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This common proposal form is for use by applicants seeking to request Health Systems Strengthening (HSS) Support from GAVI and/or the Global Fund. 


This form is structured in three parts: 

· Part A - Summary of Support Requested and Applicant Information

· Part B - Applicant Eligibility

· Part C - Proposal Details

All applicants are required to read and follow the accompanying guidelines in order to correctly fill out this form. 

	Part A - Summary of Support Requested and Applicant Information

	

	Applicant:
	MOH EPI / Vaccine Preventable Division (EPI/VPDD)

	Country:
	RWANDA

	WHO region:
	WHO/AFRO

	Proposal title:
	Health System Strengthening to sustain and maintain high immunization coverage and equity in Rwanda 

	Proposed start date:
	Month/Year JULY2013

	Duration of support requested:
	Number of Years FIVE (5) Years

	Funding request:
	Amount requested from GAVI:
	10,339,670
	Amount requested from Global Fund:
	

	Currency:
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	[image: image2.wmf]EUR




	Contact details

	Name
	Maurice GATERA

	Title
	Head of Vaccine Preventable Diseases Division

	Mailing address
	gamaurice2003@gmail.com 

	Telephone
	+250 785152534

	Fax
	

	E-mail addresses
	gamaurice2003@gmail.com 


	Executive Summary

→ Please provide an executive summary of the proposal.

	EXECUTIVE SUMMARY 
The National Health System Context

The Geographical and Socio-economic context: Rwanda is a small, largely mountainous landlocked East African country of 26 338 km² with a largely arable land.  Its population is about 10.4M with growth rate of 2.6% and total fertility rate of 4.6.  Forty five (45%) of the population is below 15 years of age (RDHS, 2010). 

There is still high level of poverty in the country: over 44.9% of the population lives in poverty and 24.1 per cent in extreme poverty, worsened by the genocide of 1994. The GDP per capita is $250.  The total adult literacy rate is 71%, females being 66.1% literate and males 74.8% literate.  The UNDP Human Development Index (HDI, 2011) ranks Rwanda 166th out of 187 countries.  
Epidemiological profile: The epidemiological profile is still dominated by communicable diseases that represent 90% of all consultations in health facilities (HMIS, 2011): malaria, HIV/AIDS, ARI, diarrhoea and tuberculosis.  
Neonatal and Child Health Trends:  Rwanda has registered commendable progress in child health indicators: both infant and Under five mortality rates remarkably decreased, respectively from 86/1,000 in 2005 to 50/  1000 live births in 2010 and from 152/1,000 in 2005 to 76/1,000 live births in 2010.  These achievements were propelled by effective IMCI interventions: prompt medical attention, good community case management through CHWs, high immunization coverage and introduction of new vaccines as well as the performance based financing.  Nevertheless, the main causes of infant and child morbidity and mortality continue to be diarrhoeal diseases, malnutrition and prematurity (HSSP III, 2012; HMIS Report, 2008).  
Overall Organization of the Health System

The health sector is led by the MOH which supports, coordinates  and  regulates  all  interventions  whose  primary  objective  is  to  improve  the  health  of  the population through its mission of: providing leadership to ensure universal access to affordable promotive, preventive, curative and rehabilitative health services of the highest attainable quality.  Health services are provided by both the public and private sector-under the stewardship of MOH which is also the custodian of the public sector, the main provider of health services.  The decentralized public sector has adopted the PHC approach for health service delivery.  The private sector comprises of the Private-Not-for-Profit (PNFP) health service providers (both facility based and non-facility based) and Private for Profit (PFP) health service providers.  

The Health System Strengthening Policies and Strategies

The HSSP III: The goal of HSSP III is to  operationalize  the  EDPRS  in  the  health  sector  in order to  attain  national  priorities and  international targets, including the MDGs, which Rwanda is committed to achieve”. The overall objective of the HSSP III is to ensure universal accessibility (in geographical and financial terms) of quality health services for all Rwandans.
Other Policies and Strategies: The MOH has an array of policies and strategies that explicitly emphasize health system strengthening- asserting the commitment of the GoR to make the health system functionally robust and responsive at all times countrywide.  These have been presented in tabular form as attachment # 7.  
Priority Health System Constraints to be Addressed  
Using the WHO framework of the six health system building blocks, the following were the five categories of key identified health system constraints to address: 

Logistic & supply chain management challenges: cold chain management challenges (insufficient cold storage capacity at the Central EPI/VPD Store and the health centres to accommodate the new vaccines;  Challenges in vaccine temperature monitoring; Obsolete cold chain equipment at health facility level; Weaknesses in forecasting and quantification of EPI and other Medical commodities; Insufficient Supportive Supervision; Skill Deficit in Cold Chain Maintenance);  and lack of transport for local haulage & supervision (HSSP III, 2012; cMYP, 2012; HSSP II MTR JANS, 2011; EVM,2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; Rwanda HSS Framework & Consolidated Strategic Plan, 2010)
Service Delivery Challenges undermining achievement of desired health outcomes:  

Gaps in access and coverage of priority health services still persist- connoting equity challenges in the populace.  Whereas there are no gender related inequity of access to health services, the lowest socio-economic quintile is apparently bearing the brunt of these inequities regardless of gender: persisting pockets of unimmunized children, existence of hard to reach areas for delivery of EPI and other priority health services and high MNCH morbidities and mortalities are evident (RDHS, 2005; RDHs, 2010; Health Sit. Analysis & Main Gaps, 2011; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; HSSP III, 2012).   

Challenges in generation and utilization of strategic information: 
To date, quality of data (HMIS, EPI/VPD & general EIDS data) in the health system is still sub-optimal at district and health facility levels - connoting skill and competence gaps in quality data management.     Skill deficits in M&E are also evident, especially at sub-national levels (HMIS Report, 2008; Rwanda HSS Framework & Consolidated Strategic Plan, 2010; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; EVM, 2011;  cMYP, 2012; HSSP III, 2012). 
Constraints in the general EID Surveillance system:
The EIDS specific constraints are: the surveillance system for some new vaccines has not been updated; logistic support for routine surveillance operational costs is inadequate, and cross border collaboration and coordination in EIDS still minimal. Additionally, the national policy & policy guidelines for the AEFI surveillance is not in place (Rwanda HSS Framework & Consolidated Strategic Plan, 2010; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; HSSP III, 2012).  
Gaps in Community System Strengthening  (CSS)

The following identified gaps still persist: Lack of Communication Strategy for EPI/VPDs; need for ccontinuous update of CHW capacity; gaps in the coverage of EPI and other priority health interventions still persisting in the community (Rwanda HSS Framework & Consolidated Strategic Plan, 2010; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011;  HRH Strategic Plan, 2011; cMYP, 2012; HSSP III Financing Gap Analysis, 2012; HSSP III, 2012) 
Stewardship (Governance & Leadership) Challenges

These are: generally weak core health services management skills/competences, especially at sub-national levels; threat to sustainability of health financing- as the current health financing is heavily donor-dependent; and EPI/VPD National Regulatory Authority not yet operational- yet it is supposed to assess vaccine security in the country (Rwanda HSS Framework & Consolidated Strategic Plan, 2010; Preliminary Results of NHA 2009/10; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; cMYP, 2012; HSSP III, 2012; HSSP III Financing Gap Analysis, 2012).
Program Objectives and Service Delivery Areas
This GAVI HSS application will address the identified prevailing health system gaps discussed in Section 2.2 through the following five strategic objectives: 

1. Strengthening the logistics and supply chain management capacity of the national health system so as 

to effectively sustain optimal stock levels of essential medical commodities, including EPI/VPD

commodities, at all levels of the health system
2. Strengthening generation and utilization of strategic information for responsive management of health

services at all levels of the health system
3. Improving community access to uptake of priority health services, including EPI/VPD services, at district 

level so as to improve health outcomes in the populace

4. Reinforcing the capacity of epidemic and infectious disease surveillance (EIDS) at all levels, and extend

its scope to new diseases
5. Enhancing the capacity of health system management at district level for effective and efficient delivery

of priority health services, including EPI/VPD services
HSS Focus and the Expected HSS Outcomes
Note that whereas Strategic Objectives 2, 4 and 5 are entirely dedicated to addressing core health system wide challenges undermining delivery of all priority health services (including EPI/VPD services), strategic objectives 1 and 3 not only strongly address HSS challenges specifically undermining delivery of EPI/VPD services but to a large extent other priority health services as well.
Through the respective specific objectives of the strategic objectives, various desired outcomes will be achieved as stated below: 
Strategic Objective 1: To strengthen the supply chain management capacity of the National Immunization Program (NIP) so as to effectively sustain optimal stock levels of EPI/VPD commodities at all levels of the health system 

Expected Outcomes: Adequate vaccine storage capacity at all levels to adequately accommodate the traditional and new vaccines at the national vaccine store; No stockout of vaccines at all levels; Timely distribution of adequate quantity of all vaccines at sub-national level; and Efficient vaccine management with minimal vaccine wastage rate at all levels 

Strategic Objective 2: To strengthen generation and utilization of strategic information for responsive management of health services at all levels of the health system

Expected Outcomes: Quality (timely, complete and accurate) HMIS, EPI/VPD and laboratory based information exists at all levels of the health system; and Evidence-based information is available for management decision making and performance monitoring & evaluation of NIP and other programs   

Strategic Objective 3: To improve community access to and uptake of EPI/VPD and other priority health services at district level so as to improve health outcomes in the populace

Expected Outcomes: Improvement in quality of EPI/VPD services delivered to the community; Increase in immunization coverage; Effective communication to communities on EPI/VPDs and other priority health services at all levels of the health system; Increase in uptake of EPI/VPD and other priority health services at all levels of the health system; Decrease in dropout rates in routine immunization; and Increase in immunization coverage countrywide

Strategic Objective 4: To reinforce the capacity of Epidemic and Infectious Disease Surveillance (EIDS) at all levels, and extend its scope to new diseases

Expected Outcomes: Responsiveness to EID events and timely detection of EID outbreaks, epidemics and AEFI events countrywide; and Effective cross-border surveillance and control of EIDs

Strategic Objective 5: To enhance the capacity of health service management of districts for effective and efficient delivery of EPI/VPD services and other priority health services

Expected Outcomes: Enhanced performance of district health services (management, service delivery and service access); and Improvement in medical waste management at health facility level in all provinces

GAVI HSS Budget

The overall budget for this GAVI HSS proposal amounts to 10,339,970.00 USD over a period of 20 quarters straddling five years of project implementation- set to begin in July 2013.

Governance and Risk Management

Under the auspices of the MOH and GoR, oversight of the GAVI HSS project will be provided through various committees (including the ICC) as detailed in Section 6.3 of this proposal. The MOH Framework for effective implementation of this GAVI HSS proposal explained in Section 6.1 (b) will also augment oversight and governance of the GAVI HSS project.   The plans for strengthening oversight and governance of the GAVI HSS proposed project will further improve governance and oversight, not only of this project but of the entire national health system as a whole in the medium to long term.


	Part B - Applicant Eligibility


If this application includes a request to the Global Fund, please fill out the eligibility and other requirements section available here. 

If this application includes a request to GAVI, please click here to verify the applicant’s eligibility for GAVI support.
	Part C - Proposal Details

	

	1. Process of developing the proposal

	1.1 Summary of the proposal development process

→ Please indicate the roles of the HSCC and CCM in the proposal development process. Also describe the supporting roles of other stakeholder groups, including civil society, the private sector, key populations and currently unreached, marginalised or otherwise disadvantaged populations. Describe the leadership, management, co-ordination, and oversight of the proposal development process. 

	ONE PAGE MAXIMUM
Created in 2004, the Rwanda Health Sector Cluster Group, abbreviated as HSCG, is group mandated to coordinate the development of the GAVI proposal. The role of the HSCG is to coordinate similar proposal development processes and contribute significantly during validation process.

In Rwanda, the primary responsibility of the HSCG is to coordinate activities and ensure that all health interventions and strategies of the ministry of Health and those of partners are properly aligned. This alignment should ideally feed into the country's overall development frameworks (EDPRS and VISION 2020 development frameworks).  HSCG is chaired by the Permanent Secretary of the Ministry of Health and co-chaired by a representative of partner organizations elected by his peers. HSCG meets once in three months and performs annual review of the health programs. Before HSCG meeting is convened, various Technical Working Groups (TWG) in the Ministry of Health work extensively on the preparatory work, mainly focusing on the following main topics: (1) Maternal and Child Health (MCH), Family Planning (FP), and Nutrition; (2) Infection control and treatment; (3) Health Systems Strengthening (HSS). Views from the Civil Society Organizations and private institutions were taken into consideration at this level. Topics related to vaccination and Immunization are mainly captured and discussed under the MCH.

Since 1996, EPI has been having a functioning ICC. This interagency coordination committee (ICC) includes senior officials from the Ministry of Health, representatives from different funding partners (WHO, UNICEF, USAID, etc.), plus some local NGOs interested in participating in this committee, including URUNANA Development Communication, Bureau de Formation Medical Agree au Rwanda (BUFMAR) and Rotary Club International; consultative meetings have been and continue to be held with them on this.  The ICC remains open to new members interested in joining it.  The ICC for immunization has been quite active, and significantly playing a technical and advocacy role to support the program. ICC meetings are periodically held and the meeting recommendations approved through a formal written minutes and shared with high level decision makers and TWGs.

The development of this proposal started with a desk review of key national documents related to immunization programmes and HSS activities (e.g. policy, strategies, M&E indicators, monthly and annual reports, etc.) to provide snapshot on the current progress made, constraints, challenges and priorities. The main documents consulted included: the EPI Comprehensive Multi-Year Plan 2013-2017, the EPI Action Plan 2011-2012, the Health Sector Strategic Plan III 2012-2018, the Joint Assessment of National Strategies (JANS) mid-term review of HSSP II 2009-2012; the MOH Annual Report 2010-2011; and the 2011 Health Sector Situation Analysis.

This Rwanda HSS Proposal to GAVI was developed over a period of 12 months.  The first draft of this proposal was first discussed in a February 2012 meeting. Additional technical support was requested from the WHO to facilitate the finalization of the proposal writing by March 2012. A first pre-final version was reviewed by the HSCG in early March 2012, and finally amended and approved on March 28th, 2012.

The first submission for GAVI funds was made in March 2012 to which a feedback was received in June 2012.  Further, in a WHO/AFRO peer review meeting held in Harare in August 2012, comments and recommendations were furnished for better refinement of the proposal.  Subsequently, a consultant was availed by WHO/AFRO mid-November 2012 to help the GAVI HSS Proposal Writing Team address the key issues that were raised on the proposal by the IRC and the Harare Peer Review Meeting. This proposal was then submitted for Pre-Review in February 2013; subsequently detailed feedbacks were received on the strengths and shortcomings of the proposal.  

Under the stewardship of the MOH, this proposal was developed within context of extensive consultations and stakeholder inclusion.  The SPIU of MOH, the MCH Directorate, EPI/VPD, EIDS, the Community Desk, Finance and Budget Directorate,  representatives from different funding partners (WHO, UNICEF, USAID, etc.), plus some local CSOs  including URUNANA Development Communication, Bureau de Formation Medical Agree au Rwanda (BUFMAR),  Rotary Club International and Rwanda Red Cross. Consultative meetings have been held and reached up with their commitment as indicated in supporting letters herewith attached. The CSOs have not only participated in development of this proposal but they will also participate in implementation phase. (See Attachment #13 of this proposal) 

	1.2 Summary of the decision-making process

→ Please summarise how key decisions were reached for the proposal development.

	Key decisions on the development and submission of the Rwanda GAVI HSS proposal were influenced by the following strategic events:

· The current GAVI HSS proposal was formulated in line with the Third Rwandan Health Sector Strategic Plan (HSSP III) which provides strategic guidance to the health sector in the coming six (6) years (between July 2012 and June 2018)- as highlighted by the interrelated components of HSSP III conceptual framework: 1. Core health sector programmes: preventive, promotive, curative and rehabilitative; 2. Crucial Support Systems that facilitate programmes to deliver results; 3. Overall Health Sector Stewardship (Governance & leadership of the sector); 4. Effective and efficient service delivery at all levels of the health system

· The results of an extensive situational analysis conducted in the second half of 2011 together with a comprehensive Mid Term Review and Health Sector Financing Gap Analysis in addition to the CMYP 2012-2017 and the HSSP III 2012-2018 (that clearly define the priorities and directions for strengthening the national health system for effective and efficient delivery of priority health services) provided strategic information on resources required for strengthening the country’s health system that will in turn facilitate effective and efficient implementation of priority health interventions for achievement of desired health outcomes- especially at population level.  This was crucial in the development of this GAVI HSS proposal.

· This GAVI HSS proposal will therefore significantly contribute to achieving the five overall priorities of HSSP III:  1. Achieve MDGs 1 (nutrition), 4 (child), 5 (MCH) and 6 (Disease control); 2. Improve accessibility to health services (financial, geographical, community health); 3. Improve quality of health provision (QA, training, medical equipment, supervision); 4. Reinforce institutional strengthening (especially towards district health services, DHU); 5. Improve quantity and quality of Human Resources for Health (planning, quality, management)

· The GAVI HSS support will contribute to the sustenance of the health sector achievements in last five- with emphasis on continued support to preventive services (especially maintaining the high immunization coverage) and implementation of the evidence-based interventions to reach the desired MoH goals. 

· This proposal development process highlights the involved participation of high level organs from both the MoH and partners.   Key stakeholders involved in the preparation (EPI, ICC, HSCG) paid particular attention to make the GAVI proposal fit into the country's wider strategic planning framework. In addition they also reviewed in depth the achievements from precedent GAVI HSS activities in order to ensure continuation of activities and translation of lessons learnt into new strategies. 

· The submission process of this proposal started in early 2012 throughout consecutive steps that culminated into the decision and commitment of stakeholders.  The MCH Division held a consultative meeting with the Senior Management Meeting (SMM), a high decision taking organ of the Ministry of Health. Furthermore, another meeting was held whereby hospitals representatives were invited to provide their views and inputs to the proposal.

· In early August 2012, a WHO-GAVI joint workshop was organized in Harare, Zimbabwe where draft GAVI HSS proposals of all countries were reviewed. During the workshop, Rwanda delegates got an opportunity to meet high level GAVI staff and discussed both technical constraints and financial issues raised in the March 2012 proposal.  All inputs were shared among stakeholders to insure that views and inputs are taken into consideration.

· The Ministry of Health   secured  a fund from the WHO to hire an international Consultant to develop the proposal taking into consideration all stakeholders views and inputs  as well as comments and requirements as formulated by GAVI. Thereafter, an ICC meeting was convened in January 2013 to review progress so far made with the aim of endorsing the final version of this proposal. 

This current GAVI HSS proposal is being submitted after the GAVI HSS Proposal Writing Team consultatively addressed the outstanding issues that emanated from the Pre-Review Report on the Draft Proposal submitted to GAVI Alliance for pre-review assessment on the 14th February 2013.


	2. National Health System Context 

	2.1 a) National Health Sector

→ Please provide a concise overview of the national health sector, covering both the public and private sectors at the national, sub-national and community levels.

2.1  b) National Health Strategy or Plan

→ Please highlight the goals and objectives of the National Health Strategy or Plan. 
2.1 c) Health Systems Strengthening Policies and Strategies 
→ Please describe policies or strategies that focus on strengthening specific components of the health system that are relevant to this proposal (e.g. human resources for health, procurement and supply management systems, health infrastructure development, health management information systems, health financing, donor coordination, community systems strengthening, etc.)

	FOUR PAGES MAXIMUM

2.1 a) THE NATIONAL HEALTH SECTOR
Rwanda is a small, largely mountainous landlocked East African country of 26 338 km². It has a largely arable land supported by an annual average temperature of 18°C and rainfall of approximately 1400mm. Its population is about 10.4M with a population density of 416/km2 (RPHC, 2012). The annual population growth rate is 2.6% (RPHC 2012), with total fertility rate of - 4.6.  Forty five (45%) of the population is below 15 years of age (RDHS, 2010). 

There is still high level of poverty in the country: over 44.9% of the population lives in poverty and 24.1 per cent in extreme poverty, worsened by the genocide of 1994. The GDP per capita is $250.  The total adult literacy rate is 71%, females being 66.1% literate and males 74.8% literate.  The UNDP Human Development Index (HDI, 2011) ranks Rwanda 166th out of 187 countries; the HDI broadly defines well-being and provides a composite measure of three basic dimensions of human development: health, education and income.

Table 1: Mother and Child Health Indicators
Indicators

Source: DHS 2005

Source: DHS 2010, HMIS 2011 & Census 2012

Source: DHS 2010 & HMIS 2011

IMPACT INDICATORS

Population (Million)- UNDP 2011

8.6 M

 10.5M 
10.94M

Life Expectancy

55

55

Infant Mortality Rate / 1000

86

50

50

Under Five Mortality Rate / 1000

152

76

76

Maternal Mortality Ratio / 100.000

750

 476

487

Total Fertility Rate (TFR %) 

6.1

4.6

4.6

Contraceptive Prevalence Rate (CPR)

17

 45

51.6

HIV Prevalence Rate in 15-49 yrs

1.0

3.0

3.0

OUTCOME / OUTPUT INDICATORS
% Births attended in Health Facilities

39

69

69

% Pregnant Women making 4 ANC Visits

13

 35

3.4

% Children< 1 yr fully immunised

75 

 90

66.4

HIV Prevalence among PW attending ANC
1.9%

1.9%

Epidemiological profile of the country

The epidemiological profile is still dominated by communicable diseases that represent 90% of all consultations in health facilities (HMIS, 2011). Most common communicable diseases are malaria, HIV/AIDS, ARI, diarrhoea and tuberculosis.  In line with the WHO integrated disease surveillance and response and the national Health Sector Policy (2004), continuous epidemic and infectious disease surveillance is increasingly making control of epidemics of common infectious disease such as typhoid, cholera, measles and meningitis effective.  
Neonatal and Child Health Trends:  Rwanda has registered commendable progress in child health indicators as shown in Table 1 above.  Both infant and Under five mortality rates remarkably decreased, respectively from 86/1,000 in 2005 to 50/  1000 live births in 2010 and from 152/1,000 in 2005 to 76/1,000 live births in 2010.  These achievements were possible through effective IMCI interventions featuring prompt medical attention, good community case management through CHWs and effective High quality immunization coverage and introduction of new vaccines; these interventions are also buoyed by PBF.  Nevertheless, the main causes of infant and child morbidity and mortality continue to be diarrhoeal diseases, malnutrition and prematurity (HSSP III, 2012; HMIS Report, 2008).  The new HSSP III focuses on sustaining achievements attained and addressing the remaining challenges in the health system and health sector as a whole.
Trends of EPI and VPD Surveillance Performance:  Rwanda’s performance in EPI/VPD has been remarkable.  Children who are fully immunized by 12 months (one year) of age are 90 % (DHS 2010) and DPT-Hib-Hep B 3, 97% (DHS 2010).   

General Adult Morbidity and Mortality: The male mortality rate is 3.7 deaths per 1,000 population, higher than the female mortality rate of 3.3 deaths per 1,000 population (DHS, 2010).  Malaria, pulmonary infections and HIV related opportunistic infections account for one third of hospital mortality cases (MOH Consolidated Strategic Plan, 2010; HMIS Report, 2008).  

Overall Organization of the Health System

The health sector is led by the MOH (an organisational chart is attached in Annex 1). The MOH supports, coordinates  and  regulates  all  interventions  whose  primary  objective  is  to  improve  the  health  of  the population. The mission statement of the MOH is: To provide leadership of the health sector to ensure universal access to affordable promotive, preventive, curative and rehabilitative health services of the highest attainable quality.

Although the MOH has overall stewardship on health issues, 15 other government ministries implement activities that either directly or indirectly impact on the health of the people. The health sector is also supported by development partners (DPs), faith-based organisations (FBOs), non-governmental organisations (NGOs), professional associations and regulatory bodies.  Services are provided at different levels of the health care system (community health, health posts (HP), health centres (HC), district hospitals (DH) and referral hospitals) and by different types of providers (public, confessional, private-for-profit and NGO). At all levels, the sector is composed of administrative structures (Boards / Committees) and implementing agencies. 

At village level, the Community Health Workers (CHW) are supervised administratively by those in charge of social services and technically by those in charge of health centres. CHW receive a compensation for their work from the PBF through formally established local cooperatives. 

At sector level, there are HC Committees providing oversight on the work of the various units in the Health Centre, its outreach and supervision activities and general financial control.

At District level, agencies are District Hospitals (DH), pharmacies, community based health insurance (CBHI) and HIV/AIDS committees. For clinical services they report to the Director of the District Hospital. However, for administrative matters, the agencies are under the supervision of the responsible for Social Affairs of the district, being the District Health Unit (DHU). This is an administrative unit in charge of the provision of health services in the district and responsible for planning, monitoring, supervision of implementing agencies. It is part of the intersectoral collaboration and coordination with DPs and civil society through the Joint Action Development Forum (JADF). The DHU is composed of a District Director of Health with three technical staff members (Planning, Health Promotion / Disease Prevention and M&E) and reports to the Vice-Mayor for Social Affairs or to the District Council directly if necessary. 

The District Health Management Team (DHMT) will comprise of the District Director of Health, the Hospital Director, the Director of Mutuelles, the Director of Pharmacy and a representative of the titulaires. It will be chaired by the Vice-Mayor Social Affairs. The role of DHMT revolves around planning and management, supervision, coordination, financial and resource oversight, regulation and increasing participation of the local community in the delivery and management of services.

The Rwanda Decentralisation Strategic Framework (RDSF), launched in 2000, has now finalised its second phase (reducing the number of districts from 106 to 30) and has recently entered its third phase, aiming to increasingly transfer power and authority to the 30 District Councils. According to the Decentralisation Implementation Plan, this third phase “needs to improve on the key downward accountability linkages between local government leadership and citizens”.

These changes will have important implications for the performance of the health sector under HSSP III, notably in the areas of planning, budgeting, fiscal decentralisation, human resource management and monitoring. 

The various actors operating in the health sector, such as NGOs, CSOs, FBOs and the private for profit sector are discussed in chapter 4 (Governance)

A summary of existing administrative structure and related health facilities
 is provided below:

Table 2. Administrative structures by level with their health facilities (HF):

Levels

Admin Structures

Health Infrastructure

Numbers

1. Villages / imidugudu

14.837

CHW

44,511

2. Cells / akagari

2.148 

Health Posts / FoSaCom

44

3. Sectors / imirenge

416

Health Centres 

450

4. Districts

30

District Hospitals

District Pharmacies

42

30

5. Province (incl Kigali)

4

(DH to be upgraded to ProvH)

later

6. National

1

 Nat. Referral Hospitals

5

Referral systems

Ambulances / SAMU

154

Registered Private HF

157

Total Public + Agree HF

(= in bold, being

HC + DH + Nat Ref Hosp

495

Source: HMIS and QA desk, March 2012. (Map of HF in Annex 4)

Note: The denominators for the various indicators will be decided on a case by case basis, depending on the service package that these facilities are expected to provide.

Health Care Delivery System: The intermediate sub-national levels are made up of the provincial level (which is still evolving; the provincial hospitals not yet in place- waiting upgrading of five district hospitals to provincial hospitals).  There are 42 district hospitals with their functional boards.  The local levels are health centres (with their HC committees) which supervise the health posts and CHWs.  Administratively the health centre, health post and CHWs are at sector, cell and village levels, respectively.  There are 450 health centres so far.  Overall, 64% of the health facilities belong to the public sector, while 28% are owned by Faith-Based Organizations (FBOs), 6% owned by private for profit, 2% by communes and 1% by parastatal (HSSP III, 2012).    

At all levels of the health system, service delivery is results oriented and motivation packages are performance based.
Health Service Coverage and Access to Health Services:  The mainstay of health service coverage and access is the community health insurance (CHI) system which covers about 85% of the population while the formal sector and private insurance schemes account for about 6% of the population, bringing the total health insurance coverage to 91%.  The CHI system links households directly to the referral system as well as the payment system for services accessed.  However, 23% of the population still needs more than an hour to reach the closest health facility (<5km), and up to 5% of sectors (20/416) are still without a health centre (EICV 2010; NHA Draft, 2009).  

Outreach Services: Integrated outreach services are carried out by health centres in close collaboration with CHWs.  Typically, outreach services are IMCI and child survival intervention oriented.

Health System Resources

Human Resources for Health: The HRH Strategic Plan (2011) states that, ‘there is a general shortage of health professionals, particularly amongst more highly skilled groups’ as shown in Table 2 below.  Progress between 2008 and 2011 has been rather slow but significant improvement is expected through the HSSP III period.
Table 2: Baseline and targets for Human Resources for Health 

EXPECTED OUTPUTS / OUTCOMES 
BASELINE 2011
TARGETS 2015
TARGETS 2018
% of HF with adequate HR based on the norm

NA

50%

TBD

Doctor / Pop Ratio

1 / 17,240

1 / 15.000

1 / 10,000

Nurse / Pop Ratio 

1 / 1,294

1 / 1,100

1 / 1,000

Midwife / Pop Ratio

1 / 66,749

1 / 50,000

1 / 25,000

Lab tech / pop Ration

1 / 10,626

1 / 10,500

1 / 10,000

% DH/DHU preparing staff census with iHRIS

0

100

100

Source: HSSP III 2012 - 2018

Generally, like in other Sub-Saharan African countries, there is a bias in health worker distribution that favours urban settings at the expense of rural locales.  Worse still, midwifery resource gap remains huge to fill in the medium term (HRH Strategic Plan, 2011).  Key skills deficits afflict the staff available, especially in district health facilities: e.g. in quality data management, effective stock management, M&E skills, as well as core health services management skills- directing, planning, coordination & supervision (HSSP III, 2002; HMIS, 2008).

Health Financing:  The GoR has demonstrated commitment to fulfil the Abuja Declaration (2001) by steadily increasing the proportion of the total national budget allocated to the health sector as indicated in Table 3 below.
Table 3: Financial Resource Indicators

Indicators

Source: DHS 2005

Source: DHS 2010 & HMIS 2011

INPUT INDICATORS 
% of GoR budget allocated to health

8.2

11.5

Per capita total annual expend health (USD)

NA

$ 39.1

% Population covered by CBHI
12

91

Per capita allocation to PBF (USD)

NA

1.8

The per capita expenditure on health of 39.1 USD is above 34USD as recommended by the WHO 

Commission of Macroeconomics and Health (2001).  However, as shown in Table 4 below, most of the 

health financing is development partner backed.
Table 4: Source of funding for health sector in Rwanda (2009/10)
Financing Sources (FY2009/10)
% of Total Expenditure on Health (THE)
Government of Rwanda
16
Household OOP spending
15
Donors / Rest of World
63
Employer funds
5
Other private
<1
Unspecified
1
Total
100
Source: Preliminary Results of NHA 2009/10

The current proportionately high scale of the health financing on external funding calls for plausible health system strategies for strengthening health financing sustainability of the country.  

Material resources including health infrastructure, logistics and supply chain management: Five per cent of the sectors (20/416) have no health centres, while 15% of health centers had no electricity and running water but all the district hospitals had running water and electricity (EICV 2010).  The referral system is linked to the CHI and PBF systems and well backed by the emergency medical assistance service (SAMU) which is fully operational in all districts with 154 ambulances- five ambulances per district as the standard; each fitted with tracking systems and a call centre that manages deployments.  

Logistics and supply chain management is overseen by RBC as mentioned earlier.  However, stock management skill deficits are notable at district level, inadequate storage at district and health facility levels still cause occasions of stockouts of medical essentials, especially in health facilities.  Distribution challenges due to terrain and appropriate transport challenges still affect some sectors in districts (HSSP III, 2012; EVM, 2011; cMYP, 2012).

Other infrastructural challenges include: insufficient diagnostic equipment, lack of standardized equipment procurement system which has complicated training of technicians and procurement of spare parts. 

Strategic Health Information System and Disease Surveillance: Rwanda’s HMIS is well established and now endeavouring to incorporate the private for profit health facilities to report routinely; Kigali City health facilities have started well in this regard.  Standardized data quality assessment (DQA) methodology has been introduced at national and district levels.  Despite remarkable achievements in HMIS, key persisting discrepancies include: sub-optimal data quality, notable M&E skill deficit at sub-national level, limited use of data for management decision making, few operational researches carried out, limited coverage of lab and logistic information systems (HSSP III, 2012; EVM, 2011; HMIS, 2008; cMYP, 2012).    

Community System Strengthening for Participation in Health Service Delivery and Generation of Demand for Health Services:  As mentioned under Health Service Coverage and Access to Health Services above, in Rwanda the community has effectively dual health system facets: the community is the main beneficiary of health services while pivotally it also contributes significant human resources through CHWs and financial resources through the CHI system.  The Community Health Programme is comprehensive and cuts across the entire spectrum of health service delivery (EPI, Nutrition, HIV/AIDS, TB, Malaria, C-IMCI, etc) and health system strengthening interventions (finance, M&E, transport system, etc).  Traditional medicine is well regulated; more than 200 traditional healers have received a formal certificate and work in collaboration with the public system (NHSP, 2004; National Community Health Policy, 2008; HSSP III, 2012; cMYP 2012)

Health Sector Coordination: Under the stewardship of MOH, the health sector coordinates programs, projects and partnerships in addition to its policy custody role.   Key organs for effective coordination are: HSWG (the Health Sector Working Group), TWGs (Technical Working Groups), the SPIU (Single Project Implementation Unit: since March 2011, it is a one-stop centre that manages several non-program projects, thereby reducing overhead costs and increasing implementation efficiency), and the private for profit sector (which is being increasingly engaged in the spirit of constructive public private partnership for health).  SWAp in Rwanda, that meets quarterly, comprises of representatives of MOH, Development Partners and Civil Society Organizations (HSSP III, 2012; NHSP, 2004; MOH/SPIU Procedures Manual, 2011).  
2.1 b) The National Health Sector Strategic Plan

The goal of HSSP III is “To  operationalize  the  EDPRS  in  the  health  sector  in order to  attain  national  priorities and  international targets, including the MDGs, which Rwanda is committed to achieve”.

Overall Objective of the HSSP III: To ensure universal accessibility (in geographical and financial terms) of quality health services for all Rwandans.
The HSSP III (2012 – 2018) will continue to operationalize the (new) EDPRS and the Health Sector Policy: guiding the health sector towards achievement of the MDGs and beyond, and echoing the health focus of VISION 2020- addressing the high population growth rate (3.2%/yr), maternal health, Malaria and HIV/AIDS (EDPRS, 2008; NHSP, 2004). 

In addition to programmatic support and strengthening core components of the health system, HSSP III also focuses on stewardship concerns: sector management emphasis on effective directing, coordination, decentralisation and public financial management (PFM). Like HSSP II, HSSP III will be implemented through the Medium Term Expenditure Framework (MTEF), which is linked to the national budget: ensuring effective planning, budgeting and monitoring- as illustrated by the conceptual framework of the attached HSSP III, 2012 - 2018.  The approach to integrated performance is built in the design of HSSP III in effort to sustain integration initiatives of the recently expired HSSP II.  Table 5 below shows the achievements of HSSP II and the outstanding challenges HSSP III will strive to tackle between 2012 & 2018.

Achievements HSSP II

Challenges for HSSP III 2012 - 2018
Strong country ownership and dedicated hard working staff

Still limited technical performance of the staff in health centers and district hospitals

Performance based Financing (PBF) with mutual accountability at all levels

Less than 100% coverage of the health infrastructure

An innovative community based health insurance system (CBHI) with nationwide coverage (91%)

Old equipment in the hospitals and HCs, limited maintenance facilities

Pragmatic approach to bring the various interventions together (mainstreaming)

Limited linkage of some programs with HSSP II (in planning, budgeting and use of indicators)

Important network of CHW bringing health to the people and being part of PBF (cooperatives)

Need to re-focus several of the programs to new target groups (FP, MCH, Nutrition)

Proximity of the national HMIS figures with the DHS figures, suggesting reliable HMIS

Challenge to sustain (external) funding

Strong coordination structures, horizontally and vertically

Implement the decentralization process, strengthening district planning, budgeting and reporting by the DHU/DH

2.1 c) Health System Strengthening Policies and Strategies

The MOH has an array of policies and strategies that explicitly emphasize health system strengthening- asserting the commitment of the GoR to make the health system functionally robust and responsive at all times countrywide.  These have been presented in tabular form as one of the key attachments of this proposal (attachment # 7) and categorized as: Core Health Stewardship Policies, Health Resource Specific Policies, Disease Prevention & Control Policies, Strategic Information Policies and Community Health Policies (HSSP III, 2012).

	2.2 Key Health Systems Constraints 

→ Please describe key health systems constraints at national, sub-national and community levels preventing your country from reaching the three health MDGs (4, 5 and 6) and from improving immunisation, and from improving outcomes in reducing the burden of (two or more of) HIV/AIDS, tuberculosis and malaria. Include constraints particular to key populations and other unreached, marginalised, or otherwise disadvantaged populations (including gender related barriers).

	                              KEY HEALTH SYSTEM CONSTRAINTS                         TWO PAGES MAXIMUM

Overview of health system constraints in Rwanda

Analysis of the national health system (entailing examination of policy documents, health system strengthening interventions, program/project intervention reports as well as key health system studies) for gaps that need addressing in order to make the health system performance robust was carried out.  To facilitate rigorous examination of the health system, the WHO framework of the six health system building blocks was used.  Notable health system gaps that are a priority to address were found in five areas of the health system: Quality and quantity of Human Resources for Health (HRH); Service Delivery featuring access, coverage and equity challenges; Data Quality of Health Information System, and Epidemic & Infectious Disease Surveillance System; Logistics and Supply Chain Management gaps; and Stewardship gaps.  These are priority health system gaps to address because they undermine delivery of priority health services (like MNCH, Malaria, HIV/AIDS and others) to communities- thereby undermining achievement of desired outcomes in the population.   
Priority Health System Constraints to Address through this GAVI HSS Grant
1. Logistic & Supply Chain Management (LSCM) Challenges in the NIP: 

Examination of the following literature (HSSP III, 2012; cMYP, 2012; HSSP II MTR JANS, 2011; EVM, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; Rwanda HSS Framework & Consolidated Strategic Plan, 2010; EPI/VPPD Annual Progress Report 2011) reveal that logistics and supply chain management (LSCM) challenges still undermine efficient delivery of priority health services in the country.  The following specific LSCM bottlenecks have been identified: 

Insufficient cold storage capacity at the Central EPI/VPD Store and the health centres to accommodate the new vaccines which were introduced as follows: HPV in 2011, Rota Virus Vaccine in 2012, Second dose of measles and possibly Rubella Vaccine to be introduced in 2013.  Recent assessment of the cold chain capacity at the central level (Rapid EPI Logistic Assessment, November 2012) shows cold chain and dry storage capacity gaps of 80M3 and 3500M3, respectively to be able to adequately accommodate all vaccines between 2013 and 2017.  

Insufficient Dry Storage capacity at the Central EPI/VPD Store The current dry store is 1360M3; moreover, it is shared by all MoH departments and will not be adequate for storing EPI/VPD commodities for administration of both the traditional and new vaccines.  An additional dry storage capacity will be needed to cope with the volume of the EPI/VPD consumables and other non-EPI/VPD consumables from other programs of MOH between 2013 and 2017.

Challenges in vaccine temperature monitoring:  WHO & UNICEF recommend that all vaccines and diluents should be stored within specific recommended temperature ranges.   However, EVM 2011 has reported lack of continuous temperature monitoring devices at all levels (including the Central Vaccine stores) to optimally monitor the quality of vaccines; cMYP 2012 asserted this. Fortunately this issue has been resolved since the beginning of 2013
Obsolete cold chain equipment at health facility level:  The MTR report of HSSP II and cMYP 2012 noted the need to replace some of the fridges that have outlived their lifespan and are not so efficient.  Recent Rapid EPI Logistics Assessment (Nov 2012) quantified a total of 150 obsolete fridges to be replaced countrywide. 

Weaknesses in forecasting and quantification of EPI and other Medical commodities:  One of the challenges of human resources in the country’s health system is technical skill deficits in the available staff (MTR Report HSSP II, cMYP 2012, HRH Strategic plan 2011-2016 and HSSP III).  Skill deficits in forecasting and quantification of EPI and other medical commodities have been found particularly at district and health facility levels- and are priorities of both the cMYP 2012 & HSSP III (cMYP 2012 & HSSP III).  Such skill deficits increase rate of vaccine wastage as well as frequency of stock out of other medical commodities.  

Insufficient Supportive Supervision: HSSP III, HRH Strategic Plan (2011-2016) and the cMYP all noted the inadequacy of support supervision of health services, especially at district/health facility level. Currently there is no EPI program specific vehicle for the EPI team in the MOH to regularly supervise EPI service delivery at sub-national level.  Both HSSP III and the cMYP enlist strengthening of support supervision as a priority intervention that will strongly contribute to enhancing performance of the health system as a whole.

Skill Deficit in Cold Chain Maintenance: There are very few biomedical technicians who can provide Cold Chain maintenance services to districts.  Currently, lack of biomedical technicians with skills for basic maintenance of sound cold chain equipment as well as maintenance of other medical equipment limits addressing equipment trouble shooting timely and effectively.  

Lack of transport at central level for local haulage & supervision: Transport challenges continue to hamper efficient LSCM performance.  EVM 2011 emphasises that distribution between each level in the supply chain was constrained in the entire health system.  HSSP III too asserted transport challenge as a key LSCM and health service supervision constraint, and has to be improved in order to facilitate wider efficiency gains in the entire health system.  

2. Service Delivery Challenges undermining achievement of desired health outcomes:  

The trends of health status indicators of Rwanda show overall marked improvement from 2000 (RDHS, 2005, 2008 & 2010). 

However, gaps in access and coverage of priority health services still persist- connoting equity challenges in the populace.  Up to 23% of the population still needs more than an hour to reach the closest health facility, and up to 5% of sectors (20/416) have no health centres (Preliminary results NHA, 2009; EICV, 2010; Health Sit. Analysis & Main Gaps, 2011; HSSP II MTR JANS, 2011; HRH Strategic Plan, 2011; HSSP III, 2012).   Moreover the generally challenging terrain, worst in the northern province and northern parts of Western and Easter provinces, renders some communities hard to reach for delivery of priority health services. 

The lowest socio-economic quintile is apparently bearing the brunt of these inequities which manifest as: persisting pockets of unimmunized children and high MNCH morbidities and mortalities (RDHS 2005 & 2010, cMYP 2012 & HSSP III) in this socio-economic stratum.  These are mainly attributed to access challenges in hard to reach areas for delivery of priority health services (e.g. MNCH services like EPI, Malaria, HIV/AIDS/PMTCT services, etc).
3. Challenges in generation and utilization of strategic information

Quality data are data: produced and delivered timely, accurate and complete- and should be the norm in the national health system at all levels. 

However, to date, quality of data (HMIS, EPI/VPD & general EIDS data) in the health system is still sub-optimal at district and health facility levels - connoting skill and competence gaps in quality data management.  This gap is well documented in the following literature: HMIS Report 2008; Rwanda HSS Framework & Consolidated Strategic Plan, 2010; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; EVM, 2011; cMYP, 2012; and HSSP III, 2012. 

Likewise, the discrepancy between survey and administrative coverage of EPI still stands- awaiting verification of the demographic & benchmark statistics from the national census data (EVM 2011, cMYP 2012 & HSSP III).
Skill deficits in M&E are also evident, especially at sub-national levels, too, are evident (HMIS Report 2008; Rwanda HSS Framework & Consolidated Strategic Plan, 2010; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; cMYP, 2012; HSSP III, 2012).  These operationally manifest as poor data analysis; interpretation & reporting; limited data utilization for evidence based decision making (EBDM); weak understanding, formulation and use of performance indicators; and few operational researches being carried out.

4. Constraints in the general EID Surveillance system

In addition to the same data management quality challenges mentioned above, the Epidemic and Infectious Disease Surveillance system is also afflicted by the EIDS specific constraints (Community Health Policy, 2012; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; HSSP III, 2012)
EIDS specific constraints:  
Resource Constraints: EIDS continues to face financial resource challenges due to inadequate budgetary allocation from the MOH (following general financial constraints faced by MOH).  Currently support is being provided by WHO, however, it is quite inadequate for the operational needs of EID surveillance.  Hence, generally, logistic support for routine surveillance operational costs is inadequate.  
Necessity of updating surveillance system foe EPI/VPD: The surveillance system for some new vaccines has not been updated.  This needs to be done to enable detection of AEFI from the new vaccines.
AEFI surveillance challenges: National AEFI Policy & AEFI Policy Guidelines are not in place

5. Gaps in Community System Strengthening  (CSS)

The community system in Rwanda is functional but needs strengthening by addressing the following identified gaps (Community Health Policy, 2012; Rwanda HSS Framework & Consolidated Strategic Plan, 2010; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; HSSP III, 2012):

Lack of Communication Strategy for EPI/VPDs (cMYP 2012): this is a key policy document that should guide communications for community mobilization for EPI and other priority health services.  Yet, up to 45,000 CHWs are working at the peripheral level promoting uptake of EPI & other priority services & tracking defaulters. 
Continuous update of CHW capacity: Capacity of CHWs needs continuous enhancement in order to sustain responsive delivery of EPI/VPDs and other priority health services.  Introduction of new vaccines and interventions indispensably necessitates timely equipping of CHWs with both relevant knowhow and materials.  
Gaps in EPI coverage, hence other priority health interventions still persisting in the community: this raises the following equity concerns: who in the population dropout, where & why?  The implied crucial issues to address are: need to track the unreached children who are most probably unimmunized and not yet receiving PMTCT-linked services; need to track dropouts (EVM 2011, cMYP 2012 & HSSP III)

6. Stewardship (Governance & Leadership) Challenges
Governance and leadership provide stewardship and custody of health policy and broader health system management at all levels of the health system.

The core health services management skills/competences are generally weak, especially at sub-national levels:
Planning and coordination at district level, and inadequate supportive supervision (Rwanda HSS Framework & Consolidated Strategic Plan, 2010; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; HRH Strategic Plan, 2011; cMYP, 2012; HSSP III, 2012).  MLM at district and health facility levels will have to be trained in core management and supervision of health services in order to refine service and resource management at these levels.  
EPI/VPD National Regulatory Authority not yet operational: to assess vaccine security in the country.
Sustainability of health financing:  despite commendable achievements in health insurance & financial integrity countrywide, there is need to progressively wean the health system off from the relatively high donor based health financing; donor input in the health sector financing has been reported to be 49% - 63% (Preliminary Results of NHA 2009/10; HSSP III Financing Gap Analysis, 2012; HSSP II MTR JANS, 2011; Health Sit. Analysis & Main Gaps, 2011; cMYP, 2012; HSSP III, 2012).
 

	2.3 Current HSS Efforts 

→ Please describe current HSS efforts in the country, supported by local and/or external resources, aimed at addressing the key health systems constraints. 

	THREE PAGES MAXIMUM

CURRENT HSS EFFORTS TO ADDRESS THE KEY GAPS AFFLICTING THE NATIONAL HEALTH SYSTEM

Examination of key policy documents, review of reports of the on-going programs and projects geared towards health system strengthening, robust collaboration of GoR/MOH with development partners for health sector development and well founded community participation in health service delivery and health system development in general reveals that priority health system challenges have been clearly identified and synergistic commitments have been made to address the various presenting health system challenges of the country.   
I. Supportive policies and strategic frameworks for strengthening the health system 

The MOH has policies and strategic frameworks that explicitly emphasize strengthening of the country’s health system; these are broadly categorized as: Core Health Stewardship, Health Resource, Disease Prevention & Control, Strategic Information and Community Health Policies and strategic frameworks (as detailed in attachment # 7 of this proposal).  The HSSP III, the cMYP 2012 and other strategic frameworks all have health system strengthening as one of their priorities, explicitly or implicitly.  Development of Communication Strategy for the entire health sector through this requested GAVI effort will strengthen the health system policy base further.

II. Addressing the Human Resources for Health (HRH) crises

Challenges in quantity and quality of HRH have been one of the main health system constraints of Rwanda.   However, buoyed by supportive reforms and initiatives since 2005, the HRH situation has seen significant improvement.  The current strategic plan (HSSP III) and the HRH Strategic plan 2011-2016 set to guide the management and development of HRH in the country (HRH Strategic Plan, 2011).  This GAVI HSS grant as well as the GFATM and other resource supports will complement the HRH efforts of the GoR/MOH towards achieving the priorities of the strategic plan.  The GAVI grant will particularly contribute to improving the HRH quality through supporting the following efforts: MLM training predominantly for district health professionals at health facility level, hands-on mentoring of senior district heath managers in augmented results based management and CHW skills improvement.

III. Support from Development Partners 
Development Partners alongside the GoR have been pivotal in strengthening the country’s health system which has registered remarkable improvements in overall performance, including commendable progress towards the MDGs.  Details of resource support are furnished in the Health Sector Financing Gap Analysis (2012) and Financial Gap Analysis for these GAVI HSS Proposal; both documents are herein attached (please see attachment page).
The following development partner supported interventions for strengthening EPI and Priority Health Services are hereby highlighted:

Strengthening EPI/VPD services (cMYP, 2012; USAID Co-Ag Rwanda; www.USAID Rwanda, accessed Dec 2012): GAVI Alliance has continued to give support in provision of traditional vaccines, and introduction and sustenance of new vaccines. Merck, a USA pharmaceutical company has supported introduction of HPV and its supply up to 2013. The USAID/PEPFAR has also been supporting procurement of new EPI equipment like vaccine fridges.  

Strengthening HIV/AIDS & Laboratory Services (CDC Co-Ag Rwanda; www.CDC Rwanda accessed Dec 2012): CDC/PEPFAR through a cooperative agreement with MOH/GoR has been progressively strengthening the country’s health system in the following areas: strengthening HIV/AIDS management and efficient coordination capacity, strengthening blood transfusion services, strengthening laboratory training through Kigali Health Institute and sustaining influenza surveillance networks countrywide.

Technical support for priority health services (WB EAPHLN, 2010; www.WHO.int Rwanda accessed Dec 2012; www.UNICEF Rwanda accessed Dec 2012): UN organizations are traditional development partners of the MOH/GoR.  Whereas both UNICEF and WHO provide technical support in priority health services and support strengthening of routine EPI services, WHO also provides capacity building through the WHO/AFRO IST in Harare.  World Bank on the other hand provides East African region-wide support in strengthening laboratory systems- with support to Rwanda focussing on Lab ICT, Performance Based Financing in Lab services and MDR-TB service development centre of excellence for the region.  

Other health system development interventions (BTC MINISANTE Rwanda, 2012; www.SDC Rwanda assessed Dec 2012): Belgian Technical Cooperation (CTB/BTC) has been giving support to MOH in five areas of health system strengthening focus at central and district levels- dubbed MINISANTE: strengthening decentralization, including Planning and M&E functions; improving clinical services through operationalization of regional hospitals; strengthening the mental health division; strengthening management and maintenance of medical equipment; and strengthening health sector research.  The Swiss Development Cooperation focuses on strengthening health services and decentralization process in western  province, especially in Karongi and Rutsiro District.   
IV. Global Fund for HIV/AIDS, TB and Malaria (GFATM Grant Portfolio Rwanda, 2010)

HIV/AIDS Grant: This grant is HIV/AIDS specific; EPI indicators are not captured by this grant.  The grant strengthens HIV/AIDS specific: building HRH capacity (of CHWs, Lab and clinical personnel); creation of supportive working environment and information system improvement and operational research.

TB Grant: too is TB specific.  It builds TB specific capacity in: TB skills development for CHWs, Lab and Clinical personnel; improvement of TB diagnosis; program management logistics (e-TB system development); and M&E of TB, including supervision of TB services.  This GAVI grant will enhance implementation capacities in EPI/VPD services as these are not covered by GFATM grants.  

V. CSOs (NGOs/CBOs)

An array of CSOs (NGOs and CBOs) work in collaboration with MOH, Development Agencies/partners and the community for primary level health service delivery.  Some of the CSOs are primarily involved in health system strengthening while others carryout healthcare provision.  Attachment # 8 gives the list of International and local CSOs currently functional in Rwanda (MOH SPIU, 2012).  Some of these partners, including the community will be crucial in delivering the GAVI HSS interventions proposed in this application.

VI. Community Systems Strengthening
The community has two faces in the health system: on the demand side it forms the basis of beneficiaries of health interventions, while on the supply side the community is a fountain of health resource- human, financial and material resources.  These dual roles of the community have been supported at policy level by the Community Health Services Policy and at operational level through provision of incentives for CHWs as well as service delivery quality improvement through various programmatic trainings (Health Sit. Analysis & Main Gaps, 2011; Community Health Policy, 2012; HSSP III, 2012).  

Traditional healers are also trained are also in detection and referral of patients/clients to health facilities thereby avoiding delays and development of complications, and infection control, (MTR HSSP III 2008).    

VII. Other health system strengthening interventions under the auspices of MOH/GoR, (HSSP III, 2012; MOH SPIU, 2012)

The GoR/MOH has a number of initiatives for health system strengthening countrywide.  These are:

Strengthening Decentralization Processes in collaboration with development partners:  planning, budgeting and reporting by DHU and DHT and strengthening M&E skills of DHU & DHT. 

Strengthening health system performance through provision of incentives from performance based financing: in both public health/PHC and clinical services

Health Infrastructure Development:  MOH/GoR, in effort to increase coverage of health services and improve quality of health services delivered to communities has embarked on construction of Regional Hospitals and more health centres.  This GAVI grant will be crucial in ensuring the new/upgraded health facilities provide EPI/VPD services in line with the MOH EPI/VPD policy and programmatic guidelines.

The MOH SPIU: has several projects relating to health system strengthening.  Some of these have already been mentioned above. 


	3. Health Systems Strengthening Objectives

	3.1 HSS objectives addressed in this proposal

→ Please describe the HSS objectives to be addressed by this proposal and explain how they relate to, and flow from, the information provided in section 2 (National Health System Context). Please demonstrate how the objectives proposed to GAVI will improve health outcomes related to immunisation, and how the objectives proposed to the Global Fund will improve health outcomes for (two or more of) HIV/AIDS, tuberculosis and malaria. 

	                    HSS OBJECTIVES ADDRESSED IN THIS PROPOSAL                   TWO PAGES MAXIMUM

The goal of Rwanda’s GAVI HSS proposal is to strengthen the health system in order to contribute to the reduction of under-five mortality rate (to 57/1,000 live births by 2017).  Rwanda’s experience in the last ten years asserts that a strengthened health system will increase coverage of, reduce dropout rates from and increase equity of access all priority health services, including priority MNCH services like EPI/VPD, PMTCT etc.  

Five strategic objectives will address the prevailing priority health system gaps identified and discussed in Section 2.2 above.  The interventions proposed in this application as well as the requested funds will be complementary to the on-going multi-pronged health systems strengthening efforts discussed in detail in Section 2.3 above.                
The HSS Focus of the Strategic Objectives:
It should be noted that whereas Strategic Objectives 2, 4 and 5 are entirely dedicated to addressing core health system wide challenges undermining delivery of all priority health services (including EPI/VPD services), strategic objectives 1 and 3 not only strongly address HSS challenges specifically undermining delivery of EPI/VPD services but to a large extent other priority health services as well.

Strategic Objective 1: This strategic objective is double pronged: it will improve both EPI/VPD logistic and supply chain management as well as logistic and supply chain management of other essential medical commodities.  This will be through: greatly minimizing stockout of vaccines and essential medical commodities through ensuring adequate storage capacity for vaccines and other essential medical commodities; timely distribution of vaccines and other essential medical commodities; and acquisition/improvement of skills for efficient management of vaccines and other essential medical commodities.  
Strategic Objective 2: Will enhance health system wide generation and utilization of strategic information through: ensuring timely, complete and accurate (hence quality) HMIS, EPI/VPD, laboratory based and surveillance data/information exists at all levels of the health system; and it will hence improve quality of M&E      in the health system through utilization of evidence-based data/information for management decision making and performance monitoring & evaluation of national health programs, including the National Immunization Program.
Strategic Objective 3: This strategic objective aims at improving health system wide equity of access to all priority health services
, including EPI/VPD services, by all socio-economic strata of the population regardless of geographical locations.  This will be realized through: improvement in quality of priority health services delivered to the community, improvement in communication strategy, improving community mobilization, strengthening capacity of CHWs and strengthening integrated outreach service delivery to the community.
Strategic Objective 4: This strategic objective aims at improving the quality of general surveillance in the entire health system.  It will enhance responsiveness to Epidemic and Infectious Disease (EID) events and timely detection of EID outbreaks, including epidemics and AEFI events countrywide.
Strategic Objective 5: This strategic objective will strengthen the stewardship capacity of the health system, with a focus on the operational level of the health system- the district health system.  This will be achieved through improvement of core health system management skills of middle level health managers in the context of decentralization: the capacity of directing, planning, coordination and supervision of health services will be enhanced, especially at district level countrywide 
Outcomes of the Strategic Objectives:

Each of the five strategic objectives and their related specific objectives with corresponding outcomes are presented sequentially below.

STRATEGIC OBJECTIVE 1: To strengthen the logistics and supply chain management capacity of the national health system so as to effectively sustain optimal stock levels of essential medical commodities, including EPI/VPD commodities, at all levels of the health system 

This strategic objective will address the logistics and supply chain management challenges presented in Section 2.2:1 above.  Through the key activities under each specific objective of Strategic Objective 1, identified health system gaps will be addressed to contribute to the corresponding outcomes described below. 

Under specific objective 1.1, expanding the storage capacity for vaccines and other essential medical commodities at national, district and health facility levels to adequately accommodate the traditional and new vaccines by the end of June 2014 will lead to achieving the following outcomes:  Adequate storage capacity for vaccines and other essential medical supplies at all levels ; and No stock out of vaccines and other essential medical supplies at all levels

Under specific objective 1.2, improving the efficiency of distribution of vaccines and other essential medical commodities at national and sub-national levels will also yield an outcome of: Optimal/adequate stock levels of all vaccines and other essential medical commodities at all times in health facilities 
Under Specific objective 1.3, improving the quality of management of vaccines and other medical supplies (with emphasis on forecasting, quantification and stock quality control, including optimal stock temperature management) at all levels of the health system by December 2014 will lead to achieving the following outcome:  Efficient management of vaccines and other essential medical commodities with minimal wastage rate of vaccines and other essential medical commodities at all levels; and Availability of potent vaccines & quality essential medical commodities
STRATEGIC OBJECTIVE 2: To strengthen generation and utilization of strategic information for responsive management of health services at all levels of the health system

Strategic Objective 2 will address the health system wide challenges of poor data and information quality as well as limited utilization of data for management decision making as discussed in Sections 2.2:3 and 2.2:4.  The key activities in each specific objective of Strategic Objective 2 will ensure that 90% of districts submit complete, accurate and timely HMIS, EPI/VPD, laboratory based and disease surveillance data.  Through improved M&E skills, utilization of data/information as evidence base for management decision making will also be enhanced at all levels of the health system.  
The following outcomes from activities of respective specific objectives of strategic objective 2 plan will be achieved:

Under specific objective 2.1, improving the quality of HMIS data, EPI/VPD data, General surveillance data (including AEFI surveillance) as well as laboratory based disease surveillance data for utilization  in improvement of program management and service delivery at all levels of the health system will lead to realizing the following outcome:  Quality (timely, complete and accurate) HMIS, EPI/VPD, laboratory based and general surveillance data/information available at all levels of the health system

Under specific objective 2.2, strengthening M&E capacity at national and district levels will lead to achieving the following outcome: Evidence-based information is available for management decision making and performance monitoring & evaluation of evaluation of national health programs, including the National Immunization Program (NIP).  
STRATEGIC OBJECTIVE 3: To improve community access to uptake of priority health services, including EPI/VPD services, at district level so as to improve health outcomes in the populace
Interventions under Strategic Objective 3 will be crucial for increasing access to and uptake of EPI/VPD and priority health services countrywide.  This strategic objective will therefore improve equity of access of all socio-economic strata of the population to priority health services regardless of geographical locations.  The key activities of each specific objective of Strategic Objective 3 should yield the desired outcomes respectively listed below:
Under specific objective 3.1, strengthening the capacity of health facility staff to deliver quality health facility & outreach based priority health services, including EPI/VPD services, to the community will enable achievement of the following outcomes: Improvement in quality of priority health services, including EPI/VPD services, delivered to the community; and Increase in uptake/coverage of priority health services, including increase in immunization coverage

Under specific objective 3.2,  developing Communication Strategy for the entire health sector will enable achievement the following outcome: Effective communication to communities and other stakeholders on priority health services, at all levels of the health system; and Increase in access to information on priority health issues
Under specific objective 3.3, enhancing community mobilization, acceptability and demand through high impact media for optimal uptake of EPI/VPD and other priority health services countrywide will lead to the outcome: Increase in uptake/coverage of priority health services, including EPI/VPD services, at all levels of the health system

Under specific objective 3.4,  supporting the strengthening of capacity of CHWs to perform better in outreach interventions for priority health services, including EPI/VPD services, will yield the outcomes of: Increase uptake/coverage of priority health services; and Decrease in dropout rates in routine immunization regardless of socio-economic stratum of the population
Under specific objective 3.5, enhancing the capacity of districts to conduct integrated outreach services for priority health services, including EPI/VPD will achieve as an outcome: Increase in coverage of priority health services, including increase in immunization coverage countrywide

STRATEGIC OBJECTIVE 4: To reinforce the capacity of Epidemic and Infectious Disease Surveillance (EIDS) at all levels, and extend its scope to new diseases

Strategic Objective 4 seeks to improve the quality of Epidemic and Infectious Disease Surveillance, including vaccine preventable disease surveillance.  The activities of the respective specific objective will lead to the following desired outcomes:

Under Specific Objective 4.1, effective implementation of routine EID surveillance will be facilitated while under Specific Objective 4.2, independent committees on surveillance for polio and other diseases will be strengthened. 
Both Specific Objective 4.2 and 4.1 will lead to these outcomes:  Responsiveness to EID events countrywide;  and Timely detection of EID outbreaks, epidemics and AEFI events countrywide

STRATEGIC OBJECTIVE 5: To enhance the capacity of Health System Management at district level for effective and efficient delivery of EPI/VPD services and other priority health services

Specific Objective 5.1 will strengthen the capacity of human resources to plan and coordinate health services at national and district levels while Specific Objective 5.2 will strengthen formative supervision and planning activities at district level.  These two objectives will yield the following outcome: Enhanced performance of district health system (management, service delivery and equity of access to priority health services)
Specific Objective 5.3, improving medical waste management in selected health facilities will lead to achieving the following outcome:  Improvement in medical waste management at health facility level in all provinces



	3.2 a) Narrative description of programmatic activities
→ Please provide a narrative description of the goals, objectives, Service Delivery Areas (SDAs) and key activities of this proposal.

3.2 b) Log Frame

→ Please present a Log Frame for this proposal as Attachment 2.

3.2 c) Evidence base and/or lessons learned 
→ Please summarise the evidence base and/or lessons learned related to the proposed activities. Please provide details of previous experience of implementing similar activities where available.

	3.2 a)     NARRATIVE DESCRIPTION OF PROGRAMMATIC ACTIVITIES       SIX PAGES MAXIMUM

This section presents the narrative description of how the strategic objectives, the respective specific objectives and desired outcomes will be achieved through the proposed corresponding key activities.  The objectives and activities in this proposal are designed to strengthen the health system in so an integrated manner as to duly achieve the desired outcomes described in Section 3.1 above.  The outputs relating to each of these activities and their respective tracking indicators are presented in the Log Frame of this proposal.
STRATEGIC OBJECTIVE 1: TO STRENGTHEN THE LOGISTICS AND SUPPLY CHAIN MANAGEMENT CAPACITY OF THE NATIONAL HEALTH SYSTEM SO AS TO EFFECTIVELY SUSTAIN OPTIMAL STOCK LEVELS OF ESSENTIAL MEDICAL COMMODITIES, INCLUDING EPI/VPD COMMODITIES, AT ALL LEVELS OF THE HEALTH SYSTEM
This strategic objective strongly addresses HSS challenges specifically logistic and supply chain management (LSCM) challenges undermining delivery of EPI/VPD services.  Addressing these EPI/VPD LSCM challenges to a large extent improves the LSCM of other essential medical commodities pertaining to other priority health services as well.  This strategic objective will be achieved through three specific objectives, each of which has its respective activities.
Specific Objective 1.1: To expand the storage capacity for vaccines and other essential medical commodities at national, district and health facility levels to adequately accommodate the traditional and new vaccines by the end of June 2017
The current cold storage capacity at the Central Vaccine store is inadequate to accommodate the increase in volume from the new vaccines.  The same cold store is also used for storing other medical commodities that require cold storage environment, especially medical drugs (e.g. Insulin), anaesthetic drugs and some laboratory reagents.   Likewise, the current dry storage capacity is inadequate due to increase in volume of adjunct commodities for administration of the new vaccines.  The same dry store is also used for storage of other essential medical commodities.  Achieving this specific objective will therefore improve storage of both cold chain and dry stocks of both EPI/VPD and other priority health services- thereby ensuring no stock outs of essential commodities in the entire health system.   This specific objective will be achieved through the following four key activities below.  

Activity 1.1.1: Upgrade the cold chain vaccine storage capacity at central level by purchasing two (2) Cold Rooms, each of 40 M3, in order to adequately accommodate the traditional and new vaccines.  The current cold chain capacity of the Central Vaccine Store is 126M3.  This GAVI HSS grant will enable it to be expanded to 206M3- as explained in Section 2.2:1 above.

Activity 1.1.2 Rent a total of 2000M3 dry store for EPI/VPDs at central level.  The current dry store is 1360M3; moreover, it is shared by all MoH departments and will not be adequate for storing EPI/VPD commodities necessary for administration of both the traditional and new vaccines.  An additional 640M3 dry storage capacity will be needed to cope with the volume of the EPI/VPD consumables and other non-EPI/VPD consumables from other programs of MOH between 2013 and 2017.
Specific Objective 1.2: To improve the efficiency of distribution of vaccines and other essential medical commodities at national and sub-national levels 

As explained in Section 2.2 above, transport challenge is a key constraint to both logistics and supply chain management and supervision of health services in the entire health system.  This challenge will be mitigated through activities 1.2.1 to 1.2.6 below- which will contribute to minimizing not only delays in delivery of essential medical commodities but also stockouts of essential medical commodities, including EPI/VPD commodities.  Hence, efficiency gains in distribution will be for EPI/VPD commodities and all other essential medical commodities/supplies.
Activity 1.2.1:    Procure Two 4WD Pickup vehicles: one pickup to serve a group of 15 districts in transportation of EPI/VPD and other essential medical commodities; the same vehicle will also be used for supervision of EPI/VPD and other priority health services in the group of 15 districts.  When opportune, delivery of essential medical commodities and supervision of priority medical services could be carried out on the same field outing.
Activity 1.2.2: Provide support for purchasing fuel for the two 4WD pickup vehicles for supervision of priority health services (including EPI/VPD) and transportation of EPI/VPD and other essential commodities to the 30 districts. 
Activity 1.2.3: Provide support for maintenance of the two 4WD pickup vehicles for   supervision of priority health services (including EPI/VPD) and transportation of EPI/VPD and other essential commodities to the 30 districts. 

Specific Objective 1.3: To improve the quality of management of vaccines and other essential medical supplies (with emphasis on forecasting, quantification and stock quality control, including optimal stock temperature management) at all levels of the health system by December 2014 
The challenges of forecasting, quantification and stock quality control, including optimal stock temperature management go beyond EPI/VPD services: the challenges are health system wide.  These challenges are so widespread that they are as well encountered in other priority health services managed by the same health professionals who manage EPI/VPD services at operational level.  Hence, improvement in forecasting, quantification and stock quality control skills of health professionals at operational level will improve quality of vaccines as well as of other essential medical supplies.   The following three key activities will be carried in order to achieve this objective and its related outcomes:

Activity 1.3.1: Train 360 middle level health managers (MLM) in efficient management of vaccines and other essential medical supplies.  System wide, skill deficits in forecasting and quantification of EPI and other medical commodities have been found particularly at district and health facility levels- and are priorities of both the cMYP 2012 & HSSP III (cMYP 2012 & HSSP III). Another weakness observed by EVM 2011 was poor continuous temperature monitoring at all levels.  Ninety MLM will be trained for 5days in efficient management of vaccines and other medical commodities.  This broader (health system wide) training will complement the previous RED training that was exclusively EPI.  
Activity 1.3.2: Replace 180 old refrigerators with solar / electricity powered refrigerators over three years in selected health facilities.  Recent Rapid EPI Logistics Assessment (Nov 2012) quantified a total of 180 obsolete fridges to be replaced countrywide.  Part of the GAVI HSS grant will be used for supplying solar vaccine fridges in low-lying areas while electricity powered fridges will be supplied to cold and cloudy mountainous northern areas.

Activity 1.3.3: Train 84 Biomedical Technicians in basic maintenance of sound cold chain integrity and other medical equipment in 42 district hospitals.  The 3 days training of biomedical technicians in basic maintenance of sound cold chain integrity as well as maintenance of other medical equipment will help in addressing trouble shooting timely and effectively at Central, district and health facility levels.
Activity 1.3.4: Provide cold chain maintenance spare parts to all the 500 health facilities identified.  Needed spare parts will be used for maintenance of cold chain equipment by the trained biomedical technicians.

STRATEGIC OBJECTIVE 2: TO STRENGTHEN GENERATION AND UTILIZATION OF STRATEGIC INFORMATION FOR RESPONSIVE MANAGEMENT OF HEALTH SERVICES AT ALL LEVELS OF THE HEALTH SYSTEM
Section 2.2:3 clearly presented the health information constraints afflicting the country’s health system.  The challenges ranged from sub-optimal data quality to limited utilization of data in the context of inadequate M&E skills.  Specific objectives 2.1 and 2.2 through their respective activities proposed herein will address these limitations to achieve the desired outcomes. 

Specific Objective 2.1: To improve the quality of HMIS data, EPI/VPD data, AEFI Surveillance data, laboratory based disease surveillance data and general surveillance data for utilization in improvement of program management and service delivery at all levels of the health system 

This specific objective will be achieved through the three activities described below:

Activity 2.1.1: Train 2,000 health professionals, including HMIS Data Managers, EPI Focal Persons and district health facility staff in quality data management and utilization for management decision-making:  Weak or lacking skills in quality data management have led to incompleteness of data and untimely submission of data by health facilities to the district EPI managers as well as compromised quality of reports and management decisions.

This GAVI grant will in part be used for addressing the skill deficits in quality data management that affects EIP/VPD as well as general disease surveillance.  2,000 health professionals will be trained for 3 days in quality data management for production of strategic information for use in management decision making at all levels of the health system.

Activity 2.1.2: Procure assorted essential IT equipment for processing HMIS data, EPI/VPD surveillance data and laboratory based disease surveillance data in Central and district levels: To ease EPI/VPD, Surveillance and Lab data processing and transmission at district and Central levels, the following assorted IT equipment will be procured: 52 Laptops for District/Central level EPI/VPD Focal, four printers, and 2 LCD Projectors for programmatic presentations will be purchased.

Specific Objective 2.2: To strengthen M&E capacity at national and district levels 

Competence in M&E enables health professionals to exercise high level data management, data utilization and generation of evidence base for strategic management decisions.  M&E skills have been found to be largely lacking in the health system, especially at sub-national levels.  The following key activities have been designed to enhance acquisition of M&E skills for improvement of availability of strategic information for programmatic management decisions at both sub-national and national levels:

Activity 2.2.1: Train 100 middle level health managers at national and district levels in M&E skills: 100 MLM will be trained for 5 days in basic M&E skills to complete the quality data management skills acquired earlier.  The M&E training will ensure each district has at least two health professionals with M&E competence.  These in turn will be able to mentor others on-the-job.

Activity 2.2.2: Organize quarterly evaluation meetings between central level and the 30 districts: These quarterly meetings are for reviewing progress of health service delivery activities as agreed in district micro-plans.  The quality of these M&E meetings will further be boosted by contribution of health professionals with skills acquired from the trainings in quality data management and M&E.   

Activity 2.2.3: Conduct external program evaluation of the NIP program every two years:  The EPI/VPD division plans to have comprehensive external evaluation of the EPI/VPD program every two years in order to learn valuable lessons for continuous improvement of EPI/VPD and other priority health services. Technical Assistance will be procured to carry out this activity.

Activity 2.2.4: Conduct external financial audit of the GAVI HSS project every year: The EPI/VPD division plans to have external financial audit of the GAVI HSS program every two years in order to learn valuable lessons for continuous future improvement of EPI/VPD and other priority health services.  Technical Assistance will be procured to carry out this activity.

Activity 2.2.5: Conduct two (2) operational researches- (HMIS/EPI Data Quality Assessment & EVM) so as to provide basis for monitoring and evaluation of EPI performance by the end of June 2017. This activity will complement activities 2.2.3 & 2.2.4 above. 

Activity 2.2.6: Produce and disseminate National Bulletin on Selected Indicators quarterly in the 30 districts: 1000 copies of the bulletin will be produced and disseminated every for months (thrice a year) in order to provide continuous track of performance of EPI/VPD and other priority health services using the selected indicators.

Activity 2.2.7: MOH to conduct integrated support supervision (of MCH, EPI/VPD and other programs) to health facilities in the 30 districts: This support supervision is to establish basis for continuous pragmatic support to health facilities at sub-national level, including district hospitals.   
Activity 2.2.8: Review of EPI/VPD and other related priority health services (to be carried out by MOH and the 30 districts): This review will be carried out once in after two years.  It will provide a MTR (Mid Term Review) of EPI/VPD and other priority health services in the first two years of the GAVI HSS support.
STRATEGIC OBJECTIVE 3: TO IMPROVE COMMUNITY ACCESS TO UPTAKE OF PRIORITY HEALTH SERVICES, INCLUDING EPI/VPD SERVICES, AT DISTRICT LEVEL SO AS TO IMPROVE HEALTH OUTCOMES IN THE POPULACE
Five specific objectives each with its respective key activities will address the gaps in access, uptake and coverage of priority health services, including EPI/VPD services, in the populace- thereby enabling achievement of this strategic objective.  The specific objectives will all contribute to improving equity of access to and uptake of priority health services. 
Specific Objective 3.1: To strengthen the capacity of health facility staff to deliver quality health facility based & outreach based priority health services, including EPI/VPD services to the community 
Good quality health services increase community demand for and uptake of services- and the converse is true.  Improvement of service quality entails improvement of health facility responsiveness, availability of needed services, minimal stockouts of essential medicines and other commodities, payment options that increase affordability of services and value for money, among others.  Therefore, in order to improve quality of priority health services (including EPI/VPD services) delivered and hence increase uptake and coverage in the community, activity 3.1.1 will be carried out:
Activity 3.1.1: Support Civil Society Organizations working at community level in training health facility personnel in delivery of quality priority health services and carrying out community sensitizations.  Red Cross, URUNANA and BufMar are three CSOs that work in close collaboration with the government to improve service delivery to communities countrywide.  BufMar stocks quality medical products for procurement by affiliate health facilities, i.e. health facilities owned by religious organizations.
Red Cross: is involved in Communication and Social Mobilization for all priority health interventions.  The GAVI funds will be partly used for supporting Red Cross in carrying its community activities: deploying volunteers for house to house mobilization for and sensitization on priority health issues; and provision of IEC materials on key health issues.  
URUNANA is a faith based organization involving all religious denominations.  It is also involved in Communication and Social Mobilization for all priority health interventions using Radio communication as strategy.  The GAVI funds will be partly used for supporting URUNANA in carrying community mobilization and sensitization through Radio-talk shows, Radio based dramas and Radio Spot Messages. URUNANA radio listenership catchment area extends to Eastern DRC, Burundi and parts of North Western Tanzania.
Specific Objective 3.2: To develop Communication Strategy for the entire health sector, so as to improve social mobilization and increase demand for, access and uptake of priority health services (including EPI/VPD services) at all levels of the health system 

In spite of up to 45,000 CHWs working at the peripheral level promoting uptake of priority services (including EPI/VPD services) and improving tracking defaulters of priority health services, MOH has no Communication Strategy to enhance demand for, uptake of and response to priority health services.  Activities 3.2.1 and 3.2.2 below will be carried out to ensure this policy document is produced and disseminated to key stakeholders.
Activity 3.2.1: Provide Technical Support/Assistance to develop Communication Strategy for the entire health sector.  The Community Strategy will integrate requisite communication frameworks for all priority health services.  This will guide health managers, various health professionals and stakeholders in communication of crucial health issues nationally, regionally and globally.
Activity 3.2.2 Produce 1,000 copies of Communication Strategy for the entire health sector.   These copies of the Communication Strategy will be disseminated to all levels of the health system, including MOH partners, the community and other stakeholders.
Specific Objective 3.3: To enhance community mobilization, acceptability and demand through high impact media for optimal uptake of priority health services, including EPI/VPD services countrywide

The following activity which pertains to use of high impact media (especially FM and AM Radios) to increase uptake of EPI/VPD and other priority health services will be carried out under this specific objective:

Activity 3.3.1: Procure prime-time Radio broadcasting space for dissemination of crucial information on priority health issues, including EPI/VPD to the community.   Radio broadcasts are a tested and key means of dissemination and access of information to and by the community in Rwanda.  Through this activity, crucial health messages will be broadcast to the community at prime time to increase widespread access.  This in turn will considerably increase awareness and uptake in the community. 
Specific Objective 3.4: Support strengthening of capacity of CHWs to perform better in outreach interventions for priority health services, including EPI/VPD services
CHWs are a key link for health service delivery to the community.  Due to continuous demand for CHW services from various health programs, there is need to continuously strengthen the capacity of the CHWs to match the increasing service delivery demands on them.  This objective seeks to support capacity enhancement in CHWs countrywide.   The following two related activities (3.4.1 & 3.4.2) will be carried out to achieve this specific objective:

Activity 3.4.1: Train 45,000 CHWs in social mobilization and better follow-up of immunization of women and children; improved follow-up of HIV/AIDS/PMTCT and TB patients as well as training them in quality data collection in the community. 
Activity 3.4.2: Provide incentive payments for 450 CHW cooperatives during the integrated mother and child health week every year.  CHWs belong to cooperative societies.  Incentives for participating CHWs are paid through the cooperative societies. 
Specific Objective 3.5: To enhance the capacity of districts to conduct integrated outreach services for priority health services, including EPI/VPD services
Through this objective outreach bottlenecks from lack of transport will be addressed.  Incentives in form of daily subsistence allowances will also be provided for staff carrying out the outreach services.  Thenceforth, service access and coverage gaps and the implied inequity in the population will further be alleviated through the following  four related activities which will synergistically improve the outreach service delivery capacity of districts:

Activity 3.5.1: Procure 42 motorcycles for child health  focal points at District Hospital level for supervision and cold chain follow up in the entire district
Activity 3.5.2: Provide support for purchasing fuel for the entire grant period for the 42 motorcycles  for the child health  focal points at District Hospital level for supervision and cold chain follow up in the entire district 
Activity 3.5.3: Provide daily subsistence allowances for health workers on outreach services to deliver EPI and other priority health services.   
Activity 3.5.4: Organize quarterly coordination meetings with the CHWs.  MOH/EPI/VPD and the district level health managers will organize quarterly coordination meetings with CHWs in order to strengthen delivery of priority health services, including EPI/VPD services to the community.  The coordination meetings will enable CHWs to present the achievements and challenges they experienced in the previous quarter.  It will also enable CHWs to be given feedbacks and updates on issues of essence by the visiting health managers.  Such communications will motivate the CHWs to work harder and deliver better services to the community. 
STRATEGIC OBJECTIVE 4: TO REINFORCE THE CAPACITY OF EPIDEMIC AND INFECTIOUS DISEASE SURVEILLANCE (EIDS) AT ALL LEVELS, AND EXTEND ITS SCOPE TO NEW DISEASES
EIDS in general continues to face financial resource challenges due to inadequate budgetary allocation from the MOH (following general financial constraints faced by MOH).  Yet, routine EIDS enables early detection of outbreaks, monitoring the impact of vaccines as well as contributing to prevention of occurrence of outbreaks.   Currently support for EIDS is being provided by WHO.  However, this support is quite inadequate for the current operational needs of EID surveillance.  Hence, generally, logistic support for routine surveillance operational costs is inadequate.  This GAVI HSS grant sought will therefore be crucial in bridging the existing financial resource gap of EIDS.
Presented below, specific objectives 4.1 and 4.2 with their respective key activities combine to improve EIDS service quality through ensuring improved responsiveness to EID events and timely detection of EID outbreaks, epidemics and AEFI events at all levels countrywide.

Specific Objective 4.1: To facilitate effective implementation of routine EID surveillance, including EPI/VPDs 

Activity 4.1.1: Provide continuous training of Sentinel Site surveillance officers in national reference laboratories (LNR, CHUK, CHUB).   Due to changing surveillance approaches and emergence of new diseases and tools, there is need for EID Sentinel Site Surveillance officers to remain updated and current through continuous training.   The requested GAVI HSS grant will partly ne utilized for this activity.    
Activity 4.1.2: Train 500 staff in epidemic and infectious diseases surveillance.  Currently most health facilities do not have staff trained in EID surveillance- yet these health facilities are at the frontline for EID events.  The planned training will enable each of the 500 health facilities to have one staff trained in EID surveillance; the trained staff can then impart the knowledge and skills to the rest of the staff.  The EID training will entail training in EID surveillance data collection tools and guidelines. 
Activity 4.1.3: Support operational cost of routine surveillance (Sample transportation and coordination, etc). Financial constraints in the MOH impair it to adequately meet the financial resource demands for routine surveillance.  The support from the GAVI HSS grant will boost the routine operations of EID surveillance.
Specific Objective 4.2: To strengthen independent committees on surveillance for polio and other diseases

Activity 4.2.1: Organize quarterly field visits and /follow ups (by members of the independent committee on surveillance for polio and other diseases) to verify findings or reported events.  Field visits by the independent committee enable them to reach sites of EID events to study the circumstances of the reported EID event and or obtain samples.  This improves quality of data obtained and design of related responses to the EID event.  
STRATEGIC OBJECTIVE 5: TO ENHANCE THE CAPACITY OF HEALTH SYSTEM MANAGEMENT AT DISTRICT LEVEL FOR EFFECTIVE AND EFFICIENT DELIVERY OF PRIORITY HEALTH SERVICES, INCLUDING EPI/VPD SERVICES
This strategic objective emphasizes the significance of core management skills in health professionals manning health systems at national and sub-national levels.  Despite progress in decentralization, the capacity of directing, planning, coordination and supervision at district level is still weak.  Specific objectives 5.1 and 5.2 seek to address these weaknesses- thereby strengthening decentralization in the health sector in particular.
Specific Objective 5.1: To strengthen the capacity of human resources to plan and coordinate health services, including EPI/VPDs services at national and district levels 
Through this objective two separate but related trainings in health system management skills will be carried out.  The first training will be basic training in core health services management skills: planning, coordination and supervision.  This training will target mainly MLM in the district, e.g. in-charges of health facilities.  The second training will be higher level mentorship based training.  Through this training, senior district health managers including DHMTs will be provided hands-on mentoring in Augmented Results Based Management of Health Systems (Aug. RBMHS) - as explained in activity 5.1.2 and detailed in Attachment # 12 of this proposal.
Activity 5.1.1: Train 1500 middle level health managers and health centre in-charges in core health service management skills (planning, coordination and supervision): 1500 MLM will be trained in core health service management skills for 3 days.  Training in core management skills is critical to all programs, including EPI since it is not covered by the RED strategy based training.  

Activity 5.1.2: Provide Technical Assistance to District Health Systems for mentoring 110 Senior District Health Managers in Augmented Results Based Management of Health Systems (Aug. RBMHS) so as to enhance effective and efficient delivery of priority health services to the community.  This hands-on mentoring approach in Aug. RBMHS will refine the planning, coordination and M&E (hence evidence-based management) skills of Senior Health Managers in each district so as to be able to achieve the desired health outcomes of the district and country at large.  One Aug. RBMHS mentor will be assigned the entire catchment area of a Provincial Hospital (about 5 – 6 districts).
The key skills imparted will focus on Strategic Health Services Management: Strategic Planning & Coordination; Applied M&E for Evidence Based Management Decision Making: Generation of data / strategic evidence for utilization in management decision making & performance monitoring; and Mentorship based Supervision of Health Services: Hands-on approach at service delivery sites. The acquired skills will not only enable the district based Senior Health Managers to be better supervisors in the entire district health system but also create a pool of senior health managers with augmented skills at sub-national level.  The details of hands-on mentoring approach for imparting Aug. RBMHS skills is in Attachment # 12 of this proposal.
Activity 5.1.3: Support three (3) MOH/EPI staff for MPH course.  Through the GAVI HSS grant, three MOH/EPI will get MPH training in-country. This will contribute to the pool of the country’s specialist public health professionals.  

Activity 5.1.4: Support ten (10) EPI/VPD Division project staff salaries.  Ten EPI/VPD staff are project staff who work on EPI/VPD projects.  The salaries of these staff are drawn from the running project- the GAVI HSS grant in this case- with the approval of SPIU of MOH and the Minister of Health.  Salary details of these staff are presented in the budget of this proposal (Attachment # 5).
Specific Objective 5.2: To conduct regular formative supervision and planning activities at district level with support from the Central level 
Activity 5.2.1: Support annual micro-planning meetings at central level with the 30 districts.  Annual micro-planning, facilitated by the MOH Central, organizes each district’s health system priorities into an operational plan called the District Micro-plan.  Micro-planning ensures realistic planning that reflects the contexts of each district.  This is in line with the decentralization policy of the country.  The GAVI grant will be partly invested into this throughout the grant period.       

Specific Objective 5.3: To improve medical waste management in selected health facilities

This specific objective addresses the environmental waste management challenges in health facilities.  Medical waste management continues to be a challenge at both health centre and district hospital levels: not all hospitals have incinerators.  Besides, the incinerators in some hospitals are obsolete beyond repair.  MOH has already built new incinerators for some hospitals using funds from GoR and GFTAM.  The GAVI support sought will contribute to improving medical waste management as stated  in the activity below: 

Activity 5.3.1 Build 30 incinerators in identified Health centres which currently have no or obsolete incinerators.  

3.2 c)     EVIDENCE BASE AND LESSONS LEARNT 
The evidence base for multi-pronged approach to delivery of EPI/VPD and other priority services

In order to develop credible strategies that are deemed effective and efficient, a solid evidence base had to be created for identification of the health system gaps to be addressed.  Rigorous situational analyses in HSSP III, cMYP 2012, HRH strategic plan 2011 as well as EPI/VPD logistic analysis were done.  Final synthesis of the health system gaps followed rigorous examination of the various situational analyses mentioned, crucially bolstered by contextual discussions with key stakeholders in various meetings.

In order to reach high proportion of target population, some of the interventions used previously with fruitful results will be used again, albeit with adaptations to suit context. Some of the effective interventions highlighted are: integration of immunization services at fixed health centers, combination of several approaches to reach unreached in health centre catchment areas especially in the hard to reach areas. The following are the various interventions used:  

· Continued use of fined immunization sites: more than 90% of Rwandan’s children are immunized at the fixed immunization sites
. 

· The outreach strategy has been revitalized in most health facilities, using financial support made available by Government and GAVI Alliance. 

· Also, from 2005 to date, the RED approach has been introduced in all health districts. 

· In 2007, ITN distribution and vitamin A supplementation were integrated with immunization services at heath centers. 

· In 2005, Performance-Based Financing, with about 24 health indicators, including EPI specific ones, introduced at the health centre and community health worker levels. 

Combinations of these tested initiatives have shown impressive results and thus have been included in the current proposal to continue gaining more results to reach the desirable levels. The graph bellow shows recent immunization coverage.  The following graph shows trends of immunization indicators in the country up to 2011.

Graph 01: Routine immunization coverage data by antigen, Rwanda, 2002-2011  
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The evidence base for Strengthening Generation and utilization of Strategic Information 

Various studies and reports point to poor quality data and reports, limited utilization of data for management decision making and limited operational research in the entire health system (HMIS Report 2008; HRH Strategic Plan, 2011; MTR Report HSSP II, 2008; HSSP III, 2012)- affecting core HMIS and general disease surveillance entities.  This has already been discussed in various parts of this proposal.

The evidence base for Strengthening Decentralized Core Health System Management

Also, HHSP III 2012, HRH 2011 and MINISANTE 2012 provide strong evidence base for strengthening decentralized core health system management (planning, coordination and supervision).  The micro-planning strategy is critical since it enables addressing of contextual health issues in each district.  

The evidence base for Community System Strengthening

Rwanda’s community participation is well established; it is now in consolidation phase.  The Community Health Policy, in addition to guiding community level approaches and interventions, also provides evidence base for these.   The Rwanda DHS 2005, 2008 and 2010 also provide evidence for gaps in access to EPI/VPD services- showing the lowest socio-economic quintile bearing the brunt of poor access to EPI/VPD services and other priority health services, poor child health, under-five mortality, among others.

Key Lessons Learnt 
A number of important lessons have been learnt from the process of developing this proposal and implementing previous projects in Rwanda:

1. All relevant health policy documents of the country should have substantive lifespan since all these interventions are guided by them, in addition to their remaining reference documents for policy and operational level deliberations

2. All health system gaps/constraints/challenges/limitations identified should be evidence based so that objectives and key activities addressed contextual issues that reflect community needs

3. Priority setting in identifying priority health system problems of the country is mandatory since often an array of health system problems manifest during gap analysis

4. Integrated multi-pronged approaches in the design of health system and health services interventions are crucial for achieving desired outcomes effectively and efficiently

5. Partnerships and collaborations are synergistic for successful achievement of desired outcomes


	3.3 Main Beneficiaries 

→ Please describe how the proposed activities under each objective contribute to equity (e.g., gender, geographic, economic), reach the unreached, underserved and marginalised populations with health services, and benefit the poorest and other disadvantaged populations, including any measures to reduce stigma and discrimination that these populations may face. 
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The five strategic objectives of this proposal all lean to benefit the households in the community through objectives and activities designed mainly for delivery of priority health services like EPI services; other maternal, neonatal and child health services; malaria; PMTCT, among others.  Key questions with equity implications have been asked regarding gaps in service access and coverage, and through the objectives and key activities herein plausible solutions have been proposed for achieving the desired population level outcomes elaborated in section 2.3 of this proposal.   

The objectives of this proposal, therefore, directly or indirectly target key vulnerable groups in the community: women in reproductive age, neonates and other children under-five years of age, adolescent girls less than 15 years of age and communities in hard-to-reach areas, especially those in the mountainous areas with difficult terrains.  The following gives synopsis of the benefits of each strategic objective to the identified vulnerable groups:

Strategic Objective 1 will ensure there are no stockouts of quality vaccines and EPI/VPD and other priority medical commodities, while re-vamping the vaccine management skills of health professionals at all levels. 

Strategic Objective 2 will ensure availability of strategic health information at all levels of the health system; this will in turn facilitate evidence based management decision making at all levels on the quality of health services delivered to the community and status of meeting the desired outcomes at population level- all to the benefit of the community.  

Strategic Objective 3 will strengthen the functionality of the community system thereby reinforcing access of the community to key health information, community participation in health service delivery as well as community access to and uptake of EPI/VPD and other priority health services.  This strategic objective alongside Strategic Objective 2 seeks to answer the key questions on gaps in service access and coverage, and dropout from services: who in the population dropout, where & why?  What are the equity implications of these?
Strategic Objective 4 while a stand-alone objective in its own right also complements Strategic Objective 2 in availing quality information on epidemic and infectious diseases (EIDs) in the community.  This subsequently drives timely response to EID events in the community countrywide.  This, moreover, has wider benefits to the populace in the entire East African region.

Strategic Objective 5 crowns the four mentioned strategic objectives by consolidating the basis for efficient health system management through strengthening capacity of health professionals in core management in each district.  This objective, alongside strategic objectives 1 and 2 will improve the quality of priority health services delivered to the community.  It is, therefore, envisaged to contribute to improving health outcomes at population level.

This proposal is therefore set to improve equity of access to quality priority health services which should culminate into improved health outcomes at population level.


	4. Performance Monitoring and Evaluation 

	4.1 National Monitoring and Evaluation (M&E) Plan and Performance Framework

→ Please present your National M&E Plan as Attachment 3, and the Performance Framework for this proposal (using prescribed template) as Attachment 4.

	4.2 a) M&E arrangements

→ Please describe how the Performance Framework in this proposal uses existing national indicators, data collection tools and reporting systems.

4.2 b) Strengthening M&E systems

→ Please describe the M&E systems strengthening activities to be funded through this proposal.
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4.2 a) M&E ARRANGEMENTS 
The M&E arrangements for this GAVI HSS grant fits in the M&E frameworks of the entire MOH, that of the Epidemic and Infectious Disease Surveillance, that of Health Information System as well as that of the MCH Division and that of EPI/VPD division.  The M&E strategies, objectives and the relevant performance indicators are clearly stated in the following documents: 

The Health Sector Strategic Plan III 2012–2018: The document dedicates a whole section to M&E of the entire health system; and it clearly presents related M&E strategies, expected outputs and outcomes.  It also defines and lists key performance indicators to be followed on a regular basis; a complete results framework summarizes expected outputs, outcomes, indicators, targets and sources of data.  The HSSP III, too, lists multi-level M&E actions/interventions (including annual and mid-term reviews) to be carried out in the entire span of the plan between 2012–2018.      
The cMYP 2013-2017: Describes the indicators and reporting system specific for the EPI/VPD program. The entire cMYP feeds directly into HSSP III.  The cMYP implementation and M&E mechanisms present the objectives, strategies and workplan present elements of the M&E of the cMYP; these too feed into the HSSP III M&E Results Framework.
The SPIU Procedures Manual Final Approved GSMM 4.08.2011: Outlines the management mechanisms approved by parliament for the various projects under MOH, managed by the SPIU- the Single Project Implementation Unit.  The manual details the following management procedures:  Administrative, Financial & Accounting Procedures; Procurement Procedures; Planning, Monitoring, Evaluation & Reporting Procedures; Internal & External Audit Procedures; Legal Provisions and General Provisions.  

Epidemic and Infectious Disease Surveillance: EIDS division of the MOH has its specific set of expected M&E outputs, outcomes and corresponding performance Indicators.  The M&E of the EIDS also feed into the M&E framework of HSSP III.   
Interactive M&E Actions at National and Sub-national Levels of the health system

Several monitoring meetings are being held, at the district level, between staff from VPDD and those from districts, district hospitals and health centres. Districts also hold the same review meetings once every semester and reports to the community representatives. Once every quarter, national VPDD sends a feedback to all districts

Supervision visits are planned by the central level to districts quarterly. At the end of each supervision visit, a verbal feedback is provided to the visited district followed by a written feedback. District hospitals supervise the health facilities.
The district level micro-planning system and community level health services by CHWs, CBOs and NGOs all provide performance data that feed into the M&E system of the HSSP III; relevant indicators at these levels will also feed into the system for monitoring the GAVI HSS project.  Community level data will detect hard to reach populations and areas; these are important markers of equity of access of health services delivered to the community.

Attachment #11 shows some of the key indicators that will be followed by the GAVI HSS project of Rwanda.

Key M&E Strengthening Activities

As noted in Section 2.2 above, weak generation, processing and utilization of strategic information is one of the main health system discrepancies undermining M&E of health program performance as well as that of EIDS.  This is because generally data quality is sub-optimal: data are not produced and delivered timely, and data are not accurate and complete.  

The following are the main M&E strengthening activities that will be carried out during this GAVI HSS project:

· Strategic Information- General: Improving the skill and competence of health professionals at all levels in production and utilization of quality of data (HMIS, EPI/VPD & general EIDS data) and strategic information
· Strategic Information- M&E: Strengthening the skills of personnel in data analysis, interpretation & reporting, data utilization for evidence based decision making (EBDM), and understanding, formulation and use of performance indicators

· Planning in the Health System: Core health services management skills/competences are generally weak and should be improved, especially at sub-national levels: Planning, coordination and inadequate supportive supervision, especially at district level.  Annual planning at national level, and annual micro-planning of the Central level of the MOH with the District level enhance tracking of progress and identification of weaknesses and strengths; these enable learning of important lessons for improvement of performance in the future.
· Mentorship based Augmented Results Based Management of Health Systems Training: The key skills from this mentorship will focus on Strategic Health Services Management: Strategic Planning & Coordination; Applied M&E for Evidence Based Management Decision Making: Generation of data / strategic evidence for utilization in management decision making & performance monitoring; and Mentorship based Supervision of Health Services: Hands-on approach at service delivery sites.  This intervention will therefore complement other activities in strengthening M&E for the GAVI HSS project and other aspects of the health system.
· Evaluations and Reviews: Periodic evaluations and reviews will be conducted as planned so as to guide strengthening of the country’s health system. The following reviews and evaluations will be conducted:
· Annual GAVI HSS performance reviews

· Annual EPI/VPD performance reviews 

· GAVI HSS Project midterm review (External Review)

· HMIS, EPI/VPD and EIDS data quality audit in the first quarter of the third year

· EVM Assessment every two years of the total grant duration

· Final Evaluation of the GAVI HSS project

· Operational Research and Special Studies: Needs based operational research and special health system studies will be conducted to steer health system strengthening. Building the capacity of health professionals in carrying out operational researches competently will obviate external technical assistances in this regard

· Strengthening the Community System: Capacity of CHWS should be continuously updated in order to sustain responsive health service delivery to the beneficiary community

· Improved Management of Performance Based Service Delivery through quality data/Information Management: Improvement in data quality and quality of strategic information will benefit the country’s well established performance based health financing system, stewardship, service delivery and other building blocks of the health system.

Overall, the process of strengthening of M&E in the health system is fully integrated into the wider strengthening of M&E system, stipulated as a priority of HSSP III.
	5. Gap Analysis, Detailed Work Plan And Budget

	5.1 Detailed work plan and budget

→ Please present a detailed work plan and budget as Attachment 5.

	5.2 Financial gap analysis

→ Please present a financial gap analysis (and counterpart financing table for Global Fund applicants).

	5.3 Supporting information to explain and justify the proposed budget

→ Please include additional information on the following: 

· Efforts to ensure Value For Money

· Major expenditure items
· Human Resources costs and other significant institutional costs 
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Please Note: 

1. Detailed workplan and budget are provided as annex 5.1

2. Financial gap analysis is provided as part of the Budget Matrix of this proposal: Annex 5.2
Financial Gap Analysis

There is no current National Health Accounts.  However, the costing of HSSP has been fully accomplished.  Health financing data can be accessed through the MOH Finance and Budget Division and the MOF.  The respective quality and quantity of contributions by development partners has not been compiled to date. The total expenditure on health as a percentage of the total national budget was 11.5 (RDHS 2010). The government contributes 16% of the total expenditure on health while households and donors contribute 15% and 63%, respectively.  

From 2006 to 2010, the MOH budget increased by 265.3% percent (USD 63,141,386 million in 2006 to USD 167,546,070 million). During the same period, the recurrent budget of the MOH increased from USD   30,295,183 million to USD 111,877,390 million, while the capital development budget increased from USD 32,846,203 million to USD 55,668,680 million. 
Available data from the MOH budget shows that funds are increasingly being invested in resource development, especially infrastructure and human resources for health.  This is because the health system is being increasingly strengthened.  This has created stiff resource competition between capital and recurrent expenditures- as further attested by the budget of the cMYP 2013 - 2017.  

Further, the heavy dependence on donor financing of the health sector creates health financing sustainability concerns.  Nevertheless, the GoR is proactively supporting all sectors- including MOH- to ensure continued bolstering of the economy and progressive weaning of the country off from donor-inclined financing.
The main budget Areas of this Proposal are:

· Medical Products, Vaccines & Technologies- focusing on Cold Chain Capacity Improvement

· Strategic Information- Generation & Utilization for Effective & Efficient Management of Health Services

· Community System Strengthening (CSS): Increasing Equitable Access & Uptake of Priority Health Services  

· Service Delivery: Improving the Performance of Epidemic & Infectious Disease Surveillance (EIDS)

· Stewardship (Governance/Leadership): Enhancing Effective & Efficient Management of District Health Services

Rates of Human Resource Allowances and Operational Costs:

All rates of payment for services and items based on the MOH standard rates approved by the Ministry of Public Service and MOF, GoR.  The details of the financial assumptions for making all budget estimates are included in the budget and work plan (see Attachment # 5).

Procurements and Supply Chain Management 

The main procurements for vaccines, cold chain equipment, transport equipment and technical assistance in this GAVI HSS project will be coordinated by the SPIU MOH.   The SPIU Manual details the procurement mechanisms that should be followed (the SIPU manual is herein attached).  The RBC (Rwanda Biomedical Centre), a MOH parastatal, and partner organizations like WHO, UNICEF and USAID as usual will continue to provide additional support in procurement of quality items needed for service delivery in the national health system.
Sustainability of Procurement & Supply Chain for Essential Health Supplies:  The RBC wing of Medical Procurement and Distribution Division (MPDD) is already well established, functional and dedicated to sustaining logistics and supply chain management in the health system- as asserted by its mission and objectives (www.rbc.gov.rw/MPDD).  The HSSP III also affirms the resolve of MOH to strengthen the national health commodities supply chain.  Coupled with support from the partners mentioned in the above paragraph, all these MOH assertions give credence to sustainability of logistics and supply chain management in the health system.  The GAVI HSS support will therefore be complementary to the efforts of MOH and other partners.
Ensuring Value for Money in this GAVI HSS project

Equity and efficiency are the two factors that demonstrate value for money.  This project aims at improving service delivery to all communities regardless of geography, socio-economic status and creed.  Through the CHWs, all strata of the populace will be reached and will benefit from EPI/VPD and other priority health services.  This will ensure equitable access to the all priority health services.  The well-established PBF in Rwanda, the needs based design of the objectives and strategies of this proposal and the relatively low graft in the country will ensure and insure financial efficiency throughout the GAVI HSS project.  

The Log Frame and the performance framework also ensure efficiency equity and efficiency while at the same time projecting effectiveness, should the project be implemented as planned.  The desired outcomes attest to the likelihood of achieving high effectiveness in in this GAVI HSS project.  


	6. Implementation Arrangements, Capacities, and Programme Oversight

	6.1 a) Lead Implementers (LI)

-> For each LI, please list the objectives they will be for responsible to implement. Please describe what lead to their selection, including their technical, managerial and financial capacities to manage and oversee implementation of objectives, including previous experience managing Global Fund and/or GAVI grants. Describe any challenges that could affect performance (refer to any current assessments of capacity if available) as well as mitigation strategies to address this. 

( Please copy and paste the tables below if there are more than two Lead Implementers (LI). Where a LI will act for more than one objective, list all objectives.


	Lead Implementer:
	

	Objective(s):
	1. Strategic Objective 1: To strengthen the logistics and supply chain management capacity of the national health system so as to effectively sustain optimal stock levels of essential medical commodities, including EPI/VPD commodities, at all levels of the health system
2. Strategic Objective 2: To strengthen generation and utilization of strategic information for responsive management of health services at all levels of the health system
3. Strategic Objective 3: To improve community access to uptake of priority health services, including EPI/VPD services, at district level so as to improve health outcomes in the populace
4. Strategic Objective 4: To reinforce the capacity of epidemic and infectious disease surveillance (EIDS) at all levels, and extend its scope to new diseases

5. Strategic Objective 5: To enhance the capacity of health system management at district level for effective and efficient delivery of priority health services, including EPI/VPD services


	( Description of the Lead Implementer’s technical, managerial and financial capabilities.
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6.1 a) LEAD IMPLEMENTER’S TECHNICAL, MANAGERIAL AND FINANCIAL CAPABILITIES

The Ministry of Health will be the lead implementer of this proposal. MoH has previously succeeded implementing big grants including all GF funding rounds. The MOH now has a functional SPIU (Single Project Implementation Unit) approved by the Cabinet of GoR.  The SPIU provides technical support and oversight over all projects as explained in details in the SPIU Procedures Manual (MOH SPIU, 2011).  The SPIU MOH in collaboration with the Directorate of MCH and the Directorate of Planning and Finance in the MOH- all working in close guidance of the MOF will oversee implementation of the project.  
The division of EPI/VPD division of the Ministry of Health has previously succeeded in implementing similar proposals, since it is primarily responsible for the day-to-day running of the EPI/VPD activities, and thus will be directly charged with implementing this proposal. The EPI/VPD division in collaboration with other MoH departments, especially the Community Health Desk and Maternal and Child Health directorate also partner with EPI to implement the nation-wide immunization program from the central level.  

Besides collaborating with divisions and directorates of the Ministry of Health, EPI works also closely with districts Hospitals. The EPI program maintains strong partnerships with different ministries, seeking their engagement in social mobilization, especially for national or local vaccination campaigns, and this contributed to achieving the current coverage. At the community level, the program receives considerable support by a network Community Health Workers, whose assistance is increasingly relied upon, particularly in community sensitization and reduction of immunization drop-out rates.  

The Ministry of Health has overtime built an effective system that will be the framework for implementation of this proposal in the entire health system. The system is based on fact that services are provided at different levels of the health care system (community health, health posts (HP), health centres (HC), district hospitals (DH) and referral hospitals) and by different types of providers (public, confessional, private-for-profit and NGO). At all levels, the sector is composed of administrative structures (Boards / Committees) and implementing agencies.

 At village level, where most implementation takes place, the Community Health Workers (CHW) are lead implementers and are supervised administratively by those in charge of social services and technically by those in charge of health centers. CHW receive a compensation for their work from the PBF through formally established local cooperatives. 

At sector level, the MoH has created HC committees that provide oversight on the work of the various units in the Health Centre, its outreach and supervision activities and general financial control.

At district level, agencies are District Hospitals (DH), pharmacies, community based health insurance (CBHI) and HIV/AIDS committees. For clinical and preventive services they report to the Director of the District Hospital. However, for administrative matters, the agencies are under the supervision of the responsible for Social Affairs of the district. Each district has a District Health Unit (DHU), being an administrative unit in charge of the provision of health services (curative and preventive) in the district and responsible for planning, monitoring, supervision of implementing agencies, inter-sectoral collaboration and coordination with DPs operating in the district (through the Joint Action Development Forum (JADF). The DHU is composed of two technical staff members (Planning and M&E) and reports to the responsible for Social Affairs or to the District Council if applicable. The Director of the District Hospital reports to the DHU on the performance of the DH.  Rwanda currently has 4 referral hospitals, 42 district hospitals and 438 health centers.  
MOH is already at advanced stages of establishing Provincial Hospitals, which will be intermediate referral centres to the district hospitals in the catchment areas of each Provincial Hospital.  This is envisaged to improve performance of the referral system, equity of access to higher level health care and efficiency of health service delivery as a whole.  The continued construction of more health facilities in deserving areas will further improve population level health outcomes.  Sustainability of health facilities at all levels is one of the ideals being sought by the HSSP III, EDPRS and VISION 2020 development frameworks.
Although MoH is the lead implementer, it (MoH) has created a friendly system whereby services are efficiently provided to the all population including the hard-to-reach people.  That is why Community Health Workers have been trained and equipped with relevant tools and remunerated to support service system between the health centers and the community level
	6.1 b)   Coordination between and among implementers

	( Please describe how coordination will be achieved (a) between multiple Lead Implementers, if there is more than one nominated for the proposal; and (b) between each nominated Lead Implementer for the proposal and its respective Sub-Implementers. 
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The Ministry of Health will provide overarching role in coordinating the partners involved in the implementation of the cMYP. The current cMYP was developed and approved by ICC members, who play a key collaborative role in implementing immunization program. The strategy was disseminated to all partners and to the implementers at district level. The cMYP overall serves as both a management and advocacy tool for the Ministry of Health / VPDD and also help partners to better understand their involvement while making decision to support the immunization program. 

There shall be one lead implementing agency, the Ministry of health. From the start, partners participated in the proposal development processes with high level involvement from both the MoH and partners playing leading role. The same partners also participate in the implementation but under the guidance of the MoH. Particularly the cMYP 2013-2017 and the forthcoming HSSP III 2012-2018, that clearly defines the priorities and directions for strengthening EPI activities in particular, and HSS activities in general, will be implemented by the MoH with support of partners. Key partners (EPI, ICC, HSCG) involved in the implementation shall pay particular attention to ensure that GAVI proposal implementation efforts fit into the country's wider implementation strategic planning framework.

The MOH Framework for effective implementation of this GAVI HSS proposal.   The system is based on fact that services are provided at different levels of the health care system (community health, health posts (HP), health centres (HC), district hospitals (DH) and referral hospitals) and by different types of providers (public, confessional, private-for-profit and NGO). At all levels, the sector is composed of administrative structures (Boards / Committees) and implementing agencies.

District Level: At district level, agencies are District Hospitals (DH), pharmacies, community based health insurance (CBHI) and HIV/AIDS committees. For clinical and preventive services they report to the Director of the District Hospital. However, for administrative matters, the agencies are under the supervision of the responsible for Social Affairs of the district. Each district has a District Health Unit (DHU), being an administrative unit in charge of the provision of health services (curative and preventive) in the district and responsible for planning, monitoring, supervision of implementing agencies, inter-sectoral collaboration and coordination with DPs operating in the district (through the Joint Action Development Forum (JADF). The DHU is composed of two technical staff members (Planning and M&E) and reports to the responsible for Social Affairs or to the District Council if applicable. The Director of the District Hospital reports to the DHU on the performance of the DH.  Rwanda currently has 4 referral hospitals, 42 district hospitals and 438 health centers.  
Health Centre Level: At sector level, the MoH has created HC committees that provide oversight on the work of the various units in the Health Centre, its outreach and supervision activities and general financial control.

Community Level:  At village level, where most implementation takes place, the Community Health Workers (CHW) are lead implementers and are supervised administratively by those in charge of social services and technically by those in charge of health centers. CHW receive a compensation for their work from the PBF through formally established local cooperatives. 

Annually, the Ministry of Health shall develop an operational plan for the implementation of the cMYP harmoniously with this GAVI HSS project. The implementation framework will focus the attention on the year’s objectives and strategies as developed in the cMYP. More detailed activities and key indicators will be defined in the operation plan as well. Further support on micro planning sessions with particular attention to a very detailed situation analysis and to definition of objectives will be given to health districts.


	6.1 c) Sub-Implementers (Not Applicable for GAVI applicants)

	(i) Will other departments, institutions or bodies be involved in implementation as Sub-Implementers? 
	[image: image4.wmf]Yes

( go to section 6.1 c) (iii) and 6.1 c) (iv)

	
	[image: image5.wmf]No

( go to section 6.1 c) (ii)

	(ii)
If no, why not?
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	(iii)
List the identified Sub-Implementers and, for each Sub-Implementer, describe:

· The roles and responsibilities to be fulfilled; 

· Past implementation experience;

· Geographic coverage and a summary of the technical scope;
· Challenges that could affect performance and mitigation strategies to address these challenges. 

	TWO PAGES MAXIMUM

	iv)  If the private sector and/or civil society are not involved as Sub-Implementers or only involved in a limited way, explain why.
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	6.1 d)
Strengthening implementation capacity
(a) Applicants are encouraged to include a funding request for technical assistance to achieve strengthened capacity and high quality services, supported by a summary of a technical assistance (TA) plan.  In the table below, please provide a summary of the TA plan.

( Please refer to the Strengthening Implementation Capacity information note for further background and detail. 

	Management and/or technical assistance objective
	Management and/or Technical Assistance activity
	Intended beneficiary of management and/or technical assistance
	Estimated timeline 
	Estimated cost

( same as proposal currency USD
	Outcomes of the TAs

	To strengthen M&E capacity at national and district levels 


	Conduct External Evaluation on the National Immunization Program every 2 years
	EPI/VPD, EIDS and HMIS Programs at National, District, Health Facility and Community Levels
	Fourth Quarter of Second Year &  Fourth Quarter of Second Year
	31,696.00USD
	Evidence-based information is available for management decision making and performance monitoring & evaluation of the National Immunization Program (NIP)


	
	Conduct external financial audit on the GAVI HSS project every year for 4 years
	Directorate of MCH, EPI/VPD and SPIU
	Fourth Quarter of every year
	63,392.00USD
	

	
	Conduct operational research on: HMIS/EPI Data Quality Assessment 
	EPI/VPD, EIDS and HMIS Programs at National, District, Health Facility and Community Levels
	2nd Quarter of Year Two
	10,230.50 USD
	

	
	Conduct operational research on: EVM Assessment 
	
	4th Quarter of Year Four
	10,230.50 USD
	

	To develop Communication Strategy for priority health services, including EPI/VPDs, so as to improve social mobilization and increase demand for, access and uptake of EPI and other priority health services at all levels of the health system

	Provide technical Support/Assistance to develop Communication Strategy for the entire health sector
	Directorate of MCH, EPI/VPD and Directorate of Health Services
	1st  Quarter of Year One  
	36,000.00 USD
	· Effective communication to communities on priority health services, including EPI/VPD services, at all levels of the health system
· Increase in uptake of priority health services

· Increase in DPT 3 / Penta coverage


	To strengthen the capacity of human resources to plan strategically and coordinate all priority health services

at district levels
	Provide Technical Assistance to District Health Systems for mentoring Senior District Health Managers in Augmented Results Based Management of Health Systems (Aug. RBMHS) so as to enhance effective and efficient delivery of priority health services to the community
	Sub-national health facilities, DHMTs, CSOs and MOH Central (MCH, EPI/VPD & Health Services)
	Continuous
	394,500.00 USD
	Enhanced performance of district health system (management, service delivery and equity of access to priority health services)

	(b) Describe the process used to identify the assistance needs listed in the above table.
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SPIU MOH in collaboration with the MCH Directorate and Finance and Budget Directorate will manage procurement of TA in the country.  Should there be need for an International/External TA, the support of WHO and UNICEF will be sought.  
	

	(c) If no request for technical assistance is included in the proposal, provide a justification below.  
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	6.2 Financial management arrangements

· Please describe:
a) The proposed financial management mechanism for this proposal;

b) 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 planning and budgeting, treasury (fund management and disbursement), accounting and financial reporting, internal control and internal audit, procurement, asset management and external audit.

c) Technical Assistance (TA) proposed to strengthen the financial management capacities in order to fulfil the above functions.
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The financial management arrangements for the HSS grant will remain the same as previous contained in the agreement between GoR and GAVI for the 2007 HSS Grant for Rwanda. In this grant, GAVI will disburse HSS funds to the Ministry of Health Account in the National Bank. 
Project funds will be located on a special bank account (SBA) in foreign or local currency opened at the National Bank of Rwanda (BNR). This SBA shall be replenished and managed according to modalities agreed upon with the funding HSDP in conformity to the provisions of the grant agreement and other relevant instruments.

Disbursement requests (DR):

During the signature of the Grant Agreement, there shall be indicated into the Agreement the name and title of authorized person to sign the Disbursement Request (DR) that is sent to GAVI:
· That person can be the Minister of Finance or her/his representative, the Minister of Foreign Affairs or her/his representative, the Minister of Health or her/his representative, the Permanent Secretary of the MoH, the Coordinator of the SPIU or any other person authorized for that purpose  depending on the procedures and requirements of GAVI

· In case it is the requirement from GAVI that its Delegate to the co-management co-sign the DR, her or his name, title and role shall be indicated in the Agreement.

· Specimens of their signatures shall be part of the Grant Agreement. Any change of one or the other signatory shall be notified within ample time and new specimens shall be sent to GAVI to avoid delays in the disbursement of funds.

During the signature of the Agreement, the Principal Recipient and GAVI shall agree upon the deadline for submitting the DR, the form, contents of and the documents accompanying the DR and the modalities for fixing the upper ceiling to request.

The MoH preference is that the process of requesting and approval of funds be based on the attainment of expected results of the program and estimated needs of treasury of the SPIU.

GAVI shall at any time have the prerogative to approve the disbursement of an amount that is less than the amount specified in the request for disbursement if it judged that the request on the totality of the disbursement has not been justified.  

Following the approval of the DR by GAVI, the latter shall transfer the amount approved to the SBA and officially inform the person that signed the DR, and copy the MoH and the SPIU if that person is from another institution other than the MoH. If need be, the feedback letter may include substantial issues noted by GAVI to be tackled by the PR, SPIU or sub-recipients with corresponding deadlines.

Transfer of funds to sub-recipients
At the end of each quarter, sub-recipients shall submit requests for funds from the SPIU bank account.

The requests for funds shall be signed by the person authorized for that purpose, as determined during the signature of the MOU between the SPIU and the sub-recipient, or otherwise indicated in additional clauses.

Each DR submitted by the sub-recipient must be accompanied by a report indicating how the previous funds were used, committed funds and the remaining uncommitted balance.  Following the analysis of the request of the sub-recipient, the SPIU shall transfer the funds to the SBA of the sub-recipients within seven (7) days from the date of the reception of the request.

The SPIU   has at any time the prerogative to disburse an amount less than that indicated in the sub-recipient DR on the basis of sound evidence that the requesting sub-recipient still holds uncommitted funds.

Following the approval of the DR by the SPIU, the latter shall transfer the amount approved to the SBA of the sub-recipient and officially inform it of the disbursed amount and substantial issues to be tackled by the sub-recipient with corresponding deadlines.

Signatories of the special account
The MoH proposes four (4) signatories for the special accounts, 2 from the SPIU (the Coordinator of the SPIU and the Director of Finance and Administration Unit) and 2 from the central MoH (the Chief Budget Manager of the MoH and the Director of Finance). Two join signatures shall be required for the operations.

Expenditures made on the special account
Payments made by means of the special account shall exclusively serve to finance expenditures authorized in accordance with the provisions of the Grant Agreement (or MOU) especially by approved budget categories (lines).

The account shall be used to: 

a. Pay invoices of suppliers (consultants, supplies, equipment and infrastructures); 

b. Settle operational expenditures of the functioning of the SPIU (supplies, salaries) 

c. Replenish the accounts of sub-recipients in order for them to implement their action plan.

Once funds are in the central bank, the Ministry of Health can utilize them based on the needs as described in the annual operational plans. The Ministry of Health through the EPI Division will prepare annual, narrative, and budget reports and to submit to GAVI. The Government of Rwanda through Auditor General's office conducts annual audits to ascertain how GAVI funds are utilized and the report will be shared with GAVI annually. 

Activities related to procurement are dealt with according to national procurement law and procedures, that are clearly stipulated in the Ministerial instructions developed by the Ministry of Finance and Economic Planning.. Thus procurement of key items such as cold chain equipment, vehicles, motorcycles, bicycles, boats, backpacks, etc.. will be done at both central and decentralized levels by the Procurement Units of the Ministry of Health at central level and district hospitals at the decentralized levels. Normally, the decentralized and EPI Unit submits to the National Procurement Unit the list of items that need to be purchased annually and the National Procurement Unit ensures that these items are included in their detailed national annual procurement plans. 

All procurement will therefore be done in line with the procurement guidelines issued by the Office of the Rwanda Public Procurement Authority (affiliated to the Ministry of Finance and Economic Planning). The MoH in collaboration with Ministries of local Government and Finance collectively manage capacity building related to financial management at decentralized levels. However, the MoH will solely be responsible for routinely updating GAVI on the program performance, and request for disbursement of funds.
 A district is the local administrative unit that oversees implementation of all activities (including those of immunization) in the district catchment zone. Implementation of immunization activities are captured in the district health system strengthening plans. Finally, the district administration manages implementation of all health activities, including immunization at community level. The decentralization of health activities goes hand-in-hand with funding used to implement these activities. Therefore as MoH build capacity at decentralized level to implement health activities, they also recruit and build capacity for the staff to handle the increasing level of funding from central to the decentralized levels.

Rwanda has succeeded in decentralizing most health activities. It has also decentralized part of the for immunization program though MoH maintain a “bird's eye view” role for over all implementation. The staff at central MoH particularly supports decentralized units with: preparation of guidelines, supervision and monitoring tools, and disbursing financial resources to the local staff. The District and Sectors level accountants collectively manage funds meant for implementation of immunization activities (campaigns and advocacy) at community level, support through district budgets.  Financial Management

Internal Controls:  The SPIU internal controls are documented in the existing Financial Management Manual.  The accounting system will consist of methods and records established to identify, analyse, classify, record and report the transactions of a project, and to maintain accountability for the related assets and liabilities.  The aspects to follow as stipulated in the Financial Management manual include:  (i) flow of funds; (ii) financial and accounting policies; (iii) accounting system (including centres for maintenance of accounting records, Chart of Accounts, formats of books and records, accounting and financial procedures); (iv) procedures for authorization of transactions, budgeting, and financial forecasting; (v) financial reporting (including formats of reports, linkages with Chart of Accounts and procedures for reviewing financial information); (vi) auditing arrangements; and (vii) aspects of human resources.
Internal Audit:  The internal audit function is currently established in the SPIU. The unit develops its audit plan at least once a year and depending on the risk level an audit of this project.  The audit will be carried out in accordance with internationally accepted auditing standards using a risk based approach.  The internal auditors will be conducting reviews which will include ex post verification of expenditure eligibility, as well as physical inspection of works and goods acquired during its implementation.  The findings and recommendations of the Internal Auditors will be used by this project to improve its implementation in areas related to financial management and procurement.

Procurement Procedures

In all cases, the procurement procedures must be conducted in respect and conformity to the following legal framework: 

a. Law Nº12/2007 of 27/03/2007 on Public procurement ; 

b. Law N°63/2007 of 30/12/2007 establishing and determining the organization, functioning and responsibilities of Rwanda Public Procurement Authority (RPPA);

c. Ministerial order n°001/08/10/MIN of 15/01/2008 establishing regulations on public procurement and standard bidding documents ; 

d. Ministerial order n°002/08/10/MIN of 09/05/2008 defining the competence of RRPA and fixing establishing regulations on public procurement and standard bidding documents;

e. Any future Laws, Orders or Ministerial instructions partially or wholly repealing current legal provisions;

f. Instructions on design and supervision of civil works, collection of information for estimated price for tender, assessment of bidder after awarding of contract through post qualification procedures;

g. Any further guidelines and instructions published by the RPPA.

The procuring entity can use any other reference documents produced by HSDPs but that are not in contradiction with Government  documents unless there is prior agreement between the Government (or the PR) and the concerned Development Partners.

The Procurement Unit of the SPIU shall be responsible for planning tenders that are likely to be awarded during the budgetary year, on annually basis, and in accordance with the annual budget of every project. At the beginning of every phase, the procurement plan shall be submitted to the funding HSDP for approval.

Once the procurement plan is approved, the Procurement Unit, in collaboration with the Specialized Section of the Programmatic Unit shall request from sub-recipients technical specifications, description of the scope of work, or terms of reference, depending on the nature of the tender.

	6.3 Governance and oversight arrangements

· Please describe:

a) The committee(s) responsible for the governance of the HSS support in the country (this should include the roles of the HSCC and the CCM, including how the roles of these bodies are aligned with Global Fund or GAVI requirements);

b) The mechanisms for coordinating the proposed HSS support with other health system strengthening activities and programs;

c) Plans (where appropriate) to strengthen governance and oversight;

d) Technical Assistance (TA) requirements to enhance the above governance processes.
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a) Committees Responsible for Oversight of HSS

Rwanda Health Sector Cluster Group (HSCG), is group mandated to coordinate the development of the GAVI proposal. HSCG coordinates similar proposal development processes and contribute significantly during validation process.

In Rwanda, the primary responsibility of the HSCG is to coordinate activities and procedures and ensure all health interventions and strategies of the ministry of Health and those of partners are properly aligned. This alignment fits well into the country's overall development frameworks (EDPRS and VISION 2020 development frameworks). HSCG is chaired by the Permanent Secretary of the Ministry of Health and co-chaired by a representative of partner organizations elected by his peers. HSCG meets once in three months and performs annual review of the health programs. 

As stated in the previous section, the ICC regularly reviews orientations on the technical side of EPI/VPD and other related issues, while HSCG coordinates and provides the technical and political platform during implementation. Other stakeholders participate throughout in the implementation process to ensure that their activities match perception of the national priorities. Institutions identified to support implementation of immunization activities have already demonstrated that they have capacity to improve and strengthen the system to maintain results and outcomes. This done in partnership with other HSS stakeholders (including other TWG). 

Several stakeholders are consulted for during periodic coordination meetings. Specific consultative meetings are often organized with representatives from the private sector, civil society organization, NGOs, and several associations. Pertinent TWG members participated throughout the preparatory workshop to inform high level HSCG coordination meeting. The framework below shows coordination networks among the leadership and governance, service delivery systems, and programs.
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The MOH Framework for effective implementation of this GAVI HSS proposal explained in Section 6.1 (b) will also be involved in the oversight of the HSS intervention, especially at implementation level.
b) Mechanisms for Coordination
The main mechanisms for coordination of the GAVI HSS with other HSS interventions include: the above outlined hierarchy of coordination structures, the MOH Central Annual Planning Cycle and the Annual Micro-planning at District level, and the planned Annual GAVI HSS /EPI Performance Review processes.

c) Plans to Strengthen Governance and Oversight

The following are the approaches planned for strengthening governance and oversight of health system strengthening in Rwanda:

· Governance will be developed through strengthening of core management competences in the health system.  MLMs at all levels will be trained in core health service management skills: planning, coordination and supervision.

· The Annual micro-planning meetings between MOH Central and the 30 districts also augments governance and oversight skills and competences in the country

· Also, MLMs will be trained in efficient management of vaccines and other medical supplies- specifically vaccine needs quantification and forecasting as well as support supervision; this will minimize vaccine wastage rate in vaccine stores and health facilities 

· Strengthening M&E technical capacity among MLMs also reinforces utilization of data for management decision making in the health system

· The Annual Review processes are both a health system M&E action and governance and oversight capacity enhancement

· The established PBF system employed by MOH at all levels of the health system strengthens accountability and responsibility at both MOH management hierarchy and level of health professionals, including CHWs


	7. Risks and Unintended Consequences

	7.1 Major risks

· Please describe any major “internal” risks (within the control of those managing the implementation of the HSS support) and “external” risks (beyond the control of those managing the implementation of the HSS support) that might negatively affect the implementation and performance of the proposed activities. 


	Risks
	Mitigating strategies

	External Risks
	

	Merck funding for HPV vaccine is soon ending
	Funding for HPV vaccine need to be solicited from other potential funding sources, in case renewal of funding is not possible.

	Funding: Rwanda's contribution to the health sector is still low compared to its 2015 target. But it is on track. This dependency on external aid is big risk. e.g. the recent announcement that GF will not be funding R11
	Advocate for Governments to increase per capita expenditure on health.  Increase development partners support base.

	Introduction of new vaccine (unintended consequences)


	There can be unintended consequences after vaccines inoculation. These consequences are often minimal and if they happen, the beneficiaries need to have been sensitized. 

	Insufficient human resources (quality and quantity), coupled with frequent turnovers that may lead to poor service
	Staff retention strategies (as in HSSP 3). Increase in the quality and quantity of human resource for health is being built while task shifting strategy will continue to be applied, especially in hard-to-reach places

	Internal Risks
	

	Delay of Disbursement of funds  by GAVI Alliance


	Internal funds mobilization will be strengthened to offset operational hitches.  Prioritization and reallocation of internal resources will also be handy strategies to use.

	Inflation is likely since it is unpredictable; this may affect the budget estimates adversely
	Review of budget will have to be dome every quarter.  If necessary, adjustments will be done in the quantity of planned items to offset the adverse effect of inflation

	 Delay in programme implementation due to MOH Central or Sub-National Level Operational inefficiency
	Early starting of planning process and meticulous follow up are necessary and should be done for programme efficiency and effectiveness.  Internal support to programme implementers is equally critical.

	Delay in program implementation due to bureaucracy 
	Encourage good coordination and timely initiation of implementation processes

	7.2 Unintended consequences

· Please describe any possible unintended consequences that might occur as a result of implementing the proposal and the strategies to mitigate these unintended consequences.
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There can be unintended consequences to some people after vaccination. These consequences are often minimal and if they happen, the beneficiaries need to be sensitized and re-assured.




	Mandatory Attachments

→ Please tick when the attachment is included

	No.
	Attachment
	(

	1
	National policy, national strategy, or other documents attached to this proposal, which highlight strategic HSS interventions
	(

	2
	Log frame GAVI HSS Strategic Plan
	(

	3
	National M&E Plan
	(

	4
	Performance Framework
	(

	5
	Financial gap analysis, Detailed Work Plan and Detailed Budget
	(


	Optional Attachments

→ Please tick when the attachment is included

	No.
	Attachment
	(

	6
	MOH SPIU Procedures Manual - Approved
	(

	7
	MOH Policies and Strategic Frameworks relevant to the GAVI HSS Proposal
	(

	8
	Health Sector CSOs (International & National NGOs ) in Rwanda
	(

	9
	EPI & Priority Logistic Analysis December 2012
	

	10
	Rwanda Health Systems Strengthening Framework and Consolidated Strategic Plan 2009-2012
	(

	11
	Some of the GAVI HSS Project Performance Indicators that will be used for the M&E of the project 
	(

	12
	Explanatory Note on Mentorship- driven Results Based Management of Health Systems at sub-national level
	(

	13
	Key Letters from MOH Partners
	(


Health Systems Funding Platform (HSFP)





Health Systems Strengthening (HSS) Support











COMMON PROPOSAL FORM





HSS Funding requests to the Global Fund using the Common Proposal Form and Guidelines can only be made when the application materials are launched on 15 August 2011








� In the HMIS, Health Facilities (HF) are defined as all public sector facilities that provide health services, from Health Centres (including the health posts = FoSaCom in their catchment area) up to the National Referral Hospitals. In the private sector, there are dispensaries, (poli)clinics, hospitals and specialised clinics such as lab- and dental facilities. Currently, there are 157 registered private dispensaries / clinics. 


� There are also 15 prison dispensaries, part of the public health sector, but managed by MINTIR


� These are KFH, CHUK, CHUB, Rwanda military hospital and Ndera.


� Priority Health Services: are health services that deliver the crucial components of the National Minimum Health Care Package which if undermined will degrade the health outcomes of the population: MCH Services (EPI/VPD, EOC, PMTCT Plus, FP); HIV/AIDS services, TB services, Malaria Services, Nutrition services, WATSAN services & Mental Health 


�	National Immunization Coverage Survey, conducted in 2007
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