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COUNTRY NAME:  Pakistan

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

Gavi’s Key Elements for Health System Strengthening Grants 

The following key elements outline Gavi’s approach to health system strengthening and should be reflected in an HSS grant. They are presented as being either ‘required’ for a Gavi HSS Grant or ‘recommended’ for a Gavi HSS Grant: 

Required Elements:

· One of Gavi’s strategic goals is to “contribute to strengthening the capacity of integrated health systems to deliver immunisation”. The objective of Gavi HSS support is to address system bottlenecks to achieve better immunisation outcomes, including increased vaccination coverage and more equitable access to immunisation. As such, it is necessary for the application to be based on a strong bottleneck and gap analysis, and present a clear results chain demonstrating the link between proposed activities and improved immunisation outcomes.
· Performance based funding (PBF) is a core approach of Gavi HSS support.  All applications must align with the Gavi performance based funding approach introduced in 2012. Countries’ performance will be measured based on a predefined set of PBF indicators against which additional payments will be made to reward good performance in improving immunisation outcomes. Under the PBF approach for HSS, the programmed portion of HSS grants must be used solely to fund HSS activities. Countries have more flexibility on how they wish to spend their reward payments, as long as they are still spent within the health sector. Neither programmed nor performance payments may be used to purchase vaccines or meet Gavi’s requirements to co-finance vaccine purchases, and shall not be used to pay any taxes, customs, duties, toll or other charges imposed on the importation of vaccines and related supplies.
· Gavi’s HSS application requires a strong M&E framework, measurement and documentation of results, and an end of grant evaluation. The performance of the HSS grant will be measured through intermediate results as well as immunisation outcomes including diphtheria tetanus pertussis (DTP3) coverage, measles-containing vaccine first dose (MCV1) coverage, fully immunised child coverage, difference in DTP3 coverage between top and bottom wealth quintiles, and percent of districts reporting at least 80% coverage of DTP3. Additionally, so as to systematically measure and document immunisation data quality and data system improvement efforts, independent and recurrent data quality assessments and surveys will be required for all HSS applications. 
· Gavi’s approach to HSS includes support for strengthening information systems and improving data quality.  Strong information systems are of fundamental importance both to countries and to Gavi.  Gavi requires that countries have in place routine mechanisms to independently assess the quality of administrative data and track changes in data quality over time. Countries are strongly encouraged to include in their proposals actions to strengthen data systems, and to demonstrate how their grant will be used to help implement recommendations or agreed action items coming from previous data quality assessments. The process of conducting periodic data quality assessments and monitoring trends should be credible and nationally agreed. For example, incorporating an independent element to the assessments could involve national institutions that are external to the programme that collects or oversees the data collection. Comprehensive information on reporting and data quality requirements are provided in the NVS/HSS General Guidelines for 2015. Please refer to section 3 on Monitoring and Reporting and Annex E on Data Quality.
· Gavi recognises the importance of effective and efficient supply chain systems for the management of existing and new vaccines and health commodities. Gavi has therefore developed and approved in June 2014 a supply chain strategy
. (For more information about the strategy initiatives, see the factsheet http://www.gavi.org/Library/Publications/Gavi-fact-sheets/Gavi-Supply-Chain-Strategy/ ). The Effective Vaccine Management (EVM) assessment and improvement plan are essential steps in the strategic approach to supply chain improvement in countries. 
· New Requirement: As approved by the Gavi Board in June 2014 all future proposals (2015 and beyond) that include Gavi-financing for cold chain equipment intended for vaccine storage shall need to procure pre-qualified equipment by WHO through the Performance Quality and Safety (PQS) programme. The purchase of non-PQS pre-qualified equipment will only be considered on an exceptional basis, with justification and advance agreement from Gavi.
· Gavi supports the principles of alignment and harmonisation (in keeping with Paris, Accra and Busan declarations and the International Health Partnership, IHP+). The application must demonstrate how Gavi support is aligned with country health plans and processes, complementary to other donor funding, and uses existing country systems, such as for financial management and M&E. The IHP+ Common Monitoring and Evaluation Framework is used as a reference framework in the supplementary HSS guidelines. 
· Gavi requests countries to identify and build linkages between HSS support and new vaccines implementation (Gavi NVS) – linkages to routine immunisation strengthening, new vaccine introduction, and campaign planning and implementation must be demonstrated in the application. Countries should demonstrate alignment between HSS grant activities and activities funded through other Gavi cash support, including vaccine introduction grants and operational support for campaigns.
· As part of vaccine introduction, Gavi HSS support should be used during pre-and post-introduction for strengthening the routine immunisation system to increase the coverage e.g. through social mobilisation, training, supply chain management etc. (see grant categories in table 1 of the Supplementary HSS Guidelines) for all the vaccines supported. This should complement other sources of funding including vaccine introduction grants from Gavi.  
· Applications must include details on lessons learned from previous HSS grants from Gavi or support from other sources such as previous New and Underused Vaccine Support, the EVM assessment or PIE tools, EPI reviews etc. 
· Applications must include information on how sustainability of activities and results will be addressed from a financial and programmatic perspective beyond the period of support from Gavi.
· Applications must include information on how equity (including geographic, socio-economic, and gender equity) will be addressed.
· Applications will need to show the complementarity and added value of Gavi support to reducing bottlenecks and strengthening the health system, relative to support from other partners and funding sources and relative to other funding from Gavi specific to new vaccines and/or campaigns.
Recommended Elements:

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

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

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

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


Checklist for a Complete Application 

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

	HSS Proposal Forms and Mandatory Gavi attachments

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

	No.
	Attachment
	X

	1.  
	HSS Proposal Form 
	X

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

	3. 
	Minutes of HSCC meeting endorsing Proposal
	X

	4. 
	Minutes of three most recent HSCC  meetings
	X

	5.  
	HSS Monitoring & Evaluation Framework 
	X

	6.  
	Detailed budget, gap analysis and work plan 
	X

	7. 
	Detailed Procurement Plan (18-month)
	X


	Existing National Documents - Mandatory Attachments 

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

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

	No.
	Attachment
	X

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

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

M&E plans are available as part of attachment 8 
	Note

	10. 
	National Immunisation Plan
	X

	11.  
	Country Comprehensive Multi-Year Plan for Immunisation (cMYP)
	X

	12. 
	Effective Vaccine Management (EVM) Assessment report (from an EVM conducted within the preceding 36 months). In addition the related documents must be attached if available. : if this is not available, please indicate when the next EVM is anticipated.
· Latest EVM Improvement Plan. In case an EVM Improvement Plan is not provided, the country shall provide a justification and identify a plan for developing the improvement plan. 
· Latest Progress Report on the EVM Improvement Plan Implementation (no older than 6 months prior to proposal submission). In case a Progress Report on the Improvement Plan Implementation is not provided, the country shall provide a justification.
	X

	13. 
	Terms of Reference (TOR) 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 (JANS) (if available)
	

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

	16. 
	If funds transfers are to go directly to a  Civil Society Organisation (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. 
	Health Supply Chain Strategy and/or national health implementation supply chain plans, please provide latest documents (final or draft). Other key supply chain analysis and/or activities including but not limited to supply chain network design & optimization, human resource assessments, supply chain information systems, etc.
	X

	18. 
	Cold chain equipment inventory list and/or cold chain storage capacity analysis (if available)
	X

	19. 
	Coverage Improvement Plan if available
	

	20. 
	Equity Analysis and Plan if available
	X

	21. 
	Evaluation of previous HSS grant
	

	22. 
	List of target populations/districts, and criteria for selection
	X

	23. 
	Post Introduction Evaluation Report
	X

	24. 
	EPI Review/evaluation Report
	X

	25. 
	Report from last completed household survey
	X

	26. 
	Concept note or programme design document (including results framework and budget) of any World Bank Results-Based Financing (RBF) programme, or other PBF/RBF programme document, if the Gavi HSS grant is proposed to be aligning with such programme.
	X

	27. 
	Reports of Consultative Workshops (Provincial and Regional levels)
	X

	28. 
	EVM Improvement plans
	X

	29. 
	Communication strategy and implementation plan
	X

	30. 
	List of Disbursement Linked Indicators (DLI)
	X

	31. 
	PBF Alternative data verification options communication input Pakistan
	X

	32. 
	Project Appraisal Document – National Immunization Support Project 
	X


	1. Applicant Information

	Applicant:
	Ministry of National Health Services, Regulations and Coordination

	Country:
	Pakistan

	Proposal title:
	GAVI HSS Grant Application

	Proposed start date:
	July, 2016

	Duration of support requested:
	03 Years (July 2016-June 2019)

The proposal exceeds the cMYP (2014-2018) by one year. There is no national plan, hence no national cycle. The proposal can’t match with the different provincial cycles as they are not set on the same periods. 

	Total funding requested from Gavi:
	USD  83.44 million

	Contact Details

	Name:
	Dr. Sabeen Afzal

	Organisation and title:
	Deputy Director (Programs)/ National Focal Person for HSS, Ministry of National Health Services, Regulations and Coordination

	Mailing address:
	Local Government and Rural Development Complex, G-5, Islamabad, Pakistan

	Telephone:
	+92-51-9245734

	Fax:
	+92-51-9245812

	E-mail addresses:
	drsabeenafzal@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:

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

· The roles of HSCC and ICC.  

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

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

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

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

· The role of the private sector, if applicable.

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

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

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

	Background to application development

The Gavi HSS grant would contribute to the overall pool of funding being invested in the country to strengthen capacity of the health system for improving immunization outcomes in Pakistan. The major funding in this regard will come through the prescribed government fund allocation mechanism of PC1s, along with investment from several Health Development Partners (HDP) including Gavi, WB, USAID, BMGF and others. 

Conversely, the EPI PC1s have been developed under the National Immunization Support Project (NISP) which is a new financing mechanism to functionalize the Comprehensive Multiyear Plans (cMYP) and align all support for Routine Immunization in Pakistan. The NISP is based on disbursement linked indicators (DLIs) which translate the cMYP targets into achievable milestones for the federal & provincial EPI programs. The EPI PC1s basically address all aspects of immunization services including service delivery, procurement of vaccines & equipment and operational cost. However, only those PC 1 activities have been included in the application which will support the achievement of DLIs in the NISP. It is also pertinent to mention that this application will only support the fulfilment of those health system strengthening gaps for improving immunization outcomes which are not sufficiently covered through the government funding
The overall program development was based on the approved policy documents and guidelines derived from the cMYP 2014 – 2018, and the results of nationwide Effective Vaccine Management (EVM) assessment conducted in Pakistan in 2014. The government has enunciated its commitment in the form of NISP PC-1s 2015-20 which form the basis of this application. Guidance was also taken from the annual progress reports submitted to GAVI from 2012 to 2014. Additional consideration was also given to capitalizing on PEI/EPI synergies as well as building possible complementarity with the on-going GF HSS concept note development. The application development was also strongly influenced by the inputs and discussions undertaken through a series of extensive in country consultations at Federal and provincial levels including the federating areas.

Links between the proposal development and national health sector planning /budgeting. 

The proposal has been developed under the overall ambit of the draft national health vision which aims to provide universal access to preventive and curative health services; and ensure that the health system responds to the needs and requirements of the people, especially the poor, marginalized and the vulnerable. The main focus in this regard, will be to strengthen governance and health care management at all levels, and promoting a results-based culture to guide programs and policies towards achieving the expected and desired health outcomes. Hence, particular attention will be given to ownership and leadership, strategic coordination and building requisite capacities at the provincial and district levels
The government of Pakistan recognizes that Primary Health Care (PHC) is the most effective approach to improve the health of our population; hence, emphasis would be on preventive, promotive and rehabilitative aspects with enhanced community participation.  

Similarly, the proposed HSS2 initiatives align with the Comprehensive Multi Year Plan for Immunization (cMYP 2014-2018) in the following ways:

· The strengthening of needs based planning models aligns with the cMYP in the context of attainment of health equity and sustainable improvements in immunization coverage.
·  GAVI HSS2 will take into account the broader implications of decentralization strategy for the health sector, including strengthening of middle level management capacity, and support for planning and financial management system development at the District level and below.
· The HSS investment also supports the cMYP approach of reaching the unreached through the development and implementation of more effective micro-plans, and through providing more system support for introduction of new vaccines (logistics support) 
· Strengthening immunization in the context of integrated service delivery 
· The community participation mechanisms align with the cMYP for “Knowledge and attitude toward immunization improvement among target population” (cMYP page 50).

There has been no Joint Assessment of National Systems in Pakistan. 
Lead entity and cooperation between main players

Development of GAVI-HSS application has been a comprehensive and inclusive process involving participation of all the relevant stakeholders. Ministry of National Health Services, Regulations and Coordination (Mo NHSR&C) played a lead role in this regard, with Federal EPI being designated as the focal institution to collaborate and coordinate with the provincial counterparts and other stakeholders in developing the application. The ministry had moreover, notified a technical coordination committee (TCC) for oversight, facilitation and coordination of the application development process which included government as well representation of the HDP, namely WHO, UNICEF & WB.  
Role of National Inter-Agency Coordination Committee (NICC)

NICC members provided valuable inputs to the proposal development by describing existing operational procedures within EPI both in the public and private sector for highlighting current system bottlenecks and weaknesses.  The members also guided and proposed key directions for including those interventions which have the potential to significantly improve the EPI performance through Gavi  HSS investment. 

Overall process of proposal development 

In January. 2014, Gavi secretariat communicated the potential availability of US$ 100 million HSS grant for Pakistan for the next three years. However, access to the HSS grant was conditional to conducting third party audit of all cash based Gavi grants disbursed since 2010 and signing of the Partnership Framework Agreement (PFA). Meanwhile, the application guidelines and template for proposal development were also under revision during 2014. The eligibility of Pakistan to apply for the next potential HSS grant on the revised application guidelines was communicated by the Gavi secretariat in November 2014.The PFA agreement after fulfilling all the legal and codal formalities was signed on 19th May, 2015. Consequently, the Mo NHSR&C decided to develop and submit HSS application by September, 2015 to enable sufficient time for proposal development.

A road map defining key activities with timelines to be undertaken for application development and submission by the deadline of September 2015 was developed.  In the last week of June 2015, the roadmap was shared with the key stakeholders for their inputs and suggestions with subsequent endorsement by the “Technical Coordination Committee (TCC) on June 30, 2015. A national consultant identified by the Ministry was also engaged through WHO to support and coordinate the application development process. 

The TCC also agreed upon the schedule and process of consultative meetings to be conducted at federal, provincial and regional levels, along with consensus on the purpose and objectives of the consultations.  The overall consultative workshop format encompassed four main aspects: i) Participants at federal, provincial and regional level would be given an overview on  the Gavi -HSS Application; ii) Feedback, inputs and contributions from the participants would be considered and incorporated into the GAVI-HSS Application; iii) Participants would propose actions and activities taken from the EPI PC1s for the achievement of DLI targets including identification and  need of  technical assistance in this regard; and, iv) It was also agreed that possible synergies between PEI and EPI and complementarities between Gavi and GFHSS would also be explored during these consultative meetings.

The extensive discussions and technical inputs from the consultative workshops enabled the definition of   key objectives   in relevance   to each of the seven immunization system components.  Under each objective, pertinent strategies were formulated and corresponding activities for those strategies were finalized with the aim to achieving the DLIs.

These activities, strategies and objectives for immunization system components were consolidated and presented  to the participants of  the national consensus building work shop NIACC  chaired by the Director General, Mo/NHSR&C on 12th August 2015 in Islamabad. The inputs and recommendations were subsequently incorporated in the draft application.

The extensive and thorough consultative process and key activities  undertaken between 17th August 2015 and 4th September 2015 for development of Gavi HSS application in Pakistan can be summarized as follows:  

1. Round of consultations with Mo/NHSR&C, UN partners, World Bank and CSOs

2. HSS proposal review meeting with Technical Coordination Committee on 02 and 03 September 2015 

3. Revision of HSS proposal draft based on recommendations/suggestions of (1) and (2) 

4. Detailed costing and financial analysis with MoNHSR&C and UN partners

5. Finalization of M & E framework

6. Circulation of final draft for peer review to NICC member, in country partners, and then updating of draft based on these inputs.

7. NICC meeting to review and endorse the proposal. 

8. Finalization and submission of proposal 
Involvement of sub-national levels  

The consultative workshops were conducted in Peshawar, Islamabad, Quetta, Karachi and Lahore on July 6, 7, 11, 13 and 14, 2015 respectively. Each of these consultative meetings were attended by approximately 25-30 participants representing the Mo NHSR&C, Provincial and Regional Departments of Health (DoHs), Planning and Development (P&D), Finance, Health Development Partners and Civil Society Organizations (CSOs). During these consultative workshops, participants were given an overview of the GAVI-HSS application as well relevant aspects of Gavi guidelines such as the performance based funding of GAVI-HSS grant.  Participants proposed very pertinent activities for inclusion in the application to attain the DLI targets for achieving immunization outcomes. Another, significant result of the consultative workshops was the discussion and proposed revisions in the targets and phrasing of DLIs which are the main indicators of PBF in the NISP mechanism and PC1s. The   revised DLI targets have been reflected in the application. It was also decided that both NISP and Gavi HSS would use the same reporting indicators.  

Involvement of CSOs

The CSOs had a notable participation and contribution during each of these consultations at the federal, provincial and regional level. Of particular note is involvement and strong representation of CSOs   as “Pakistan CSOs Coalition for Health and Immunization” (PCCHI). In general, CSOs actively participated in the general discussion and group work for proposing activities for achievement of DLI targets with particular reference to areas of demand generation, communication, advocacy and service delivery.

Involvement of UN Agencies and Gavi

WHO and UNICEF played a key vital and consistent role during the entire application development process with active participation, provision of technical feedback & guidance and coordination support. In addition, WHO supported the Mo/NHSR&C in hiring the services of a National Consultant for application development, as well as coordination support and funding for the consultative meetings held at the federal, provincial and regional levels. 

The services of an international consultant were engaged through Gavi to provide technical assistance and an oversight role for finalization of the application development.  
These activities are in addition to the two year process initiated since the development of the cMYPs involving extensive consultations with the Ministry and departments of Finance and Planning for alignment of financial flows and preparation of PC1s.   
TWO PAGES MAXIMUM


	Signatures: Government endorsement 

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

Minister of Health                                                              Minister of Finance

Name:                                                                               Name:

Signature:                                                                         Signature: 

Date:                                                                                 Date:




	Signatures: Health Sector Coordinating Committee endorsement 

	We the members of the HSCC, or equivalent committee met on the __________ (date) to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached. The minutes of the meeting endorsing this proposal are attached to this application. 



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

	Chair
	Minister of State for Ministry of NHSR&C, Islamabad
	Mrs. Saira Afzal Tarar
	
	

	Vice Chairperson
	Secretary, Ministry of NHSR&C, Islamabad
	Mr. Muhammad Ayub Sheikh
	
	

	Secretary
	National Program Manager, EPI,Islamabad
	Dr.Syed Saqlain 

Ahmed Gilani
	
	

	MOH members
	Director General, Ministry of NHSR&C, Islamabad
	Dr. Assad Hafeez
	
	

	Development partners
	Senior Health Specialist, World Bank

Chief Representative JICA
	
	
	

	CSO members
	CHIP, member of PCCHI
	Ms. Lubna Hashmat
	
	

	WHO
	WHO Representative, Pakistan, Islamabad
	
	
	

	UNICEF 
	Country Representative, UNICEF,Pakistan, Islamabad
	
	
	

	Other
	Financial Advisor, Finance Division Islamabad

Chief(Health) Planning & Development Div.
	
	
	


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


	
	

	


	PART B – EXECUTIVE SUMMARY


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

	3. Executive Summary

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

· The main bottlenecks for achieving immunisation outcomes addressed within this proposal and how proposed objectives in this application will address these bottlenecks and improve immunisation outcomes. 

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

· The proposed implementation arrangements including the role of government departments and civil society organisations. Please include a summary of financial management, procurement and M&E arrangements. 

	The current estimate of the population of Pakistan exceeds 180 million people, making it the sixth most populous country in the world. The immunization coverage in Pakistan has stagnated in the recent years; the proportion of fully immunized children remains somewhere between 43 to 62 percent and the DTP3 coverage estimates from various sources vary between 47 to 88 percent. Considerable differences also exist across geographic, social and political boundaries with significant inequity in service access and utilization for the poorest population. The percentage of children who are fully immunized also varies widely by wealth quintile. 
Main Bottlenecks for achieving immunization outcomes
The NISP project  developed for improving EPI performance in Pakistan is primarily based on the study conducted by the World Bank in 2012 (The Expanded Program on Immunization in Pakistan: recommendations for improving performance’). The system bottlenecks identified in the reference report were further endorsed by the comprehensive exercise undertaken through 2014 for developing cMYP in Pakistan. 

In general, the health system challenges of lack of policy direction after devolution, management issues with frail accountability mechanisms, financing insecurity with limited and weak human resource capacity have a direct as well as indirect impact on immunization outcomes.  While,  on the other hand, the immunization system also has its specific issues of  inadequate EPI program staff capacity, compromised quality of services, weak logistics and cold chain  capacity, poor monitoring and data quality, lack of surveillance and accountability in immunization with  inadequate community involvement. 

Pakistan as one of the last two remaining countries with endemic circulation, is still struggling to achieve polio eradication; and continuing campaigns for polio have further strained the already stressed routine immunization infrastructure in the country. The prevailing security situation, natural disasters and political instability have further impacted health service delivery in all provinces. The weaknesses and inefficiencies in the health system have resulted in about 40% higher cost per child for immunization resulting in increased financial loss to the economy. 

How objectives will address these bottlenecks? 

The proposed objectives will show the way for improved leadership, governance, coordination and integration, which is also the policy direction of both the National and Provincial Governments to move away from fragmented disease focused response to a more coordinated and integrated approach.  This will encourage further strategic investments by both the Government of Pakistan and health development partners to overcome the current ambiguity and post devolution challenges in an institutional and systematic manner. The HSS2 application will also guide further investments in coordination and integration to ensure beneficial impacts in the health sector beyond immunization.

Proposed objectives of HSS2 are expected to reduce child mortality through improving and sustaining the access, equity and quality of immunization services by development of both management and service delivery systems (in the context of the integrated service delivery system of Pakistan). The program will address the above mentioned bottlenecks through targeted investments in service delivery, vaccine management, program management, data quality and surveillance, demand side barriers and governance and sustainable resource mobilization systems and strategies. Wherever possible, these investments will be strategically and operationally linked through development of sector plans (NISP), national immunization plans (cMYP) and district level micro-plans, underpinned by a strengthened research and evaluation, and strengthening the information and surveillance system. 

A summary description of the population to be covered by the intervention 

Children under two years of age will be the primary beneficiaries of HSS2 as Pakistan national EPI aims to immunize all children below 23 months against nine vaccine preventable diseases. In addition, the population of children less than 5 years of age will also be targeted through Pakistan’s supplementary immunization activities (SIA) for polio and children less than 10 years for measles.  Beside them, child bearing aged women especially pregnant women will also be benefited by receiving protection against Tetanus through routine and time to time supplementary immunization activities. Special focus will also be given to marginalized populations of children in poor urban slums, hard to reach areas, nomadic population and IDPs in some areas of Pakistan. Achievement of this aim depends substantially on the presence of a strong routine immunization service delivery system. Equity focused activities will be concentrated in 33 neglected districts of Pakistan. These districts were selected based on security issues, health infrastructure, human resources, capacity of staff and polio priority districts (Attachment 20A). Furthermore, Pakistan is investing billions of dollars on Polio eradication, the sustainability of which, however, are  is heavily contingent upon an effective EPI program – particularly as Pakistan has introduced inactivated polio vaccine (IPV) into its routine schedule in mid-2015. This application aims to strengthen EPI in Pakistan at the critical endgame stage of polio eradication; hence, in the larger context, the ultimate beneficiaries of Gavi HSS grant will also include all the children globally.

Objectives and related budget for each objective

The HSS2 application in alignment with the cMYP has prioritized the following seven areas where GAVI support can play a significant role to improve coverage and equity in immunization service delivery in Pakistan: 

a) Programme management (Budget US$ 3.24 Million)

Increasing program management performance at federal, provincial and sub-provincial levels. 

This set of activities is intended to focus address management issues at federal and provincial levels to strengthen supervision, governance and accountability. Thus  in view of the changes in roles and responsibilities in post devolution scenario, there is a need to review and develop effective and efficient management structures at national and sub-national levels
b) Human resource management (Budget US$ 5.63 Million)

 Strengthen capacity, distribute and retain qualified/trained human resource for the immunization program. 
The activities focus increasing the competency of management level staff and vaccinators with a particular focus on capacity building of mid-level management. In addition SIS particularly LHWs &, LHVs will be trained as skilled immunization staff and will be utilized in order to address shortage of human resources to deliver immunization services. Furthermore, the federal EPI program would be responsible for the development of national training standards, manuals and guidelines, and to provide technical support to the provinces for trainings
c) Costing and financing (Activities under this objective will be carried out through government funds)
 Improve financial management and accountability of immunization program. 

These set of activities will address financial management component of health system ensuring transparent financial accountability, timely compliance to financing commitment and financial sustainability of the immunization program which will help to improve immunization outcomes

d) Vaccine, cold chain and logistics  (Budget US$ 41.00 Million)

Improving and sustaining uninterrupted supply of vaccines to immunization service delivery. 

The activities under this objective aim to build on the significant cold chain strengthening effort undertaken in HSS1, by extending adequate and functional cold chain systems to provincial and district levels, Main activities include, procurement and delivery of cold chain (US$ 24 Million), expansion of warehouse capacity, improvement of vaccine management by implementing EVM improvement plan, upscaling and expansion of vLMIS.(see attachment 6A)
e) Service delivery (Budget US$ 11.19 Million)

Strengthening capacity of immunization service delivery. 

These activities aim to contribute to sustainable immunization coverage increase, in low performing areas with particular focus on equity. Moreover, services and facility management would be improved, including integrating immunization services within maternal and child health services addressing continuum of care through life course. Thus, these activities will address service delivery bottlenecks in low performing areas of the country and hence, support equity objectives.
f) Monitoring, surveillance and reporting; (Budget US$ 18.55 Million)

Increasing performance of surveillance and routine monitoring/reporting.  
This objective will support the availability of reliable, verifiable, quality data and reporting mechanisms for program management. It will also provide evidence for introduction of new vaccine and to evaluate impact and safety related to new vaccine through development of AEFI surveillance and strengthen VPD surveillance. Immunization Monitoring Checklists” will be introduced in daily practice of Polio Eradication Officers and UC Medical Officers for increasing immunization coverage and geographic equity thus capitalize on polio assets for RI. 
g) Demand Creation (Budget US$ 3.77 Million)
Empowering communities and enhancing the health seeking behavior

The objective of this component is to use innovative strategies, to empower communities to access immunization services and promote positive behaviour among communities for acceptance and seeking of immunization services. The focus will be on development of socio culturally appropriate province specific communication plans, demand creation activities by involving CSO and building linkages between CSO and provincial EPI programs to have synergic coordinated activities.
Institutional/Implementation arrangements between the Federal EPI Cell and the Provinces:

The Federal EPI Cell/ M/o NHSRC will be responsible for coordination with the provinces and development partners for overall implementation including the fiduciary responsibility, delivering technical assistance to the provincial programs  for implementation, monitoring, review and reporting of the project management. In addition to that Federal EPI Cell will be directly responsible for the implementation of all immunization activities in the federally administered territories (AJ&K, FATA, GB & ICT).  Each provincial EPI cell will be responsible for independent program implementation with coordination being provided by the federal body. 
The existing institutional arrangements at the federal, provincial and district levels will be used for the purpose; and the implementing entities will coordinate with Departments of health (DOH), Finance Department, the Accountant General (AG) office and the concerned Audit offices in this regard. 
National Interagency Coordination Committee (NICC) will be the forum to review and endorse the work plan and budget. The principal framework and guiding strategy will be the National Comprehensive Multi Year Plan (cMYP 2014-2018) and the National Immunization Support Project (NSP 2015-16 to 2019-2020). On the basis of these guiding strategies and plans, Annual Work Plans and Plan of Actions will be developed by the provinces. These work plans at each level will reflect all Gavi HSS inputs with expected outputs/outcomes.
Civil Society Organizations (CSOs) will implement community mobilization activities for demand creation in low Immunization coverage and hard to reach areas with a special focus on urban slums. CSOs will also be involved in service delivery where Government is unable to provide EPI services. CSOs will be contracted out by the Federal EPI in coordination with provincial EPI programs. CSOs will be invited to submit EOI (Expression of Interest) and full proposals. Preference will be given to those who have presence across the country and/or in districts indicated by the provinces. The Federal EPI will channel required funds from the TA (Technical Assistance) component to the selected CSOs and will also be responsible for monitoring and TPE of the activities conducted by the CSOs.  

Financial & Fund Flow Mechanism 

The National Immunization Support Project (NISP) is a financing mechanism for implementation of the Comprehensive Multiyear Plans to align support for Routine Immunization (RI) from the World Bank, Gates Foundation, Gavi Alliance, USAID and other development partners. The NISP funds would be pooled in a multi donor trust fund (MDTF) to be administered by the World Bank for the potential US$ 84 m HSS grant from Gavi Alliance, and US$10 m from USAID together with US$ 50 m IDA credit from WB for subsequent disbursement.   The World Bank administered MDTF will function as the main recipient on behalf of the Government of Pakistan.
Once the HSS2 application is approved by the IRC (Independent Review Committee), the World Bank will sign an administrative agreement with Gavi for establishing the MDTF. Subsequently, Gavi will transfer all the HSS grant directly to the MDTF. 

The World Bank will sign a financial and grant agreement with Economic Affairs Division, Government of Pakistan. The financial agreement (FA) will specify the procurement mechanisms including direct contracting with UNICEF for specialized requirements including vaccine and cold chain. The provinces will sign project agreements outlining specific provincial components.  The Bank will establish the MDTF with a provision of pass through financing mechanism for UN technical agencies (with no administrative oversight) the amounts of which shall be defined during negotiations. Funds will be transferred from the MDTF to UN agencies without any additional costs. Government of Pakistan will make final decisions on any cost implication issues related to channelling fund from the MDTF to UN agencies.  

The Ministry of National Health Services, Regulations and Coordination Division (MoNHSR&C) will sign a Memorandum of Understanding (MoU) with UNICEF to complete procurement process, based on the signed financial agreement.

The World Bank and Gavi discussed different aspects of institutional arrangements in October 2015. PC1 have been submitted to the Planning Commission for approval. PC1s will be approved soon. It is expected that all the processes and agreements will be completed by March 2016. Financial Management Assessment has been completed and currently activities to strengthen Financial Management are being undertaken.
NISP has two main mechanisms from a financing perspective. First mechanism is related to achievement of agreed DLI (Disbursement Linked Indicators) targets and second mechanism is Technical Assistance to support project implementation. 

The DLI approach for the transfer of funds entails that release of each tranche will require a set of DLIs to be achieved for the transfer to occur. In addition, further concessions in credit would be tied to the performance indicators. 

For DLI, the Federal EPI unit will be responsible for processing and submitting of fund release applications on behalf of all the four provinces and the federating areas.  This documentation will be reviewed by the NICC in its six monthly review and cleared for submission to the Bank. Upon review and endorsement of the application(s) by the ICC, the Bank will disburse DLI-based funds to Provincial Finance department consequent upon the achievement and verification of the DLIs.  A one-time advance will be provided upon project effectiveness for the next one year. Local currency shall form the transaction basis for the operation’s accounting and reporting. Disbursements will be report-based where advance equivalent to six months forecast will be provided in the first instance and subsequent biannual Interim Financial Reports (IFRs) will be the basis of documentation of the expenditures. The Federal EPI Cell will be responsible to prepare project level IFRs and consolidated Annual Financial Statements at the project level. The Auditor General will conduct the project audit annually and submit the audited financial statements to the Bank within 6 months of the close of the financial year. 
Procurement arrangements
The procurement of services (TS/TA & third party hiring for evaluation) and procurement of goods (cold chain & other equipment) will be undertaken using the HSS grant. The Federal EPI Cell will be responsible for carrying out the procurements under the TA component of project. Procurement of services will be carried out in accordance with the PPRA rules and World Bank’s guidelines on procurement and employment of consultants as well as the provisions stipulated in the Financing Agreement wherever applicable. 

Under the signed financial agreement (FA), procurement mechanisms including direct contracting with UNICEF for specialized requirements for procurement of vaccine and cold chain will be defined. The established MDTF mechanism will have provision of pass through financing for UN technical agencies (with no administrative charges). In this context, Mo/NHSR&C will sign separate Memorandums of Understanding (MoU) with UNICEF for procurement of cold chain and related equipment and WHO for technical assistance including procurement of services. 

M&E arrangements 

The proposed M&E framework is aligned with the reporting requirements under NISP and efforts have been made to ensure that the reporting burden is decreased by having all partners aligned to one reporting mechanism. The M&E framework is part of overall performance based framework for all Gavi grants for Pakistan and include specific country tailored indicators in addition to the overall core indicators. The main focus of M&E would be on data quality including LQAS, validation, surveillance, on-line reporting and regular dissemination of results to the public and the media for accountability. Emphasis will also be given to revision of the existing micro plans, data analysis and reporting systems to ensure an acceptable level of quality within the reports generated by the Federal & Provincial EPI. In this regard, establishment of automated MIS for data validation by the District Health management and use of technical advancement through effective and sustainable vLMIS will be ensured.

At the country level the NICC will be entrusted with the task of reviewing M&E the program reports, progress on the agreed results, review of achievement of DLIs and providing strategic guidance to the program to unable achievement of set targets. The NICC will meet quarterly to review the program, every six months the NICC will invite all technical and development partners for supervisory missions and arrange field visits etc to coincide with the Bank’s supervision missions and review reports and observations from the field. Annually the NICC review will be coordinated with the GAVI Joint Appraisal mission. 
Specific Steering Committees for immunization will be established at the Federal and Provincial levels and will meet bi-annually to review the physical and financial progress as well as annual work plans - including procurement and training plans. 

The routine of bi-annual review by the provincial coordination committees and monthly review meetings at district level will be adopted for the purpose of operational & HR management, monitoring and supervision including data validation, analysis and reporting.  

At the field level, the vaccination microplans will be reformulated on the pattern of Polio microplans and attempt will be made to computerize them. The vaccination staff shall be reporting on the basis of the microplan and reports shall be cross checked with the logistics information pertaining to vaccines. 

The first level supervisors shall be tasked with performing LQAS sampling of each union council at least once quarter based on the reported coverage. The district level supervisors shall be responsible for having conducted an LQAS of each Union council at least once in a calendar year. 

In addition to the internal validation a Third Party shall be hiored to conduct an external validation through the EPI 30 cluster methodology. The TPE will cover 25% of districts in each province every quarter and thus at any point in time data will be available for all areas. Once the first round is completed. 
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	4. Acronyms

	· Please detail the full version of all acronyms used in this proposal, including in the HSS M&E Framework (Attachment 5) and in the Budget, Gap Analysis and Workplan Template (Attachment 6).

	Acronym
	Acronym Meaning

	AEFI
	Adverse events following immunization

	AJK
	Azad Jammu & Kashmir

	BAL
	Balochistan

	BCG
	Bacille-Calmette-Guerin vaccine

	BHU
	Basic health unit

	CCEM
	Cold Chain Equipment Manager

	CES
	Coverage Evaluation Survey

	CDA
	Capital Development Authority

	CDWP
	Central Development Working Party

	CHC
	Community health centres

	CMW
	Community midwife

	DDHO
	Deputy District Health Officer

	DDM
	Direct disbursement mechanism

	DDO
	Drawing and Disbursement Officer

	DHO
	District Health Officer

	DHS
	Director Health Services

	DHIS
	District health information system

	DoH
	Department of Health

	DPT
	Same as DTP

	DTP
	Diphtheria, Tetanus and Pertussis (vaccine)

	ECNEC
	Executive Committee of the National Economic Council

	EDO
	Executive District Officer

	EPI
	Extended program of immunization

	EPHS
	Essential primary health services 

	FATA
	Federally Administered Tribal Areas

	FIC
	Fully immunized child

	FY
	Fiscal year

	GAVI
	Global Alliance for Vaccines and Immunization

	GB
	Gilgit-Baltistan

	GFHSS
	Global Fund Health Systems Strengthening

	GVAP
	Global Vaccine Action Plan 

	HR
	Human resources

	HSS
	Health system support

	ICS
	Immunization (system) component specific

	ICT
	Islamabad Capital Territory

	IPV
	Inactivated polio vaccine

	ISS
	Immunization system support

	ISCL
	Immunization Supply Chain & Logistic

	JICA
	Japan International Cooperation Agency

	KAP
	Knowledge, attitude and practice 

	KP
	Khyber-Pakhtunkhwa

	LHV
	Lady health visitor

	LHW
	Lady health worker

	MCH
	Maternal and child health

	MDGs
	Millennium development goals

	MDTF
	Multi Donor Trust Fund

	MLM
	Mid Level Manager

	MNCH
	Maternal, newborn and child health

	MoNHSR&C
	Ministry of National Health Services, Regulations and Coordination Division

	MoU
	Memorandum of understanding

	NEAP
	National Emergency Action Plan for polio

	NICC
	National Interagency Coordination Committee

	NISP
	National Immunization Support Project

	NSC
	National Steering Committee (for EPI and for PEI)

	OPV
	Oral polio vaccine

	PDHS
	Pakistan Demographic and Health Survey

	PC1
	Planning Commission Form 1

	PEI
	Polio Eradication Initiative

	PM&DC
	Pakistan Medical & Dental Council

	PNC
	Pakistan Nursing Council

	PPHI
	People’s Primary Healthcare Initiative

	PPRA
	Public Procurement Regulatory Authority

	PSLM
	Pakistan social and living standards measurement survey

	PUN
	Punjab

	RED
	Reach every district

	REC
	Reach Every Community

	REUC
	Reaching every Union Council

	RHC
	Rural health center

	SBP
	State Bank of Pakistan

	SCM
	Supply Chain Management

	SIA
	Supplementary Immunization Activity

	SIS
	Skilled Immunization Staff

	SOPs
	Standard operating procedures

	SWOT
	Strength, weaknesses, opportunities and threats

	THQ
	Tehsil Head Quarter

	TPM
	Third party monitoring

	TT
	Tetanus toxoid

	UNICEF
	United Nations Children Fund

	USAID
	U.S. Agency for International Development

	vLMIS
	Vaccine Logistics Management Information System

	WHO
	World Health Organization


	PART C– SITUATION ANALYSIS 

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

	5. Key Relevant Health and Health System Statistics

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

· In the textbox below the tables please provide the most recent statistics for the key health, immunisation, and health system indicators by referring to the most recent EPI Review, Health Sector Review or DHS. Please also attach the source document. 
· If there is an existing coverage improvement plan / equity analysis and action plan, whether supported by Gavi, please list key findings/recommendations 

· Where possible, data on the key statistics should be presented showing: rates for early marriage, maternal and infant mortality, vaccine coverage by wealth quintile differences, and coverage disaggregated by sex. Data on vaccine coverage by maternal education should also be included if available.
· If available, disaggregated data for the key statistics indicators showing differences by geographic location (region / province) and urban / rural should also be included in the space provided after the table.
· If relevant, please include information on the impact on the health system of refugee or internally displaced populations, whether due to natural disaster or conflict.
· Please include activities related to addressing equity issues or particular populations such as IDPs in sections 11 (Objectives of the Proposal) and 12 (Description of Activities). 

	Vaccines Currently Used by the Immunisation Programme

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

	BCG 0.05 ml
	1978
	

	OPV- 2 Drops
	1978
	tOPV-bOPV switch is planned in Q2 2016

	Measles 
	1978
	Second dose introduced in 2009

	Tetanus Toxoid TT 
	1978
	

	Hepatitis-B 0.5 ml
	2002
	Monovalent Hep B switched to tetra valent (DPT-HepB in 2006 and to penta valent in 2009)

	Pentavalent 0.5ml
	2009
	Wastage 5 %

	Pneumococcal 0.5 ml
	2012
	Wastage Rate 10 %

	IPV
	2015
	IPV introduced in 2015

	Vaccines Planned for Future Use by the Immunisation Programme

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

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

(Requirements for cold chain, human resources etc)

	Rota Virus Vaccine


	Sept  2016


	Process for submitting application for the introduction of Rota vaccine will start in Q1 of 2016
	Plan for vaccine introduction has been taken into account in the HSS application like strengthening of cold chain management system, vaccine and logistics management information system etc

	MR
	Sept / 2017
	
	No -After the completion of IPV introduction, country plans to apply for the vaccine through a separate proposal

	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. 

	Country context

Pakistan Government is a federal democracy comprising of four major provinces namely Punjab, Sindh, Balochistan, and Khyber Pakhtunkhwa and four federating areas of Gilgit-Baltistan, Federally Administered Tribal Area (FATA). Azad Jammu& Kashmir (AJ&K) and Islamabad Capital Territory. The Gender Inequality Index for Pakistan is 0.567 and is ranked 123 out of 186; wherein, almost 55% of females above 15 are illiterate. Moreover, 36% of the population is under 15 years of age.

Health Status

It is important to note that life expectancy at birth has been progressively increasing from 63 in 1993 to 66 in 2012. Furthermore, infant and under-five mortality rates in the past five years are 74 and 89 deaths per 1,000 live births, respectively. Considering these high mortality rates, it is evident that 1 in every 14 Pakistani children die before reaching first birthday and 1 in every 11 do not survive to their fifth birthday. Nevertheless, infant mortality has decreased by 19 percent and under-five mortality has decreased by 24 percent over the same period. Interestingly, childhood mortality is relatively higher in Balochistan and Punjab than in the other provinces. (PDHS: Pakistan Demographic and Health Survey 2012-13).

Trends in childhood mortality - National
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Trends in immunization coverage among children age 12-23 months

PDHS 2012-13 found that there has been a slow improvement in the percentage of fully immunized children aged 12-23 months, from 47 percent in 2006-07 to as much as 54 percent in 2012-13. At current rates of improvement (7% in 7 years, ~1% per year) Pakistan would only reach GVAP targets for national coverage in another ~23 years Moreover, the percentage of children not receiving any of the six basic immunizations has decreased insignificantly since 2006-07, from  6 percent to 5 percent only. On the contrary, although the coverage of the first dose of the DPT was relatively high (79 percent), only 65 percent of these children went on to receive the third dose of DPT, which suggests that there was a large drop out of 14 percent between the first and third dose of the DPT.
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Inequities in immunization coverage

Pakistan the sixth most populous country of the world having a total population of 184.5 million
 with surviving infants of 4,301,000.  In 2012, the WHO/UNICEF estimates indicated that Pakistan had achieved 81 per cent DPT3 coverage and based on this, there are a total of 817,190 
unimmunized children in the country.  Different surveys carried out in last five years demonstrate inequities in vaccination across different provinces and districts.

Pakistan has the fifth largest number of unimmunized children in the world, and provinces like Baluchistan and Federally Administered Tribal Areas (FATA) have much lower coverage rates than the rest of the country. Only 16% of the children are fully immunized in Baluchistan compared to 66%
 in Punjab.

National coverage estimates often mask sub-national differences in performance. Disaggregation of national immunization cover-age data can reveal areas with low access to and utilization of immunization services. To identify the key determinants in access and coverage of immunization, UNICEF Pakistan undertook the desk review using the latest available survey data including the Pakistan Demographic Health Survey (PDHS 2012-13), Pakistan Social Living Standard Measurement Survey (PSLM 2010-11), System indicators, Child well-being indicators, EPI reviews, annual progress reports, plan of actions for EPI for the previous years and the reported data to look at the national and sub-national level of inequities in immunization. Furthermore, Polio high risk districts were also taken into account as a proxy indicator for weak Routine Immunization (RI).
Analysis revealed no significant difference across gender. However, consistent geographic and socioeconomic inequities across ten pilot districts was detected, which is in line with the findings of PDHS 2012-13 that reveals that the immunization coverage among urban children is higher as compared to the rural children. Similarly, immunization coverage rates among children from households in the highest wealth quintile are higher as compared to the children from households in the lowest quintile.  This trend is consistent in PSLM 2011-12 where 82% of the children from highest wealth quintile are fully immunized compared to 41% in the lowest quintile with absolute disparity between poorest and richest quintile (5th – 1st ) of 41%. It also shows that poverty is the main underlying factor, with children in the poorest household having immunization coverage rates that are one third of their counterparts in wealthier households. Furthermore, marked differences exist in the immunization coverage between children of women with no education (40 percent) and children of women at the middle, secondary, and higher educational levels (74 percent and above).
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In the last quarter of 2014, UNICEF shifted its focus from Reach Every District (RED) to Reach Every Community (REC) approach. In “REC” analysis different sets of data were reviewed and PSLM 2012-13 (latest available survey at the time of analysis) was used to identify the social characteristic and resultant population groups associated with lowest immunization rates in the districts by using different data sources. Thirty three districts were identified across all four provinces with highest number of not Fully Immunized Children (FIC). Attachment 20A presents name of 33 districts identified through equity analysis with system barriers.
Figure 1: Analysis by district, Fully Immunized Children percentage vs. Economic Deprivation & No. of children not fully immunized, Pakistan
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Despite the fact that childhood immunization coverage in Pakistan has increased substantially since 1990, data shows us that some groups of children are significantly less likely to benefit than others.

Children and their families continue to suffer from displacement due to security operations in the Federally Administered Tribal Areas (FATA). IDPs living off-camp are using existing available social services in KPK, which are already insufficient for the settled population and local communities, and to meet minimum humanitarian service delivery standards. The displacement period actually offers an opportunity for government and humanitarian actors to reach previously unreached children with services.
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	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 8. 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. 

	Please refer to the Comprehensive Multi Year Plan (cMYP 2014-2018) included as attachment 11 (National CMYP 2014-2018.pdf) for detailed analysis of the sector and its future directions.

Pakistan Health System: 

Pakistan healthcare system is 3-tiered, comprising of primary, secondary and tertiary care level. In addition there are community level health services provided by extensive network of health houses operated by LHWs. However, health care delivery system has grown exponentially during the past three decades, with an increasing number of programs, projects, interventions and facilities which are supported by different levels of government and/or development partners.  The health care delivery system includes both state and non-state; and profit and not for profit service providers. The provincial and district health departments provide services mostly through vertically approach. Recently provinces are in process of integrating health services delivery which is in various stage of implementation. Immunization services are also provided as part of more comprehensive horizontal service delivery by secondary and tertiary care public hospitals, para-statal organizations, social security institutions, non-governmental organizations (NGOs) and private sector.
It is worth mentioning that after devolution, a new ministry of National Health Services, Regulations & Coordination was established at the federal level on May 3rd, 2013 to address institutional fragmentation through transferring health related subjects at the federal level scattered in various federal ministries and divisions. 
For the purpose of the application, the health system of Pakistan has been analysed on the basis of the WHO health system framework comprising of six building blocks, namely governance, human resource, health care financing, medical products and technology, service delivery and health information. 

1.  Governance

After devolution the federal ministry of NHSR&C is mandated to preform following function:
1. National Planning and coordination in the field of health.

2. Dealings and agreements with other countries and international organizations in the fields of health, drugs and medicines.

3. International aspects of medical facilities and public health; International Health Regulations; Port health; health and medical facilities abroad.

4. Scholarships/fellowships, training courses in health from International Health Agencies such as W.H.O. and UNICEF.

5. Medical, nursing, dental, pharmaceutical, para-medical and allied subjects;-

(a) maintenance of educational standards;

(b) education abroad; and

(c) educational facilities for backward areas and for foreign nationals, except the nomination of candidates from Federally Administered Tribal Areas for admission to Medical College.

6. Standardization and manufacture of biological and pharmaceutical products.

7. Medical and health services for Federal Government employees.

8. National associations in medical and allied fields such as the Red Crescent Society and T.B. Association.

9. 
(i)
Legislation pertaining to drugs and medicines, including narcotics and psychotropics, but excluding functions assigned to the Pakistan Narcotics Control Board;

(ii)
Administration of Drugs Act, 1976; and

(iii)
Poisons and dangerous drugs.

10. Prevention of the extension from one Province to another of infectious and contagious diseases.

11. Lunacy and Mental deficiency.

12. *Administrative control of the Pakistan Medical Research Council.
13.  Rresearch 
14. Resource mobilization
*Added vide SRO 135(I)/98, dated 3.3.1998
The mandates of provincial Departments of Health covered policy, monitoring, and evaluation, medical and nursing education and tertiary care service delivery. Furthermore, district administrations were to be held responsible for implementation, monitoring and supervision, management of healthcare delivery at and below the District Headquarter Hospitals (DHQHs) and implementation of federal vertical programs at the district level. After the devolution of vertical programs, the provincial governments assumed the role once played by the federal government. Provinces have delegated authority for vaccine procurement back to the federal level till 2015. Devolution has also led the need to clarify roles and responsibilities of Provincial Health Departments to support immunization in the light of new health set-up.
2.  Human resources 
Human resource in health includes the cadres of nurses, doctors, health administrators and managers at all levels along with paramedics like the vaccinators and community health workers such as  lady health workers and community midwives. 
Pakistan has been suffering from a variety of challenges related to human resources for health (HRH). The major HRH challenges include lack of HRH policy, review and updating of job description, with inadequacy and gaps in skills and competencies. . Immunization services are largely provided through the vaccinators and other skilled immunization staff (SIS) like LHWs, LHV, nurses etc. National cMYP revealed that although most of existing vaccinator positions   is filled and there is negligible staff turnover, the ratio of vaccinators and all SIS per 10,000 population is only 0.58 and 1.52 respectively. According to provincial cMYPs, existing vaccinator posts constituted 72% of their requirement. However, more detailed analysis of the workload of SIS expressed in full time equivalents (FTE) by staff categories and profile of workload (PEI and non-polio related EPI activities) revealed 45% shortage of SIS for EPI service delivery. 

3.  Finance 

Currently Pakistan is spending 0.42 percent of its GDP on health care services. The latest National Health Accounts indicates that of total health expenditure in Pakistan, 36% is  funded (“financing sources”) by public sector. Out of total public sector health expenditures, 21% are funded by the federal government where 60% comes from its civilian part and 40% from its military setup. Over 62 % of the health expenditures are funded through private sector, out of which 88% is out of pocket (OOP) health expenditures by private households. Development partners/ donors organizations have only 2% share in total health expenditures (NHA 2011-2012). 

The total resources required for immunization program during 2014-2018 is US$ 2,612.1 million. Whereas, the financing gap is estimated at around US$ 400 million over 5 years (2014-2018) (Source: Executive Summary, cMYP 2014-2-18). Per-capita cost (routine only) and per DTP3 child (Routine only) vary by provinces being US$ 1.13 and US$129 respectively in Balochistan whereas these were US$0.48 and US$20 respectively in Punjab. 

Financing arrangements for EPI are mainly from the development side requiring development of PC-1 and approval of Planning commission every three to five years. This procedural requirement is further compromised  due to processing in multiple set ups  with limited co-ordination and  different fund flow and reporting mechanisms leading to delay in  flow and actual availability of funds and weak accountability. This has resulted in the  country  facing d repeated defaults in meeting its vaccine co-financing obligations. 
4. Medical products and Technology

Application of technology has the  potential  to play a key role in strengthening health care system in Pakistan. 

The public sector procurement in Pakistan is centralized as well as  decentralized. It is centralized under the responsibility of the Public Procurement Regulatory Authority (PPRA) and is framed by Public Procurement Code consisting  of PPRA Ordinance 2002, Public Procurement Rules 2004, Public Procurement Regulations 2008 and Consultancy Services Regulations 2010. There  is federal as well as  provincial Public Procurement Regulatory Authority (PPRA) in Pakistan; and the Provincial authorities apply their own procurement rules. 
In order to ensure uninterrupted supply of vaccines in support of the immunization programme, it is important to ensure both vaccines and adequate cold chain equipment at international quality requirements  and in line with WHO pre-qualification standards. In addition to availability of quality products, the handling and management of these  products is a key to ensure the delivery of successful health services. This – entails  a focus on improving both the vaccine management practices and  introduction of new technology to  support and  strengthen  the weak areas indicated in the EVM assessment in Pakistan. In this regard, the   areas acquiring lowest score in EVM assessment include: Distribution

· Data System & HR Management

· Stock Control

· Maintenance

· Storage capacity.

Even though,  it is important to address all areas of the EVM assessment, the above listed aspects  require special focus since  improvement would contribute significantly to strengthening the  vaccine management in Pakistan.

In 2012 UNICEF conducted a Vaccine Management assessment, which among other gaps indicated significant system wastage. In response, the country introduced vaccine Logistics Management Information System (vLMIS) with support of DELIVER project, USAID as a pilot in 54 polio high risk districts. The aim was to deal with challenges of data management on vaccines and ensure high quality reliable data availability to enable informed decision making. vLMIS also has the potential to support better control and transparency of stock management and distribution of vaccines, including adherence to EEFO as well as managing the storage capacity vis-à-vis the stock and in pipeline deliveries.
It has since then been rolled out in 86 districts of Pakistan. Once the key challenges with the vLMIS with regards to the application at district and provincial level have been addressed, the vLMIS will be upscaled to additional districts in Pakistan. 
5. Service delivery 

At present, Pakistani health care system endeavours to deliver healthcare through a three level healthcare delivery system through  a range of public health interventions. The first level includes Basic Health Units (BHUs) and Rural Health Centres (RHCs) forming the fundamentals of the primary healthcare model. The secondary care encompasses first and second referral facilities providing acute, ambulatory and inpatient care through Tehsil Headquarter Hospitals (THQs) and District Headquarter Hospitals (DHQs) and tertiary care includes more advanced care available in the  teaching hospitals.  
Essential health service  package (EHSP) has been developed to ensure universal health coverage. The package include minimal basic and essential health services in addition to defining physical infrastructure, staff, equipment and supplies necessary to deliver these services. 
Health care is provided by both public and private sector in Pakistan. However, private sector is poorly regulated with absence of accurate information on  the number and categories of private health care providers and the quality of health care. Model of public-private partnerships has also been tried in some areas, for instance, People’s Primary Healthcare Initiative (PPHI) manages the majority of BHUs in KP and Sindh (cMYP 2014-2018). 

EPI service is provided free of cost mostly through public sector delivery system. One third of this service is provided through 7000 fixed centres  and the rest provided through the outreach services (vaccinator &LHW). Limited number of private facilities also provides EPI services, mostly in urban areas. 

6. Health information 
Health information and disease surveillance in Pakistan  is undertaken through several vertical health information and surveillance systems, resulting in duplication of efforts and inefficient use of resources. These systems include DHIS/HMIS, Vertical Health Programs (LHWs, HIV AIDS, TB, EPI and Malaria), Population & Welfare Department Information System, Service Statistics, Logistics, Financial & Human Resource MISs, DEWS and several surveillance databases/ dashboards operating according to their specific needs and respective capacities. Most of these systems   inadequately address the needs from the perspective of the policy makers, programs and the utilizers.  There is also a need to explore the feasibility of data sharing and linkages among health information systems of public and private sector including thepara statal organizations and armed forces institutions to enable reflection in the overall health statistics and reporting of indicators at the national and international level.

Use of data through analysis and presentation of information targeted at the needs of the user, is critical for utilization for  evidence based decision making. This capacity needs to be built at the district, provincial and federal levels. Managers at all levels, particularly at district level, seldom have adequate capacity to analyze and utilize local information appropriately. This is further compromised by the use of unreliable data regarding services provided or about the disease burden. 
In addition to routine information flows in healthcare, there are several periodic surveys such as PDHS, PSLM, MICS  provide valuable insight regarding the health status of the population and delivery of health services. 
Furthermore, Pakistan Logistics Management Information System (LMIS) provides a modern and unified platform to manage commodity supplies in three areas: vaccines (vLMIS), contraceptives (cLMIS) and TB (TB-DMIS). 
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	7. National Health Strategy and Joint Assessment of National Health Strategy (JANS)

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

· If a JANS has been conducted, please provide the JANS report as an attachment.

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

	Post devolution, the constitutional context did not allow for the development of a national health plan. However, the Mo NHSR&C is currently in the process of developing the ‘National Health Vision’ for the next five years through an  extensive consultative process which also includes health in addition to other sectors.   The vision document is in alignment with and derives from the Provincial Health Sector Strategies which have been developed and approved by all the provinces. 

The national EPI policy, National Comprehensive Multi Year Plan (cMYP 2014-2018), the National Immunization Support Project (NISP 2015-16 to 2019-20) and PC-1 of four provinces are the reference documents, all of which  outline immunisation policies, objectives, and activities. 
As of August 2015, no Joint Assessment of National Health Strategy (JANS) process has taken  place in the country. 

Draft National Health Policy Framework (January 2015)

This draft document prepared by Mo NHSR&C in January 2015 outlines the overall seven strategic areas of focus along with the challenges and vision for each. Strategies are focused on issues of accountability, efficiency, quality and equity. EPI will be addressed primarily as an integrated approach through implementing package of quality basic Essential Health Services. The draft document does not  set targets. 
The Federal government will work with the provincial Health departments to help define a package of essential services for primary care outlets as well as an outline for a more comprehensive elective package for higher level care, primarily focusing on curative, preventive, promotive and rehabilitative services.. This package will define the minimum essential preventive, promotive and treatment services for communicable & non communicable diseases, MNCH and nutrition, to be provided nationally and the appropriate staffing levels, skills mix, and resources required to deliver them at the prescribed standards. The defined services will also outline pathways for referral and handling of emergencies. The package will prioritize particular conditions and will focus on integration into existing services. 

The World Bank at the request of the Secretary of Health, Government of Pakistan conducted an assessment of the EPI  from January to June 2011 by a group of independent local and international experts. This assessment provided recommendations to improve programme performance in short and medium terms, within the context of the newly developed health sector. These recommendations were made as a way forward for the federal, provincial and district levels, included:

(i) increasing focus on supervision, monitoring and evaluation; 

(ii) considering performance-based incentives; 

(iii) exploring partnerships with the private sector; 

(iv) expediting polio eradication initiatives; 

(v) improving management; 

(vi) increasing targeted capacity development;(vii) concentrating on the target age group for immunization; 

(viii) developing socially acceptable strategies; 

(ix) developing a human resource strategy and implementation plan and 

(x) improving planning at the local level.
. The proposed NISP builds on these recommendations and reflects the action plans for EPI that have been developed by the provincial governments, as well as guided by the National EPI Policy and Strategic Guidelines (2015). Furthermore, the proposed NISP is firmly anchored in the Comprehensive Multi Year Plan (cMYP) for Immunization prepared by the government in close consultation with WHO and UNICEF. The NISP is a financing mechanism for the Comprehensive Multiyear Plans - aligning support for Routine Immunization from the World Bank, Gates Foundation and Gavi Alliance.

In this regard, it is important to add that Federal and Provincial EPI programs designed the NISP to avoid displacing government resources for EPI, in order to ensure the sustainability of the system at the end of project implementation. Therefore, rather than providing supplementary finance, it aims to regularize and strengthen the government systems supporting routine immunization with a focus at the provincial level. In short, NISP is designed as a one off management and structural reform of EPI to revamp the infrastructure, review and reorganize the management structures, review and adjust human resource requirements and streamline reporting mechanisms to enable real time reporting of data and enhance analytic capacities. Furthermore, new innovative approaches are proposed to increase immunization coverage in urban and peri-urban areas, including contracting out of service provision to CSO/NGOs, enhanced engagement with the private sector, demand creation through voucher schemes, integrated service delivery and the use of enhanced planning and monitoring tools.  

Hence, the NISP will address the issues noted above by:

· Providing a single financing platform to coordinate three major sources of international support for Routine Immunization, namely, World Bank, Gavi and the Gates Foundation, 

· Using standard government budgetary and accounting mechanisms to deliver the majority of funds directly to the federal Ministry of Finance and provincial Departments of Finance. 

· Introducing a performance-based financing structure to incentivize outcomes which are aligned with the endorsed national comprehensive multi-year plan for immunization. 

· Channelling catalytic finance and technical assistance to address health system bottlenecks and build management and reporting systems needed to monitor these results to enhance accountability. 
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	8. Monitoring and Evaluation Plan for the National Health Plan

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

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

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

	The Monitoring and Evaluation framework for immunization for the cMYP 2014-2018 is included in the attached cMYP (page 57 and 39). In addition to that, NISP also contains the Results Based Framework for the Federal EPI, federating units and four provinces. Furthermore, each provincial cMYP also has M&E framework.

Sources of Data

Sources of data for M&E include indicators collected through routine reporting in the health information system, and population based health surveys. At present, the Government of Pakistan periodically carries out two population based surveys: 1) Pakistan Demographic and Health Survey (Frequency: 5-6 years interval) and 2) Pakistan Social and Living Standard Measurement Survey (PSLM) (Frequency: every two years). Coverage evaluation survey will be conducted from 2016. . Attempts will be made to ensure that these surveys are reliable, credible and could be conducted regularly. Data from coverage evaluation survey will be able to show progress. The M& E framework attached as attachment 5 describes the indicator name, source of data, year of baseline and target for 2015. These indicators are sourced from the routine information system and/or population based surveys, and are largely taken from the existing cMYP 2014-2018 targets.

Implementation of M & E 

Federal EPI is mandated to coordinate, monitor and evaluate  programme performance in provinces and administrative areas, and provide corrective measures and policy guidance. Provincial EPI teams are responsible for data collection, performance measurement, reporting and analysis of the progress of program implementation (as outlined in respective sections of provincial cMYPs).

The Federal EPI synthesizes provincial immunization program performance reports annually and prepares the national (progress) report to share with in-country stakeholders and international partners. In addition, the Ministry has also taken the policy decisions to engage national EOC (Emergency operation cell) for polio to monitor RI performance.

Moreover, the Ministry of MONHSR&C has recently notified the ‘Health Planning System Strengthening & Information Analysis Unit’ (HPSI) for overall monitoring performance of the health sector. The focus of HPSI  unit will be to ensure that the scope of monitoring is wider than just assessing project deliverable and also  includes review of  overall performance, emerging gaps, partnerships, resource requirements, with particular attention to achieving the targets and improvement in health indicators including  EPI. 
In addition to that, the monitoring and evaluation of  HSS2 will be undertaken through Annual Joint Appraisal and  regular periodic meetings of the National Inter-Agency Coordination Committee (NICC), which involves representation of the main departmental stakeholders (MONHSR&C, Federal and Provincial EPI), development partners and CSOs. 
The framework attached as attachment 5 will provide the main template for monitoring progress. Routine health information data collection and analysis is proposed to be supplemented with joint monitoring and evaluation and the conducting of research and evaluation studies/surveys.

Joint Appraisal

The joint appraisal is an annual, in-country multi-stakeholder review of the implementation progress and performance of Gavi support to Pakistan, and of its contribution in  improving  immunisation outcomes. While some of the analysis required for this appraisal may be available from recent reviews of the immunisation programme, it should not be viewed as a review of the national immunisation programme.

The joint appraisal is undertaken by a “joint appraisal team” usually comprising of the following stakeholders: 

· Relevant staff from the ministry of health of the Gavi-supported country; 

· Members of the National Inter-agency Coordinating Committee (ICC) including civil society organisations if appropriate; 

· Staff from Alliance partner organisations; and 

· Relevant Gavi Secretariat staff. 
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	9. Health System Bottlenecks to Achieving Immunisation Outcomes

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

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

· Which of the above specified bottlenecks will be addressed by the current proposal? Which bottlenecks are addressed by other national or externally supported programmes? Please refer to section 13 on the results chain to highlight linkages between bottlenecks identified and objectives and immunisation outcomes.  
In order to keep this section concise, please summarise the key bottlenecks and provide references to the relevant sections in existing bottleneck analyses.  Please ensure the referenced analyses are provided as attachments.

	The health system still faces a number of challenges in Pakistan,  despite improvements in the health outcome indicators over the past decade. The cMYP 2014-18 clearly recognizes these challenges that include: low availability of skilled immunization staff, low routine antigen coverage, inadequate allocation of financial resources, disintegrated information systems, limited used of data in planning and decision making, limited access to primary health care in urban slum and remote areas, poor security conditions, gender and health equity issues, and  high burden of communicable and non communicable diseases.   

 Within the broader health system, immunization-specific bottlenecks  identified more precisely in the SWOT analysis of cMYP 2014-2018  which were cross-cutting in nature and  affecting all seven components of the immunization system  include:

Federal

· Inefficient use of resources due to poor integration of PEI and routine immunization infrastructure and operation;
· Inadequate staffing of the Federal EPI; 

· Weak technical capacity at the Federal EPI (Program management, Monitoring and evaluation and surveillance);
· Procurement and financial management capacity of staff;
· Complex and inefficient governance (supervisory and coordination); 

· Arrangements and AEFI policy is not implemented;
· Weak vaccine management incl. weak capacity for timely and adequate vaccine procurement and financial management; and,
· Weak vaccine management including weak capacity for timely and adequate vaccine procurement and financial management (significant delays in procurement and adequate vaccine procurement, which has resulted in recurring stock outs – placing “uninterrupted vaccine supply” to provinces at risk. Most recently related to TT and BCG, previously also to measles vaccines). 

Provincial

· Insufficient number of fixed EPI Centers; 
· Substantial shortage of skilled immunization staff for routine immunization; 
· Overburdened and demotivated EPI staff (Sindh, Punjab);
·  UC micro plans not implemented (except Sindh and KP); 
· Inadequate transport facility for vaccinators (except Punjab); 
· Deficient or poor quality outreach services; 
· Insufficient number or outdated cold chain equipment; 
· Poor vaccine management and weak capacity for vaccine forecasting in the absence of reliable VM data   and weak procurement and financial management;
· Understaffed Provincial EPI  and no technical EPI staff at sub-provincial levels; and,
·  Insufficient and unreliable funding of immunization and lack of community awareness of the importance and benefits of immunization. 
Therefore, in order to prioritize the key areas that could be addressed through an HSS focus, the SWOT analysis of cMYP was again critically reviewed and analysed during the consultative workshops specifically organized for developing this proposal.

Guidance was also drawn from the   the GAVI Alliance Pakistan Approach Paper 2014, which reviewed the existing health structures after 18th amendment and analyzed the barriers / challenges towards expanding immunization coverage in Pakistan. 
Hence, the following  issues  were prioritized for consideration under GAVI HSS2 support:
Bottleneck 1  Program Management 
EPI programs both at federal and provincial level face many challenges with regard to program management and  are  therefore  unable to achieve the expected reduction of Vaccine Preventable Disease (VPD) burden. One reason for the poor performance was the reduced focus on EPI (funding and technical assistance) in relation to other specific campaigns (for example, polio). In addition, high turnover of senior level management, reduced attention to capacity building of available human resources on planning, management, logistics, and monitoring, evaluation and surveillance have also resulted in poor EPI performance. Program management was also effected by lack of regular review meetings, update of planning documents/annual action plans and monitoring and performance appraisal framework and a weak focus and general lack of accountability in immunization.
Bottleneck 2  Human Resources
Human resource in health includes the cadres of nurses, doctors, health administrators and managers at all levels along with paramedics like the vaccinators and community health workers such as  lady health workers and community midwives. 
Pakistan has been suffering from a variety of challenges related to human resources for health (HRH). The major HRH challenges include lack of HRH policy, review and updating of job description, with inadequacy and gaps in skills and competencies. . Immunization services are largely provided through the vaccinators and other skilled immunization staff (SIS) like LHWs, LHV, nurses etc. National cMYP revealed that although most of existing vaccinator positions   is filled and there is negligible staff turnover, the ratio of vaccinators and all SIS per 10,000 population is only 0.58 and 1.52 respectively. According to provincial cMYPs, existing vaccinator posts constituted 72% of their requirement. However, more detailed analysis of the workload of SIS expressed in full time equivalents (FTE) by staff categories and profile of workload (PEI and non-polio related EPI activities) revealed 45% shortage of SIS for EPI service delivery. 
Scarcity of EPI human resources has contributed significantly to its low performance. The assessment conducted by the World Bank found that the EPI program has not been able to sustain its human resource for several reasons which  include, poor worker motivation due to low remuneration, political interferences, and underutilization of available human resources (for example vaccinators and Lady Health Workers [LHWs]), reduced opportunities for in-service and other capacity building of staff on logistics and monitoring and evaluation. Furthermore, worker fatigue due to polio and other regularly conducted campaigns have reduced the time available for routine immunization The country also needs a defined HR plan including retention policy to overcome the HR challenges in improving immunization coverage and outcomes.. These factors have resulted in overall underperformance of the EPI.
Inadequate capacity of service providers: The EPI Pakistan has  shortfalls in the quality of human resource at both the management and operational level. Most of the provincial/area program offices including the Federal EPI have insufficiently skilled staff with gaps in  technical and managerial competency.  There is an overall lack of accountability and limited career potential. Orientation, training and continued education is not routinely  provided. A Training Needs Assessment study is needed to identify the training needs of the different EPI  service providers. There is also lack of  updated EPI guideline and  refresher trainings as per the national policy. MLMs are required as need based training for improvement of planning, reporting and decision making. Program activities and outcomes also  suffer  due to significant gaps in surveillance and logistics management capacities and waste action planning. 
Inadequate mapping of HR: Following changes in the management structure after devolution, some provinces have initiated a mapping of human resource information by district; however, a comprehensive picture of human resources specific to immunization is still lacking at all the tiers of service delivery.

Low numbers and erratic distribution of vaccinators: The national EPI policy proposes at least two vaccinators for each UC. However, the average number is only 1.3 vaccinators per UC. An inadequate number of vaccinators is one of the main reasons for limited access to service. In an average-sized UC with a population of 25 000, a vaccinator working for 16 days every month would require to make only 18–26 contacts each day. On the contrary, due to the wide geographical dispersion of this target population the task is more challenging. Moreover, the unequal distribution of vaccinators leaves a significant proportion of the UCs uncovered. Low availability of vaccinators limits access to immunization services in remote and rural areas. Training and deployment of LHWs and other staff on immunization will help to increase the number of SIS available to deliver immunization services. 
Mobility of health workers:  The population in a UC is often scattered over large areas with difficult terrains. The lack of appropriate transport facilities, security arrangements and limited recurrent resources to provide per diem allowances for vaccinators are major barriers to reaching the target mothers and children in distant and hard-to-reach areas. Poor planning and management of these issues is known to hamper the program.

Bottleneck 3  Finance 

 EPI is under-resourced and under financed to provide comprehensive immunization service to the community and achieve the expected results. Additional resources are needed for vaccines, logistics, recurrent expenses, human resource expansion, capacity building, training, and social mobilization (The World Bank 2012). Total resources required for immunization program during 2014-2018 is US$ 2,612.1 million. Financing gap is estimated at around US$400M over 5 years (2014-2018) (Source: Executive Summary, cMYP 2014-2-18).

Per-capita cost (routine only) and per DTP3 child (Routine only) vary by provinces (cMYP: Figure 75 and page 125), being US$ 1.13 and US$129 respectively in Balochistan whereas these were US$0.48 and US$20 respectively in Punjab. 
Fragmentation of financing: Financing arrangements for EPI are mainly from the development side requiring development of PC-1 and approval of Planning commission every three to five years. This procedural requirement is further compromised  due to processing in multiple set ups  with limited co-ordination and  different fund flow and reporting mechanisms leading to delay in  flow and actual availability of funds and weak accountability. This has resulted in the  country  facing d repeated defaults in meeting its vaccine co-financing obligations
Bottleneck 4  Medical Products and Technology 

Cold chain inventory was undertaken in 56 selected districts of Pakistan  in 2013-14 with the support of UNICEF. The inventory indicated  weak vaccine storage capacity  with 37% refrigerators and freezer being  more than 10 year old and 13% being  non-functional. Altogether 70 cold rooms were found in 56 assessed districts; five cold rooms were  not working and eight though working required repair and  service. There are 8 locally made cold rooms which are present in National & Punjab EPI stores. 
The EVM assessment  in Pakistan (30 March – 20 April 2014) identified the key strengths and weaknesses in nine different areas of vaccine management, at each level of the vaccine supply chain and makes recommendations to address the identified  gaps. These nine areas cover: Vaccine & commodity arrival procedures, vaccine storage temperatures, cold & dry storage capacity, buildings, CC equipment & transport, maintenance, stock management, effective distribution, good vaccine management practices and information systems and supportive management functions. EVM assessment revealed  not only  lack of cold chain equipment provincial and district level but also indicated  impending expiry in the currently adequately functional cold chain at UC level. 
The EVM assessment was supplemented by provincial consultation rounds and additional ad hoc assessments through technical partners – in particular related to vaccine storage capacity. All-together it has reconfirmed the main recommendations of the EVM assessment, but also highlighted the critical issue on limited storage capacity at all levels combined with weak vaccine management practices. Currently the Federal EPI storage capacity is being addressed partially through the GAVI VIG for IPV to meet the immediate vaccine requirements; however, there is requirement for  additional expansion. Immediate steps were  taken to improve the vaccine management practices at Federal level earlier, with  gradual improvement.  However, the same needs to be applied and trickled   down to the subnational levels. 

Procurement of vaccines/cold chain and other required items, temperature monitoring, and maintenance of equipment within the Federal EPI need further strengthening. Moreover, the procedures and mechanisms required to manage the vaccine and logistics system within the limited available resources have been challenging due to inadequate HR resources with technical experience/capacity on vaccine management and weak accountability.

Inadequate procurement management: Vaccines procured from government allocations are processed by Federal EPI through  the Public Procurement Rules applicable to  local supplier/agents of manufacturers. Vaccines procured with donor’s support are procured through UNICEF. Human resource assigned for procurement, however, lack the technical capacities for conducting procurement of vaccines like defining the programmatic specifications of vaccine products   (products to be used, characteristics or presentation of products chosen etc.) calculating the multi-year vaccine demand forecasts, and taking decision on  the quantities and deliveries of vaccines. Therefore there is need to develop capacities at federal and provincial level to reliably ensure  adequate amount of vaccine in the country and to avoid stock outs and overstocks. 
Vaccine management: The overall scores of the EVM assessment for all levels of the supply chain demonstrate a need for more improvement in most areas of the vaccine and supply management system. However, the areas with score of less than 50% such as  vaccine distribution, stock management, storage capacity and information management require special and immediate attention.. Even though,  it is important to address all areas of the VM assessment, the above mentioned areas require special focus and a sizeable improvement would contribute significantly to strengthening the effective vaccine management in Pakistan.

Inadequate monitoring mechanism for cold chain: At present, there is no feedback system in place to monitor the cold chain. The monitoring is done primarily at the health facility–level with supervisory staff providing guidance and feedback. Cold chain inventory was undertaken using Cold Chain Equipment Manager (CCEM) tool. However this was one time exercise and has to be done regularly to update list of available cold chain equipment, generate cold chain equipment requirements with cost and forecast equipment for introduction of new vaccines The challenges with CCEM is to have a live system, which is regularly updated with all new incoming cold chain.

Mmaintenance of cold chain: Maintenance of cold chain, regular temperature monitoring using outdated equipment at different level of service delivery points, storing vaccines not following standard guidelines, poor stock management, lack of transport for EPI field staff,  inadequate capacity in cold chain management are some key challenges. Further contributing to this are also management issues and lack of earmarked funding for maintenance, which aggravate the situation. 
Bottleneck 5  Service delivery

The most common cause for the poor performance of EPI Pakistan, as revealed through a series of studies, is the limited access to the immunization services. There are a number of options open to health departments for delivering routine immunization. Currently, a large part of immunization services are delivered via outreach (extending from a fixed site), a lesser part by fixed sites, and a small part by mobile teams in remote areas. The most common strategy in the rural areas is outreach; whereas urban areas rely more on fixed centres.
Issues in outreach services: Immunization services provided through outreach are expensive and present many logistical problems. Overall, the success of outreach services is dependent on a highly motivated staff, adequate mobility, and a good micro-plan that identifies actual numbers and locations of households with children requiring immunization. The provision of  integrated health services (Essential Health Services Package) at the primary care level in the provinces and effective integration of EPI in this package is a potential way forward for improving equity focused immunization coverage and having cost effective services. Implementation of integrated services faces barriers such as funding shortage and not having clear roles and responsibilities of management. 
Micro planning for routine immunization services is not effective due to absence of accountability, monitoring and supervision.  Districts are  supposed to undertake micro planning, defaulter tracing, and monitoring of UC coverage on a regular basis. However, over the years, district management rarely performed their mandated functions, nor did the provincial EPI sections assist them in developing and monitoring micro-plans. With the changes from devolution, these responsibilities of oversight for planning are now vested with the provinces which have to develop the requisite capacity and have yet to incorporate this role. Investments were made to develop microplans for polio eradication and quality of these micro plans is better than micro plans of routine immunization programs. However, unfortunately these two different types of micro plans are not linked and are a missed opportunity to capitalize on the best practices of PEI 
Issues in fixed centres: In accordance to national immunization policy, every union council should have at least one fixed centre. However, contrary to the national policy, about one-third of UCs do not have fixed centres. A significant number of government health facilities do not provide EPI services as revealed in different national and sub national programme reviews. This is mainly due to lack of human resources, incentives and regular supervision.  Moreover, many fixed centres provide immunization service only once or twice a week. Public private partnership has been tried in KP and Sindh by contracting out BHU and RHC to provide both preventive and curative services including immunization. However, due to absence of a formal strategy and guidelines on public-private partnership and lack of capacity to contract out with stringent monitoring, the  delivery of routine immunization, and theexpected gains were not achieved. 
Bottleneck 6  Health information 

The EPI program has a routine system in place in which the data flow starts from the vaccination center and is collected at district office. The routine data at district level is organized by age of beneficiary children. All reports are compiled by EPI coordinator/district superintendent vaccination (DSV)/deputy district officer of health (DDoH). The data from the district is sent to the provincial EPI section that consolidates the reports of all the districts and sends the provincial report to the federal EPI. The relevant officers are supposed to give feedback to the facility in-charge at the monthly review meetings, but this is seldom practiced.

Routine data: The Routine EPI data is mainly paper based, manual, incomplete, of poor quality creating large discrepancies between the reported data and independent assessments. The district health management information system (DHIS) also appears to provide less representative data on EPI-related diseases and indicators than the routine EPI reporting system. Coordination between various systems is limited. In addition, private health sector is by and large excluded from the system thus missing out a large number of cases.
Coverage assessment: There is no appropriate system for the periodic assessment of immunization coverage at district level. The last coverage evaluation survey (CES) was done in 2006. PDHS data though  available,  does not provide district level estimates. Moreover, PDHS does not cover all the administrative areas.
Surveillance systems: The number of reported cases often does not  reflect the actual burden of  disease. Lack of awareness on the part of the service providers, absence of monitoring, analysis and feedback of the data by district and provincial level management and  most of all unaccountability have considerably compromised the existing  system. While there is capacity to manage the distribution and collection of surveillance forms at field level, skills to aggregate and analyze data, and  allocate resources on the basis of that analysis, remains weak. There is a need to improve the technical and management skills of staff at all levels in order to make the surveillance system more sustainable. AEFI system does not exist although comprehensive guidelines and reporting tools are available.  The existing surveillance system is not linked with International Health Reporting (IHR).  As a consequence, adequate information is often not available to appropriately manage outbreaks of VPDs ; the measles epidemic is a glaring example of this  fact. These limitations weaken the management and planning capacity to identify high risk areas for disease outbreak and take corrective action. 
Bottleneck 7  Demand generation

Demand by the communities for immunization services is variable. Some communities expect door-to-door service by female staff while others categorically reject immunization. The gap in immunization knowledge among the community impedes them from actively seeking immunization services.
In various reports it has been cited that lack of recipient awareness about the immunization service and its benefits was found to be one of the major causes of low coverage in Pakistan. UNICEF supported KAPB (Knowledge, Attitude, Practices and Behaviours) study 2014 concludes that awareness of vaccine preventable diseases and available vaccines is generally low among caregivers and at least some groups of healthcare providers in Pakistan. Low education and literacy levels provide fertile ground for rumours and misinformation about health practices generally and immunization in particular. Caregivers have certain doubts about the vaccines and about immunization programmes. Some of these doubts relate to the efficacy, safety and quality of the vaccines; other doubts are about vaccine ingredients. Healthcare providers play an essential role in extending routine coverage in the country as caregivers rely on them for information and advice relating to vaccines and immunization. This is particularly the case at the local and community level, where healthcare providers have the potential to address doubts and misconceptions, and encourage immunization.

The study also concludes that there is a perception among both caregivers and healthcare providers that the immunization systems in Pakistan lack human resources and that available staff are often unqualified and hence leaving insufficient time for effective counselling and information sharing.

Skills and Capacity: The main route of awareness creation for RI is through vaccinators, other outreach workers (for example, LHWs) and Lady Health Supervisors (LHSs). Majority of vaccinators have no formal training in interpersonal communication and have low motivation. They do not have the mechanism, skills or resources to involve the community, political leadership and clergy in their efforts.  

Culture appropriate communication: However, public demand must be generated in ways that are sensitive to local conditions. The cultural values and social fabric are diverse in different regions of the country resulting in varied perceptions about immunization requiring singular techniques of awareness.  For instance, a social mobilization message in northern Pakistan may be totally ineffective in other parts of the country. A television pitch has zero impact where people have no television. On the basis of findings of KAPB study, National Communication strategy for Routine Immunization (RI) was developed. However there is need to develop socio cultural appropriate province specific communication plans. 
Bottlenecks to be Addressed by this proposal

Broader health system bottlenecks relating to human resource development, hospital infrastructure and referral systems, and essential medicines supply will be largely addressed through government’s own initiatives, program initiatives of the Global Fund, bilateral and UN support, wherever it is available.  GAVI HSS2 will continue the focus of HSS1 longer term and concentrate on those bottlenecks which are most pertinent to the sustainable improvement of equitable and quality immunization coverage. This would mean addressing bottlenecks 1 and 3 in order to establish the management and financial sustainability systems by which to consolidate the immunization gains in Pakistan. In order to ensure disease eradication and elimination goals, bottlenecks 2, 4, 5, 6 and 7 will need to be addressed, but in such a manner (Described in part D of the application) as to focus on those health system interventions that will best deliver and sustain a quality and equitable service delivery model. These are  possible through context specific improved program management, communication strategies, enhancing cold chain and vaccine management capacity, improving the quality of data and data analysis and RED/REC micro-planning strategy with an equity lens.
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	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

	Program management
	After devolution in 2011, the system was rife with multiple problems including lack of clear policy direction after devolution, management issues with frail accountability mechanisms and fiscal insecurity. 
The pre-devolution structure for oversight, the National Inter-agency Coordination Committee (NICC), still remains in place at federal level. However, it is not functioning optimally, holding meeting only when required instead of on regular basis and requires strengthening. The defined mandate and working modalities of these mechanisms also need to be readjusted in light of devolution requirements.  

Previously, EPI, HSS and CSOs were working as separate entities with different management arrangements and lack of any meaningful collaboration for implementation of activities. However, now all  EPI PC-1s have been developed in close coordination with Federal & Provincial EPI Programs, the Provincial Health Sector Reform Units (HRSU), CSOs and development partners.  Similarly, all the stakeholders are committed to work together in the preparation, planning, coordination and monitoring of work plan implementation. Similar consultative process was undertaken to develop Gavi HSS application in coordination with all the key stakeholders including CSOs.
The NICC has been involved in endorsement of Gavi proposals and APRs, but does not have a regular schedule meetings and is not actively following up on the implementation of the cMYP, the annual operational plans, joint appraisal and recommendations from the various partner joint missions.
The current challenge in the post devolution scenario is to strengthen coordination, supervision and monitoring and to improve routine immunization coverage from current rates, while maintaining high rates of coverage in the supplemental immunization activities (SIAs) within the devolved health structure. 

On-time DPT3 immunization coverage in Punjab has increased substantially from 52-70% in the last 6 months. This increase puts Punjab on-track to reach the target of 80% coverage by the end of 2015. This increase in coverage has occurred during a period of increased focus on routine immunization coverage, with a number of interventions launched by the Government of Punjab as part of the Health Reforms Roadmap:
· Very strong accountability at senior management level
· Using data to drive performance: setting clear targets at the district level; collecting independent data on coverage
· Improving supervision of vaccinators: filling vacant supervisor posts; developing best practice guidelines for management of vaccinators; ensuring travel allowances are disbursed and launching a mobile monitoring intervention to track vaccinators
· Increasing the time available for routine vaccination: by reducing the days spent by vaccinators on special campaigns
· Full costs of activities are supported by recurrent budget. Approach is more sustainable. 

	Human resources 
	Gavi HSS grant has been instrumental in implementation of the policy decision of the Government of Pakistan to train and deploy LHWs as independent vaccinators. Training of LHWs in Routine EPI has been an ongoing activity, with 14910 LHWs trained in phase I in 2009-2010. Currently, in phase II training of 22,732 LHWs is in various stages of progress for completion by Dec 2015. Phase III (2015-2016) will expand the EPI training activity to cover and include additional districts and approximately 22,000 (21,891) LHWs across Pakistan.  Furthermore, there was recognition and acknowledgment of the marked improvement in EPI coverage which has shown positive impact on program implementation and service delivery in disadvantaged districts. There is however, need to enhance ownership of both the provincial and district governments for the initiative and promulgate the admissible policy for involving LHWs in independent Routine EPI services.  
In the foreseeable future, HSS2 application proposes to carry out training of remaining LHWs in immunization to increase the number of skilled immunization staff (SIS) by integrating available qualified health professionals in the delivery of immunization services. Aavailability of approximately 60, 000 (59,533)  LHWs as female vaccinators will not only be a tremendous boost for vaccination service delivery for improving EPI coverage in Pakistan but will also be culturally more acceptable to the community
LHWs predominantly cover and provide health services to the target population of children and mothers in the rural communities.  LHW program was *not* extended to urban slum areas and that this was one of the contributing factors to the gaps in coverage  
Providers other than LHWs and staff (surveillance and logistic) involved in EPI need quality training including refresher training. 
HRH profiling has been done by the province but no further action has been taken in this regard. There is dire need to develop HR plan including retention policy.

	Finance
	Pakistan has been receiving GAVI cash based support through HSS and ISS window. However there was no regular and timely audit of these cash based supports. Government of Pakistan conducted audit of all cash based support from 2010 to 2013 in 2014-15. Audit team had to face may challenges as most of the period was of pre devolution time and staff managing the grant was either transferred or retried. To ensure transparent financial accountability a regular internal and external audit is required.
Government funding for EPI is mainly through development budget. This requires development of PC-1 and its approval from planning commission which is a time consuming and lengthy procedure. To ensure sustainability for timely execution of programmatic activities continuous uninterrupted funds are needed; which can only be possible when funding is switch to recurrent side. In this regard dialogue will be initiated with Ministry of Finance.
Financing arrangements for EPI have been fragmented due to multiple sources with limited co-ordination having different fund flow and reporting mechanisms, delayed flow of funds and weak accountability. As a result country has faced repeated defaults in meeting its vaccine co-financing obligations. 


	Vaccine, Cold Chain and Logistics
	EVM assessment (2014) recommended that Pakistan must maintain adequate stock levels, reduce wastage, accurately forecast vaccine requirements, and prevent equipment breakdowns. However, this requires a consistently high standard of supply chain management, which can only be achieved if all of the links in the supply chain comply with current good storage and distribution practices.

During the first phase of GAVI HSS, GAVI set a goal for strengthening the capacity of integrated health systems to deliver immunization, with definition and elaboration of activities under the strategic objectives to contribute in resolving major constraints to delivering immunization and increasing equity in access to services. The proposal was developed in 2008 when the original proposition was to establish 70 warehouses. However the fund to the country transfer was delayed due to devolution of health to the provincial level and it was only in 2013 that UNICEF received the funds from Gavi. By that time more than five years after the inception of the project proposal; several factors like the cost of construction material, price of petroleum products and labour have escalated markedly suggesting that it was not possible to establish/construct the intended number of warehouses and therefore only 19 warehouse were constructed from Gavi HSS1 grant .

These 19 warehouses are spread across four provinces (Punjab 02, Sindh 01, Baluchistan 08, KPK 06) and one area Gilgit Baltistan (02) to address the cold as well as dry storage issue of the country. The warehouses established during the first phase were mostly at the provincial and divisional level.

The phase II of HSS is taking into account the construction of 16 warehouses across the four provinces and two areas (AJK and FATA) at the district level to meet the storage issues at the sub divisional level thereby leading to equity in access to immunization services so that high quality, potent vaccine reaches the last mile and every child is vaccinated in a timely manner. 

In the arena of Effective Vaccine Management (EVM), in the context of Pakistan, one of the key lessons learned was the need of different approach to address the following scenarios:

· Assessment conducted but limited implementation of any improvements

· Standard EVM improvement plans developed but not covering all aspects of the supply chain

· Other relevant assessments conducted but solutions are being tackled in a fragmented way – business as usual

· Countries rarely have a comprehensive and multi-year operational plan for strengthening their supply chain

· Opportunities to funds immunization supply chain improvements are missed (cMYP, HSS, Bilateral Donors).

This called upon the need for blending standard management approaches with continuous improvement processes and is known as Comprehensive approach to EVM (cEVM).  

In the context of Pakistan, cEVM  means

· Pulling all relevant evidence together  into a comprehensive bottleneck / situational analysis 

· Assess supply chain
· Developing a comprehensive improvement plan beyond addressing the 9 vaccine management criteria 

· Developing multi-year supply chain improvement plan

· Combining “fixing the basics” with planning for the future include with “new ideas” and “new vaccines” 

· Taking into account the existing and future challenges

· Aligning to Gavi supply chain strategy 

· Improvements funded through HSS

· Supporting for implementation and lastly

· WHO/UNICEF Supply Chain Hub including helping put in place Supply Chain fundamentals

In Pakistan, collaborative engagement of district-level, provincial and national EPI officials in situation analysis, visioning and strategic action planning for developing the EVM IP led to better planning of IPs.

EVM assessment revealed that some vaccines (Penta, PCV10) are damaged if frozen during storage and transportation. Pakistan uses frozen icepacks in cold boxes/vaccine carriers to transport vaccines.  Using chilled water packs (coolant packs) rather than frozen ice packs eliminates the risk of damage to vaccines in cold boxes and vaccine carriers from freezing.  
In general, progress and improvements in vaccine management have been made possible in recent years. For the first time, Pakistan completed the cold chain inventory with the assistance of UNICEF. Notably, through the establishment of a state of the art cold store physical facility (19 ware houses supported by HSS1), at the provincial and divisional levels. 
A web based logistics management information system (vLMIS) for vaccine stock and program performance monitoring has been rolled out in 86 districts of Pakistan. In addition to that, access to a state of the art inventory management and monitoring system for supply chain equipment has been provided. However challenges on data availability and reliability are faced and are being addressed. At the same time, there still remains a need for substantial improvement in vaccine management by implementing the EVM improvement plans at all levels, strengthen the implementation of vLMIS to obtain valid/reliable data based on which informed decisions can be made.

Though the main technical criteria for vaccine quality is that these are WHO pre-qualified, substantial vaccine procurement undertaken at Federal level through local distributors, are technically not WHO pre-qualified, when these vaccines are being filled locally. Furthermore, due to lack of capacity for adequate management of the procurement process, certain vaccines were reported as stock-out on some occasions. 
Federal EPI cell has undertaken some reforms steps for better vaccine and supply chain management to address the issue of vaccine wastage due improper storage and supply chain management  including 
· joint physical verification committee comprising EPI, UNICEF, WHO, and the USAID | DELIVER PROJECT  

· designation of each cold room for specific antigens and following FEFO principal
· use vLMIS for vaccine and dry store management
· Standard operating procedures and job titles and descriptions were revised to ensure improved inventory management through the full operationalization of vLMIS.

· regular review meetings

Gavi HSS2 grant will support strengthening of cold chain and supply system, evidence based planning through expansion of vLMIS and capacity building for procurement management.


	
	

	Immunization services delivery
	EPI has huge challenges in reaching all the people in need, especially the poorer sections of the society. Interestingly, coverage differs substantially among the provinces and between urban and rural populations. Routine immunization services being insufficient in the slums and remote areas, lowest among the poorest two quintiles and  the children of illiterate mothers. Furthermore, fragile law and order conditions pose challenges and limitations for accessing communities, particularly in certain areas of KPK, FATA and Balochistan
Capitalizing and deployment of other potential EPI service providers (LHVs, LHWs, CMWs, etc) has also been a neglected aspect of EPI service delivery. A number of CSOs are working in the area of maternal and child health, but often with limited geographic scope, and frequently disconnected from government services and under limited coordination with the EPI program.
At this point, the challenge remains to increase coverage, and reduce drop-out and lower coverage in some of the less accessible and remote areas of Pakistan. 
Immunization waste disposal in most areas is insufficient and creating threatened for increased diseases burden. The main problem in sharp waste disposal is non adherence to the waste disposal guidance by some of the vaccinators.
In future, HSS2 application proposes activities to improve accessibility and quality of services and to increase performance of existing EPI centres by capitaling on other available HR for delivering Epi services


	Monitoring, surveillance and reporting
	In general, surveillance and data management have been one of the weaker areas in health system development. Current reporting system is paper based and requires manual compilation. Thus is incomplete and unreliable. Data sharing with the federal EPI is very irregular and incomplete. Capacity of data analysis and use of data including for epidemic response is inadequate. Coordination between reporting units, districts, provinces, the Federal EPI cell and the laboratory is weak. Moreover, there is no appropriate system for periodic assessment of immunisation coverage and verification of reported data at district level. Last  coverage assessment was done in 20016. AEFI surveillance system does not exist although comprehensive guidelines and reporting tools are available. AEFI needs to be fully functional. VPD surveillance still operates at a basic level only. The lessons learned from this experience is that surveillance system development will require intensification in 
An online surveillance dashboard introduced in Punjab with a daily reporting system for all communicable diseases including VPDs. This system was introduced at the tertiary level and in DHQ hospitals. This need to be expended to primary care level.

HSS2 application will support establishment of AEFI surveillance and to improve the frequency and reliability of VPD surveillance reporting.  Most importantly there will be harmonization of all parallel reporting systems, electronic data capture and regular immunization coverage evaluation surveys (CES) in the country.  


	Demand generation, communication and advocacy
	KAPB (Knowledge, Attitude, Practices and Behaviours) survey was completed in 2014 to identify demand and supply side barriers to immunisation services. Overall, the study results have identified a strong need for knowledge and better understanding for the caregivers about VPDs immunization. Furthermore, health care providers, friends/neighbours, religious persons and elders, are the most important and influential sources of information. If they do not provide correct or complete information, then it results in lower utilization of services. Most importantly, healthcare providers need to be better informed and should disseminate correct and complete information.
Based on KAPB findings, a national communication strategy for RI aligned with cMYP was developed which need to be translated into sociocultural and geographically appropriate communication plans to ensure that all children in Pakistan are immunized fully against diseases.
Demand generation, creating awareness and community mobilization for ensuring uptake of immunization services has always been one of the key responsibilities of the LHWs. Their role in immunization service delivery has however, has now been expanded to include vaccine administration. 

Civil society has played a significant role in health systems strengthening in Pakistan. CSOs have been working in hard to reach areas and marginalized communities to get more and more children immunized. But as base line assessment was done at a very late stage i.e., 2014 so the impact and results generated are not reflected at the district level data analysis. Additionally, there were no strong linkages with the existing community based structures and with the District and provincial Health Department. 

Hence, the lesson for HSS2 is to develop capacity of immunization staff involved in social mobilization and explore possibilities for partnerships with new and existing CSOs in immunization, especially those that work in hard-to-reach areas where government facilities are minimal or non-existent.
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	PART D - PROPOSAL DETAILS


	

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

	11. Objectives of the Proposal  


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

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

· For each objective, please describe: 

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

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



	Recognizing the importance of acting on health systems constraints resulted in a decision by the GAVI board to open a health systems strengthening support window in 2006. Pakistan applied for and successfully qualified for the HSS grant in 2007. The GAVI HSS work plan was developed and approved in a phased manner by the Ex MOH, with the Phase I covering a period of 2 years (2009-2010) with total funds pledged to the amount of 23.525 million USD. In this regard, the first tranche worth 16.898 million USD was transferred in 2008. There were three implementing partners for the GAVI HSS work plan namely, the Federal Ministry of Health, World Health Organization and UNICEF. The work plan component assigned to WHO and UNICEF was completed in 2010. However, activities to be undertaken through the MOH remained incomplete owing to the necessity of development and approval of HSS Program PC 1; which was considerably delayed due to ongoing devolution through 2010 and 2011 and the evolving situation thereafter. 

After devolution of the Ministry of Health, on June 30, 2011, health responsibilities/institutions were placed under the jurisdiction of the five federal ministries/divisions. To improve governance on health issues, on May 4th, 2013, the federal subjects in health scattered in various divisions were consolidated under the newly established Ministry of National Health Services Regulation and Coordination (MONHSR&C). Accordingly the subject of HSS grant was placed under MONHSR&C. Thus due to proper ownership, all the issues pertaining to Gavi HSS has been resolved as delays were not due to lack of capacity of the Ministry to utilize the fund but due to lack of federal entity to deal with the subject.

It is expected that proposed activities under seven objectives are feasible to implement in three years considering lessons learned from HSS1, and CSO grant, EVM assessment, capacity, governance and institutional arrangements. The EPI PC1s basically address all aspects of immunization services including service delivery, procurement of vaccines & equipment and operational cost. However, only those PC 1 activities have been included in the application which will support the achievement of DLIs in the NISP. It is also pertinent to mention that this application will only support the fulfilment of those health system strengthening gaps for improving immunization outcomes, which are not sufficiently covered through the government funding.
Objective 1: Program management: To increase program management performance at federal, provincial and sub-provincial levels 

This set of activities is intended to focus address management issues at federal and provincial levels to strengthen supervision, governance and accountability. Thus  in view of the changes in roles and responsibilities in post devolution scenario, there is a need to review and develop effective and efficient management structures at national and sub-national levels
The capacity of the Federal EPI will be strengthened specifically in areas of national standard setting, planning supervision and monitoring of to improve EPI program performance, advocacy, interprovincial coordination and coordination with development partners.  In addition to that, the capacity of the Federal EPI will be strengthened to provide support to the provinces in standardizing training, technical guidelines, and conduct of national level coverage surveys. Some of the strategies for programme management strengthening include:
· Review and update provincial cMYPs and POAs
· Carry out regular supportive supervision
· Develop performance framework of EPI Supportive supervision and monitoring including following up outcomes/recommendations of the previous visits would be carried out. 

· Organize regular review meetings including NICC

Objective 2: Human resources: To train,  distribute and retain qualified/trained human resources for the immunization program

To enhance coverage of routine immunization, innovations are needed to increase the availability of qualified human resources both technical and managerial at all levels. Therefore management level staff and vaccinators will be trained with a particular focus on capacity building of mid-level management (vaccine forecasting, budgeting, reporting, decision making and advocacy. In addition other cadres particularly LHWs &, LHVs will be trained as vaccinators to address  in immunization shortage of human resources to deliver immunization services
Furthermore, the federal EPI program would be responsible for the development of national training standards, manuals and guidelines, and to provide technical support to the provinces for trainings. This is proposed to be achieved by;

· Increasing the effectiveness of trainings of EPI medical and managerial staff. 
· Provision of technical assistance to develop/revise EPI guidelines and training manuals

· Provision of technical assistance to assess training needs

· Carry out refreshing training for each SIS at least once in 2 years (as per the national policy)

· Carry out MLM training of managerial staff in planning (e.g. vaccine forecasting, budgeting), reporting, decision  making and advocacy 

· Assess periodically competency of selected category of healthcare professionals involved in immunization

· Increasing the number of SIS by integrating available qualified health professionals in the delivery of immunization services and by integrating frontline workers and Polio staff into EPI through capacity building.
· Revise the regulatory framework (standards/guidelines, scope of work) in order to ensure the engagement of SIS in the immunization 

· Carry out trainings in immunization for LHWs and other staff

· Address workforce retention of key staff of the immunization programme
· Establish the human resources management information system (HRIS)

· Develop HR plan including retention policy
Objective 3: Finance: To improve financial management and accountability of immunization program

These set of activities will address financial management component of health system ensuring transparent financial accountability, timely compliance to financing commitment and financial sustainability to improve immunization outcomes. This is proposed to be achieved through the following activities:

· Establish and operate financial mechanisms for ensuring timely payment of country’s co-financing obligations and smoothing resource mobilization of funds for central procurement of vaccines and commodities.
· Regular external and internal audit for transparent financial accountability
· Dialogue  with the Ministry of Finance and Planning for shifting development budget to recurrent budget
Objective 4: Vaccine, Cold Chain and Logistics: To improve/sustain uninterrupted supply of vaccines to immunization service delivery

A well-functioning cold chain system is considered to be the backbone of an effective and efficient immunization program. It is the vital solution for potent vaccines and needs to be considered as an integral part of any immunization system. To be able to properly utilize and make a cold chain system functioning in the most efficient manner, it is of utmost importance to have clear information on the quantity, type, capacity and location of each and every equipment in addition to information on working status, proper utilization and quality of the equipment present with status of availability of uninterrupted energy for cooling.
Thus there is a need to develop an updated national computer based cold chain inventory data base system that could serve the planning and forecasting of cold chain for the entire country. This need was also highlighted by an international mission comprising of national and international experts on Vaccine Management, arranged by UNICEF in September 2012, later endorsed by National Steering Committee (NSC) and National Vaccine Management Committee (NVMC), Pakistan. About one third of Vaccine Introduction Grant (VIG) budget of IPV has been utilized towards the completion of cold chain inventory in 38 Polio high risk districts with the support of UNICEF staff. 
The Cold Chain Equipment Manager (CCEM) is an interactive cold chain equipment database management system for immunization program managers and public health officers. The CCEM Tool was designed and developed as equipment inventory a planning tool to facilitate the strategic management of a national cold chain and to ensure the availability of sufficient cold chain equipment for safe vaccine storage and transport, when and where needed. The development of CCEM will help to meet the demand for accessibility of critical information on the desktops of health managers at all levels. The database will be incorporated in the Vaccine Logistic Management Information System (vLMIS) to obtain a real-time picture on the current status of cold chain equipment in polio high-risk districts. Phase 1 data is already incorporated into vLMIS and cold chain status equipment information is available online

The procurement of cold chain equipment is based on the EVM improvement plan, cMYP and PC-1, where the cold chain gap of the whole country is being addressed also with focus on areas with low immunization coverage and remote/hard to reach areas with a challenging environment for maintaining the cold chain. The Government of Pakistan will avail of the unique opportunity to apply to the “Cold Chain Equipment Optimization Platform” in order to be able to reach out to more areas with limited cold chain capacity and maximize utilization of available funds. The funds under the GAVI HSS proposal will cater for a partial upgrade of the cold chain system in Pakistan and a prioritization will be done based on set parameters to reach out to the weakest areas and areas with lowest immunization coverage.

The activities under this objective aim to build on the significant cold chain strengthening effort undertaken in HSS1, by extending adequate and functional cold chain systems to provincial and district levels, through HSS2 grant. Henceforth, will address the major bottleneck of weak vaccine management and limited cold chain capacity and will enhance equity in immunization. It will at same time will only address major cold chain gaps and scale up of vLMIS in the remaining districts of the country after its assessment in the Pilot districts, establishment of EVM Secretariat at the Federal as well as provincial levels.
Main activities (according to the cold chain improvement plan) include:

· expansion of medical warehouse capacity at provincial and district levels,
· improvement of vaccine management by implementing EVM improvement plan 

· Strengthening planning and procurement of WHO pre-qualified vaccines, injection and cold chain supplies, which allows for timely delivery without interruption in the supply chain including strengthening the maintenance of cold chain equipment
· Periodic review/ updating of cold chain inventory. 
· Evaluate vLMIS in the pilot districts and develop advanced versions of vLMIS
· Scale-up and expand vLMIS in the remaining districts
Objective 5: Immunization service delivery: To strengthen the capacity of immunization service delivery
These activities aim to contribute to sustainable increase in immunization coverage, in low performing areas particularly, in the more remote parts of the country. Reaching Every District (RED) and Reaching Every Community (REC) strategies will be implemented in 33 equity focused selected districts to improve equity in immunization coverage. Moreover, services and facility management would be improved, including integrating immunization services within maternal and child health services. Thus, these activities will address service delivery bottlenecks enhance equity. Furthermore, supporting the delivery of these services (in the context of an integrated delivery system in Pakistan), would in turn ensure that the gender objectives will addressed continuum of care through life course, linking of women’s health care services (particularly ANC, natal postnatal services,  family planning  and micro-nutrient supply) into an integrated outreach program. Thereafter, contracting out (federal and provincial levels) is expected to functionalize BHU and RHCs, address HR shortage and provide quality services by involving CSOs and private sector. However capacities will be built to manage contracting out and ensure monitoring and supervision. Activities will be carried out to improve waste management system at health facilities. 
Objective 6: Monitoring, surveillance and reporting: To increase performance of surveillance and routine monitoring/reporting

This objective will support the availability of reliable, verifiable, quality data and reporting mechanisms for program management. 
Establishment of AEFI surveillance and strengthen VPD surveillance will concentrate on improving performance across country in order to support disease eradication and elimination efforts. It will also build program capacity to monitor disease prevalence to provide evidence for introduction new vaccines as well as to evaluate impact and safety related to new vaccine. The HSS2 will support investments in data quality for adverse events monitoring and response by establishing AEFI and DQS systems to 100% of provinces by 2019 and through annual coverage evaluation survey. 

“Immunization Monitoring Checklists” will be introduced in daily practice of Polio Eradication Officers and UC Medical Officers for increasing immunization coverage and geographic equity. 

Objective 7: Demand generation, communication and advocacy

The objective of this component is to explore and expand innovative strategies, to empower communities to access immunization services and promote positive behaviour for acceptance and seeking of immunization services. It requires special mention that the CSOs would be key partners in this component.

The focus will be on development of socio culturally appropriate province specific communication action plans, demand creation activities by involving CSO and building linkages between CSO and provincial EPI programs to have synergic coordinated advocacy activities
 include, awareness creation through electronic and print media, as well as, local community awareness activities. Furthermore, the main focus will be on supporting CSOs to take an active role to help increase LHWs/CMWs involvement with the community and to improve service utilization rates in these facilities. CSO engagement for the low performing catchment areas - especially urban slums for service provision Behaviour Change Communication, and advocacy.
Simultaneously, the community involvement and linkages are proposed to be strengthened through:

1. Promoting public private partnership - Performance based contracting out.
2. Implementation of evidence based communication strategies.
3. Continuation of effective community mobilization and communication interventions.
4. Integration of PEI and EPI communication strategies.
5. Operations Research to develop socio-culturally acceptable messages.
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	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: Increase program management performance at federal, provincial and sub-provincial levels

	Activity 1.1: Review/update provincial cMYPs.
	Increasing immunization coverage by improving program planning

	Activity 1.2: Review/update provincial PoAs
	

	Activity 1.3: Carry out regular supportive supervision visits including following up outcomes/recommendations of the previous visits
	Increasing immunization coverage by improving programme management and supervision

	Activity 1.4: Develop monitoring and performance appraisal framework for EPI
	Increasing immunization coverage and geographic equity by improving M&E systems

	Activity 1.5: Build local capacity of individuals (service providers, managers, etc.) institutions (EPI, etc.) and organizations (CSOs, NGOS, etc.)
	Increasing immunization coverage and quality of services through capacity building of immunization staff and institutions

	Activity 1.6: Provide methodological guidance and supportive supervision to provincial EPI teams on different aspects of EPI planning and implementation
	Increasing immunization coverage by improving programme management and supervision

	Activity 1.7: Organize provincial review meetings and present immunization program achievements, challenges, issues and solutions
(Quarterly)
	Increasing immunization coverage by improving programme management and governance

	Activity 1.8: Organize national (NICC) review meetings and present immunization program achievements, challenges, issues and solutions
(Biannually)
	

	Objective 2:  Distribute and retain qualified/trained human resources for the immunization program

	Activity 2.1: Carry out trainings in immunization for LHWs and other staff to make them SIS
	Increasing immunization coverage and geographic equity through increasing the number of SIS

	Activity 2.2: Assess training needs of managers  and field staff  at various levels 
	Improving the quality of immunization services and increasing immunization coverage through improved HRM 

	Activity 2.3: Review and update EPI guidelines and training manuals
	

	Activity 2.4: Carry out refresher training for each SIS at least once in 2 years (as per the national policy)
	

	Activity 2.5: Training activities

2.5.1 MLM training for managerial staff in planning (e.g. vaccine forecasting, budgeting), reporting, decision  making and advocacy 

2.5.2  District immunization waste action planning
	

	Activity 2.6: Develop human resources management information system (HRIS)
	

	Activity 2.7: Develop HR plan including retention policy
	

	Objective 3: Improve financial management and accountability of immunization program 

	Activity 3.1: Establish and operate financial mechanisms for ensuring timely payment of country’s co-financing obligations and smoothing resource mobilization of funds for central procurement of vaccines and commodities.
	Improving financial management

	Activity 3.2: Regular external and internal audit for transparent financial accountability
	

	Activity 3.3 Dialogue  with the Ministry of Finance and Planning for shifting development budget to recurrent budget 
	

	Objective 4: Improve/sustain uninterrupted supply of vaccines to immunization service delivery

	Activity 4.1: Conduct periodic review/ updating of cold chain inventory
	Increasing immunization coverage by providing un-interrupted and quality immunization services through ensuring the availability of vaccines, cold chain equipment and other logistics

	Activity 4.2: Procurement and installation of cold chain equipment including cold rooms as per recommendations of the EVM Implementation plan
	

	Activity 4.3: Provide maintenance services on a regular basis and develop a repair/maintenance plan for cold chain equipment, EPI vehicles and buildings
	

	Activity 4.4: Construct new and refurbish existing warehouses at provincial and sub-provincial levels
	

	Activity 4.5: Establishment and functioning of EVM secretariat at federal and provincial level
	

	Activity 4.6: Develop and implement a reporting mechanism to monitor received and distributed vaccines to facilitate regular reconciliation of vaccine stock
	Increasing immunization coverage by ensuring an un-interrupted provision of vaccines and decreasing wastages through improved vaccine management



	Activity 4.7: Implement existing SoPs to ensure that new vaccine requests from provinces adhere to the pre-requisite of provision of vaccine & coverage data, wastage, stock positions as part of effective VM.
	

	Activity 4.8: Carry out new assessment of EVM improvement plan (2017)
	

	Activity 4.9: Evaluate vLMIS in the pilot districts and develop advanced versions of vLMIS
	

	Activity 4.10: Scale-up and expand vLMIS in the remaining districts
	

	Activity 4.11: Improve and strengthen procurement for immunization activities by increasing the procurement technical capacity at all levels (Fed/Prov) and reducing key bottlenecks while adhering to international standards of WHO pre-qualified products in accordance with standard operational procedures.
	Increasing immunization coverage by ensuring an un-interrupted nation-wide timely provision of WHO-prequalified vaccines, injection devices and cold chain through a strengthened procurement system.

	Objective 5: Strengthen capacity of immunization service delivery

	Activity 5.1: Develop EPI Reaching Every District (RED) and Reaching Every Community (REC) micro-plans in 33 equity focused selected districts 
	Increasing immunization coverage through an improved program planning at the district and community level.

	Activity 5.2: Develop computerized UC level micro-plan  (80% UCs) 
	

	Activity 5.3: Support implementation of integrated services, Essential Package of Health Services (EPHS) in 20 districts 
	Increasing immunization coverage and equity

	Activity 5.4: Develop modalities  for contracting out immunization services to CSOs and private sectors in light of the conceptual framework mentioned  in the national EPI
	

	Activity 5.5: Select and contract qualified immunization service providers in selected district 
	

	Activity 5.5A: Conduct oversight of contract implementation
	

	Activity 5.5B: Assess performance and efficiency of the contracting out mechanism
	

	Activity 5.6: Implementation of waste management plan
	Reduction in disease burden through improved waste management system

	Objective 6: Increase performance of surveillance and routine monitoring/reporting

	Activity 6.1: Develop analytical and research capacity, including the strategic use of data and information for program management
	Increasing the coverage and quality of immunization through improved data quality

	Activity 6.2: Strengthen data quality of RI through both self and independent assessments (DQS and LQAS) 
	

	Activity 6.3: Conduct health facility surveys to assess readiness  availability to provide immunization and other health services (SARA)
	

	Activity 6.4: Conduct  coverage evaluationsurveys 
	

	Activity 6.5: Establish AEFI  surveillance systems
	Reduction in morbidity and mortality due to vaccine preventable diseases through improved surveillance systems

	Activity 6.6: Strengthen VPD/ IDS surveillance
	Reduction in morbidity and mortality due to vaccine preventable diseases through improved surveillance systems 

	Activity 6.7: Introduce “Immunization Monitoring Checklists” in daily practice of Polio Eradication Officers and UC Medical Officers
	Increasing immunization coverage and geographic equity by involving PEI staff.

	Activity 6.8: Introduce the processing and analysis of the immunization monitoring checklists by the district polio control rooms including feedback to UC and District committees
	

	Activity 6.9: End of HSS2 grant assessment
	

	Objective 7: Improve knowledge, attitude and practices towards immunization among target population

	Activity 7.1: Develop and implement costed context specific RI communication action plans for all 04 provinces and 05 areas based on the findings of the national KAPB survey 2014 and national RI communication strategy
	Increasing immunization coverage and geographic equity through advocacy, demand generation and social mobilization.

	Activity 7.2:  Update and strengthen the Partner mapping exercise with reassessment of CSO criteria looking at ground strengths vs. technical application ability and ability to do low cost local models of service delivery
	

	Activity 7.3:  Conduct Baseline and End line survey at the beginning and towards the end of CSO project
	

	Activity 7.4: Conduct advocacy meetings with political leadership including Parliamentarians, senior government officials and community leaders and district administration to sensitize and motivate them, regarding the routine immunization
	

	Activity 7.5: Build capacity of immunization staff involved in social mobilization and Interpersonal communication (IPC) skills
	

	Activity 7.6: Conduct annual review of the implementation of provincial communication action plans
	

	Activity 7.7: Monitor regularly the CSOs work on immunization related behaviours
	

	Activity 7.8: Establish public private partnerships with CSOs to conduct social mobilization activities to enhance EPI card retention
	

	THREE PAGES MAXIMUM


	13. Results Chain    


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

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

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

· The Results Chain should be consistent with the HSS M&E Framework.  For every activity and intermediate result listed in the Results Chain there should be corresponding indicators to measure achievement detailed in the box below. Immunisation outcomes indicators do not have to be related to any specific objective, they are related to the programme as a whole so are not included in this results chain. Indicators should align to those detailed in the HSS M&E Framework. 

· Please note that a Gavi HSS proposal must include an independent and systematic data quality assessment and an improvement plan described in the Supplementary HSS Guidelines Key Terms Section. Applicants must identify specific data quality problem areas where funds will be used.

	Objective 1:  Program management: To increase program management performance at federal, provincial and sub-provincial levels

	
	Key Activities:

-Review/update of provincial cMYPs and PoAs. 

-Carry out regular supportive supervision visits including following up outcomes/recommendations of the previous visits

-Development of monitoring and performance appraisal framework for EPI.

-Building local capacity of individuals (service providers, managers, etc.) institutions (EPI, etc.) and organizations (CSOs, NGOS, etc.).

-Organization of review meetings and presenting immunization program achievements, challenges, issues and solutions.


	
	Intermediate Results: 

Immunization program governance is streamlined.
Immunization program planning is integrated into provincial budgeting.
The provincial cMYPs are updated regularly reflecting either changes in the context (epidemiological, vaccine availability, etc.), resource availability or immunization system outcomes (achievements)
Increased immunization coverage and equity by improving program planning, program management and supervision, 

	
	Immunisation Outcomes:

DTP3 coverage - % of surviving infants receiving three doses of the diphtheria-tetanus-pertussis vaccine (DTP3) will be maintained at > 85%


Measles Coverage - % of surviving infants receiving first dosage of measles will be maintained at > 79%

Percentage point difference in DTP3 coverage -  between lowest and highest wealth quintile, is at least less that 20%

Proportion of children fully immunised - % of children aged 12-23 months, who receive all basic vaccinations will increase from 53% in 2012 (PDHS) to 77% by 2018
	

	
	Related Key Activities Indicators:

· Number of provincial cMYPs and PoAs reviewed and completed.

· Monitoring and performance appraisal framework for EPI developed.

· Number of review meetings organised.


	
	Related Intermediate Results Indicators:

Number of EPI annual plans consistent with the provincial cMYPs are developed and endorsed.
Number of developed plans implemented 
Number of annual progress reports produced and discussed with key stakeholders regularly
Percent of detailed UC supervisory plans implemented for all district supervisors to all provincial supervisor officers


	
	· 
	

	Objective 2:  Human resource: To distribute and retain qualified/trained human resources for the immunization program
	

	
	Key Activities:

-Carry out trainings in immunization for LHWs and other staff to make them SIS.

-Assessment of training needs.

-Review and update EPI guidelines and training mannuals
-Carry out refresher training for each SIS, at least once in every 2 years (as per the national policy).

-Carry out MLM training for managerial staff in planning (e.g. vaccine forecasting, budgeting), reporting, decision  making and advocacy

-Establishment of the human resources management information system (HRIS)
Develop HR plan including retention policy 
	
	Intermediate Results: 

Increased skilled immunization staff (SIS) in the light of National EPI policy

Increased retention of human resources 


	
	Immunisation Outcomes:

DTP3 coverage - % of surviving infants receiving three doses of the diphtheria-tetanus-pertussis vaccine (DTP3) will be maintained at > 85%


Measles Coverage - % of surviving infants receiving first dosage of measles will be maintained at > 79%

Equity of Coverage - % of districts that have, at or above 80% of DTP3 coverage, will increase from 20% (PDHS 2012) to more than 73% by 2018

Percentage point difference in DTP3 coverage -  between lowest and highest wealth quintile, is at least less that 20%

Dropout rate  - percentage point difference between DTP1 and DTP3 coverage maintained at less than 9%



Proportion of children fully immunised - % of children aged 12-23 months, who receive all basic vaccinations will increase from 53% in 2012 (PDHS) to 77% by 2018
	

	
	Related Key Activities Indicators:

-Proportion of LHWs and other staff, who were trained to become SIS.

-Number of updated EPI guidelines and training manuals.

-Number of refresher trainings conducted.

-Proportion of MLM trainings conducted for managerial staff in planning.


	
	Related Intermediate Results Indicators:

% of total combined number of EDOs/EDO(H) s have attended MLM courses

% of UC  with at least two skilled staff capable of providing immunization
	
	· 
	

	Objective 3:   Improve financial management and accountability of immunization program
	

	
	Key Activities:

-Establish and operate financial mechanisms for ensuring timely payment of country’s co-financing obligations and smoothing resource mobilization of funds for central procurement of vaccines and commodities
- Regular external and internal audit for transparent financial accountability

- Dialogue  with the Ministry of Finance and Planning for shifting development budget to recurrent budget
	
	Intermediate Results: 

Immunization system outcome targets are balanced with the financial resources available (Proportion of secured financial resources vs. planned).

Process will be initiated to move from development budget to recurrent budget to support EPI program  


	
	Immunisation Outcomes:

DTP3 coverage - % of surviving infants receiving three doses of the diphtheria-tetanus-pertussis vaccine (DTP3) will be maintained at > 85%


Measles Coverage - % of surviving infants receiving first dosage of measles will be maintained at > 79%

Percentage point difference in DTP3 coverage -  between lowest and highest wealth quintile, is at least less that 20%

Proportion of children fully immunised - % of children aged 12-23 months, who receive all basic vaccinations will increase from 53% in 2012 (PDHS) to 77% by 2018
	

	
	Related Key Activities Indicators:

-Number of external and internal audit completed
	
	Related Intermediate Results Indicators:

Evidence of moving from development budget to recurrent budget to support EPI
	
	· 
	

	Objective 4:  Vaccine, Cold Chain and Logistics: To improve/sustain uninterrupted supply of vaccines to immunization service delivery

	
	Key Activities:

-Conducting periodic review/ updating of cold chain inventory.

- Procurement and installation of cold chain equipment including cold rooms as per recommendations of the EVM Implementation plan.

- Provide maintenance services on a regular basis and develop a repair/maintenance plan for cold chain equipment, EPI vehicles and buildings.

- Construction of new and refurbishment of existing warehouses, at provincial and sub-provincial levels.

- Development and implementation of a reporting mechanism to monitor received and distributed vaccines to facilitate regular reconciliation of vaccine stock.

- Implementation of existing SoPs to ensure that new vaccine requests from provinces adhere to the pre-requisite of provision of vaccine & coverage data, wastage, stock positions as part of effective VM.

Carrying out new EVM assessment and development of its improvement plan (2017)

- Evaluate vLMIS in the pilot districts and develop advanced versions of vLMIS.

- Scaling-up and expansion of vLMIS in the remaining districts.

- Improve and strengthen procurement for immunization activities by increasing the procurement technical capacity at all levels (Fed/Prov) and reducing key bottlenecks, while adhering to international standards of WHO pre-qualified products in accordance with standard operational procedures. 

	
	Intermediate Results: 

Number (%) of EPI Centres experiencing stock-outs equals to zero (Baseline to be assessed year 1). 
Routine data will be analysed annually. 
Vaccine wastage (unopen vial) reduced within the acceptable limit

Number of facilities with appropriate cold chain equipment (according to National guidelines) ensured at every level (EVM assessment)
	
	Immunisation Outcomes:

 DTP3 coverage - % of surviving infants receiving three doses of the diphtheria-tetanus-pertussis vaccine (DTP3) will be maintained at > 85%


Measles Coverage - % of surviving infants receiving first dosage of measles will be maintained at > 79%

Equity of Coverage - % of districts that have, at or above 80% of DTP3 coverage, will increase from 20% (PDHS 2012) to more than 73% by 2018

Percentage point difference in DTP3 coverage -  between lowest and highest wealth quintile, is at least less that 20%

Dropout rate  - percentage point difference between DTP1 and DTP3 coverage maintained at less than 9%



Proportion of children fully immunised - % of children aged 12-23 months, who receive all basic vaccinations will increase from 53% in 2012 (PDHS) to 77% by 2018
	

	
	Related Key Activities Indicators:
-Number of periodic review/ updating of cold chain inventory conducted.

-Number of cold chain equipment, including cold rooms purchased and installed.

-Number of new warehouses constructed and refurbishment of existing warehouses done at provincial and sub-provincial levels.

-EVM assessment and development of its improvement plans carried out.

-vLMIS scaled up and expanded in the remaining districts.

-Advanced versions of vLMIS developed and installed.


	
	Related Intermediate Results Indicators:

Percentage of districts with functional cold chain equipment in place as per specifications >95% in each tier of health system (including at least 1 month buffer stock capacity at district level)
Percentage of secure districts with functional elctronic tracking of the vaccinators, supervisors

EVM score above 80 is achieved in all nine criteria.
	
	
	

	Objective 5:  Immunization service delivery: To strengthen capacity of immunization service delivery

	
	Key Activities:

-Development of EPI Reaching Every District (RED) and Reaching Every Community (REC) micro-plans in 33 equity focused selected districts.

-Development of computerized UC level micro-plan (80% UCs)

-Support implementation of integrated services (EHP) in 20 districts
-Development of a conceptual framework (or national guidelines) for contracting out immunization services.

-Selection and contraction of qualified immunization service providers.

-Assessment of performance and efficiency of the contracting out mechanism.

-Implementation of waste management plan
	
	Geographical access increased: 
Integrated services are available in 20 selected districts
Private sector/CSOs are involved in immunization service delivery


	
	Immunisation Outcomes:

DTP3 coverage - % of surviving infants receiving three doses of the diphtheria-tetanus-pertussis vaccine (DTP3) will be maintained at > 85%


Measles Coverage - % of surviving infants receiving first dosage of measles will be maintained at > 79%

Equity of Coverage - % of districts that have, at or above 80% of DTP3 coverage, will increase from 20% (PDHS 2012) to more than 73% by 2018

Percentage point difference in DTP3 coverage -  between lowest and highest wealth quintile, is at least less that 20%

Dropout rate  - percentage point difference between DTP1 and DTP3 coverage maintained at less than 9%



Proportion of children fully immunised - % of children aged 12-23 months, who receive all basic vaccinations will increase from 53% in 2012 (PDHS) to 77% by 2018
	

	
	-Number of districts that have implemented complete micro plans through RED strategy.

- Number of districts providing integrated health services 

-Number of qualified immunization service providers selected and contracted. 

-Number of Private sector/CSOs in selected low performing UCs  contacted out
	
	Share of static/fixed immunization services delivered by EPI centres (vs. outreach) increased.

Percent of Union Councils (UCs) for which revised computerized UC level micro plans are in functional use at district and provincial levels


	
	
	

	Objective 6:  Monitoring, surveillance and reporting: To increase performance of surveillance and routine monitoring/reporting

	
	Key Activities:

- Develop analytical and research capacity, including the strategic use of data and information for program management

- Strengthen data quality of RI through both self and independent assessments (DQAS and LQAS)
- Conduct health facility surveys to assess readiness  availability to provide immunization and other health services (SARA)
- Conduct  coverage evaluationsurveys

- Establish AEFI  surveillance systems

- Strengthen VPD
	
	Online reporting system (dashboard) is  available

System  for all data verification/validation and review is in place

Findings from coverage survey available
Surveillance indicators met
Reliability and accuracy of administrative data increased.
Discrepancy ratio (between administrative and survey data) decreased
Ability of surveillance to detect and report cases increased.
National AEFI surveillance system is functional and serious cases of AEFI are reported and analysed.


	
	Immunisation Outcomes:

DTP3 coverage - % of surviving infants receiving three doses of the diphtheria-tetanus-pertussis vaccine (DTP3) will be maintained at > 85%


Measles Coverage - % of surviving infants receiving first dosage of measles will be maintained at > 79%

Percentage point difference in DTP3 coverage -  between lowest and highest wealth quintile, is at least less that 20%

Proportion of children fully immunised - % of children aged 12-23 months, who receive all basic vaccinations will increase from 53% in 2012 (PDHS) to 77% by 2018
	

	
	-Percentage of districts receiving feedback on reports from the provincial level.

-Percentage of districts submitting online routine monthly reports to provinces, within agreed timelines.


	
	Percent of districts with their recognized surveillance sites having functional online surveillance for Vaccine Preventable Diseases (VPD) & Adverse Events Following Immunization (AEFI) 

Percentage of reporting units achieving satisfactory DQAS score/mark increased.(Baseline 0)

	
	
	

	Objective 7:  Demand generation, communication and advocacy: To improve knowledge, attitude and practices towards immunization among target population



	
	Key Activities:

- Develop and implement costed context specific RI communication action plans for all 04 provinces and 03 areas based on the findings of the national KAPB survey 2014 and national RI communication strategy.

- Update and strengthen the Partner mapping exercise with reassessment of CSO criteria looking at ground strengths vs. technical application ability and ability to do low cost local models of service delivery.

- Conduct Baseline and End line survey at the beginning and towards the end of CSO project.

-Conduct advocacy meetings with political leadership including Parliamentarians, senior government officials and community leaders and district administration to sensitize and motivate them, regarding the routine immunization.

- Build capacity of immunization staff involved in social mobilization and Interpersonal communication (IPC) skills.

- Conduct annual review of the implementation of provincial communication action plans.

- Monitor regularly the CSOs work on immunization related behaviours.

- Establish public private partnerships with CSOs to conduct social mobilization activities to enhance EPI card retention.


	
	Increased utilization of available immunization services through increased demand for services
	
	Immunisation Outcomes:

DTP3 coverage - % of surviving infants receiving three doses of the diphtheria-tetanus-pertussis vaccine (DTP3) will be maintained at > 85%


Measles Coverage - % of surviving infants receiving first dosage of measles will be maintained at > 79%

Equity of Coverage - % of districts that have, at or above 80% of DTP3 coverage, will increase from 20% (PDHS 2012) to more than 73% by 2018

Percentage point difference in DTP3 coverage -  between lowest and highest wealth quintile, is at least less that 20%

Dropout rate  - percentage point difference between DTP1 and DTP3 coverage maintained at less than 9%



Proportion of children fully immunised - % of children aged 12-23 months, who receive all basic vaccinations will increase from 53% in 2012 (PDHS) to 77% by 2018
	

	
	-Number of provincial communication action plans developed and operationalized over the project life.

-Number of annual review of communication action plans held at provincial levels.

-Baseline and End line surveys conducted.

-Percentage of districts reporting tools/messages and printed materials available.

-Number of advocacy sessions conducted with Parliamentarians, policy makers and key influencers of the community.

-Percentage of frontline workers trained on IPC and monitoring of the immunization related behaviours of the target population.

-Percentage of parents with children under 1 year of age in the intervention districts who have EPI card of their child and could state the date for next immunization.
	
	% of caregivers who understand benefits of immunization (or demonstrate proper knowledge of benefits) increased 
Percentage increase in proportion of parents retaining immunization card. (Baseline to be assessed year 1 in intervention districts)

	
	
	

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

Measles: Reduction of measles morbidity and mortality by 50% compared to the 2012 level by 2019
Polio: Interruption of transmission of indigenous wild poliovirus and certification of a Polio free Pakistan by the end of 2019
Tetanus: Elimination of neonatal tetanus by 2015 and maintain the elimination status till 2019
Cases of measles

per 1 million population

Cases of Polio

Cases of Tetanus
per 100,000 newborns

2012
To (by 2019)
2012
To (by 2019)

2012
To (by 2019)

Punjab

34

20

2

0

0.8

0.5

Sindh

218

55

4

0

1.8

0.5

Balochistan

225

110

4

0

0.6

0.3

KP

13
0
AJK

<5

0

<1

CDA

<5

0

<1

FATA

<5

08
0

<1

GB

<5

1

0

<1

ICT

<5

0

0

<1



	ASSUMPTIONS: 

(A) Monitoring & Evaluation Framework

1. In terms of measurement of immunization impacts, the assumptions are as follows:

a. The contribution of vaccination to child mortality decline, could be contributed only partially to child mortality reduction; hence, it is difficult to separate it out from other determinants, including nutritional improvements and child illness management.

b. The assumption in assessment for reductions in VPDs, is that both baselines and targets are based on a well-functioning surveillance system, which in turn, is highly sensitive and specific to targeted disease events. Limitations of surveillance systems in Pakistan context, demonstrate that these impact measurements should be interpreted with a high degree of caution.

2. In terms of immunization outcomes, the assumptions are as follows:

a. Accurate assessment of maintenance of immunization coverage assumes: (i) Implementation of periodic coverage surveys to confirm reliability of data (MICS 2014, EPI Coverage Survey 2017) (ii) Implementation of nationwide DQS methods to build system capacity for accurate data collection and reporting.

b. Measurement of improved equity in immunization coverage, adequate sub national tracking and line listing of low coverage areas will be monitored, and thereafter, targeted for micro-planning and demand side interventions.

c. Measurement of gender equity assumes that, sex disaggregated data is collected and analysed in either periodic population surveys (PDHS or EPI Coverage survey ) or inclusion of sex disaggregated data in routine information systems is done.

d. The feasibility of sustainable HSS is contingent upon effective program and health sector coordination, so that a wide range of resources are mobilized and targeted towards common program and sector strategies, which could not otherwise be feasibly implemented with GAVI and Government resources alone.

3. In terms of immunization outputs, the assumptions are as follows:

a. The setting of baselines in many cases would be dependent on the conduction of health system readiness assessments.

b. Monitoring of the outputs assumes more emphasis on measurement through special studies. For example, this is the case for measurement of cold chain performance through EVM (conducted in 2011 and 2014-15; next proposed for 2016-17).

c. Monitoring of the outputs also assumes careful documentation of system installations (AEFI, sentinel surveillance, MLM training modules and multi-year plans), through annual reporting.

(B) Monitoring & Evaluation Plan

4. In terms of the Monitoring and Evaluation Plan:

a. Most of all, the main assumption is that sector and immunization coordination would be successfully coordinated through the HSCC and the ICC, in order to update the cMYP, and monitor progress against the sector M & E framework, across the lifetime of the HSS Grant. Furthermore, the establishment of an evidence base for implementation, assumes the formation of Government and development partner or academic research partnerships in order to implement the research and evaluation agenda (Coverage Surveys, Demand Side research, HSS evaluation, Joint EPI Review, EVM studies etc.).
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	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	14. Monitoring and Evaluation 

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

*Where possible, Gavi asks for both country administrative data as well as data from ‘other’ sources. ‘Other’ recommended data sources are DHS/ Multiple Indicator Cluster Survey (MICS) or recent coverage estimates from WHO/UNICEF.. 
· Please provide an HSS grant Monitoring & Evaluation Framework as Attachment 3 (please complete the Gavi template).  

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

	M & E Framework

The M&E framework (Attachment 5) is part of overall performance based framework for all Gavi grants for Pakistan and  include specific country tailored indicators in addition to the overall core indicators . The main focus of M&E would be on data quality including LQAS, validation, surveillance, on-line reporting and regular dissemination of results to the public and the media for accountability. Emphasis will also be given to revision of the existing micro plans, data analysis and reporting systems to ensure an acceptable level of quality within the reports generated by the Federal & Provincial EPI. In this regard, establishment of automated MIS for data validation by the District Health management and use of technical advancement through effective and sustainable vLMIS will be ensured.

M & E Planning Process and Alignment

Firstly, monitoring and evaluation of the grant implementation will be carried out within the broader framework of the M&E activities foreseen by cMYP and NISP. Furthermore, at the national level, GAVI HSS implementation is, and will continue to be, monitored by National Inter-Agency Coordination Committee (NICC), which oversees, monitors, guides and approves the implementation plan. In addition to that, technical inputs will be provided by the technical partners, particularly in relation to ensuring that HSS supports improved immunization coverage and outcomes. Regular NICC meetings will be organised quarterly. NICC members will meet biannually with managers at federal and provinces to reviews program status. Gavi joint appraisal will be conducted annually and NICC will coordinate activities of joint appraisal. 
Secondly, GAVI HSS activities are integrated into the cMYP (2014-2018) plan and will be accordingly implemented, monitored and reported in annual progress report. Moreover, on a day-to-day basis, national program managers and their sub-national counterparts are considered responsible for implementing, monitoring and reporting the activities. 

Thirdly, established Steering Committees for immunization at the Federal and Provincial levels, will meet bi-annually to review physical and financial progress, as well as, annual work plans - including procurement and training plans. Furthermore, there would be bi-annual review meetings of provincial coordination committee and monthly review meetings at the district level, for the purpose of monitoring, supervision, planning, reporting, data analysis, HR management, trainings, coordination and data validation. It is also worth mentioning that the design of the CMYP, relies on district-led program implementation and regular monitoring, whereby the activities are coordinated by Executive District Officer (Health) - EDO(H) - of each district. In addition to that, the HSS2 activities will support measures to improve the capacity of both provincial and district managers, for effective implementation.

Fourthly, the project will employ Disbursement Linked Indicators (DLIs) to finance project results, which in turn, would serve as an incentive to achieve these results, by disbursing a portion of the total project financing, only after the key results have been met under each component. Simultaneously, progress by each province will be monitored with province-specific targets for each indicator, developed and negotiated according to the province context and capacity.  Subsequently, the DLI results will be verified by a third party independent audit, by firms contracted by the Federal EPI. Therefore, the establishment of these contracts within six months will be a covenant of the financing agreement. Later on, the reports of these audits will be reviewed by the NICC, before forming the basis of the disbursement request made by the Federal EPI to the World Bank. 

Lastly, an essential element for delivery of DLI results will be, strengthened capacity at the provincial EPI, particularly, in the form of appropriate human resources. Furthermore, a covenant of the financing agreement would be that each province shall, by no later than three months after the effective date, appoint and maintain, critical positions including FM, procurement, M&E, Surveillance, Data Management, Epidemiologist, with appropriate qualifications and experience, throughout the period of implementation of the Project.

Results Monitoring and Evaluation

Gavi HSS and NISP will have a single “performance framework”. Utilization of a common Performance Framework by Gavi and NISP  ensures complete alignment and reduce reporting burden on the country. Annual surveys with third party validation will be carried out, at least for the first two years of project (proposed and under discussions). DLIs are a component of Performance Framework, and their targets are provincially tailored.

In a nutshell, the EPI Programs at the Federal and Provincial levels face an array of challenges to fully functionalize a results-based culture, which requires an effective monitoring and evaluation (M&E) system. In this context, the key areas to strengthen M&E include: a) Data quality, b) On-line reporting, c) Data validation, d) Surveillance, e) LQAS, f) Regular dissemination of results to the public and the media for accountability, and g) Third Party Evaluation.

First of all, there is a need to review and revise the existing micro plans, data reporting systems and analysis of the data, in order to ensure an acceptable level of quality within the reports generated by the EPI. It is expected that, with the assistance of technological advancements, live data will flow from the lower to the higher levels, helping in timely compliance of data reporting and efficient area mapping of the catchment area for micro-planning exercise. In the past, these tools have been successfully applied in the Polio Eradication Program and elsewhere. 

Secondly, an effective and sustainable vLMIS, will ensure that adequate quality and quantities of vaccines are available at the service delivery point and will give access to demand forecasting, capacity planning, analysis and modelling, based on consumption, stock status data and real-time supply chain management capabilities. It is important to note that the national development of this system is being supported by the USAID DELIVER program. 

Thirdly, there is a discrepancy in program reported data and the survey data at present, due to lack of a functional management information system (MIS), with limited monitoring and oversight. Therefore, this discrepancy is proposed to be addressed through the establishment of automated MIS with validation by the District Health office. Moreover, regular assessment of the data quality will be used to identify the gaps in the routine immunization data monitoring and reporting system. 

Lastly, the Federal and the Provincial EPI  will prepare a semi-annual DLI Results Report, which would then be reviewed by the national ICC and then inform the Bank’s biannual implementation review. Subsequently, disbursement of funds would happen, provided that all the required results have been met.

Sources of data for M&E include the following:

a. Health system reporting routinely collected by the MONHSR&C (administrative data).

b. Coverage evaluation survey by district  (every year for 2016 and 2017 and bi-annual from 2018)

c. Population surveys (Pakistan Social and Living Standard Measurement Survey and Pakistan Demographic and Health Survey).
d. Programmed evaluations of HSS in 2016 (of HSS1) and in 2019 (HSS2).

e. Internal immunization and health systems assessment conducted by MONHSR&C staff (EVM, Sentinel Surveillance Reports, Supervision Reports).
Equity-related discrepancies analysis

Data from different sources (PDHS, coverage evaluation survey and routine administrative data) will be analysed to find out equity-related discrepancies. Gender, geographic location, socio-economic status, education status of mothers, fragile law and order situation will be used as the principal determinants of the inequities in immunization coverage. Geographical stratifications will be conducted using routine administrative data. 
Budget for M & E Activities in HSS2

Out of the total grant amount of US$ 83.88 million budget, objective 6 of the program which focuses on development of information and surveillance systems is expected to constitute a set percentage (22%) of the HSS program budget. This amount, along with the activities covered in objective 4, also covers measures planned for updating of cold chain inventory, EVM implementation plan, construct new and refurbish warehouses and monitoring activities.  

M & E Strengthening Activities

The following M&E system strengthening activities are proposed to be funded through this HSS proposal:

a. Providing training for national and provincial-level managers on M&E mechanisms, including supportive supervision.

b. Providing operational support for supportive supervision and monitoring.

c. Providing overseas training for EPI managers on HMIS and M&E.

d. Updating, printing and distributing handbook/guidelines on surveillance, monitoring and reporting of VPDs.

e. Supporting a number of national officers for grant/project monitoring & evaluation.
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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 provide a summary of the amount budgeted by year in the table below. 

· Please include additional information on the assumptions within the budget and justification of unit costs to demonstrate that they are reasonable and supported by in-country planning. These assumptions and unit cost justifications may be inserted here or attached as separate documentation.

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

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



	Year
	Total Amount Budgeted

	2016-2017
	US$ 33.76 Million 

	2017-2018
	US$ 24.80 Million

	2018-2019
	US$ 24.88 Million

	Add additional rows as required…
	

	Budget Assumptions 

The budget for Gavi HSS cash support is prepared under the seven objectives. For each objective, corresponding main activities have been defined to achieve the objectives. Majority of these activities have been costed in this budget, while those which are not budgeted will be supported through government’s own funds either from recurrent budget or development funds.

Please refer to Annex6 for detailed budget assumptions for main activities by year, by quantity, by unit costs. This attachment details the following:

1. Main activity under each objective

2. Gavi grant category and sub-category

3. Lead implementer

4. Input unit and cost per unit

5. Number of input units

6. Total amount per input unit Item

7. Total cost per main activity or unit (province, region, district, system development, training workshop, participant, session etc.)

Justification of Unit Costs

With consensus among key immunization stakeholders including the government, unit costs for all the required line items have been taken from the cMYP, NISP PC-1s, UNICEF supply catalogue and inputs from the recent federal, provincial and regional consultative workshops.

Cost estimates of procurement are based on UNICEF supply catalogue (latest price) 

Detailed budget and work plan

Annex 6 presents detailed budget and work plan.

Costing by objectives

As shown in the table below, a substantial portion of this funding (US$ 41.00 million) is kept under 4th objective “Vaccine, cold chain and logistics”. Out of this 41.00 million, around US $ 24 million will be used to procure cold chain equipment. The remaining amount out of US$ 41 million is for construction of new warehouses, refrigerated trucks/vans, scale-up of vLMIS, cold chain repair and maintenance, etc. This amount is kept, as the existing cold chain equipments are not adequate to meet the immunization program needs and most of these equipments are aging. The capacity of existing warehouses is also not adequate to cater the storage needs at provincial, divisional and district levels. The construction of these warehouses will also compliment Gavi HSS. Second highest amount (US$ 18.6 million) is proposed under the “Monitoring, Surveillance and Reporting” objective. All stakeholders identified a dire need to strengthen the monitoring, surveillance and reporting system, in order to achieve the set targets/immunization outcomes. 
Objectives

Year 1

Year  2

Year  3

Total 

(US$ Million)

2016-17

2017-18

2018-19

Program Management 

1.28

0.98

0.98

3.24

Human Resource Management 

2.31

1.26

2.06

5.63

Costing and Finance

-

-

-

-

Vaccine, Cold Chain and Logistics

17.76
12.16
11.14
41.06
Immunization Services Delivery

4.37

3.36

3.46

11.19

Monitoring, Surveillance and Reporting

6.45

6.00

6.10

18.55

Demand Generation, Communication and Advocacy

1.59

1.04

1.14

3.77

Grand Total

33.76
24.80
24.88
83.44
Adjusted annual ceilings under country tailored approach

Year 1:  US$34 million

Year 2:  US$25 million

Year 3:  US$25 million

Work plan narrative

Yearly work-plan for all three years has been developed. However, for the first year (2016-17), monthly work-plan has been prepared (Please refer Annex-6). It shows that the activities related to capacity building, systems strengthening like vLMIS, baseline assessments/surveys will be implemented in the first year (July 2016 – June 2017). While other activities including the procurement of cold chain and logistics, construction of warehouse, etc. will be implemented during all three years.
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	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 the gap analysis tab in the Gavi HSS Budget, Gap Analysis and Workplan Template.  This gap analysis should be related to each of the proposal objectives to show the total resource requirements for health system strengthening related to that objective, and the different resources for HSS financing already in place,  as available in National Health Sector Strategy/Plan, cMYP, or other gap analysis conducted.
· For each of the objectives, applicants should list different resources for HSS financing already in place that contribute to the proposal objective, including government and external donor contributions, the project name if applicable (or indicate budget support), duration of support, funding amount provided (in US$), and geographic location covered by the support.  The Supplementary HSS Guidelines provide more detail on the key required elements of the gap analysis.
· In the box below, please provide a narrative description of other efforts by the Government or development partners that focus on the bottlenecks that are addressed by the proposal objectives, including the timeframe and the geographic location of this support, thereby highlighting the value-added of Gavi support and how the current proposal complements those efforts. 
Gavi encourages the use of data from existing gap analyses, rather than undertaking a new gap analysis.

	Pakistan country team preferred to use gap analysis findings presented in the cMYP (2014-2018). In addition, Gavi’s pool application checklist (Section 16: Gap analysis and complementarity) recommends to provide budget associated with the sectoral and immunization work plans, which should identify sources of funding and gaps, including: Government funding, sector wide/pooled funding and other donor contribution. It may be noted that Pakistan is submitting HSS2 application under pooled funding mechanism (NISP/MDTF). 

Future financing and funding gaps of the immunization program

Total financing of the immunization program is estimated at 1.32 US$ billion if only secured financing is considered and at 2.12 US$ billion with probable financing (cMYP 2014-2018).

Figure 1:
Financing structure by sources and types of financing
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63% of secured financing comes from the government, followed by GAVI (20%) and PEI (15%) as shown in Figure 1 above. GAVI accounts for 66% of probable financing followed by PEI (11%), UNICEF (5%), Government (co-financing – 5%) and WHO (4%).  Financing of the immunization program by provinces is presented in figure 81 (page 130, cMYP 2014-2018).

As shown in figure 82 (page 131, cMYP 2014-2018) financing projection reaches maximum in 2015 (478 US$ million) and decreases gradually (due to uncertainty about external funding) while resource requirements keeps growing. This translates into widening funding gap from 10% (49 US$ million) in 2014 to 23% (124 US$ million) in 2018 as presented in Figure 2 below:

Figure 2:
Financing and funding gap by Years
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The total funding gap (with secure and probable funding) for 2014-2018 is estimated at the level of 19% of total resource requirements (or 402 US$ million) including shared healthcare system costs.
Funding gap analysis
Funding gap amounts to 1.3 US$ billion with only secured financing and 0.4 US$ billion if probable financing is considered as shown in Table 1 below:

Table 1:
Funding gap (without shared costs) by types of financing (2014-2018)

Composition of the funding gap

Gap (secured)

Gap (secured + probable)

Vaccines and injection equipment

$632,085,199 

$0 

Personnel

$47,583,659 

$47,122,618 

Transport

$23,874,960 

$23,874,960 

Activities and other recurrent costs

$114,176,270 

$66,395,541 

Logistics

$57,926,720 

$44,485,475 

Campaigns

$398,913,600 

$212,716,128 

Total

$1,274,560,408 
$394,594,721 
The funding gap with only secure financing mainly consists of 2 components: vaccines and injection supplies (46%) and campaigns (34%) as shown in Figure 3 below.
HSS2 proposal will be able to fill identified gap in the cMYP (2014-2018) and will support implementation of some HSS related activities. HSS2 funding will be complimentary to different sources. 
Figure 3:
Structure of the funding gap by types of financing (national, 2014-2018)
Secured financing
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Probable financing allows to fill the vaccine and injection supply component of the funding gap completely – it is related to the success of application to GAVI for Rota. 

The share of campaigns in the funding gap increases (up to 54%) when probable funding is considered although in absolute terms the gap decreases from 398.9 US$ million to 212.7 US$ million (due to 186 US$ million probable financing for campaigns). 

Funding gap related to personnel and transport remain unaffected with probable financing (in absolute terms) resulting in the increase of its share in the funding gap structure (12% and 6% correspondingly).

Funding gap structure by type of financing and provinces is presented in figure 83 and figure 84 (page 134, cMYP 2014-2018). It shows that probable funding is sufficient to fill the funding gap for routine immunization in Balochistan and Punjab.

Probable financing allows to fill half of the funding gap related activities and other routine costs, however its share in the funding gap increases from 9% (with secure financing only) to 17% (with probable financing). Further breakdown of this component (see figure 85 on page 134, cMYP 2014-2018) shows that: 24.6 US$ million funding gap (or 44% of this component cost) is related to cold chain maintenance and overhead (affecting mostly Sindh – 15.2 US$ million and KP – 6.4 US$ million). The program management is the second largest element – 16.7 US$ million (30%).

Table 2:
Breakdown of “Activities and other reccurent costs” funding gap by cost categories and types of financing

Secured financing

Probable financing

% of resource requirement

Cold chain maintenance and overheads

$35,673,371

31%

$24,609,924

37%

36%

Maintenance of other capital equipment

$469,910

0%

$305,419

0%

35%

Building overheads 

(electricity, water…)

$5,272,783

5%

$1,008,696

2%

12%

Short-term training

$19,813,708

17%

$5,272,517

8%

25%

IEC/social mobilization

$6,461,178

6%

$5,149,379

8%

26%

Disease surveillance

$23,017,085

20%

$8,419,001

13%

30%

Program management

$3,688,222

3%

$2,482,755

4%

31%

Other routine recurrent costs

$19,780,014

17%

$19,147,849

29%

63%

Total

$114,176,270
100%
$66,395,541
100%
The funding gap for cold chain maintenance and overheads (with probable financing) constitutes 36% of resource requirements. The highest shortage of financing (63%) is related to “other routine recurrent costs”.
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	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.

	The MoNHSR&C is applying for GAVI HSS2 support to fill the gaps in the funding of its plans.  MoNHSR&C is continuously working towards increased financial efficiency and sustainability of the immunization program and taking steps to reduce the funding gap between financial resources mobilized and planned expenditures. 
Financial sustainability

Financial sustainability of immunization programs is the primary responsibility of provincial health authorities and effective financial sustainability strategies are elaborated in respective provincial cMYPs. Financial sustainability is not the end itself but critical condition for the attainment of immunization outcomes. If funds necessary to finance planned campaigns or introduction of new vaccines could not be mobilized then the financial sustainability will be restored by postponing the planned interventions pending availability of funds. However, it will affect programmatic effectiveness dramatically although financial sustainability (in terms of balancing resource requirements and funding) will be achieved.

The provincial governments are the major source of finance for EPI when labour and other shared costs are included.  The choice of a results-based financing model (DLI) to govern the majority of the financial support under the NISP was closely discussed with the provincial departments of planning & development and finance and with the federal Ministry of Finance. There is familiarity with this financing mechanism and appreciation for its flexibility and its effect to employ and strengthen Government Financial Management systems – thereby increasing the long-term financial sustainability of the program. Importantly, the NISP will incentivize movement of the funding of EPI from its current position under the development budget to the regular budget in the majority of provinces. The processes will take time and it will happen gradually. Dialogue will take place during HSS2. This will be a significant step towards increasing the predictability of support for EPI in Pakistan. The application is proposed to avoid displacing government resources for EPI to ensure sustainability of the system at the end of project implementation.

After completion of HSS2 supported activities, it is envisage that the province will make all efforts to switch to  recurrent budget and will make sure to continue their services  including  operational and repair & maintenance cost for sustainability of the program. 
Programmatic sustainability
The HSS objectives will contribute directly to improving the sustainability of high immunization coverage, by strengthening the supply of immunization services as well as creating awareness in the community on the importance of completing the vaccination schedules. The fixed centers will be increased to provide immunization services and bring in sustainability to the program. The increase in the number of fixed centers will by an annual 5% from the existing throughout the project period. This application is not proposed to directly finance vaccines, operations or human resources. Instead it focuses on results - strengthening the enabling capacities of the health system – notably supporting health information and program management. The intent is to improve program management, build the capacities to strengthen and manage that performance, and to support the regular Government systems of planning and budgeting. Thus will ensure that the investments made under the application result in long lasting institutional change. 

Synchronization of PEI and non-polio  (routine and other SIA) efforts and more efficient sharing of the resources on the ground (including joint micro-planning at UC level) can serve as an effective sustainability strategy in terms saving financial resources  and achieving programmatic synergies.

The proposed activities under HSS2 application build on and benefit from existing health system structures and rely, wherever possible, on existing human and financial resources to carry out new activities.  Building the capacity of available human resources is vital to technical sustainability.  In addition, building capacity at the provincial level increases effectiveness of management, decreases dependence on the centre, promotes ownership and consequently support by the beneficiaries in addition to reducing the management costs. 

The objective 7 of HSS2 has inbuilt sustainability features, due to the focus on (a) removal of demand side barriers through social mobilization techniques and (b) extension of public private collaborations. The HSS2 also articulates the role of CSOs in immunization program activities from demand side perspective. No public health strategy can be sustained without some level of collaboration with this sector.

Sustainability of repairs and maintenance is a difficult and complex problem that affects all sectors in Pakistan, not just health. It is beyond the scope of a single Gavi activity to resolve this problem. This proposal allocates a total of US$ 1.5 Million (activities 4.4 and 4.6) for maintenance and repairs, but a longer term sustainable approach is needed. Repair and maintenance plan for cold chain, EPI vehicles and buildings will be developed. Maintenance services will be provided on a regular basis based on the plan. However, based on the experience of investments in the past, the country recognises that additional resources are needed to sustain investment related to benefits. Attempts will be made to generate additional resources using government allocations for the maintenance and repair after the program duration.   

Institutionalizing the planning and management of immunization services within the country health management teams during the HSS2 cycle will ensure durability of the achievements and results envisaged during HSS2 period. 
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	PART F – IMPLEMENTATION ARRANGEMENTS AND RISK MITIGATION


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

	18. Implementation Arrangements

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

· How the grant implementation will be managed. Identify key implementing entities and their responsibilities. 

· Please describe governance and oversight arrangements.

· Mechanisms which will ensure coordination among the implementing entities.

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

· The role of development partners in supporting the country in grant implementation.
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How the HSS2 implementation will be managed

The apex body through which the work plans will be negotiated and endorsed, will be the National Interagency Coordination Committee (NICC). 

The principal framework and guiding strategy will be the National Comprehensive Multi Year Plan (cMYP 2014-2018) and the National Immunization Support Project (NSP 2015-16 to 2019-2020). On the basis of these guiding strategies and plans, Annual Work Plans, Plan of Actions for provinces will be developed. These work plans at each level will reflect all GAVI HSS inputs and expected outputs/outcomes.

The project will be implemented through five implementing agencies: The Federal EPI with responsibility for the federal territories, under Ministry of National Health Services, Regulations and Coordination (MoNHSR&C) at Federal Government level and four provincial EPI in each province.

The engagement of the Federal EPI with the provinces and federating areas through the auspices of the Ministry of National Health Services Regulation & Coordination (MoNHSRC) intends to outline and finalise the roles and responsibilities, implementation arrangements, fund flow mechanisms, reporting requirements and support/oversight from the Federal EPI. 

Each provincial EPI will be responsible for independent program implementation, in  coordination with the federal body.  

Under the present arrangements; the Federal Government is responsible for provision of vaccines and injection equipment, coordination, resource mobilization, policy guidance and monitoring. 

Performance will be reviewed through an annual joint appraisal. Re-programming will be undertaken in accordance with the need of the programme and availability of performance based funding.   

How HSS2 will be coordinated

Strategic oversight will be provided by the National Interagency Coordination Committee (NICC).The Federal EPI will ensure that complementary technical and resource inputs are coordinated within annual work plans at each level.

NISP will use the existing institutional arrangements at the federal, provincial and district levels. The implementing entities will coordinate with each Department of Health (DOH), Finance Department, Planning and Development Department, the Accountant General (AG) office and the concerned Audit offices for ensuring timely availability of fund as per allocation in PC-1s. 

Operationalizing these strategic directions and annual implementations will be the responsibility of the Federal EPI at the level of federally administered territories, and the Provincial EPI.

The NICC will be convened regularly to ensure that GAVI HSS is focussed on attainment of immunization outputs and outcomes, as well as address technical issues / problems presented to it by the Federal EPI and Provincial EPI. 

How HSS2 funds will be channelled

The National Immunization Support Project (NISP) is a financing mechanism for the Comprehensive Multiyear Plans, which are used for aligning support for Routine Immunization (RI) from the World Bank, Gates Foundation Gavi Alliance and other development partners. The NISP funds would be held in a multi donor trust fund (MDTF) (the proposed US$84M HSS grant from Gavi Alliance and US$10M from USAID) and subsequently, disbursed together with the IDA credit. The World Bank administered MDTF will function as the main recipient, on behalf of the Government of Pakistan.
Once the HSS2 application is approved by the IRC (Independent Review Committee), the World Bank will sign an agreement with Gavi for establishing the MDTF. Subsequently, Gavi will transfer all HSS grants directly to the MDTF. 

The World Bank will sign a financial agreement with Economic Affairs Division, Government of Pakistan. The financial agreement (FA) will specify the procurement mechanisms including direct contracting with UNICEF for specialized requirements including vaccine and cold chain. The Bank is establishing the MDTF with a provision of pass through financing mechanism for UN technical agencies (with no administrative charges) the amounts of which shall be firmed up during negotiations. Funds will be transferred from the MDTF to UN agencies without any additional costs. Gavi will make final decisions on any cost implication issues related to channelling fund from the MDTF to UN agencies.  

The Ministry of National Health Services, Regulations and Coordination Division (MoNHSR&C) will sign a Memorandum of Understanding (MoU) with UNICEF to complete procurement process, based on the signed financial agreement.

NISP has two main mechanisms from a financing perspective.

· First mechanism is related to achievement of agreed DLI (Disbursement Linked Indicators)  targets 
· Second mechanism is Technical Assistance and HSS to support project implementation 
Both have a different fund flow mechanism, as explained:
For TA and HSS component, the Federal EPI will open a designated bank account with National Bank of Pakistan.
World Bank manages Multi Donor Trust Fund (MDTF) and will disburse funds in the designated account, based on 6 monthly projections provided by EPI, till project completion or utilization of all funds under the mechanism.
Federal EPI will be responsible for implementing the TA and HSS components on behalf of the project.
Regarding DLIs, the Federal EPI will be responsible for the processing and submission of biannual withdrawal applications, IFRs (Interim Financial Reports) and reports on behalf of itself and all four provinces, based on consolidated DLI achievements. Attachment 30 presents list of indicators. 
The Bank will biannually disburse funds to the Federal Government Consolidated Fund - Account No. 1 (Non-Food) and the Consolidated Fund Account No. 1 (Non-Food) of each Provincial Government, consequent to the achievement and verification of the agreed DLIs. 
The Bank will reimburse eligible expenditures as reported in the biannual IFRs capped to the price of DLIs achieved.
The following process map shows the fund flow mechanism. 
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The Federal EPI will be responsible for carrying out the procurements under the TA component of the NISP.  Federal EPI  will have arrangements with Gavi’s in-country partners to procure certain planned items (such as cold chain). 

Activities such as strengthening program management, governance, improving service delivery and demand generation will be funded through DLI mechanism (Attachment 32). 
How HSS2 funds will be monitored


The Federal EPI / MoNHSR&C will be responsible for the coordination of development partners financing and thus will be the main agency involved in fiduciary and reporting responsibilities. 

Established Steering Committees for immunization at the Federal and Provincial levels will meet bi-annually to review the physical and financial progress as well as annual work plans - including procurement and training plans. 

The project will employ Disbursement Linked Indicators (DLIs) to finance project results, by disbursing a portion of the total project financing once key results have been met under each component. 

Progress by each province will be monitored with province-specific targets for each indicator, developed and negotiated according to the province context and capacity.  

The DLI results will be verified by third party independent audit, . Establishment of these contracts within six months from the date of the financing agreement shall be considered essential. 

The reports of these audits will be reviewed by the National Inter-Agency Coordination Committee (NICC), before forming the basis of the disbursement request made by the Federal EPI to the World Bank. 

Delivery of DLI results will strengthen capacity at the provincial EPI  – particularly in appropriate human resources. 

The financing agreement shall include that each province, no later than three months after the effective date, appoint and maintain, critical positions including FM, procurement, M&E, Surveillance, Data Management Officials, Epidemiologist, with appropriate qualifications and experience throughout the period of implementation of the Project. 

The Federal and the Provincial EPI  will prepare a semi-annual DLI Results Report, which will be reviewed by the national ICC and then inform the Bank’s biannual implementation review and the subsequent disbursement of funds will be done provided that all results have been met.

Role of Development Partners in Supporting Implementation

Monitoring and Evaluation support is required for adequate planning, management, monitoring and evaluating the grant within the country and as well as for reporting to GAVI on the progress of grant implementation as may be required.

Technical assistance support will be provided through the main UN partners (see next section for details)

Resource mobilization support will be provided by MoNHSR&C and development partners through participation in sector forums (NICC), advocacy to bilateral funders, close engagement with identifying funding gaps through sector planning process, and leadership and participation in international donor forums.




	19. Involvement of CSOs 

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

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

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


	Activities of CSOs at Community Level

Community Mobilization for Demand Creation in Low Immunization Coverage and Hard to Reach Areas

In coordination with the Federal EPI and Provincial EPI, CSOs will work with communities on integrated development issues, due to which it is easier for them to mobilize people into participating in routine immunization activities. They will use the integrated community development approach e.g. hold immunization awareness sessions or vaccination days in schools. CSOs have presence in more than 75 districts and have capacity to extend this further more hard to reach areas and low immunization coverage areas, if funds are made available. Under the community mobilization CSOs will offer the following types of services:
CSOs will form Village Health Committees (VHCs) that perform awareness raising activities. VHCs will conduct

door to door awareness raising sessions or talk to people about routine immunization in groups.

This results in raising awareness of mothers and decision makers. CSOs, through VHCs also organize

children and mothers for the coverage of outreach teams.

CSOs will also counsel parents who have undergone side effects of vaccinations to ensure that their

misconceptions are quelled.

CSOs have developed innovative mass awareness raising tools for improving immunization coverage

and mother and child health. Some of these tools include puppet shows, interactive theatre, radio

programs, cable messages, pictorial posters and wall chalking.

 CSOs will facilitate outreach teams in preparing list of mothers and children, refusal and missed cases

and can also introduce a targeted approach for covering missed or refused cases and help in covering

such cases.

CSOs will help in organising outreach camps for vaccinators and ensure missed and default children get

vaccinated on a regular basis.

CSOs will conduct additional innovative BCC/demand generation activities as appropriate. 

Baseline and end line surveys will be conducted in areas / districts where CSOs will be responsible for implementing programs. The survey findings will be useful to measure changes in outcome.

Service delivery
Some CSOs have service delivery centers therefore they can offer service delivery according to the capacity and specialization of CSOs where Government is unable to provide the services.
Coordination between Provincial and District

CSOs can develop district coordination mechanisms to connect different services for addressing barriers in a holistic manner. They can help bridge the gap between communities and their district health department, facilitating them both by ensuring that a complaint mechanism is in place regarding immunization related issues. 

Planning

CSOs can assist in evidence based provincial, district and union council level planning. CSOs can also give valuable inputs in provincial PC1 and plans based on the research findings and local knowledge of the

communities they are working with.
CSOs will be contracted out by the Federal EPI. CSOs will be invited to submit EOI (Expression of Interest) and full proposals. The Federal EPI will channel required fund from the TA (Technical Assistance) component of the fund to the selected CSOs. Activities of CSOs will be monitored by the Federal EPI and through third party arrangements. 
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	20. Technical Assistance 

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

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

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

	Background to Technical Assistance

A range of activities foreseen in this HSS grant proposal implies provision of technical assistance aimed at further development of immunization, health systems and institutional capacity. Technical assistance will be provided through the two main development partners of WHO and UNICEF. These two agencies have in depth experience in Pakistan over the last 30 years in immunization, maternal and child health and HSS
The proposed grant, providing technical support aims to: 1) develop/strengthen the existing programme management and service delivery, 2) strengthen vaccine and supply chain management 3) provide technical support to ensure data quality and 4) adapt behaviours that will improve health status of disadvantaged populations.  

Long term technical support will be provided through WHO in two strategic areas of this HSS application. The first is in the area of programme management and service delivery, and the second in the areas of surveillance and data quality. Long term technical support will be provided through UNICEF for cold chain and vaccine management systems and demand side strategy. A range of international and national experts in short term and long term will provide practical policy directions as well as help introduction/scaling up of quality managerial skills of integrated health programmes and service delivery. 

Short term technical assistance will be required for the following aspects of the thematic areas:

1. Programme Management, Service Delivery

1. Development of district level micro plan to improve coverage and equity
2. Strengthening of the service delivery model based on primary healthcare and the formation of integrated health services networks to reach neglected and displaced communities 
3. Mapping of functioning health facilities without EPI service in remote and neglected areas
4. Short term HR support for Health Planning, System Strengthening and Information Analysis Unit in the Federal Ministry

5. Short term HR support for Fed EPI, provinces/area and laboratories

6. Training need assessment will be conducted at the start of the grant execution to identify specific gaps
7. HSS Evaluations – mid-term evaluation and final evaluation. Third party will conduct evaluation. 
8. Further strengthen the financial management information system (FMIS) to receive financial report from provinces with complete information
9. Partnership for PHC service provision; review policy and design a comprehensive framework of partnership to enhance meaningful engagement of CSO/NGOs and private sector in PHC and community mobilization.

10. Reviewing key policies, strategic documents and guidelines
2. Vaccine and supply chain management

1. Capacity building of HR on vaccine and supply chain management, EVM including temperature monitoring of the cold chain system

2. Review and tailor guidelines/SoPs/ToRs for supply chain management and EVM

3. Assessment of vLMIS software prior to expansion to all districts via robust sampling technique

4. Up gradation of vLMIS software and expansion to all districts

5. Short term consultant for procurement of vaccines and cold chain equipment and installation

6. Standardization of cold chain equipment in line with Standardization Guidelines for Pakistan
3. Surveillance and Data Quality

1. District wise coverage evaluation survey following WHO approved standard methodology with equity analysis

2. Consolidation of population data using available polio data

3. Development of data quality improvement plan

4. Capacity building for data quality improvement

5. Documentation of Punjab e-vaccs project (Q4 2015) for scale up to other districts (Q2 2016) and provinces (Q4 2016)

6. Strengthening VPD and AEFI surveillance system as a part of integrated communicable diseases surveillance through developing/expanding online surveillance dashboard, periodic surveillance review and monitoring indicators

7. Implementation of online tracking of vaccinators

8. Monitoring of CSO activities for immunization service delivery

9. Strengthening capacity of existing laboratories capacity for surveillance 
4. Demand Generation, Advocacy, Communication and Social Mobilization

1. Develop context specific provincial communication strategy and action plan for the implementation of communication activities.
2. Produce mass media information spots on TV and radio. This will help to raise awareness about immunization over a wide geographic area. 
3. Advocacy for immunization and follow-up by the federal team with provincial political leadership.
4. Conduct external evaluation of the effectiveness of the existing communication strategy. It will help to improve the effectiveness of communications for increasing knowledge and awareness about immunization, and thereby increase demand for services. 
The Gavi-HSS project technical assistance intends to compliment the Government of Pakistan’s ongoing efforts to strengthen health systems through provision of institutional and individual capacity to improve coverage and equity focused immunization programme function. Building capacity will contribute to sustainability of the programme. The expectation is that the granted fund would be used to fill in indentified HSS capacity gaps and thereby contribute to increased access to primary health care services including immunization especially for the most vulnerable populations. The proposed TA activities will ensure availability of quality data and reliable information. The TA for demand generation and advocacy will encourage individuals to adopt behaviours that will improve health status of disadvantaged populations. 

All technical assistance takes place to strengthen institutional capacities and to make interventions sustainable by transferring skills to those involved throughout the country. The fund will also support complimentary sectors and institutions providing technical expertise such as technical training, quality assurance and mobilization skills. 

Impacts of Technical Assistance on Institutional Sustainability

Technical assistance will impact on institutional sustainability in the following ways:

1. Evaluation Capacity: Technical assistance support and partnerships for evaluation (HSS evaluation, coverage surveys, etc.) will build the evidence base for implementation, assist monitoring, appropriate course correction and provide valuable inputs to development of subsequent multiyear plans. Institutional sustainability will also be advanced through evaluation capacity building. 
2. Governance Capacity: Technical assistance will enhance the Governance capacity of the MoNHSR&C and Federal and provincial EPI/Health departments in the following ways: (a) Enhanced planning systems for multiyear planning for immunization and (b) Technical support for middle level management will impact on institutional sustainability through installation/improvement of management systems in such areas as micro-planning and, trainings. 
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	21. Risks and Mitigation Measures

	· This information reflects the risk of a country not being able to implement the proposed activities within this grant proposal and/or spend the funds as approved by Gavi. It is expected that the Lead Implementer will be responsible for assessing and ensuring that risk mitigation measures are actually implemented.

· If the country has existing health sector risk analysis, please attach these assessments and provide a brief reference to the relevant sections.

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

	Description of risk


	PROBABILITY

(high, medium, low)
	IMPACT

(high, medium, low)
	Mitigation Measures

	Objective 1:Progarm management

	Institutional Risks:

Suboptimal cordination among Federal, Provincial EPI  and EPI partners (donors, private entities and non-governmental organizations)


	Low
	Low
	Active engagement of Federal, Provincial EPI   and EPI partners in the implementation of the immunization program and make corresponding arrangements (including strengthening of coordination mechanism for CSOs involved in immunization) 



	Fiduciary Risks:

Accountability of implementing CSOs
	Medium
	Medium
	Monitoring system will confirm that CSOs will receive feedback and warning and termination of contract

	Operational Risks:

Middle level managers will lack knowledge and skills 
	Medium
	High
	Developing/updating system guide lines

	Low capacity at the provincial and district level to monitor the implementation
	Medium
	High
	Training and conducting joint monitoring visits

	Overall Risk Rating for Objective 1
	Low to Medium
	Low to High
	

	Objective 2: Human Resource Management

	Institutional Risks:

Managerial and technical positions are not fully filled at federal and provincial levels 
	Medium
	Medium
	Carry out consultations with relevant health authorities (vertical program management) and agree on feasible and sustainable arrangements

	Fiduciary Risks:

The system of reimbursable payments for operations may contribute to delays in motivation and reduction in health workforce motivation
	Medium
	High
	Joint supervision and monitoring to detect problems and develop management responses

	Operational Risks:

Key staff of immunization program are less motivated


	Low
	Medium
	Address workforce retention of key staff of the immunization program



	Programmatic and Performance Risks: 

Incompetent EPI workers and managerial staff
	Medium
	High
	Periodic assessment of  competency of selected category of healthcare professionals involved in immunization

	Overall Risk Rating for Objective 2
	Low to Medium
	Medium to High
	

	Objective 3: Costing and financing

	Institutional Risks:

Changes in geo-political context will present ongoing challenges for recurrent and capital investments in service delivery 
	Medium
	High
	Development of costed multi-year plans with identification of funding gaps, which will be used as advocacy tools to diversify funding sources

	Fiduciary Risks:

The EPI budgeting process, which is segmented between federal and provinces, does not follow any approved policy framework. cMYP 2010-15 does not have any statutory status to ensure that federal and provincial governments allocate resources for immunization milestones. Therefore, there is incongruity between federal and provincial EPI budgets underscoring the risk that provinces may not budget adequate funds in line with immunization targets.
	Medium
	Medium
	Preparation and approval of national level policy framework for immunization by end of year-1 that provides immunization targets and annual resource requirements for each province.

Federal and provincial EPI budgets based on approved policy framework from year-2 onwards.

	Operational Risks:

Adequate allocations for operating cost are not included in the provincial or district health budgets. EPI activities are carried out as part of overall health mandate in the province; therefore, inadequate allocations adversely impact the ability to deliver immunization services.
	Medium
	High
	Define standard for proportion of operating costs. 

Adequate allocation for operating cost will be available for the EPI activities in the provincial and district budgets.

	Programmatic and Performance Risks: 

There is a lack of visibility of EPI budget and expenditure information in country financial management system. Part of current expenditure relating to salaries and operating cost included in DGHS and DOH Budgets are not separately identifiable. This affects the financial reporting and expenditure tracking of EPI, thus, undermining informed decision   making.
	Low
	Low
	By end of year-1 separate DDO codes to be created for EPI.

Provincial and district budgets need to include separate DDO Codes/ Cost Centers for EPI budget by end of year-2. Directly attributable costs of the EPI to be budgeted against these newly created DDO Codes.



	Overall Risk Rating for Objective 3
	Low to Medium
	Low to High
	

	Objective 4: Vaccine, Cold Chain and Logistics

	Institutional Risks:

The main risks are:

·  that there are inadequate standard operational procedures for system functioning & maintenance

· Weak governance to support effective procurement of WHO pre-qualified equipment


	Low

High


	High

High
	· This risk will be mitigated through development of SOPs for RI level vaccine management
· Addressing key weaknesses in government system to ensure effective procurement or outsource the activity.

	Fiduciary Risks:

The main risk is that inadequate funds will be mobilized for procurement, logistics, installation and maintenance of the system
	Medium
	High
	Procurement, logistics, installation and maintenance of the system will be programmed within County level PC-1s and Micro-plans, with co-financing through MoNHSR&CPH and GAVI

	Operational Risks:

The main risk are:

· inadequate knowledge of managers and providers in operating and maintaining new technologies
· Inadequate distribution and logistics arrangements to ensure adequate CC equipment reaches out in a timely manner to the right health facilities/centers
· Weak technical capacity to undertake adequate procurement of CC equipment.
	Low

Medium

Medium
	High

High

High


	Risks will be mitigated through

·  training and cold chain and vaccine management supervision and monitoring

· provision of technical support on SCM to ensure adequate distribution plans and logistics arrangements are done in line with multiple parameters outlined for CC (right equipment to right destination)

· provision of technical support through development partners with adequate expertise.

	Programmatic and Performance Risks: 

Inadequate cold chain equipment and storage infrastructure
	Medium
	High
	· Procurement  and installation of WHO pre-qualified cold chain equipment including cold rooms based on technical needs assessment.Constructing new and refurbishing the existing warehouses at all levels: federal, provincial and sub-provincial levels



	Overall Risk Rating for Objective 4
	Low to Medium
	Medium to High
	

	Objective 5: Immunization service delivery

	Institutional Risks:

Services are inaccessible and low quality 
	Medium
	High
	Provision of technical assistance to develop EPI Reaching Every District (RED) and Reaching Every Community (REC) micro-plans

	Fiduciary Risks:

Possibility of immunization service providers to make excessive profit under performance-based contracting out
	Low
	Low
	Maintain and implementation standards and community-based monitoring mechanism to regularly monitor the progress and verify reports

	Operational Risks:

Distance may hamper operation of outreach services
	Medium
	High
	Improve the transportation system for vaccines and service providers for outreach activities



	Programmatic and Performance Risks: 

Performance of existing EPI centers may not be satisfactory and efficient for effective coverage 
	Medium
	High
	Revise regulations 

Mobilize additional skilled immunization staff
Introduce contracting/financing mechanism



	Overall Risk Rating for Objective 5
	Low to Medium
	Low to High
	

	Objective 6: Monitoring, Surveillance and Reporting

	Institutional Risks:

The main risk is that there are inadequate operational procedures and regulations for sustaining quality of surveillance
	Medium
	Medium
	Provide technical support to the District Surveillance Coordinators in compiling data and use of data to monitor basic surveillance indicators



	Fiduciary Risks:

The main risk is that there are inadequate recurrent costs for surveillance operations
	Medium
	Medium
	Securing fund to cover recurrent cost for surveillance operations 

	Operational Risks:

The health managers and staff lack knowledge and skills in client centred approaches to health service delivery
	Low
	Medium
	Provide technical guidance to the health-facility in-charges or service providers explaining the surveillance system, their action points and its importance during their routine visits

	Programmatic and Performance Risks: 

Low capacity on data recording and reporting practices ( provincial and district level) 
	Medium
	Medium
	Strengthen supportive supervision and training on data recording and data reporting practices



	Overall Risk Rating for Objective 6
	Low to Medium
	Medium
	

	Objective 7: Demand Generation, Communication and Advocacy

	Institutional Risks:

Poor coordination at provincial level.

Low awareness on and high sensitivity against vaccine 
	Low

Medium
	Low

Medium
	Task force committees will be established with a clear TOR at provincial level and regular meetings.

CHWs, school teachers and religious leaders engaged in awareness to reduce the sensitivity

	Fiduciary Risks:

The main risk is lack of operational financing for implementation of communication activities
	Medium
	Medium
	This risk will be mitigated through inclusion of communication activities in micro-plans

	Operational Risks:

Adversary social norms / traditions could present an accessibility barrier and decrease the utilization of services. Low demand and thus low utilization.
	Medium
	Medium
	Use of health professionals from same community

	Programmatic and Performance Risks: 

Absence of adequate project design with clear logical framework and smart indicators

Lack of  baseline data to measure the achievement of the intended objective
	Medium
	Medium
	Support from experienced technical partners. i.e. UNICEF

	Overall Risk Rating for Objective 7
	Low to Medium
	Low to Medium
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	22. Financial Management and Procurement Arrangements

	In this section applicants are requested to describe:

· a) The proposed financial management mechanism for this proposal

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

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

	Question (a):  applicants should indicate whether an existing financial management mechanism or modality will be employed (pooled funding, joint financing arrangements or other), or if a new approach is proposed.  If an agency-specific financial arrangement will be used, specify which one. A rationale for this choice should be provided.
	Gavi will transfer all HSS grants directly to Multi Donor Trust Fund (MDTF) managed by the World Bank.

The Bank is establishing the MDTF with a provision of pass through financing mechanism for UN technical agencies (with no administrative charges) the amounts of which shall be firmed up during negotiations. Funds will be transferred from the MDTF to UN agencies without any additional costs. Gavi will make final decisions on any cost implication issues related to channelling fund from the MDTF to UN agencies.  

	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. Wazaid Nawaz, Finance Account Officer, Federal EPI, NIH, Islamabad, Pakistan

Tel: 03354949495, Email: wazaidepi@yahoo.com

	2. Does the recipient organisation have experience with Gavi, World Bank, WHO, UNICEF, GFATM or other Development Partners (e.g. receipt of previous grants)?
	Yes, Federal EPI has experience in managing grant funds financed by Gavi, World Bank, WHO, UNICEF. 

	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).
	Federal EPI has been the recipient of different GAVI grants. Some of the ongoing received grants include:

1). Immunization Support Services (ISS) Grant 

2). Health System Strengthening (HSS) Grant

3). New Vaccine Support (NVS) Grant  which is IPV VIG      

1) Immunization Support Services (ISS) Grant (Total investment and reward grant Since 2001 To Date is $  48,763,740 ;Total Disbursed to Pakistan to Date is $  43,581,500 ;Balance to be disbursed (following the submission of the External Audit Report ) is US$  5,182,240
2). Health System Strengthening (HSS) Grant (Total Approved till Dec 2015 is US$23,524,500; which has been 100 % dibursed; out of this the unspent balance is US$ 3,984,963

3). New Vaccine Support (NVS) Grant (to US$ PCV10 and Pentavalent amounting US$ 765,980,693 disbursed 

as of date. 

4) Measles SIA total approved and disbursed till June 2015 is US$ 21,664,500 while a balance of US$ 13,029,023 is unspent as of date.

5) Vaccine introduction Grant (VIG) total approved till Dec 2015 is US$ 10,429,000; disbursed a total of US$ 10,171,394 till \June 2015 ; unspent as of date is US$1,536,397

6) CSO Type B Funding US$ 7,756,073; all been spent and the grant expired in June 2015

Audit report has been finalized by External Auditor (M/S Ferguson Pvt Limited) where the draft is shared with Federal EPI that has been forwarded to Secretary, Ministry of National Health Services, Regulation and Coordination (MoNHSR&C) Islamabad for review, endorsement and comments (if any). Once the report is received by Federal EPI, it would be signed and re-iterated to external Audit for finalization and dissemination. The drafted Audit report addresses all sections/questions as mentioned in Question 3 ( c ) of this document.

	Oversight, Planning and Budgeting

	3. Which body will be responsible for the in-country oversight of the programme? Please briefly describe membership, meeting frequency as well as decision making process.
	National Inter-Agency Coordination Committee (NICC) will be responsible for the in-country oversight of the HSS grant programme. All decisions will be tabled to NICC for their endorsement. NICC members include all partner agencies involved in EPI and Polio Eradication, all Government and non Government Organizations providing technical and financial support to immunization programme. The committee meetings organised twice a year and on ad hoc based upon call by M0NHSR&C. Agenda and minutes are consistently documented and shared with the members


	4. Who will be responsible for the annual planning and budgeting in relation to Gavi HSS?
	Federal EPI and Ministry of National Health Services Regulation and Coordination (MoNHSR&C) will be responsible for the annual planning and budgeting in relation to Gavi HSS with technical support from the partner agencies.

	5. What is the planning & budgeting process and who has the responsibility to approve Gavi HSS annual work plan and budget?
	Federal EPI prepares plan and budget. Secretary, NHSRC first approves and forwards plan and budget to the Ministry of Planning, Development and Reforms. Final approval depends on total amount of budget.  Either Central Development Working Party (CDWP) or Executive Committee of the National Economic Council (ECNEC) will approve Gavi HSS annual work plan and budget.

	6. Will the Gavi HSS programme be reflected in the budget of the Ministry of Health submitted every year to the Parliament for approval?
	Yes, the Gavi HSS programme will be reflected in the budget of the Ministry of Health submitted every year to the Parliament for approval. 

	Budget Execution (incl. treasury management and funds flow)

	7. 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. 
	Assignment account. The account currency is Pakistani Rupee. 

Authorised signatories:

National Programme Manager, EPI

Nominated representative, , Ministry of National Health Services Regulation and Coordination (MoNHSR&C) for HSS fund

	8. Will Gavi HSS funds be transferred to a bank account opened at the Central Bank or at a commercial bank in the name of the Ministry of Health or the Implementing Entity? 
	Designated joint bank account will be opened at National Bank of Pakistan in the name of Federal EPI. 

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

	10. 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.
	Funds will be transferred to provinces on achievement of Disbursement Linked Indicators (DLIs). DLIs include key intermediate results, implementation performance targets, and milestones for strengthening management, governance and stewardship functions. Upon the request, fund disbursements will be made against selected key health budget line items, with individual transfers to provinces, contingent on their individual achievement of DLIs.

	Procurement

	11. What procurement system will be used for the Gavi HSS Programme? (e.g. National Procurement Code/Act or WB/UNICEF/WHO and other Development Partners’ procurement procedures)  
	MoNHSR&C will sign a Memorandum of Understanding (MoU) with UNICEF for purchasing cold chain and related equipments. The MoU will allow procurement through UN agencies (UNICEF & WHO), as they do not participate in tenderingNational In addition, Procurement Code (Public Procurement Regulatory Authority) will be used for Gavi HSS program where applicable... 



	12. Are all or certain items planned to be procured through the systems of Gavi’s in-country partners (UNICEF, WHO)?
	Cold chain and related items items will be procured through the systems of Gavi’s in-country partners based on the signed MoU (Memorandum of Understanding) between MoNHSR&C and UN agencies. 

	13. What is the staffing arrangement of the organisation in procurement?  
	Federal EPI has procurement staff. Procurement team includes a Deputy Director and a Procurement Officer

	14. Are there procedures in place for physical inspection and quality control of goods, works, or services delivered?
	Inspection Committee is in place. The committee includes five members. 

	15. Is there a functioning complaint mechanism? Please provide a brief description. 
	Grievance Redressal Committee is in place. The committee has three members. 

Inquiry is made on receipt of complaints about procurements. The committee shares final decision of inquiry with Secretary, MoNHSR&C. 

	16. Are efficient contractual dispute resolution procedures in place? Please provide a brief description. 
	Secretary, Department of Law working as an arbitrator to resolve any issues. 

	Accounting and financial reporting (incl. fixed asset management)

	17. What is the staffing arrangement of the organisation in accounting, and reporting?
	A team of five members is responsible for accounting and reporting. The team includes an Account Officer, two Assistant Account Officers, a Cashier and an Assistant.  

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

	19. How often does the implementing entity produce interim financial reports and to whom are those submitted?  
	Quarterly financial reporting arrangements. Federal EPI 

submits reports to Ministry of Planning and Ministry of Finance through MONHSR&C.  

Government of Pakistan will submit report based on performance framework. It will not be based on line item expenditure. 

	Internal control and internal audit

	20. Does the recipient organisation have a Financial Management or Operating Manual that describes the internal control system and Financial Management operational procedures?
	MoNHSR&C conducts internal audit on annual basis

	21. 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.
	Budget section of the MoNHSR&C conducts internal audit. This section will also conduct audit for Gavi HSS. The section reviews each financial requisition to ensure they comply with approved budget and work plan and contract payment schedules as well as to be in line with Governmental accounting procedures.

	22. Is there a functioning Audit Committee to follow up on the implementation of internal audit recommendations?
	Departmental Audit Committee (DAC). MoNHSR&C is responsible for follow up. The committee has five members and is chaired by Secretary, MoNHMR&C.  

	External audit

	23. Are the annual financial statements planned to be audited by a private external audit firm or a Government audit institution (e.g. Auditor General)?
 
	Director General, Federal Audit, Conducts external audit. Third party annual and end project audit will be conducted. 


	24. Who is responsible for the implementation of audit recommendations?
	Finance Section of Federal EPI and Departmental Audit Committee (DAC) implement the recommendations. 

	THREE PAGES MAXIMUM

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

	HALF PAGE MAXIMUM 

The major constraint in the financial management system are: 

1. Delays in release of fund to assignment account. Ministry of Finance takes time to complete formalities to release fund.

2. Released fund is insufficient, not as per approved plan. 

3. Late and weak reports from provinces due to weak information system. 

The MONHSRC and MOF will ensure release of sufficient funds on time. 
Technical support will be provided to further strengthen the existing financial management information system (FMIS) to receive report from provinces with complete information on time. 
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Application Package – Proposal Form 








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


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





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








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




















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








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


All comments will be treated confidentially.








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


� Pakistan Demographic Health Survey PDHS 2012-13


� UNICEF-WHO joint estimates; a statistical reference containing data through 2012.


� PDHS 2012-2013.


* Added vide SRO 135(I)/98, dated 3.3.1998


� 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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