenges remain: human resources are still inadequate at health facility level and capacity building is needed. Quality of supervision from province to district and district to health centre needs to be improved. This should also go hand in hand with standard recording and reporting tools linked with the information system for M&E. Release of funds for outreach and onsite services must consistently be on time. Cultural issues that hamper demand for immunization services (e.g. male staff providing ANC to pregnant women) must be addressed in the succeeding grant.


	Experience from implementation of the current GAVI HSS grants and use of the lesson learnt from this current grant to the proposed HSS application:

The recent programme review of National Immunisation Programme including the PIE of Pentavalent and HPV vaccines and Validation of the Maternal and Neonatal Tetanus in the country highlighted the strengthening of the routine immunisation service delivery in the country. The present proposal takes into consideration the recommendations and way forward from the evaluation and surveys. 

Of particular relevance that conforms to the outlined objective in this application are: (a) Developing area specific IEC and social mobilization materials and a robust introduction plan which has been discussed and reviewed by all stakeholders. (b) Ensuring budgetary sustainability with focus to supporting supervision and planning at the health centre level. (c) Instead of using the cascade training system involving only the National Immunisation Programme using competency based training system with Master trainers from medical and nursing schools to intensify the roll –out. (d) Improving vaccine management and cold chain management system at all levels with special focus to the health centre level was highlighted in the recently conducted EVM assessment. (e) Improve the quality of data generated at the health centre and community level.

All these review results and lessons learnt from the earlier programmatic introduction of new initiatives in the country (as outlined above) has been incorporated in the decision making process for the outlined activities in this proposal. Only the priority recommendations with high impact from the recent reviews were considered in this application.
The MCH/EPI technical advisory group has been periodically informed of the progress made and issues identified. The current HSS grant activities address beyond the realm of immunisation service delivery and in broader domain to improve the health system service delivery. The planned evaluation will support the lessons learnt from the intervention and identified gaps; the identified gaps will be addressed in the proposed scale-up areas while the implementation of the concept will be extended as outlined in this proposal. The lessons learnt from the current grant implementation will be incorporated in the implementation of the planned proposal.
The current HSS grants implemented by LPDR embrace the concept of integrated EPI/MCH outreach strategy including performance based payment for service delivery in rural areas. The implementation of the current grant shows significant improvement in project implementation areas of the desired outputs. Improvements in immunization outcomes from 2012 to 2013 shows that there is scope in the future proposal to accommodate the lessons learnt from the current proposal (footnote). However, a comprehensive review of the methodology and proposed implementation methods will be done in 2015 upon the completion of the current grant; this will identify the bottlenecks in the current grant activities. This will also address the specific areas required to address the programmatic issues related to key population as pregnant women and children in the targeted districts.


	PART D - PROPOSAL DETAILS


	

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

	11. Objectives of the Proposal  


	This section will be used to assess whether the proposed objectives are relevant, appropriate and aligned with the National Health Plan and cMYP, and contribute to improving immunisation outcomes. It will also ensure alignment with the bottleneck analysis above. 
→ Please succinctly describe the immunisation and HSS objectives to be addressed in this proposal and explain how they relate to, and contribute to, reducing HSS and immunisation bottlenecks (identified in section C.9 above) and strengthening of the health system. Please describe how these objectives are aligned with those in the national health plan and cMYP. 

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

For each objective, please describe: 

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

This description will be used to assess if the proposed key activities will be sufficient to achieve the identified immunisation outcomes.

	This proposal is aligned with the National Health Sector Development Plan 2011-2015, the National Health Sector Development Plan 2016-2020 (provisional unofficial draft) and the Ministry of Health of LPDR comprehensive Multi Year Plan (cMYP) for the period of 2012-2015 for the National Immunisation Program. The mission of the National Immunisation Program is to provide quality immunisation services against vaccine preventable diseases in order to improve child survival and mother and child health throughout the country. The NIP framework is also aligned and complements the 7th 5-Years Health Development Plan (2011-2015), The Strategy and Planning Framework for the Integrated Package of Maternal and Neonatal and Child Health Services 2009-2015 and the National Health Sector Reform 2013-2025.
NIP has prepared this new cMYP (2012-2015) in consultation with Ministry of Health (MoH), and the MCH/EPI Technical Working Group. This plan provides strategic direction for strengthening of immunisation services and lays out a framework for planning activities to achieve the objectives of the National Immunisation Policy of LPDR. This plan also provides the platform of the potential introduction of new vaccines and integration of immunisation with other maternal and child Health Services (MCH). The cMYP focuses on 12 areas with clear goals, objectives and programmatic strategies. 

This GAVI-HSS proposal is developed to ensure the progressive improvement and long-term sustainability of immunisation services and coverage with increasing ownership by the government and improved donor coordination. The proposal used the basic framework outlined in the Global Immunisation Vision and Strategy (GIVS). It includes strategic activities to address geographic and social inequities in immunisation coverage. The proposal puts immunisation services in the overall context of child survival delivered as a core package of preventive and primary health care services along with services for safe motherhood, reproductive health, newborn-care, improved nutrition, and IMCI.

The guiding principles of the proposal  are the same one of the NIP:

· To overcome barriers to universal coverage at all levels to ensure all children, pregnant women and Child Bearing Age Women are fully immunized according to the national schedule;

· To ensuring sufficient financial and human resource capacity;

· To increase community demand for immunisation; 

· To decrease disparities in coverage by addressing the needs of the underserved population groups 

· To improve the quality of immunisation services by procuring vaccines that meet internationally recognized quality standards, ensuring vaccine and injection quality assurance, monitoring safe injection practices and establishing high quality surveillance for adverse events following immunisation (AEFI).

· To improve vaccine logistics and cold chain management skills to provide accurate long-term forecasting and minimize vaccine wastage.

· To optimize the use of resources following result-based principles and evidence-based practices

· To  establish a community-based surveillance system that will be to ensure all cases of vaccine preventable diseases are reported

This proposal has seven objectives and they are being built based on the existing cMYP of the NIP and the laid down GAVI guidelines and strategies. The objectives and their corresponding activities aim to contribute towards overall health system strengthening, although understanding its limitations and the importance of linking with health programmes at different levels. The objectives outlined below indicates the objectives outlined in cMYP which conforms to the proposed objectives in this proposal while the bullet points with number in the parenthesis (x) highlight the strategies in GAVI’s guidelines which relates to the activities in this proposal. The relevant section of the statement which conforms to the guiding principles of GAVI has been highlighted in bold letters and underlined. 
While the proposal plans to cover all provinces in the country, targeted intervention has been proposed in identified 46 districts across 18 provinces. The provinces and districts were involved in identifying their high-risk population and areas based on the criteria of presence or composition of ethnic groups in the geographical areas, rural remoteness and/or hard-to-reach area characteristics of the area, bordering villages with international countries and villages with migratory population. Based on this analysis, 46 targeted districts have been identified. Therefore, the districts which have been selected contain ethnic communities in Lao PDR that are at increased risk, the reasons of which include geo-topographical location of these communities and presence of vaccine hesitancy in these groups. Moreover, the thin presence of the health care system in the areas of residence of these communities clearly depicts the disparity in health system delivery and utilization. The remaining objectives aim to strengthen the NIP throughout its various administrative levels. 
A full description of how these districts have been selected, along with the specific district names, can be found attached to this application. 
Objective 1: Strengthen management capacity of immunisation programme at all levels
· (7) Programme management (planning and administration)

· (2) Support capacity building and retain skilled health and community workforce 

Objective 2: Improve service delivery and coverage rate with current vaccines
· (1) Scale-up and improve accessibility and quality of service delivery (including community level services and implementation support: outreach, access, social mobilisation); 

Objective 3: Improve and strengthen the community demand for MNCH and Immunisation services 
· (5) Empower community and other local decision makers and actors;
· Improve and use area-specific IEC activities at the community level 

Objective 4: Maintain and improve the cold chain and logistic system including vaccine management
· (3) Strengthen procurement & supply chain management system (including access to essential medicines and commodities management); 

Objective 5: Improve immunisation safety including AEFI management and monitoring and  health care waste management
· (8) Other 
Objective 6: Strengthen monitoring and evaluation capacity of EPI/MNCH
· (4) Strengthen facility reporting and health information systems; 

Objective 7: Advocate sustainable planning and financing system for Immunisation at high level 

· (6) Ensure adequate financing of the health and community system  

With a comprehensive package of activities and related outcomes addressed in this application addresses the wider maternal and child health in the country while gender, equity and geographical priorities are also taken on board from the different available review and recommendations  in order to attain the proposed outcome.
The activities outlined in the proposal are relevant to the disparity analysis and the recommendations of the recent surveys and assessments in the country. It is imperative that implementation of these activities will eventually lead to improvement of the immunisation service delivery in the country and in long rum improve the health system challenges and thereby its strengthening. The disparity highlighted in the above section as determined in the last conducted survey will be addressed in the activities related to immunisation service delivery and through monitoring and supervision of all districts. This will also be addressed through special activities targeted for hard-to-reach areas using the concept of periodic intensification of routine immunisation and specific IEC and social mobilization activities. These activities will support the efforts by the National Immunisation Programme to reduce the disparity and narrow the gap in access and utilization of services related to geo-topography and ethnic groups in the country.
The detail description of each of the objectives how they relate to the immunisation outcomes including how they address the defined bottlenecks with equity contributing to reaching the under reached, underserved and marginalised populations is provided in the section 12.

Budget sheet for this proposal:

Please note that the budget sheet template provided as part of this proposal is the same as used in the last proposal. The new budget sheet proposed in the GAVI guidelines for this proposal submission was deemed overly complicated with significant difficulty to comprehend here at the National Level and the financial team of the National EPI unit and the concerned officials of the Ministry of Health felt it was prudent that NIP uses the previous budget sheet. The budget sheet prepared for submission along with this proposal contain the following:

1. Activity wise budget breakdown by year; the activities outlined here conforms to the Objectives highlighted in the proposal

2. Detail budget sheet indicating the lead implementer, Year/Quarter wise cost and workplan details

Please note that the relevant information from the suggested budget sheet in guidelines have been included in the current submitted budget sheet; while the simplified version of the last GAVI HSS grant budget sheet has been retained for use.


	12. Description of Activities

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

	Objective / Activity
	Explanation of link to improving immunisation outcomes

	Objective 1: To strengthen management capacity of immunisation programme at all levels 

	Activity 1.1: Revised and simplified Check list and manual for EPI activity supportive supervision under Integrated EPI/MNCH
· Budget for 4 supportive supervision by central level - 18 provinces
· Budget for 4 supportive supervision the districts by provincial level

· Budget for 4 supportive supervision the health centre by district level
	This proposal activity is linked to 8th NHSEDP
 Immunisation Programme goals and activities (1.1.1) and continues the efforts in the NIP-cMYP 2012-2015 strategy 4.2.1. They intend to create a proper budget to ensure regular supportive supervision from central to the provinces, from provinces to districts and from districts level to the point of delivery at health centres. The aim of these activities is to strengthen routine supervision and therefore increase coverage as a priority. The increase in coverage across the provinces will lead to equity in immunisation services delivery. 

	Activity 1.2: Cost of Service Delivery
Implementing immunisation through performance based  financing in 12 districts (5 existing districts + 5 in Xaysomboun, 1 in Bolikhmaxay and 1 in Khammouane provinces)

· Transportation for outreach services providing in 12 districts

· Delivery fees

· MCHC - ANC in 12 districts of 5 provinces.

· Budget for  children under 5 years admitted hospital in 12 districts

· Budget for transportation of pregnant women and children under 5 year to  receive health services in 12 districts of 5 provinces
	This activity will further strengthen the ongoing GAVI HSS initiatives; conforms to the benefits gained from the existing service delivery model support to improve the maternal health improvement and routine immunisation. It is anticipated that using this service model, the community will access the services in these areas more with a possibility of improving institutional deliveries leading to improvement in Hep B birth dose and thereafter for other children immunisation. The free treatment of children under 5 years of age would allow the system to address the missed vaccination while in health centre. The performance based mechanism has the potential to enhance efficiency and motivate health workers while at the same time ensuring equity of services in remote areas and those nearer the health centres. This will lead to reduction in disparity in service coverage in MCH health care thereby addressing the equity gap. 

	Activity 1.3: Implement additional technical staff to support project implementation
· Project assistant

· Supporting staff

· Financial staff
	This activity line will support the management of the implementation of the proposal in order to achieve the desired outcomes.

	Activity 1.4: Administrative supports for central, province, district and health centre levels
· Office equipment: Photo copy, printer, computer

· Stationary
· Office supplies (table, chair, cabinet)

· Annual auditing for project implementation

· Administrative support (transport, advocacy, etc)
	This activity line will support the management of the implementation of the proposal in order to achieve the desired outcomes.

	Objective 2:  To improve service delivery and coverage rate with current vaccines

	Activity 2.1 Health Centre Micro Planning 
Training of the TOT for Micro planning development for teachers in 9 medical colleges (OUX, LPB, XKH, VTP, VTC, KM, SVK, SRV and CPS) by NIP and Department of Education and Medical Research.
	This proposal activity is linked to 8th NHSEDP Immunisation Programme goals and activities (1.1.1) and continues the efforts in the NIP-CMY Plan 2012-2015 strategy 4.2.2. The Health Centre Micro-planning for both fixed site and outreach using new zoning and budgeting guidelines is based on the revised micro planning. Micro planning is one of the five sub-strategies of the LAO-PDR Reaching Every District (RED) strategy for increasing routine immunisation coverage at the district level. This will eventually support improving target population estimate from using the local level data and ameliorate service performance with the possible use of appropriate technology. This will ensure reduction in barrier of service delivery related to gender, equity and address the equitable service delivery to the unserved, unreached and marginalized population.  Micro planning will ensure that there is a balance of onsite versus outreach services.

	Activity 2.2: Health Centre Micro Planning
Medical Colleges continue to provide training on micro planning for  18 Provinces 
	Same as above; enumerated here separately for the budget line for operational purpose

	Activity 2.3: Health Centre Micro Planning
Medical Colleges provide training on micro planning  for districts nation-wide (148 districts)
	Same as above; enumerated here separately for the budget line for operational purpose

	Activity 2.4: Health Centre Micro Planning 

Provincial and district led and Medical College coordinated micro planning development at health centers and community level in 1000 health centers nationwide
	Same as above; enumerated here separately for the budget line for operational purpose

	Activity 2.5:    Periodic Intensification of Routine Immunisation in identified Hard to Reach & High Risk Area
Budget allocation for scheduled activities in 26 hard to reach districts (2 rounds per year) areas (Identified based on geographical access, poverty, Coverage) 
	This activity is linked to 8th NHSEDP Immunisation Programme goals and activities (1.1.1) and continues the efforts in the NIP-cMYP 2012-2015 strategy 4.2.2. This will provide additional opportunities for immunisation in low and high risk district and underserved populations, in addition to the usual routine outreach activities. Additionally it will allow additional scope for advocating the safety and benefit of immunisation programme for infants, families and communities and stimulating social awareness and community demand on immunisation programme twice a year. This will address the equitable service delivery to different parts of the country and reduce the bottleneck to reach the unserved, unreached and marginalized population. 

	Activity 2.6: Periodic Intensification of Routine Immunisation in identified Hard to Reach & High Risk
Budget allocation for scheduled activities in 20 hard to reach districts (5 rounds per year) (Identified based on geographical access, poverty, Coverage)
	This proposal activity is linked to 8th NHSEDP Immunization Programme goals and activities (1.1.1) and continues the efforts in the NIP-cMYP 2012-2015 strategy 4.2.2. This activity will be directed towards conducting scheduled outreach activities in very hard to reach areas (conforms to concept of Periodic Intensification of Routine Immunisation). This will be planned to conduct outreach activities on specific days every quarter in these areas. This will address the equitable service delivery to different parts of the country and reduce the bottleneck to reach the unserved, unreached and marginalized population.

	Objective 3: To strengthen the community demand for MNCH and Immunisation services 

	Activity 3.1: Demand creation intervention at community level for high risk areas (Social mobilization for traditional leaders in ethnic minority areas; school teachers; loud speakers, development of IEC materials)
· Budget to organize the training for traditional leaders in hard to reach and ethnic groups (15 villages in each district of total 20 very hard to reach)
· Budget for purchasing loud speakers for 5 villages for each district of total 20 very hard to reach 
· Budget for developing and printing of IEC materials
	This activity will engage community leaders, traditional leaders, school teachers and local authorities in MNCH and EPI services as well providing new communication strategies including area-specific messages and IEC materials - in the local context/languages - on EPI and MNCH services. Strengthening of IEC through print, radio and television is part of goals of the Immunization Programme (1.1.1) and Health Promotion (1.2) outlined in the 8th NHSEDP. The activity will also continue the efforts started in the NIP-cMYP 2012-2015 strategy 4.2.3.
The use of loudspeakers at the village level is in line of the strategies outlined in the integrated EPI communication strategy being developed in Lao PDR. While acknowledging the advent and increased use of advance IT technology in Lao PDR, but the need of the regions targeted for special communication activities for ethnic communities will require use of traditional loudspeakers; preferably the mobile ones so that they can be used and carried for multiple locations to reap an favourable outcome.
This will support community demand generation and addressing community specific hesitancy on vaccine which will lead to improvement in immunisation service utilization.

	Objective 4: To maintain and improve the cold chain and logistic system including cold chain vaccine management

	Activity 4.1: Cold Chain Inventory update
	Cold Chain inventory is essential for the strengthening of the overall management of logistics and supply of medicines and medical products (8th NHSEDP Immunization Programme 1.1.1, Management of Medicines and Medical Product Supply 4.5.1 and the NIP-cMYP 2012-2015 strategy 4.2.4). This activity will be implemented annually at all levels and will possibly be linked to the web based cold chain inventory and vaccine reports. This activity will enhance the management of logistics to ensure availability of quality and potent vaccine to be provided to all beneficiaries in the country in order to attain the goal of reduction of vaccine preventable diseases

	Activity 4.2: Training on cold chain preventive maintenance and vaccine management at the district level
· Vaccine Management training for district and health center in identified districts
· Tool kits for all districts
	Training on preventive cold chain maintenance & vaccine management will be provided to the Cold Chain and EPI person in charge. In addition a fully year budgeted plan will be prepared and a tool kit provided to the district managers for undertaking the activity at the district level; this activity will support ensuring the quality vaccine to the beneficiaries in the country. Policy linkages are the 8th NHSEDP Immunization Programme 1.1.1, Management of Medicines and Medical Product Supply 4.5.1 and the NIP-cMYP 2012-2015 strategy 4.2.4.

	Activity 4.3: Cold Chain replacement plan (5 years) 
· 300 refrigerators for the health centres in 5 years
· 25 refrigerators for districts in 5 years

· Cold Boxes (5L) and Vaccine carrier (4 icepacks)

· Two walk-in freezers for regional depot
· Three insulated vaccine trucks

· 1 normal truck for transportation of the dry equipment
	This proposal activity is linked to 8th NHSEDP Immunization Programme goals and activities (1.1.1) and continues the initiatives in the NIP-CMY Plan 2012-2015 strategy 4.2.4. Based on the updated inventory (Activity 4.1) a costed plan covering five years will be developed. This will be done through (i) Conducting functional analysis / capacity gap analysis of existing supply and logistics management for cold chain, vaccines and other core MNCH commodities; and (ii) Strengthening the management capacity for cold chain and logistics, including formalization of roles and responsibilities for cores supply functions (forecasting, budgeting, planning, distribution, monitoring and maintenance) across central and subnational departments in MOH. This will ensure a better use of resources and strengthen linkage to the micro plan. 

	Activity 4.4:   Transportation (motor bikes) for the health center staff and district EPI managers, for outreach services and supervision
· 30 motorbikes for the health centers and 10 motorbikes for the districts every year (total 100)
· One 4-wheel drive car (central level)

· Six pick up cars (4 WD) for Saysomboun, Bokeo, Xayabuly, Borikhamxay, Khammouane, and Savannakhet,

· Note: Annual inventory for health center wide
	This proposal activity is linked to the 8th NHSEDP Immunization Programme goals and activities (1.1.1) and the NIP-CMY Plan 2012-2015 strategy 4.2.4. It will improve vaccination supply distribution, conducting assessments and providing supervisory support which will ensure equity in service delivery in the country.

	Activity 4.5: Improvement and branding of the vaccination room
· Infrastructures at districts

· Infrastructures at health centres
	Improvement of health infrastructure is among the top priorities of the 8th NHSEDP (Section IV). This activity will ensure a user-friendly atmosphere for branding the immunisation services in the country and ensuring the delivery of services in a congenial atmosphere. It will improve the acceptability of the immunisation services both at the fixed sites and also at the outreach sessions. 

	Objective 5:  To improve immunisation safety including AEFI management and monitoring and health care waste management

	Activity 5.1: Provision and installment of incinerators at provincial, district and health center level 
· 1 small incinerator per District (divided over 5 years)
· 10 large incinerators for provinces
	This proposal activity aims to enhance the quality and safety of immunization and Primary Health Care services (8th NHSEDP 1.1.1 and 1.4 and NIP-cMYP 2012-2015 strategy 4.2.5). In line with the National Strategic Waste Plan (available since 2009 but never adopted) incinerators will be provided in selected Provinces, district and health centres to dispose the immunisation waste. The priority will be however at district level. 1 small incinerator per District (divided over 5 years) and 10 large incinerators for provinces. Enhancing quality of health services is one of the goals of Health Sector Reform until 2025.

	Activity 5.2: Strengthening management of Adverse Events following Immunisation
· AEFI Training at Provincial level

· AEFI Training at district level
	Strengthening of a system for AEFI would address the programmatic issues related to the events or any other issues that may lead to vaccine hesitancy or resistance. In long run this will improve the confidence of the community on the immunisation service delivery and improve the coverage of vaccination. Policy linkages: 8th NHSEDP 1.1.1 and 1.4 and NIP-cMYP 2012-2015 strategy 4.2.5.

	Objective 6: To strengthen monitoring and evaluation capacity of EPI/MNCH

	Activity 6.1: Strengthening Supportive Supervision for Vaccine Preventable Disease surveillance
· National level assessment of real time surveillance performance (investigation + sample collection)
· Outbreak response and preparedness
	This proposal activity is linked to the 8th NHSEDP 2016-2020 Immunization Programme (1.1.1) and Strengthening Surveillance and Response of Epidemics and Morbidity (2.1.1). It continues activities in the NIP-CMY Plan 2012-2015 strategy 4.2.6. This will provide a better national platform for assessment of timely surveillance performance (investigation + sample collection) as well as a better preparedness for outbreak response in order to contain any outbreak and reduce morbidity and mortality from vaccine preventable diseases in LPDR.

	Activity 6.2: Training on supportive supervision for provincial and district EPI Managers

· Training on supportive supervision for provincial and district EPI managers of 18 provinces

· Training on EPI operational and new practices for district and health centers staff (30 districts and 100 health centers per year)

· Inter-personal communication training
	This proposal activity is linked to the 8th NHSEDP 2016-2020 Immunization Programme (1.1.1). It continues activities in the NIP-CMY Plan 2012-2015 strategy 4.2.6. This is self-explanatory which is aimed to improve the practices of health care worker by encouraging the provincial and district EPI managers to provide supportive supervision using a standardised supervision tool. Supervision activities will be linked to DHIS2 that integrates both EPI and MNCH data.

	Activity 6.3 : Annual meeting for central, provincial and district level

· Conduct MCHC/EPI annual review meeting at central level

· Conduct MCHC/EPI advocacy first year and annual review meeting at provincial level

· Conduct MCHC/EPI advocacy first year and annual review meeting at district level
	This activity aim is to provide financial support for annual review meeting at central level and advocacy and review meeting at provincial and district level. (8th NHSEDP 2016-2020 Immunization Programme (1.1.1) and the NIP-CMY Plan 2012-2015 strategy 4.2.6).


	Activity 6.4: GAVI/HSS 2011-2015 Final  Evaluation in comparison to non GAVI/HSS interventions (special focus to implemented maternal health and performance based incentive system)
	After 4 years of implementation of the GAVI HSS 2011-2015 grant, it is imperative that the final evaluation will guide the findings and lessons learned for possible expansion and replication. The FE will also evaluate the case-based payment pilot and conduct cost effectiveness analysis/equity analysis on different financing options for core MNCH service delivery, including delivery of free MNCH services

	Activity 6.5: Periodic Immunisation Data Quality Assessment (3 provinces/year)
	DQA is included in the 8th NHSEDP goals for the Immunization Programme (1.1.1) and Health Information (7.2). It continues efforts started in the NIP-CMY Plan 2012-2015 strategy 4.2.6 and the ongoing strengthening process of HMIS and ensuring the use of immunisation data quality assessment as a system to ensure periodic improvement in quality of data at the health centre level. The DQA will strengthen the integration of EPI and MNCH data along with other intermediate performance and other health system indicators. A major consideration is the 87 Lao Core health system indicators which include EPI and MNCH. The Health Sector Reform Strategy until 2025 outlines the country’s goals for quality, timely and accurate information that will be useful for planning and decision-making.

	Activity 6.6: MNCH-EPI Software Intervention for improvement in mother and newborn registration and immunisation follow-up (4 districts; Santhong, Xay, Namor, La + Oudomxay provincial hospitals; other central hospitals)

	This proposal activity is consistent with health information efforts of the 8th NHSEDP (Immunization Programme 1.1.1 and Health Information Priorities 7.2 and Section IV) and the NIP-CMY Plan 2012-2015 strategy 4.2.6 and the ongoing strengthening process of HMIS. It will provide: (i) Data computerization for provinces; (ii) Data computerization for districts; (iii) MNCH EPI Software installation; (iv) Internet fee MCH EPI Software and (v) Data computerization.
In long run, it is anticipated that this will be integrated with the ongoing efforts of the Ministry of Health on DHIS-2 to improve real time data access and improvement. This initiative will also be linked with the Lao Core health system indicators which include EPI and MNCH.

	Objective 7: To advocate for  sustainable planning and financing system for Immunisation at high level 

	Activity 7.1: Finalisation of the Financial Sustainability Plan for Immunisation, including the development of the medium-term expenditure framework and financial transition plan to improve predictability of funding for vaccine outreach
	Activity 7.1 aims to ensure sustainability of immunisation activities beyond 2020. This activity is related only to present GAVI-HSS 2015-2020 grant. The finalisation of this component will involve health SWC lea by the Vice –minister. A financial sustainability report has been developed with the support from WHO and that would be base to ensure this activity. This is a non-cost activity.

	Activity 7.2: Regular monitoring of the Financial Management System of GAVI/HSS
	This activity will be shared the NIP manager during the quarterly ICC meeting. This is a non-cost activity.


	13. Results Chain    


	This description will detail to GAVI how the proposed activities will result in improved immunisation outcomes. 

→ Please present a Results Chain using the template provided in the application form for each objective. This diagram should demonstrate how activities contribute to achieving intermediate results and how intermediate results contribute to achieving immunisation outcomes.  The intermediate results should link directly to the HSS bottlenecks identified in Section 9 and should address or contribute to addressing the selected bottlenecks for the GAVI HSS proposal.  

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

→ The Results Chain should be consistent with the HSS M&E Framework.  For every activity, intermediate result and immunisation outcome listed in the Results Chain there should be corresponding indicators to measure achievement detailed in the box below. These should align to indicators detailed in the HSS M&E Framework and should include the six mandatory immunisation outcome indicators listed in the Key Terms Section of the Supplementary Guidelines for HSS Applications. Applicants are encouraged to include other immunisation outcome indicators as well which relate specifically to the part of the health system where funds will be used.
→ Please note that a GAVI HSS proposal must include an independent and systematic data quality assessment and an improvement plan described in the Supplementary HSS Guidelines Key Terms Section. Applicants must include specific data quality problem areas where funds will be used.

	Objective 1:  To strengthen management capacity of immunisation programme at all levels 

	
	Key Activities:

1. Revised and simplified check list and manual for EPI activity supportive supervision under Integrated EPI/MNCH

2. Estimate Costs of Services Delivery

3. Support technical staff for project implementation

4. Administrative support for central, province, district and health centre levels


	
	Intermediate Results: 

· At all levels EPI/MCH manager will develop their capacity on supportive supervision (SS)
· The full service package is funded adequately
· Staff recruited and in service
· Administrative support and logistics completed on time

	
	Immunisation Outcomes:

· Management capacity of the human resources of the EPI/MCH staff increased in the area of planning, service delivery, monitoring and supportive supervision
	

	
	Related Key Activities Indicators:

· Number of revised check list and manual for EPI SS available at provincial and district level
· Set of EPI and MNCH package
· Recruitment process and staff TOR availability in place 
· Standardised and costed set for  of administrative support for central, provincial, district and  health centre
	
	Related Intermediate Results Indicators:

· # of EPI/MCH managers trained on SS

· % of facilities received MCH/EPI service delivery funds on time





	
	Related Immunisations Outcome Indicators:
· # of quality supportive supervision conducted (quality indicators of SS defined as per the tool developed)
	

	Objective 2:  To improve service delivery and coverage rate with current vaccines 
	

	
	Key Activities:

· Health Centre Micro Planning
· Periodic Intensification of Routine Immunisation in identified Hard to Reach & High Risk Areas
	
	Intermediate Results: 

· Availability of Health Centre and District micro plan in line with new guidelines 
· Vaccination sessions implemented as part of the planned periodic intensification activities in identified High risk areas
	
	Immunisation Outcomes:

· Effective utilization of micro plans to increase vaccination coverage and narrowing inequities in service delivery
	

	
	Related Key Activities Indicators:

· Numbers of  Health Centre Micro plans available every year

· Numbers of periodic Intensification of Routine Immunisation in Hard to Reach & High Risk  Area per province and districts 


	
	Related Intermediate Results Indicators:

· % of facilities offering immunisation services as per the revised micro plan guidelines
· Number and % of districts conducting a minimum of four outreach immunization activities in identified high risk areas
	
	Related Immunisations Outcome Indicators:

· % DTP3 coverage
· % MCV1 coverage
· % of children less than 1 year fully immunised
· % DTP3 coverage in identified hard to reach areas
	

	Objective 3:  To strengthen the community demand for MNCH and immunisation services 
	

	
	Key Activities:

· Demand creation intervention at community level for high risk areas (Social mobilization for traditional leaders in ethnic minority areas; school teachers; loud speakers, development of IEC materials)
	
	Intermediate Results: 

· Availability of community-appropriate social mobilisation activity plan
· Availability of IEC and social and behavioural change communication materials
· Health workers oriented on the social mobilization activities 
	
	Immunisation Outcomes:

· Improved equity in vaccination coverage in rural areas and poorer wealth quintiles 
· Improved immunisation coverage among children in selected ethnic communities
	

	
	Related Key Activities Indicators:

· Numbers of villages covered with effective comprehensive social mobilisation

· IEC material revised and available for local minority
	
	Related Intermediate Results Indicators:

· # and or % of social mobilisation activity per villages implemented 
(Please refer to the Integrated communications strategy discussion document)
	
	Related Immunisations Outcome Indicators:

· % point difference in DTP3 coverage between lowest and highest wealth quintile
· % of districts that have equal to or more than 80% DTP3 coverage
· DTP3 coverage in highest wealth quintile
· DTP3 coverage in lowest wealth quintile
	

	Objective 4:  To maintain and improve the cold chain and logistic system including cold chain vaccine management 

	
	Key Activities:

· Cold Chain Inventory update as part of the Logistics Management system at the districts and provincial level with appropriate use of modern technology
· Training on preventive maintenance (vaccine management) at the district level

· Cold Chain replacement plan (5 years) 

· Transportation (motor bikes) for the health centre staff and district EPI managers, for outreach services and supervision

· Improvement and branding of the vaccination rooms

	
	Intermediate Results: 

· Availability of cold chain inventory update
· Availability of maintenance training material for cold chain management 
· Availability of costed cold chain replacement plan at three level
· Purchase and availability of motor bikes
	
	Immunisation Outcomes:

· Improved cold chain and logistic system including cold chain vaccine management
· Decrease in unvaccinated children
	

	
	Related Key Activities Indicators:

· # and/or % of cold chain inventory at three levels
· # and % of  cold chain preventive maintenance at three levels
· # and/or %  costed cold chain replacement plan at three levels
· # and/or % motorbike in place 
· # of vaccination rooms renovated 
	
	Related Intermediate Results Indicators:

· # of districts with vaccine stock-out
· % of functional cold chain equipment in health facilities (provincial, district and health centres)




	
	Related Immunisations Outcome Indicators:

· % point difference between DTP1 and DTP3 coverage
	

	Objective 5:  To improve immunisation safety including AEFI management and monitoring and  health care waste management 
	

	
	Key Activities:

· Provision and instalment of incinerators at provincial, district and health centre level 


	
	Intermediate Results: 

· Incinerator in place and functioning per province, district and health centre

	
	Immunisation Outcomes:

· Improved vaccination safety at all levels in health facilities where immunisation services are provided
	

	
	Related Key Activities Indicators:

· Number of installed and functional incinerators at provincial, district and health centres
	
	Related Intermediate Results Indicators:

· % of health facilities where incinerator installed and functioning
	
	Related Immunisations Outcome Indicators:

· % of health facilities having a functional incinerator for immunisation waste management
	

	Objective 6:  To strengthen monitoring and evaluation capacity of EPI/MNCH 
	

	
	Key Activities:

· Strengthening Supportive Supervision for Vaccine Preventable Disease surveillance

· Training on supportive supervision for provincial and district EPI Managers

· Annual meeting for central, provincial and district level

· GAVI/HSS 2011-2015 Final  Evaluation combined with non GAVI/HSS (WHO & KOICA) 

· Immunisation Periodic Data Quality Assessment  (3 provinces/year)

· MNCH-EPI Software Intervention for improvement in mother and newborn registration and immunisation follow-up (4 districts; Santhong, Xay, Namor, La + Oudomxay provincial hospitals; other central hospitals)


	
	Intermediate Results: 

· Availability of surveillance training material at three levels
· Availability of HR and transport for SS
· Final Evaluation of the current GAVI HSS conducted and recommendations implemented 
· Conduct DQA
· Conduct evaluation of the MNCH-EPI software to improve the system based on the findings and lessons learnt

	
	Immunisation Outcomes:

· Improved M&E capacity at all  levels of the EPI and MNCH programs
· Improve data management and quality of data generated at all levels
	

	
	Related Key Activities Indicators:

· # of supportive supervision per level
· # of training at provincial and district level for EPI managers

· % of annual meeting implemented at provincial, district and national level

· Report of the GAVI-HSS 2010-2015 final evaluation

· % of planned Periodic Data Quality Assessment 

· % of planned package of software intervention installed 
	
	Related Intermediate Results Indicators:

· # or % of DQA conducted against plan
· # of supportive supervision conducted by each level (National + Provinces + Districts)





	
	Related Immunisations Outcome Indicators:

· % point difference between DTP1 and DTP3 coverage
	

	Objective 7:  To advocate for  sustainable planning and financing system for Immunisation at high level
	

	
	Key Activities:

· Financial Management System of the GAVI-HSS in light of the financial sustainability assessment report
· Regular monitoring of the Financial Management System of GAVI/HSS
	
	Intermediate Results: 

· Development of Financial Sustainability action plan
· Develop costed cMYP 
	
	Immunisation Outcomes:

· Better grant financial management leading to decreased gaps in immunisation coverage inequities 
	

	
	Related Key Activities Indicators:

· Financial Management System of GAVI-HSS in place
· # of GAVI-HSS FMS audit, reviews, M&E
	
	Related Intermediate Results Indicators:

· % of timely submission of quarterly provincial financial statements
	
	Related Immunisations Outcome Indicators:

· % point difference in DTP3 coverage between lowest and highest wealth quintile
· % of districts that have equal to or more than 80% DTP3 coverage
· DTP3 coverage in highest wealth quintile
· DTP3 coverage in lowest wealth quintile immunisation
	

	IMPACT: Please provide an impact statement and indicator(s)
Improved availability, access, quality, and demand of immunisation, IMCI and MNCH services leading to reduction in morbidity and mortality of children and women from vaccine preventable diseases in LPDR which will be measured using Under-5 Mortality (# and/or rate depending on availability), Infant Mortality (# and/or rate depending on availability) and Maternal Mortality (# and/or ratio depending on availability)

	ASSUMPTIONS: Some of the data as outlined in the monitoring framework are available on routine basis as monthly reports of immunisation coverage. While, others are only available (especially the impact and outcome indicators) when a survey is conducted. However, proxy indicators will be used (based on the study results) to decipher a conclusion for the agreed indicators.


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

	14. Monitoring and Evaluation 

	This description will enable GAVI to assess how programme performance will be monitored and to ensure alignment with National M&E arrangements. The proposed M&E framework for the HSS grant should link to the proposed Results Chain. While the Results Chain provides the rationale for how the proposed activities will result in improved immunisation outcomes, this section provides details of how the monitoring and evaluation will be undertaken.
Please note that the detail on activities, intermediate results and immunisation outcomes and their related indicators represents only a portion of what Monitoring and Evaluation consists of. As highlighted by the IHP+ Common M&E Framework diagram (Figure 3 in the Supplementary HSS Guidelines), the additional elements of data collection, analysis and synthesis, and communication and use are equally important. This section should therefore focus on providing a detailed description of how this proposal intends to tackle these elements.

*Where possible, GAVI asks for both country administrative data as well as data from ‘other’ sources. ‘Other’ recommended data sources are DHS/MICS or recent coverage estimates from WHO/UNICEF. If the difference between these reported data are more than 5% points, the country should include an explanation as to how they plan to strengthen data quality as part of the M&E Framework of the HSS grant.  Even if the discrepancy is less than 5 percentage points, countries should institutionalize a periodic process of data verification that has an independent (national or external) component. 
→ Please provide an HSS grant Monitoring & Evaluation Framework as Attachment 3 (please complete the GAVI template).  

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

→ Which sources of data will be used? Please provide an explanation of any disparities between administrative statistics and ‘other’ statistics and details of any plans to improve data quality to address these disparities. Please detail whether these plans are being implemented or if their resourcing and implementation are to be covered in the current HSS application.
→ How much budget will be allocated to monitoring and evaluation, which will include M&E for this grant as well as for national M&E systems strengthening?
→ Please describe the M&E system strengthening activities to be funded through this proposal.
→ Please identify one or more immunisation outcomes for each objective.
→ Please identify a number of intermediate results indicators related to each objective of the grant that shall be used for tracking the overall progress of the grant implementation (these will be used for PBF’s programmable section - see Figure 2 in the Supplementary HSS Guidelines). These are the same intermediate results indicators that are included in the Monitoring & Evaluation Framework, and will be used to measure the outputs / intermediate results that are included in the results chain in Section D.13. 
Please note that GAVI requires that each proposal includes an end of grant evaluation in their M&E Framework. 

	The following impact indicators have been selected for use in the GAVI HSS M&E Framework.
Indicator

Baseline 2014
Target 2020
1. Under-5 Mortality Rate

72/1,000

45/1000
2. Infant Mortality Rate 

51/1,000

30/1000
3. Maternal Mortality Ratio

284/100,000

200/100,000
Indicators 1 and 3 have been taken from the draft core indicator framework for the 8th National health plan 2016-2020, while Indicator 2 has been selected from the LPDR Universal Health Coverage set of indicators. 
These impact indicators will be monitored through a mix of survey based data as well as through the routine HIS depending on the reporting period. The routine HIS is currently not capable of producing estimates on mortality rates or ratios as vital statistics that provide proper denominator estimates are very poor, however can produce estimates on the numerators (the number of deaths) from year to year for these impact indicators.
All 6 of the mandatory outcome indicators have been included in the framework (DTP3 coverage, MCV1 coverage, Geographic equity of DTP 3 coverage, Socio economic equity of DTP 3 coverage, DTP3 Drop-out rate, Proportion of children fully immunised). The M&E framework outlines the baselines and targets for these indicators, and also compares the routine NIP data with data from the Lao Social Indicator Survey conducted in 2012.
The outcome indicators are currently captured by the NIP through its routine reporting systems. These indicators are also submitted to WHO/UNICEF as part of the Joint Reporting Form process. While there is no over-arching M&E Framework/strategy for the national plan in which the GAVI HSS grant can support, the HSS indicators are part of both programmatic indicator frameworks within the NIP, as well as national frameworks including the draft core indicator framework. This will allow the indicators to be reported annually with minimal additional burden as they are already embedded within current systems.
The most recent survey containing information on these indicators, the Lao Social Indicator’s Survey, was finalized in 2012. It is expected that this survey will be repeated in 2015. Several estimates from this survey have been used within the M&E Framework to compare the routine HIS data with data from another source. Within the framework, administrative data from 2013 is used while survey data from 2012 is used. Though these are not directly comparable due to the different time periods covered, there is a significant disparity in the values that are reported through these different reporting methods that is unlikely to have been covered within the one-year period that is present between these data sources. This demonstrates that there is a need to consolidate and strengthen routine data quality in order to ensure that the values being provided through these systems are accurate country estimates. 
The intermediate results indicators include % of functional cold chain equipment in health facilities (Provincial, Districts and health centres), number of EPI/ MCH managers trained on supportive supervision, % of facilities received MCH/ EPI service delivery funds on time, % of facilities offering immunisation services as per the revised microplan guidelines, number and % of districts conducting a minimum of four outreach immunisation activities in identified high risk areas, number and % of social mobilization activity per villages implemented, number of districts with vaccine stock-out, % of health facilities where incinerator installed and functioning, number or % of planned periodic DQA conducte against plan, number of supportive supervision conducted by each level (National + Provinces + District), and % of timely submission of quarterly provincial financial statements. 

The Ministry of Health is currently embarking on a key initiative to strengthen its data collection, reporting, storage and management through use of the DHIS2 database system. In line with DHIS2 implementation, the Ministry of Health is pursuing various avenues of reducing parallel reporting while building a nationally integrated data warehouse. While DHIS2 is an electronic system at the back-end of the information flow process, the information flow at the facility, district, provincial and national levels will also be altered significantly in order to allow data to be submitted, stored, reviewed and analysed throughout any level within the health system. This will also allow for much more granular analysis of geographic coverage of health services as the information can be disaggregated down to the facility level, allowing for facility, district and provincial inequities to be measured. Data usage is also considered one of the key aspects of DHIS2 implementation. This includes developing program-specific reporting outputs and user/program specific dashboards in order to allow for the review of data on a more routine basis. This initiative is currently being supported by WHO, Lux-Development and the University of Oslo. 
DHIS2 will lead to several long-term benefits for the current routine reporting mechanisms within the country, however there are several essential MNCH and health systems aspects that are not monitored well currently through the routine HIS. This includes vital statistics for births and deaths, as well as AEFI. In particular, the quality of information for the number and causes of death in LPDR requires significant strengthening. Special consideration to strengthen CRVS has been made through a separate CoIA application, well AEFI strengthening has been included as a separate activity as part of this proposal. 
One key area that requires a strong data management and monitoring framework is the immunization supply chain and logistics (ISCL) system. The Ministry of Health is using the Essential Vaccines Management (EVM) framework for its monitoring and assessment. The EVM 2014 assessment has identified key strengths and challenges on the ISCL. The Lao PDR Comprehensive EVM Improvement Plan 2015-2020 is being developed and aims to address supply chain weaknesses and strengthen supply chain in terms of overarching policies, management information system, cold chain maintenance, health workforce capacity, cold chain management and monitoring to ensure availability and timely distribution of vaccines. The Ministry of Health is looking forward to the establishment of the National Immunization Logistics Working Group (NILWG) to implement and monitor the EVM improvement initiative and ensure integration to the health delivery system and the GAVI HSS implementation. Currently, the National Immunization Programme of the MOH takes charge of implementing vaccines management and supply chain and logistics.  The Ministry of Health aims to ensure that these initiatives on logistics and supply are linked to the overall procurement and logistics system of the country.
There is currently US$1,120,887.00 from this grant allocated to M&E strengthening activities. In addition to the allocation from this grant, additional sources of M&E funding are available from the Global Fund HSS grant, WHO CoIA grant, the Ministry of Health’s own allocation for M&E and mechanisms from donor and technical agencies including KOFIH, Lux-Development, UNICEF, UNFPA, the World Bank and the University of Oslo in the form of both financial and technical assistance. Funding and support from these agencies has already been identified through 2015, with ongoing support likely to continue for the duration of the GAVI HSS grant (2016-2020).
There are a total of 6 activities that will be supported by this GAVI HSS proposal. These are detailed in Section 12 of this proposal document, and are linked to strategies within the NIP’s current cMYP and the 8th NHSEDP. The only GAVI specific activity includes support to assess the previous GAVI grant (2011-2015). The remaining activities focus on improving data collection, quality and use. These activities can be integrated with other programmatic endeavours, including DHIS2 implementation which will consider revising many of the health systems M&E mechanisms. 
Data use will be promoted through the implementation of annual review meetings at the national, provincial and district levels. It is considered that if the NIP is able to quickly identify disparities between wealth quintiles, provinces/districts and/or sex then appropriate responses to increase immunisation coverage within these groups can occur. While there is significant evidence already indicating this is problematic, strengthening the M&E system will allow the NIP to be more sensitive to these issues as they occur, and therefore allow them to implement both immediate and long-term responses in a more strategic and timely fashion.
As planned and highlighted in the current proposal of the planned evaluation and documentation of the lessons learnt of the approved grant in 2015 which is being implemented now when the current grant period comes to one end; this is also imperative that the lesson learnt of the current proposal if approved and when implemented, will be documented in 2020.

The M&E Framework for GAVI HSS 2016-2020 is contained in a separate Excel file. The framework includes impact, outcome and intermediate results indicators along with their current status (if available) and the sources of data. Most of the intermediate results indicators are new and identified for this proposal. For most of these project specific indicators, collection will cover only target areas. The assessment for Year 1 will also serve as setting the baseline values for these indicators. These indicators have been examined by the GAVI HSS team for their scientific soundness, feasibility and linkages with the GAVI HSS Performance Framework.


PART E – BUDGET, GAP ANALYSIS AND WORKPLAN
	15. Detailed Budget and Workplan Narrative

	This description will be used to assess if the proposed budget shows sufficient justification for the proposed activities and activity costs within the HSS grant.
→ Please provide a detailed budget and workplan as Attachment 6 to this proposal. Please refer to the Supplementary HSS Guidelines for the list of items required from the budget and workplan.  It is highly recommended that applicants use the GAVI HSS Budget, Gap Analysis and Workplan template as Attachment 6. However, countries can also provide this information in the format of an existing national Annual Operational Plan or equivalent document.
→ Please include additional information on the assumptions within the budget and justification of unit costs to demonstrate that they are reasonable and supported by in-country planning. These assumptions and unit cost justifications may be inserted here or attached as separate documentation.
→ Please provide a detailed Procurement Plan (PP) for the acquisition of goods, works and consultant’s services covering the first 18 months of programme implementation. This should be submitted as Attachment 7 together with the workplan and budget (Attachment 6). This PP shall be reviewed and approved together with the workplan and budget by the HSCC/ ICC of the country. 

	The total budget of the GAVI HSS proposal is US$ 7,560,000 over a period of 5 years (2016-2020). Among the total that has been requested, the breakdown for the 7 objectives is as follows: 
· Objective 1: To strengthen management capacity of immunisation programme at all levels: 2,589,862.50 (34.0%)

· Objective 2: To improve service delivery and coverage rate with current vaccines: 1,497,000.00 (20.0%)
· Objective 3: To strengthen the community demand for MNCH and Immunisation services: 491,250.00 (6.0%)
· Objective 4: To maintain and improve the cold chain and logistic system including cold chain vaccine management: 1,528,500.00 (20.0%)
· Objective 5: To improve immunisation safety including AEFI management and monitoring and health care waste management: 342,500.00 (5.0%)
· Objective 6: To strengthen monitoring and evaluation capacity of EPI/MNCH: 1,120,887.00 (15.0%)
· Objective 7: To advocate for sustainable planning and financing system for Immunisation at high level:  0

The breakdown of costs by objectives identifies that that greatest proportion of money is being spent on Objective 1 (34.0%). This cost can be justified as it includes all the necessary administrative arrangements required to implement grant-related activities, including capacity building and adding additional staff, necessary administrative equipment and organizing/implementing performance based funding schemes for immunisation at the district level.  
Objective 2 (20.0%) focuses on the actual delivery of services, and includes key planning activities that will result in improved access, equity, availability, efficiency and quality of services at the community level, including strengthening the implementation of aspects already included in the LPDR RED strategy. 

Objective 3 (6.0%), focusing on strengthening community demand for services, will use the allocated finances to enhance community awareness through the creation/revision and delivery of IEC material and is also intended to explore the possibility of involving CSO participation to increase community awareness and demand for health services. This relatively smaller allocation compared to other objectives reflects the fact that new materials do not necessarily need to be created, as new IEC materials have already been presented for use in country by several partner organizations and need to be translated and contextualized for use in LPDR. 
Objective 4 (20.0%) reflects the need to perform an inventory and determine which areas of the cold-chain need repair or replacement. The activities and financial allocation in this objective are in line with the cMYP, and include procuring additional means of transport for health centre staff to perform outreach, supervision and maintain the cold-chain appropriately. 

Objective 5 (5.0%) covers the amount necessary to begin equipping priority districts and provinces with incinerators for the purposes of improving waste management. The priority provinces/districts have been selected according the National Strategic Waste Plan (well this was never formally adopted, it has been followed within the country) in accordance with what the NIP believes is feasible during the time period of the GAVI HSS grant.

Objective 6 (15.0%) focuses on strengthening M&E capacity. These activities are intended to align with broader HIS strengthening efforts that can be applied across the majority of the health system, rather than stand-alone activities that will only benefit the NIP. While the nature of some activities preclude that they must be specific for the NIP (i.e. Assessing the outcomes of the previous GAVI HSS grant 2011-2015) activities such as the periodic data quality assessment can be applied to several programs and be conducted in an in integrated fashion, with funding being sourced from several programs including the GAVI HSS grant. 

There are no costs associated with Objective 7 in the current proposal. It is to be noted that the financial sustainability assessment and a report has been already supported by WHO and implementation of the recommendations will aligned to the as key tasks for the SWC and NIP manager during the course of implementation of the grant. However, the required technical assistance and other support will be requested from WHO and other related development partners in the country; if need be. While all efforts will be made by the National EPI unit to advocate the immunisation related issues in every forum and efforts will be made to address the recommendations from the financial sustainability study. 
The funding allocation demonstrates that significant investment is occurring in the area of capacity building through the use of GAVI HSS support. Delivery of services, cold chain and strengthening M&E systems are also receiving significant amounts of support through the GAVI HSS grant and remain a key focus of the NIP in order to achieve key immunisation outcomes including decreasing wealth and geographic based inequities as well as increasing overall immunisation coverage.


	16. Gap Analysis and Complementarity

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

→ Please complete a gap analysis that is related to each of the GAVI HSS proposal objectives. The gap analysis should use information as available in National Health Sector Strategy/Plan, cMYP, or other gap analysis conducted, to show the total resource requirements for Health System Strengthening related to each of the proposal objectives. Applicants are encouraged to use the GAVI HSS Budget, Gap Analysis and Workplan Template but can alternatively choose an existing country template.
→ For each of the objectives, applicants should list different resources for HSS financing already in place that contribute to the proposal objective, including government and external donor contributions, the project name if applicable (or indicate budget support), duration of support, funding amount provided (in US$), and geographic location covered by the support.  The Supplementary HSS Guidelines provide more detail on the key required elements of the gap analysis.
→ In the box below, please provide a narrative description of other efforts by the Government or development partners that focus on the bottlenecks that are addressed by the proposal objectives, including the timeframe and the geographic location of this support, thereby highlighting the value-added of GAVI support and how the current proposal complements those efforts. 
GAVI encourages the use of data from existing gap analyses, rather than undertaking a new gap analysis.

	The current government fiscal deficit has already led to reductions in the levels of funding for health. This has two immediate implications: the first is the need to protect priority interventions in the health sector, particularly those aimed at the poor and vulnerable and that will impact on the MDGs progress; and the second is to seek efficiency gains in how existing resources are utilised throughout the system. 
a) Need to protect priority interventions in the health sector: 
With Government spending on health still at a very low level combined with the current fiscal deficit, and reduced ODA (due to the completion or transitioning of some large projects) several competing demands (including for the introduction of new products and interventions) will be put on the domestic budget for counterpart financing and cost-sharing. In this context, essential primary health care interventions are threatened due to the very limited non-wage recurrent costs available for health facilities and district health offices to operationalize their activities. Difficult and strategic decisions will need to be made by policy makers if the country’s priorities are to receive the required levels of funding needed for their sustainability. 
b) Seek efficiency gains in how existing resources are utilised throughout the system: 
Declining support through the government budget and from externally financed projects offer an opportunity to evaluate and intervene in areas where efficiency gains can be made. When looking at allocative efficiency, there is need to make greater use of evidence-based decision making and cost effectiveness criteria in how resources are directed throughout the system so that high impact and low cost interventions are chosen. In addition, technical efficiency can also be improved by enhancing the planning and management of resources (human, capital and financial) at all levels of the system (from health facility to the central level). Development partners and the different parts of the government will need to work closer together (than ever before) in order to agree upon and ensure that funding for priority interventions are protected and efficiency gains are secured, through the planning process for the forthcoming annual plans and the 8th five year plan and the Sector Wide Coordination Mechanism.
The detailed budget sheet provided along with this proposal indicates the possible areas of support from other donors. While, it has been envisioned that some of the activity support will be complementary to the current / recent efforts by different partners in the country; it is ensured that duplication of funding for same activities are reduced to zero. 
The current gap analysis shared with this proposal relates to a period until 2017. This gap analysis was convened by the consultative process related to the Global Fund CCM and ICC team members as part of the health system support application. It is planned that an extended gap analysis for period beyond 2017 will be conducted once the official version of the National Health Plan 2016-2020 is available.


	17. Sustainability

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

→ Please describe how the government is going to ensure sustainability of the results achieved by the GAVI grant after its completion. This should encompass sustainability of financing for immunisation services and health system strengthening, as well as programmatic sustainability of results. 
→ If there are other recurrent costs included in this proposal please describe how the country will cover these costs after the funding finishes.

	This GAVI/HSS proposal is not an isolated example in the Laos health scenario. New health systems strengthening projects, funded by external partners, are in the process of development (2014 – 2015). These actions will definitely enhance and create synergies in regards to the human resources and technical sustainability over the short and medium term. A non-exhaustive overview is provided below, focusing on those projects that are likely to require counterpart funding or entail other significant commitments from the Government (e.g. operational costs and staff time). 

(1) ADB: Between 2014 and 2015 a ‘Health Sector Governance’ project will be developed. The new project is strongly aligned with Health Sector Reform (2013-2025). Its primary focus will be to strengthen the governance arrangements in the health sector with a view of ensuring basic and good quality health services are delivered and available to the majority of LPDR citizens. The entry point for service delivery strengthening will be maternal and child health. In addition to service delivery, the project will provide direct support for the improvement of public financial management and human resource development. This project will depend on a loan of 15 million USD (implemented 2016 - 2020). 

(2) JICA: The next phase of support from JICA will be for five years (2016-2020) in line with the eighth five-year Plan (NSDEP) and the second phase of the Health Sector Reform. The expected amount of funding is likely to be approximately 10.6 million USD. The project will assist the Lao Government at three levels: Central level: monitoring and Sector Wide Coordination; Provincial and district level: Service quality improvement; and Facility level: infrastructure development.

(3) World Bank: WB will be designing a programme of support to the LPDR health sector (2014 and 2015). This is likely to be on service delivery with a focus on maternal and child health and nutrition. The budget is 25 million USD. However, the precise duration and full scope of the support is yet to be defined. The project will combine 50% loan and 50% grant. 

(4) European Union: A project funded by the EU and implemented by WHO (1.2 million USD) is due to start in the second half of 2014 (three-year duration). The project will have two main areas of focus: a) piloting the merger of social health protection schemes in two districts of two provinces (Luang Prabang and Vientiane Province); and b) strengthening the financial reporting system from local health centres to the central level.

(5) Global Fund: The LPDR is embarking on the preparation of Concept Notes (CN) for GF’s New Funding Model (NFM) for HIV, Tuberculosis, and Malaria. Given the weak health system and the renewed commitment to tackle these diseases through the Health Sector Reform process, as well as the need to align national diseases programmes with the health system, the LPDR has decided to apply for a standalone HSS proposal as well. The Global Fund HSS grant comes at an opportune moment as it can catalyse the Health Sector Reform process and use the three diseases as an entry point for a more comprehensive reform of the system. The agreed allocation to be applied for HSS in the LPDR is of 3.8 million USD over three years. The envisaged starting date is 2015. 

(6) KOICA: A new project (5 million USD) will be implemented by the Educational Development Centre of the University of Health Sciences with support from KOICA (2015 - 2019). The project aims at strengthening the capacity of Human Resources for Health in the LPDR via a combination of strategies addressing pre-service and in-service training of medical doctors and medical assistants.

(7) Swiss Red Cross: The “Contribution towards UHC in LPDR“ is a 3-year project that will continue to June 2017 in 10 districts of 4 Southern provinces with focus on Sekong and MOH. The project is co-funded by the Swiss Red Cross, the World Bank, Médecins du Monde (MdM) and the Lao Government. It intends to address: (1) Social Health Protection by ensuring financial access to health services; (2) Improvement of MNCH services and (3) transversal support in health systems management, mainly at the facility level regarding financial and drug management. 
It remains difficult to assess the space to set priorities by the Government in line with their strategic plan when a considerable share of the budget will be needed in order to comply with the counterpart financing imposed by some of these new development projects. Some partners will require explicit contributions by the Lao Government to ensure sustainability of financial situations.
The Global Fund calls for direct counterpart financing. In addition, loans from ADB and the World Bank will involve legal commitments toward their projects. These commitments will require full agreement by the Ministries of Finance and Planning and Investment. In addition, even for those partners that do not make an explicit requirement of counterpart financing, the indirect contributions (in kind or in cash) required to implement the various new projects, initiatives and pilots are likely to be substantial. Health spending in LPDR has been very low compared to other countries. In 2010, the Total Health Expenditure (THE) as a share of GDP was 2.6% in LPDR; 6.3% in Cambodia, and 5.1% in Nepal (WHO, 2013). When considering the level of contribution by the Lao Government, the share of domestic government health expenditure is only 0.5% of GDP (for fiscal year 2010/2011). In order to address such low levels of government spending on health, the Lao Government committed to increase the share of health spending to 9% of General Government Expenditure (GGE).
While outlining long-term mechanisms to decrease donor dependence in the current fiscal environment is challenging, the government contribution for vaccination support has been increasing year to year from 2012-14.
Year

Total contribution (USD $)

USD $ for routine vaccines

New and underused vaccines (GAVI-co-financing)
2012

122,800

22,800

100,000

2013

286,444

176,148

110,296

2014

639,512

335,387

304,125

This application places a clear focus on building capacity within the health system to sustain the delivery of immunisation services going forward. 34.0% of the budget within the application is devoted to strengthening the management capacity of the immunisation program, by far the largest allocation of the objectives within this proposal. This level of capacity building and administrative support is required in order to ensure that technical solutions for managing the delivery of immunisation services past the grant period are maintained, allowing for the NIP to adapt their strategies and services as necessary based on the various competing demands from government as well as the tight fiscal space in which the Ministry of Health is currently operating under. 
The planned government budget allocation for health (fiscal year 2013-14) reached close to the agreed target (i.e. 8%). This was achieved mainly via increases in government wages and allowances. However, the current fiscal deficit threatens this commitment and recent progress as it is likely that budget cuts will involve all sectors, resulting in potentially “real term” losses. Conversely, while additional funding may not translate into improved health status the overall low levels of government spending on health in LPDR has led to a greater reliance on Out-Of-Pocket (OOP) expenditure in the form of user fees. As estimated in 2010, OOP expenditure was already significantly high, at approximately 45%. Such high levels of OOP expenditures (and the possibility that it may increase if government spending due to the fiscal deficit decreases) hinder utilisation of needed health services, particularly among the poor, and exposes households to the risk of impoverishment.
Given the financial situation of the Ministry of Health within LPDR, Objective 7 of this application is proposed in order to advocate for sustainable planning and financing systems for immunisation. It is currently not feasible for LPDR to continue to deliver high-quality immunisation services past the GAVI HSS grant period and meet the goals of its NHSR 2013-2025 without injecting additional resources into its health system to ensure that inequities are decreased and current progress is maintained. Objective 7 is therefore considered key to ensuring that the Ministry of Health can create systems that, in co-operation with its government and development partners, provide a larger percentage of the funding required to deliver key immunisation services going forward. However, engaging with development partners and other donor partners in the country to devise sufficient methods to develop a feasible immunisation sustainability plan within the gamut of NHSR will support the long term commitment by the government. The Immunisation Financing Sustainability study conducted by WHO will be benchmark report to plan for way forward in the country.
The activity on advocacy for immunization financing outlined in this proposal would relate to setting the stage for government financing most of the activities outlined in this proposal. It could be noted that the Government of Lao PDR supports the human resource remuneration cost to deliver the services. As indicated above the Government of Lao PDR has increased significantly their contribution towards procurement of both traditional and new vaccines. The Government of Lao PDR has increased the contribution of the operational cost of vaccine delivery cost in terms of outreach activities in the countries. While development partners still provide support to the operational fund of the outreach services in the countries, which includes, KOFIH, KOICA, UNICEF, Plan International and etc.; but it is planned by the Government of Lao PDR to better engage with the in-country development partners to develop a smooth transition plan in light of the increasing GDP of the country. This includes the government revenue generated from Nam Theun 2 Hydropower project.



	PART F – IMPLEMENTATION ARRANGEMENTS AND RISK MITIGATION


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

	18. Implementation Arrangements

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

Please describe:

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

→ Mechanisms which will ensure coordination among the implementing entities.

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

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

	Implementation Arrangements 

The following tables present the management arrangements as well as the responsibility of roles of this GAVI-HSS proposal. This support will ensure coordination among the implementing entities. No financial resources from the grant will be allocated to the grant management and implementation; MoH and other main stakeholders will cover these assets. 

Management mechanism

Description

Give details on the management costs and mechanisms (especially if a partner will be managing parts of the GAVI HSS proposal)

Office supplies, communication, transportation, accounting/financial management, day-to-day administration.
Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.

At the time of drafting this proposal, the responsible individual is Dr. Phat KEUNGSANETH, Director General of the Department of Hygiene and Health Promotion, MOH.

Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
The SWC mechanism is used to align the activities of the Development Partners to help achieve GOL and MOH objectives in general and the GAVI HSS Initiative objectives specifically.

Mechanism for coordinating GAVI HSS support with other health system strengthening activities and programs

At the national level, the MOH Steering Committee (which also steers the SWC mechanism) will oversee the GAVI HSS and ongoing M&E activities. This addresses the coordination of activities within and between MOH programs.  

The SWC mechanism is generally used to align the activities of the Development Partners to help achieve GOL and MOH objectives, and specifically used to help achieve the objectives of the GAVI HSS Initiative.   

MOH plays a central role as a technical advisor to the Provincial Health Departments and the District Health Offices. The DHOs are key to actual implementation.

At the Provincial and District Levels, the “Department of Planning and Budgeting” and the PHO will coordinate the GAVI HSS activities.

At the District Level and sub-district levels, the coordination functions of the District Health Administration Unit will be strengthened as part of the GAVI HSS initiative.

Roles and responsibilities of key partners
Title / Post

Organisation

HSCC member yes/no

Roles and responsibilities of this partner in the GAVI HSS  implementation

Minister of Health

MOH

Yes

Chair of the MOH Steering Committee

Ministerial Oversight and personal support for the activities

MOH Steering Committee Members (Vice-Ministers, seven Departmental Director Generals)

MOH

Yes

Coordinating the activities on their own areas of responsibility within the MOH

Dr. Phat Keungsaneth
MOH

Yes

Director Department of Hygiene and Health Promotion. Responsibility is delegated by the Minister of Health for overall implementation of the GAVI HSS initiative; authorized to approved budget and expenditure; report to Steering Committee and SWG
Dr. Phasouk Vongvichit
MOH

Yes

Deputy Director General of Planning and International Cooperation, MOH; Responsibility delegated by the Minister of Health for overall implementation of the GAVI HSS initiative; authorized to approve annual workplans and expenditure
Dr. Bounnak Saisanasongkham
MOH
Yes
Deputy Director of the Department of Curative Services. Responsible for administrative oversight of the initiative related to curative areas; reports to Steering Committee and SWG
Dr. Anonh Xeuatvongsa

MOH

Yes

Deputy Director of the Mother and Child Health centre and Manager of the National Immunisation Programme; Responsible for all secretariat functions, and overall implementation of the GAVI HSS initiative activities at the provincial, district and community levels; develops annual work pans, annual progress report for GAVI and MOH steering committee; coordinates all issues between MOH and GAVI

Dr. Soulivanh Pholsena
MOH

Yes

Operational Executive Officer 

Assistant to the Minister and Chairman GAVI-HSS Committee
Technical Team (Representatives from the Departments and related vertical programs)   

MOH

No

Responsible for activity implementations within their department responsibilities 

PHO Directors from Vientiane Capital, Oudomxay, Saysomboun, Bolikhamxay and Khammouane
MOH

No

Provincial Executive Officer; Responsible for overall implementation and coordination of the GAVI HSS initiative within their province

PHO Technical Team (EPI & MCH)
MOH

No

Supervision and facilitation of the activity implementation in the districts

DHO Deputy Director

MOH

No

Senior Officer in Charge

Responsible for overall implementation and coordination of the GAVI HSS initiative within their district

DHO Administration Unit

MOH

No

Implementation of activities within their district and sub-district (health centres and villages)
WHO, UNICEF, World Bank, JICA, ADB, UNFPA, KOICA, KOFIH, Lux-Dev, US CDC and other nominated representatives on Health Sector Working Group

Development Partners

Yes

Coordinating the GAVI HSS initiative with their responsible program




	19. Involvement of CSOs 

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

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

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

	There is currently no vast network of mass organizations across societal levels in LPDR. None of these organizations is directly involved in immunisation delivery. However, the Lao Women's Union (LWU), the National Commission for Mothers and Children (NCMC), and village volunteers are instrumental in community mobilization for MNCH services including immunisation services. Partnership with these groups is done locally by provincial and district health authorities as well as village level health workers. Although these groups are enthusiastic and present at every level in LPDR, they face few barriers including:

- 
Lack of funding for health related activities

- 
Little or no IEC materials for health education and community mobilization

- 
Inadequate amount of training on immunisation and other health related topics

- 
No incentives for carrying out their work - all done on a purely volunteer basis

- 
Local NGOs and other private orgs are new to LPDR and their role is not yet well understood by all government sectors

- 
Lack of education and information in remote areas and related adequate health seeking behaviour

The private sector in rural areas of LPDR is mainly represented by private pharmacies. However, these pharmacies are not part of this proposal at this time. NGOs including iNGO have been consulted and may be involved in the implementation process in selected districts. While the right of association has existed since the promulgation of the Constitution in 1991 (Article 44), only a few independent local organizations are active in the country. These groups generally existed under ad hoc arrangements (e.g. registered as companies, training institutes, or via arrangements with specific ministries).

Hence, many development functions that would be the work of CSOs are fulfilled by the mass organizations, such as the Lao Front for National Construction (LFNC). Founded in 1979 via party-sponsored socio-political structure, LFNC tasks include social mobilization and to extend government and party work through Lao society and all ethnic groups. LFNC also oversees and coordinates the other mass organizations.

The role of civil society in the development of the LPDR, while being supported at the broad policy level, is still being defined. Collaboration and implementation mechanisms are only at a very early stage of development. CSOs working in the LPDR generally work to implement, not challenge, government policy. However, in recent years, some international advocacy groups have started to monitor developments in the LPDR from outside the country. 

There are currently about 200 INGOs operating in the LPDR; about one third of these are members of the INGO Network. INGOs (with offices in the LPDR) are primarily focused on delivering development programs in sectors such as agriculture, rural development, education, environment, explosive remnants of war, gender, health, and natural resource management. 

In recent years, INGOs have also started to organize and influence development policy (esp. via yearly Round Table dialogue with development partners). INGOs have also recently sought donor and government support for more attention on land issues and natural resource management. Some INGOs, based outside the country, are involved in more direct advocacy. However, there is a clear distinction between these organizations and operational INGOs working in the LPDR. Although on the rise, independent Lao CSOs are at an early stage of development. Before April 2010, local CSOs (known locally as Non-Profit Associations or NPAs) were registered through various de facto means (e.g. via a personal connection to a government line agency or technical department). These included commercial and professional associations (e.g. the Luang Prabang Tuk-tuk Drivers Association, grower/producer groups, water users’ associations, Community Based Organizations (CBOs), charity foundations, and a limited number of development associations).

In April 2009, the Prime Minister signed the first “Decree on Associations”, allowing for central registration of local associations. The Decree (adopted November 2009), requires previously registered organizations to re-reregister under the new scheme. According to a 2009 study, there were only about 20 experienced NPAs capable of administering small grants funds. By the end of 2010, the number of organizations applying for registration under the new decree had reached 80, suggesting that many citizens of the LPDR had been interested in being involved in CSOs, but were waiting for a more favourable political and legal environment.

However, like in many other countries in the region, Lao civil society retains close links to government and emphasizes personal ties. Lao mass organizations (i.e. quasi-governmental party organizations) continue to fulfil many civil society roles. As in neighbouring countries, there is controversy as to whether mass organizations can be considered as CSOs, as their primary accountability is to the state, not their members. However, some mass organizations play a very active role in development at the sub-national and national levels (e.g. providing training and capacity development, organizing community-based activities, and acting as facilitators for development partners in the rural areas). 

Mass organizations in the LPDR have strong vertical networks - regularly having a representative at each national, provincial, district, and village levels. There are four mass organizations in LPDR:

•
The Lao Front for National Construction (LFNC)

•
The Lao Federation of Trades Unions (LFTU)


•
The Lao Youth Organization (LYU)

•
The Lao Women’s Union (LWU)


LFNC is responsible for building national solidarity and for ensuring that the interests of ethnic minority groups are recognized. It has members throughout the political system (i.e national to the village level). LFNC is also responsible for coordinating mass organizations, other socio-political groups, and religious affairs. Although LFNC has limited project implementation capacity, it has undertaken research, coordination, and liaison tasks on behalf of the government and donors.

LWU, established in 1995, has strong grassroots linkages with more than 800,000 members. LWU is involved in community-level socioeconomic development work throughout most of LPDR. Most LWU projects focus on reducing poverty and increasing women’s knowledge and skills through vocational training and micro business development. LWU is also active in implementing donor-funded projects and has experience with participatory methodologies, although capacity and experience levels are dependent on individuals in certain locations. The LWU also maintains a policy-development research centre as well as the Gender Resource Information and Development Centre (GRID) in Vientiane. GRID has undertaken research on issues such as violence against women and gender budgeting on behalf of donors. The LWU has supported social mobilization for immunisation especially district and village levels. Engagement has been done under the direction of local health authorities and health workers depending on needs.
LFTU (established 1996) is the only national workers’ organization. It maintains the status of a ministry and has government budget support (staff and activities). While mainly responsible for representing workers rights, LFTU also gives priority to workers’ education as well as addressing issues related to the transition to a market economy. LFTU has been involved in the dissemination of HIV/AIDS prevention materials in the workplace and has the potential to support communication for immunisation.
LYU was modeled on LWU and is involved in some vocational training and development activities. LYU operates youth centres and handicraft marketing outlets (e.g. the Youth Textile Handicraft Workshop in Luang Prabang). LYU is also involved in the youth initiatives of the Association of Southeast Asian Nations (ASEAN). It has the potential to support immunisation IEC especially in districts and villages. 
In the past, partnership has been done through working with existing human resources for advocacy and social mobilization. More formal forms to strengthen participation e.g. sub-contracting for specific activities is yet to be explored, although this would require a more national or provincial level of engagement. Objective 3 of this proposal (Community demand) includes trainings for communication and increasing demand. Representatives from CSOs will be part of these trainings. Uncertainties regarding civil society may limit CSO ability to mobilize projects CSO activities are only welcome when in line with government policy and under the control or supervision of government agencies. 
At present, five INGOs face uncertainty regarding their roles and mandate within the LPDR system. For example, many INGOs have strong technical relationships with line agencies and provincial and district governments. However, there is still a level of wariness within the government. INGOs are, in some circumstances, treated as donors, bringing welcome funding, but at other times as civil society actors, and subject to tight control of their activities. The impact of this, according to some INGOs, is that project approvals and decisions can take a long time, as the relevant government actors are not sure how to classify INGO assistance.
Medical colleges will be engaged for training as part of Objective 2 activities on micro planning. The MOH will engage with them as trainers for provincial and district level officials. Possibilities for partnership with medical, health and public health colleges for training in communication and demand generation, logistics and supply chain, AEFI, safety and health care waste management will be explored. 


	20. Technical Assistance 

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

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

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

	Technical assistance will be requested from World Health Organization which will include support for smooth implementation of the outlined activities through required technical assistance as appropriate. This will involve the participation of both Health System and EPI team. As this proposal imbibes principles of maternal and child health; adequate coordination will be initiated to involve WHO and UNICEF for required technical support in smooth implementation at the national and sub-national level. All these technical supports will be coordinated by the National EPI unit and National MCH centre under the aegis of Department of Hygiene and Health promotion and Department of Planning and International Cooperation of the Ministry of Health. This is anticipated that technical and operational support for vital elements in the application including microplanning, communication, cold chain and logistics management, health information management system, capacity building for VPD surveillance, developing the specific strategies outlined in the application to reach the high-risk unreached population will be provided by development partners as WHO, UNICEF, JICA, KOFIH and others.
Through the engagement of the MCH/EPI technical advisory group members wherein all relevant development partners and NGOs are involved; sharing of the activities with progress made will allow identification of potential technical support from other agencies if required, in order to attain the desired outcome.
This technical assistance from relevant development partners will pave the way for better engagement of the Ministry of Health within its department for implementation support and monitoring of the activities at the sub-national level. This will also pave the way for setting the standards for the implementation of the activities based on the global evidences adapted to local tailoring from the joint venture of MOH and Development partners which will demonstrate the improvement in health systems and immunisation programme.
This planned technical assistance will improve institutional capacities of government departments and in long run ensure ways for financial and programmatic sustainability. WHO will be requested to provide/coordinate technical support for conducting data quality assessment wherein the National Health Information System team will be involved. This will eventually lead to capacity building of the National Immunisation Programme and the Health Information team which will in long run support the improvement in quality of data for other health programme system. Support from UNICEF and WHO will be sought in improving the vaccine management training and capacity building wherein Medical Procurement Service Centre will be involved; this will eventually in long run lead to improvement in procurement and management of other health care system in the country.

The technical assistance from WHO, UNICEF and other relevant development and donor partners would be related to the activities outlined in the proposal but specifically targeted towards (and not limiting to):

a. Programme monitoring activities including supportive supervision tool (integrated EPI/MCH) including integration of immunisation coverage and other surveillance data in DHIS-2

b. Evaluation of the GAVI-Non-GAVI funding modality support as in the current grant

c. Development of Financial sustainability Action plan based on the WHO report of financial sustainability report

d. Targeted intervention for identified high-risk population in hard-t-reach and ethnic minority population

While it is being agreed by development partners like WHO and UNICEF that they would provide the required technical assistance and as indicated above that specific implementation support will be sought from other donor and development partners involved in the wider health system and the programme area activity implementation support at the sub-national level in the country, thus the Government of Lao PDR is assured of the required technical assistance by the in-country partners in the implementation of this proposed implementation of the GAVI HSS proposal.

A renewed dialogue on budgetary support will be initiated once the outcome of this proposal is received from GAVI. As this budgetary TA support relates to the support from the in-country partners involving WHO, UNICEF and others and not directly to be budget allocation of HSS grant to be received by Government of Lao PDR within the current grant, the Government of Lao PDR wants to keep this TA budget separate. The details of the support requested and required from the development partners is provided above. Once the outcome of this proposal is heard from GAVI, the government of Lao PDR will provide a detail budgeted technical assistance plan to GAVI.
A technical assistance proposal has been included in the re-submission (see Annex). Many of the planned activities require a TA for assessment, resource/ toolkit development, cost analysis, IEC material development, etc. This TA includes activities to be funded under the GAVI HSS grant as well as GAVI country targeted assistance through UNICEF and WHO. This TA proposal is not final and as indicated above, a renewed dialogue will be done to finalize the TA when the outcome of this proposal has been received.


	21. Risks and Mitigation Measures

	This information reflects the risk of a country not being able to implement the proposed activities within this grant proposal and/or spend the funds as approved by GAVI. It is expected that the Lead Implementer will be responsible for assessing and ensuring that risk mitigation measures are actually implemented.
→ If the country has existing health sector risk analysis please attach these assessments and provide here a brief reference to the relevant sections.

→ If the country does not have existing health sector risk analysis, please complete the table below for each of the proposed objectives. Please refer to the Supplementary Guidelines for HSS Applications for a description of the various types of risk. If the risk is categorised as ‘high’, please provide an explanation as to why it is ‘high’. 

	Description of risk


	PROBABILITY

(high, medium, low)
	IMPACT

(high, medium, low)
	Mitigation Measures (see the objective statement down-under)

	Objective 1: To strengthen management capacity of immunisation programme at all levels 

	Institutional Risks:
	Medium
	Medium
	

	Fiduciary Risks:
	Low
	Medium
	

	Operational Risks:
	Low/Medium
	Medium
	

	Programmatic and Performance Risks: 
	Medium
	Medium
	

	Overall Risk Rating for Objective 1
	Medium
	Medium
	

	Objective 2: To strengthen monitoring and evaluation capacity of EPI/MNCH

	Institutional Risks:
	Low
	Low
	

	Fiduciary Risks:
	Medium
	Low
	

	Operational Risks:
	High
	High
	

	Programmatic and Performance Risks: 
	Medium
	High
	

	Overall Risk Rating for Objective 2
	Medium
	High
	The reason is ascertained to the fact that programmatic reviews in recent past have indicated mornitoring and evaluation as one of the weakest link in the immuniztion programme in the country. This weak link often leads to programmtic errors and often the basic issues remains uncorrected. The release of funds for operational activity including supervision is not regular including the issue of no follow-up from the national level leads to decrease in monitoring activities. It is expected that if these identified issues including the non-availability of a standadised tool for monitoring with an easy comprehensible analysis tool are not addressed, the success of this activity will remain at high risk even through the length of this proposal. The mitigation measures planned for this activity involves developing a simplified pre-tested supportive supervision tool based on the recent experience of monitoring and supervision method adopted in the MR SIA 2014. This will also be followed up availability of funds for the activity. The performace of the monitoring including the number of supportive supervision conducted and the indicators of the improvement using a standardised tool will be evaluated every quarter by the national EPI unit.

	Objective 3: To improve service delivery and coverage rate with current vaccines

	Institutional Risks:
	Low
	Low
	

	Fiduciary Risks:
	Medium
	Medium
	

	Operational Risks:
	Medium
	Medium
	

	Programmatic and Performance Risks: 
	Medium
	Medium
	

	Overall Risk Rating for Objective 3
	Medium
	Medium
	

	Objective 4:To strengthen the community demand for MNCH and Immunisation services 

	Institutional Risks:
	Low
	Low
	

	Fiduciary Risks:
	Low
	Low
	

	Operational Risks:
	Medium
	Medium
	

	Programmatic and Performance Risks: 
	Medium
	Medium
	

	Overall Risk Rating for Objective 4
	Medium
	Medium
	

	Objective 5: To maintain and improve the cold chain and logistic system including cold chain vaccine management

	Institutional Risks:
	Low
	Low
	

	Fiduciary Risks:
	Low
	Low
	

	Operational Risks:
	Low
	Low
	

	Programmatic and Performance Risks: 
	Medium
	Medium
	

	Overall Risk Rating for Objective 5
	Low
	Low
	

	Objective 6:To improve immunisation safety including AEFI management and monitoring and  health care waste management

	Institutional Risks:
	Low
	Low
	

	Fiduciary Risks:
	Low
	Low
	

	Operational Risks:
	Low
	Low
	

	Programmatic and Performance Risks: 
	Low
	Low
	

	Overall Risk Rating for Objective 6
	Low
	Low
	

	Objective 7: To advocate for  sustainable planning and financing system for Immunisation at high level 

	Institutional Risks:
	Medium
	Medium
	

	Fiduciary Risks:
	Low
	Low
	

	Operational Risks:
	Low
	Low
	

	Programmatic and Performance Risks: 
	Low
	Low
	

	Overall Risk Rating for Objective 7
	Low
	Low
	

	


	22. Financial Management and Procurement Arrangements

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

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

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

	Question (a):  applicants should indicate whether an existing financial management mechanism or modality will be employed (pooled funding, joint financing arrangements or other), or if a new approach is proposed.  If an agency-specific financial arrangement will be used, specify which one. A rationale for this choice should be provided.
	The Ministry of Health (MoH) of the Government of Lao People's Democratic Republic (referred to as Applicant in this proposal) will use the existing financial management mechanism in line with the Aide Memoire governing the Financial Management arrangement for LPDR established in 2011.

	Question (b): Financial Management Arrangements Data Sheet

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

	1. Name and contact information of Focal Point at the Finance Department of the recipient organisation.
	Mr. Khamphone Phouthavong
Director of Finance, Ministry of Health

Contact #: +856-20-55904103

	2. Does the recipient organisation have experience with GAVI, World Bank, WHO, UNICEF, GFATM or other Development Partners (e.g. receipt of previous grants)?
	Yes

	3. If YES

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

· For on-going Grants of GAVI and other Development Partners: Please provide a brief description of any financial management (FM) and procurement implementation issues (e.g. ineligible expenditures, mis-procurement, misuses of funds, overdue / delayed audit reports, and qualified audit opinion).
	The Ministry of Health has successfully implemented its grants programme until date. As for the GAVI HSS grants, the current grant period is still ongoing. As for the Global Fund Grants, the Centre for HIV/AIDS under the Ministry of Health has been a sub-recipient of GF grants and has successfully implemented its programmes to attain the objectives. The Ministry of Health has received grants from World Bank, ADB, Lux Dev and other development partners such as WHO and UNICEF and the financial management process adopted is in line with the described government rules and regulations of Ministry of Finance and Ministry of Planning. The adherence to the laid down rules and regulations including audits have been strict in all the fund disbursement of all the grants received.

	Oversight, Planning and Budgeting

	4. Which body will be responsible for the in-country oversight of the programme? Please briefly describe membership, meeting frequency as well as decision making process.
	The GAVI HSS Committee chaired by the Director of the Sethathirat Hospital and the Deputy Director of Mother and Child Hospital is the oversight committee in the country. This committee consists of technical staff from the Department of Hygiene and Health promotion, the department of curative services and Department of Planning and Finance. The Programme implementation management is performed by the sub-committee for planning and management while the grant management is done by the Department of planning and finance; both of these sub-committees report to the HSS committees on the performance. The committee meets once every quarter. 

	5. Who will be responsible for the annual planning and budgeting in relation to GAVI HSS?
	National Immunisation Programme in collaboration with the Department of Planning and Finance and Department of Hygiene and health promotion of Ministry of health

	6. What is the planning & budgeting process and who has the responsibility to approve GAVI HSS annual work plan and budget?
	The National Immunisation Programme in collaboration with the Provincial and identified district Health office will prepare the annual work plan based on the activities outlined in the GAVI proposal. This will be substantiated with a consolidated financial disbursement and technical report of the past fund disbursement to the respective provinces and districts. The drafted annual plan is shared with the Department of Hygiene and Health Promotion and the Cabinet of the Ministry of Health and upon approval, the National Immunisation programme along with MCHC will manage the transfer of funds to the respective provincial and district level to implement the planned activities. The fund is usually released on a quarterly basis based on the Government Accounting regulations, 1301/MOF and the destined fund is always transferred to bank accounts of provincial health offices (PHO). The PHO thereby will disburse the required fund to the districts and health centres based on the approved budget on a monthly basis. The health centres will submit the expenditure details back to District on a monthly basis.

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

	Budget Execution (incl. treasury management and funds flow)

	8. What is the suggested banking arrangement? (i.e. account currency, funds flow to programme)  Please list the titles of authorised signatories for payment release and funds replenishment request. 
	Minister of Health , Vice Minister of Health, GAVI HSS Chair and NIP Manager


	9. Will GAVI HSS funds be transferred to a bank account opened at the Central Bank or at a commercial bank in the name of the Ministry of Health or the Implementing Entity? 
	GAVI HSS funds need to be transferred to a commercial bank in the name of the Ministry of Health

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

	11. Within the HSS programme, are funds planned to be transferred from central to decentralised levels (provinces, districts etc.)? If YES, please describe how fund transfers will be executed and controlled.
	Yes
The EPI/MNCH programme will manage the transfer of funds to the provincial and district levels. Funds will be channelled to the Provincial Health Offices on a quarterly basis by bank transfer to the PHO bank account and they will be responsible for the managing cash transfer to the District Health Offices and Health Centres. For activities planned to be implemented at the district level, the EPI Programme Manager will arrange for cash to be collected from the PHO. Health Centres will receive cash from the district on a monthly basis to implement activities for that month and they account for the expenditure back to district office on a monthly basis.  

	Procurement

	12. What procurement system will be used for the GAVI HSS Programme? (e.g. National Procurement Code/Act or WB/UNICEF/WHO and other Development Partners’ procurement procedures)  
	The National Procurement Decree of 2004 will be followed in line with the outlined rules and regulations. The National Procurement committee will be consulted for any procurement made. 
As for the procurement of products; it will be channelized through the UNICEF procurement system and only WHO pre-qualified products (wherever applicable) will be procured. 

	13. Are all or certain items planned to be procured through the systems of GAVI’s in-country partners (UNICEF, WHO)?
	Yes (preferably through the established system with UNICEF; WHO will be requested as and when required)

	14. What is the staffing arrangement of the organisation in procurement?  
	After the plan and budget for the procurement of goods is approved by the National procurement committee, the NIP will be involved in physical verification of the products at the local level small scale procurement or UNICEF/WHO will do the procurement as required. As for the procurement of bulk items at the local level, this is usually done by the procurement committee themselves.

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

	16. Is there a functioning complaint mechanism? Please provide a brief description. 
	Yes

	17. Are efficient contractual dispute resolution procedures in place? Please provide a brief description. 
	Yes, as per the rules and regulation of the Ministry of Finance and as regards the procedures laid down by the National Procurement committee

	Accounting and financial reporting (incl. fixed asset management)

	18. What is the staffing arrangement of the organisation in accounting, and reporting?
	At the National level; the Ministry of Health and the National Immunisation Programme have their own officially appointed accountants. They are primarily responsible for ensuring the adherence to the National rules of regulations of Ministry of Finance and Ministry of Planning. At the national level, it is primarily the disbursement role of the accountant and receipt of the expenditure reports from the provincial level. 

At the provincial & district level, the officially appointed accountants are responsible for checking of the budget and disbursement of the budget to the district level.

	19. What accounting system is used or will be used for the GAVI HSS Programme? (i.e. Is it a specific accounting software or a manual accounting system?)
	Manual accounting system assisted by the use of computer is used in LPDR. The same system will be used for the GAVI HSS programme. 

	20. How often does the implementing entity produce interim financial reports and to whom are those submitted?  
	The internal audit checks are done every 6 months for the GAVI HSS programme related expenditure in the field and a report is prepared and submitted to Minister of Health upon completion of the audit.

	Internal control and internal audit

	21. Does the recipient organisation have a Financial Management or Operating Manual that describes the internal control system and Financial Management operational procedures?
	Yes, available with the Ministry of Finance

	22. Does an internal audit department exist within recipient organisation? If yes, please describe how the internal audit will be involved in relation to GAVI HSS.
	Yes
The National EPI/MNCH department prepares the budget based on the approved proposal and submit the same to Department of Finance and Department of Planning and International Cooperation for further approval. Under the policy of the government of “One door” implemented in LPDR; all the cheques and necessary financial documents are signed off by the Minister of Health himself. 

The Department of Inspection plays the role of the internal audit department for the Ministry of Health. This department ensures that the approval of budget and further expenditure is in line with the laid down government financial rules and regulations. 

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

	External audit

	24. Are the annual financial statements planned to be audited by a private external audit firm or a Government audit institution (e.g. Auditor General)?
 
	Yes

	25. Who is responsible for the implementation of audit recommendations?
	National Immunisation programme under the domain of the Department of Hygiene and Health Promotion with directives of the Ministry of Health

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











Application Package – Proposal Form 








As an important supplement to this document, please also see the ‘General Guidelines for Expressions of Interest and Applications for All Types of GAVI Support, available on the GAVI web site:


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





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








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














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








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


All comments will be treated confidentially.








� “Strategy and Planning Framework for the Integrated Package of Maternal Neonatal and Child Health Services 2009-2015"


� (1) To strengthen management capacity of immunisation programme at all levels.  (7)  Programme management (planning and administration) and (2) Produce, distribute and retain skilled health and community workforce and human resources; (2) To improve service delivery and coverage rate with current vaccines. (1) Scale-up and improve accessibility and quality of service delivery (including community level services and implementation support: outreach, access, mobilisation);  (3) To strengthen the community demand for MNCH and Immunisation services. (5)  Empower community and other local actors; (4) To maintain and improve the cold chain and logistic system including cold chain vaccine management. (3) Strengthen procurement & supply chain management system (including access to essential medicines and commodities management); (5) To improve immunisation safety including AEFI management and monitoring and  health care waste management. (8) Other (6) To strengthen monitoring and evaluation capacity of EPI/MNCH. (4) Strengthen facility reporting and health information systems; (7)To advocate for sustainable planning and financing system for Immunisation at high level. (6) Ensure adequate financing of the health and community system.  





� LSIS 2011-2012 fact sheet maternal and child health.


� National Health Accounts LPDR, MOH 2012. National Health Sector Reform Strategy 2013-25.


� Ministry of Health (2015). Directions and Functions of the VIIIth Five-Year Health Sector Development Plan (2016-2020). Provisional unofficial translation. Health Promotion and Hygiene-Prevention Programme, Page 5.


� In the early implementation of the GAVI HSS 2011-2015 grant, advance payment was provided to health workers as a sum. It resulted to inadequate funds for implementation in many scenarios where distances of remote areas where not accounted for. A second scheme was introduced that is subsidy per dose. This mechanism favored services and outreaches in nearby areas while sacrificing most remote areas. It also had a tendency to favor outreaches instead of onsite services. The NIP decided to implement Performance Based Financing in the next phase. It has the potential to enhance efficiency and motivate health workers while at the same time ensuring equity of services in remote areas and those nearer the health centres.


� All references to the 8th National Health Sector Development Plan are based on a provisional unofficial draft.


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


� If the annual external audit is planned to be performed by a private external auditor, please include an appropriate audit fee within the detailed budget.
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		Mother's education		Under-5 mortality
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		Residence		DPT-HepB-Hib3		All

		Urban		67.7		54.0

		Rural		51.7		39.4

		..Rural with road		53.8		41.1

		..Rural without road		35.5		26.5

				To resize chart data range, drag lower right corner of range.
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Immunization coverage by wealth quintiles
Lao PDR 2011 (LSIS 2011/12)
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		Wealth index quintile		DPT-HepB-Hib3		All
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		Middle		59.4		47.3

		Fourth		67.6		51.9

		Richest		81.4		61.0

				To resize chart data range, drag lower right corner of range.
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