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Health Systems Strengthening (HSS) Support

COMMON PROPOSAL FORM

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

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

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: Ministry of Health and Medical Services (MHMS)
Country: Solomon Islands
WHO region: Western Pacific Region
Strengthening Health and Community Systems to Impro ve
Proposal title: Immunization Outcome and MNCH (Maternal, Neonatal a nd Child
Health)
Proposed start date: January 2012
Duration of support requested: 4 years
Amount 2,399,340 Amount N/A
Funding request: requested requested
from GAVI: from Global
Fund:
Currency: [< usD [CEUR
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Contact details

Name

Dr. Divinol Ogaoga

Title

Medical Officer, Child Health

Mailing address

Ministry of Health and Medical Services (MHMS),

P.O. Box 349, China Town, Honiara, Solomon Islands

Telephone

+677 7496343 (MHMS), +677 23406 (WHO-alt ernative)

Fax

+677 20085 (MHMS), +677 21344 (WHO-altern ative)

E-mail addresses

dogaoga@moh.gov.sb , d094094@gmail.com
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Executive Summary
— Please provide an executive summary of the proposal.

Background:

The Ministry of Health and Medical Services (MHMS) of the Government of Solomon Islands seeks support from
the GAVI Alliance for Health Systems Strengthening (HSS) for the total amount of US$ 2,399,340 over a period of
fours years for the remainder of the National Health Strategic Plan 2011-2015. The request amount is based on
the country allocation as indicated by the GAVI Secretariat for the Health Systems Funding Platform (HSFP)
which was US$0.6 million per year.

Funding is being requested to improve "availability, access, quality and demand of immunization services, IMCI
and MNCH?" in the country, through working on the supply side of the health systems and on the demand side of
the community systems, with a special focus on the highly populated three low-performing provinces of
Guadalcanal, Western and Malaita. The HSS goal and objectives were guided by the overarching health goals as
laid out in the National Health Strategic Plan (NHSP) 2011-2015, and were fully consonant with the programme
policies and strategies including the Solomon Island's National Plan for Immunization (cMYP) 2011-2015,
Solomon Islands Child Health Strategy 2011-2015, and National Reproductive Health Policy and Strategy 2011-
2013. The proposed HSS activities are expected to contribute to the improvement of immunization outcome of
the children and contribute thereby to the reduction of child and infant mortalities in the country. The integrated
approach with IMCI and MNCH at the primary health care level and in the outreach services aim to contribute to
achievement of Millennium Development Goals 4 and 5.

The HSS funding request through the Health Systems Funding Platform (HSFP) by GAVI, the Global Fund
(GFATM) and the World Bank was officially launched in August this year. Following the announcement of the
HSFP call for application, an in-country briefing and discussion took place with a facilitation of WHO including a
gap analysis of HSS. The HSS concept note for the GFATM/GAVI joint application was presented to the CCM
including the key ICC members and was endorsed in October 2011. The Technical Working Group (TWG) for
coordination of the HSFP proposal developed was established under the leadership of the Director Public Health
involving all the key stakeholders. After the announcement on the cancellation of the Round 11 by the GFATM in
November, the proposal was adjusted to focus on the GAVI/HSS part of the funding request only, while the
support for the remaining part of the GF/HSS will have to be sought from an alternative partner.

The Solomon Islands is a Melanesian archipelago consisting of over 900 islands situated in the South Pacific east
of Papua New Guinea, with a population of about 516,000 and GNI per capita at US$910. Progress towards
achieving the MDGs 4 and 5 are notable in the past 20 years although the infant mortality and child mortality rates
in the Solomon Islands are still among the highest in the Pacific region, with a high neonatal mortality contributing
to it. Health services in the Solomon Islands are largely publicly provided and funded by the Ministry of the Health
and Medical Services (MHMS) with 15% of the services provided by the community based organizations (CBOSs).

The sector wide approach (SWAp) was launched in 2008 and there are various bilateral and multilateral donors
supporting different elements and the programmes of the health sector. Major health systems constraints are still
observed in the areas such as weak service delivery especially at the primary care level; lack of sufficient EPI cold
chain and other basic equipments; lack of sufficient outreach services and provision of integrated package of care;
lack of integrated human resources management and training; and lack of effective health information systems. In
addition, health seeking behavior in the Solomon Islands in general is rather passive as often discouraged by the
prolonged and costly travel to the health facilities. Following the principles in the National Health Strategic Plan, it
is the intent of the Government to strengthen primary health care services without a much scale-up in existing
facilities, but with also strengthening of the community systems.

HSS Goal, Objectives and Service Delivery Areas (SD  A) with Key Activities:

The goal is supported by the two objectives; the first objective to strengthen the supply side (health systems) and
the second to strengthen the demand side (community systems). The goal of hierarchy of planning elements in
the proposal submitted is as follows:

Goal: Improved availability, access, quality, and demand of immunization services, IMCI and
MNCH
Objective 1 : Improved availability, access and quality of immuni zation services, vaccine cold chain

capacity, IMCIl and MNCH.
SDA 1: Procurement and supply chain management  (US$ 669,500)

The three main activities are provisions of ice-lined electrical fridges, solar powered EPI fridges, and solar
powered examination lights to be installed in the facilities with the greatest need for improving IMCH, MNCH and
EmONC services.

SDA 2. Routine data collection, analysis and use (US$ 138,740)

The main activities include pilot for hospital children wards admissions and discharge recording and reporting;

establishment of child death reporting within the national health HIS; strengthening hospital based active

surveillance of the vaccine preventable disease and AEFI and strengthening of the M&E system for the national
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HIS including those activities under the GAVI HSS proposal.
SDA 3. Service delivery (US$ 813,300)

The main activities include: re-assessing the EPI cold chain, waste management, water and sanitation and facility
lighting in collaboration with key partners including UNICEF and WHO, and update the maintenance and
replacement plan; strengthening infection control; strengthening planning and implementation of the outreach
services for immunization and MNCH package following the RED strategy; conduction of regular micro-planning
workshops to increase coverage; and supply of boats for outreach activities.

SDA 4.Health workforce (US$ 268,600)

The main activities include: training of health centre staff in Integrated Management of Childhood illnesses (IMCI) in
three provincial training centers; provision of WHO middle level management (MLM) training adapted to fit the need
for Child Health Coordinators, EPI managers and Maternal and Reproductive Health managers at provincial and
zone level; and annual integrated MNCH and EPI review and planning workshops in each target province.

SDA 5. Stewardship and governance (US$ 20,000)

This SDA aims to ensure effective implementation of the GAVI HSS programme by conducting an annual workshop
for the provincial MCH programmes representatives and EPI/cold chain managers on the planned activities and the
M&E system in the three piloted provinces.

Objective 2: Increased demand of immunization and MNCH services
SDA 6. Advocacy, communication and social mobilization (US$ 489,200)

The key activities include: community mobilization on EPI and MNCH through various means by PHS, FBO, CBO,

village committees, and other stakeholders — three pilot provinces. Activities would cover all aspects of community
demands for EPl and MNCH, e.g. timely vaccination, de-worming, vit-A supplementation for children and pregnant
women.

Monitoring and Evaluation:
The achievement of the goal of this proposal will be assessed through the impact indicators which are taken
directly from the NHSP 2011-2015, together with the baselines and targets:

1. Under-five mortality rate (USCMR): baseline 2010: 36/1,000 to target 2015: 29/1,000
2. Infant Mortality Rate (IMR): baseline 2010: 30/1,000 to target 2015: 25/1,000

In addition, the following three outcome indicators will be assessed at the objectives level:

1. By 2015, 90% of surviving infants receiving 3 doses of Penta vaccine nationwide, baseline 78% to 90%;

2. By 2015, 90% of children are fully immunized by 15 months with one dose of measles containing
vaccine nationwide, baseline 67% to 90%;

3. By 2015, coverage for all vaccinations is above 80% for the three low performing provinces (NHSP)

There are total six output/programmatic indicators under the total of six SDAs. These indicators are output oriented
and specific to the individual activities proposed under GAVI.

1. By 2015, at least 90% of functioning EPI fridges (total and by type & facility);

2. Children wards admissions and discharge recording/reporting running in three Pilot provincial hospitals
from Jan 2013 on-wards (Yes/No);

3. By Dec 2013, the methodology for impact of outreach services evaluation in place, utilized and results
made available on annual basis (Yes/No);

4. Number of annual integrated MNCH and EPI review and planning workshops (one annual workshop in
each of the three target provinces);

5. Annual MNCH briefing and evaluation WS conducted at national level (Yes/No);

6. Proportion of children immunized against HepB at birth in the three targeted provinces (data collected
through the monthly returns) N.B. Proxy indicator for healthcare seeking behaviour of pregnant women.

Budget, Financial gap analysis and Value for money:

The total budget of the GAVI HSS proposal is US$ 2,399,340 over a period of fours years, i.e. 2012-2015 till the
end year of the current national health plan. Among the total amount requested,
US$ 1,910,140 is budgeted under the Objective 1 on the health systems strengthening to work on the supply side
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while US$ 489,200 is budgeted under the Objective 2 on the community systems strengthening to work on the
demand side of the proposal. The areas where the financial gaps exist have been identified during the process of
a concept note development.

The main beneficiaries under this proposal include all children and women in the country. Following the Reaching
Every District (RED) strategy, special emphasis will be given to the three most populated provinces (Guadalcanal,
Malaita and Western) which are also identified to have a high percentage of women and children living in the
poorest households compared to other parts of the country. The proposed HSS activities therefore aim to bring a
high impact to improve health of these women and children.

In the SDA 1 ( 27.9%) on the procurement, the procurement of the EPI cold chain equipment is following the
detailed national assessment and the procurement plan. Use of the solar-power equipments will improve cost-
effectiveness. In the SDA 2 (5.78%) on the data collection and analysis, the proposed activities will be conducted
as an integral part of the ongoing HIS efforts and will strengthen the national HIS rather than creating a parallel
structure. The SDA 3 (34.73%) on service delivery is the biggest expenditure SDA in this proposal as it includes
the key activities to improve availability, access and quality of services, such as strengthening implementation of
the RED strategy. Conduct of various assessments will strengthen the future planning and improve programme
performance. In the SDA 4 (11.19%) on health workforce, the value for money and sustainability of the
programmes are being sought by ensuring the integrated approach for EPI, MHCH and IMCI. SDA 5 is about
strengthening M & E of this GAVI HSS project. In the SDA 6 (20.39%) on social mobilization, it is intended that
enhancing the community awareness and demand through the use of CBOs will improve utilization of the services,
thereby bringing in the synergistic effect with the HSS components of the proposal.

Implementation arrangement, Technical Assistance an  d Risk Prevention:

The Ministry of Health and Medical Services (MHMS) will assume a primary responsible role in the implementation
and monitoring of HSS activities supported by the GAVI HSFP, in collaboration with other members of the TWG
(Technical Working Group) including WHO, JICA and UNICEF. The lead of the TWG is the Director Public Health
and the TWG will operate under the guidance of the ICC (Inter-Organization Coordinating Committee) and the
NACC (National Advisory Committee to Children). MHMS is the sole lead implementer in the GAVI HSS proposal
and there are no sub-implementers. MHMS will however be responsible for coordination and supervision of the
Provincial Health Departments, particularly in the three target provinces (Guadalcanal, Western and Malaita) as
well as the relevant CBOs, which will implement community strengthening activities under the contracts with the
MHMS.

During the proposed period of the GAVI HSS project, three TA (technical assistance) are being proposed to
strengthen the implementation capacity of the lead implementer: in the areas of M&E, EPI programme assessment
including cold chain assessment, and assessment of waste management, water supply and sanitation.

The Government of the Solomon Islands has a joint financing mechanism for the health sector and the MHMS
follows a defined public financial management procedures and guidelines. The overall governance and the
oversight of the GAVI HSS project will be ensured through the MHMS Executive Meetings under the leadership of
the Under-Secretary Health Improvement.

Certain internal and external risks, as well as unintended consequences of the proposal have been identified in the
area of HR management, recurrent cost, use of the procured items, capability of CBOs, as well as the recent
bilateral agreement with Vanuatu on export of nursing staff. Mitigating strategies for those risks have been
identified.
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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.

Following the establishment of the joint Health Systems Funding Platform (HSFP) by GAVI, the Global Fund (GF)
and the World Bank, and after the subsequent launch of the Common Proposal Form with other guidelines by
GAVI/GF on the 15" August 2011, an in-country briefing on Developing Strategic Proposals was organized in
Honiara, Solomon Islands from 5" to 9th September 2011. This in-country briefing was jointly organized by the
Ministry of Health and Medical Services (MHMS) and WHO, with facilitation by the WHO Western Pacific Regional
Office (WPRO) and Country Liaison Office (CLO) staff members. In consonant with eligibility of the Solomon
Islands for both the GF and GAVI grants, it has been decided to develop proposals for the GF Round 11 HIV
component, and for Cross-cutting HSS funding under the GAVI/GF Health System Funding Platform.

As a next step, WPRO organized an “Inter-country Workshop on Developing Strategic Global Fund Proposals for
Round 11 on the 30th September in Hanoi, Vietham. The purpose was to brief representatives of the eligible
countries in detail on the processes and new features of the GF R11 and HSFP proposals. Dr Tenneth Dalipanda,
Director Public Health, MHSP Solomon Islands attended this workshop.

In the meantime, a concept had been developed for both proposals, GF R11 HIV and CcHSS under the HSFP,
respectively (Ref 2, 3). The development of these notes has been carried out in a broad participatory process, led
by the MHMS with technical assistance from WHO staff including WHO Technical Assistance (TA) for each of the
proposals. During the process, gap analysis and priority interventions were discussed and agreed based on the
key national health policies, strategies and assessments.

The concept note on the HSFP proposal was presented to the Solomon Islands National Coordination Committee

(SINCCM) on the 27th October, which included the key members of the Solomon Islands equivalent to the HSCC,

the Inter-Organization Coordinating Committee (ICC). The concept note for the joint GFATM/GAVI application was
collectively endorsed without any objection (Ref 13).

The Technical Working Group (TWG) for coordination of the HSFP proposal development had been constituted
through invitations by the Director Public Health to all relevant Government, Private sector, NGOs and CBOs
partners. The TWG first meeting took place on the 3rd November, chaired by the Director Public Health, MHMS
(Ref 15). The timeline for the HSFP proposal development was agreed at the TWG meeting on the 7th Nov 2011
(Ref 16). The TWG with technical assistance of WHO TA continued to develop and elaborate a workplan, a
logframe, the detailed budget and the M&E framework based on the directions set forth in the concept notes. The
meetings were held on the following dates: 9", 22" of November, and the 5", 8", 13" of December (Ref 17-20,
Attachment No.11).

1.2 Summary of the decision-making process

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

Under the initiative of the MHMS, the HSS objectives and the key activities have been discussed and agreed
during the initial phase of the concept note development. The country's SINCCM and the ICC had agreed that the
Solomon Islands would pursue a joint application to both the Global Fund and GAVI using the common HSFP
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proposal form. The TWG has been working on the gap analysis in the health and community systems
strengthening for addressing MDGs 4, 5 and 6. The overall focus of the original joint application was on
rationalization of vertical services in four priority HSS areas including health information, human resources,
medical products & vaccines and technologies, and service delivery, with a focus on the integration of HIV/TB/
malaria, EPl and MNCH programmes through the Area Health Centers, Rural Health Clinics, and Aid posts, with
community involvement. The HSFP funding request needs to have a delineation of the funding request to GAVI
and the GF. Following the GF Board meeting’s decision on the cancellation of the Round 11 at the end of
November 2011, however, the TWG decided at its meeting on the 22nd November to split the GF CcHSS proposal
from the HSFP joint application and continued with the development of the GAVI submission to be prepared with
all the necessary requirements before 30 December 2011.

The membership of the TWG had been adjusted to reflect the focus on the GAVI HSFP. It was decided by the
TWG that the GAVI HSFP proposal would follow the original overall HSS objectives, but keep its strong focus on
the strengthening health systems at the primary health care level for improving immunization coverage and
bringing in a broader impact on MCH. The GFATM funding request part of the HSFP proposal would be revisited
in 2012 to seek for other potential donors. The last TWG meeting was held on 13" December to finalize the
proposals and the required annex (Ref 20). The final set of the draft proposal documents including the narrative
parts were circulated to stakeholders involved including UNICEF and JICA and it was endorsed by the ICC
meeting on the 14" of December.

The proposal document was also presented by Dr Divinol Ogaoga (MHMS) and discussed at the Special Meeting
of the National Advisory Committee to Children (NACC), which is an advisory body to represent the Government,
non-governmental and church organizations in the areas of child health (Pls see Attachment 13 - NACC TOR).
The special NACC meeting took place on 20 Dec 2011 and recorded its full support to and endorsement of the
GAVI HSFP submission (Ref 63 and Attachment 14 — NACC Endorsement).

Ministers of Health and Finance endorsed and signed on 14 and 20 December 2011, respectively (Attachment
6.1).

The final set of the proposal documents was submitted to the GAVI Secretariat on the 28 December 2011.
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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.)

2.1 a) National Health Sector
Country Background

The Solomon Islands is a Melanesian archipelago consisting of over 900 islands situated in the South Pacific east
of Papua New Guinea and north of Vanuatu. It has a land area of about 28,000 square kilometers which has been
inhabited by Melanesian people for thousands of years. Solomon Islands is sparsely populated (about 80% rural)
with a population density of 13 persons per km2 although parts of the country are relatively densely populated.
Gross National Income (GNI) per capita is US$ 910 in 2010 and around 22 % of the population is living below the
national poverty line (Ref 47).

Solomon Islands has recently undergone years of major unrest (1998-2003) where much of the infrastructure,
including primary and secondary health services were disrupted or destroyed. For more than two years the
country was marred by violence between the militants, during which there was serious social and economic
decline. Solomon Islands began a process of rebuilding its infrastructure and services, but with fewer resources
than ever before. Currently, with assistance of its development partners, Solomon Islands is taking steps to
address the underlying problems. Literacy rates among women are lower than for men, due to less access to
secondary and tertiary education. Women’s access to health and family planning services is particularly poor in
rural areas, and infant mortality and child mortality rates are among the highest in the Pacific region, although they
have fallen since 1990. Recently major partners have begun supporting the health sector and it is expected further
improvements in health indicators will follow (Ref 30).

Selected key background information and health indicators are summarized in the Table 1 below:

Table 1: Country Background Statistics

Population Total 515.87 Life [Both] 67 (2009)
(thousands) [Total] (2009) expectancy
at birth (years)

[0-15 40.6 209.46 [Male] 67 (2009)
years] % (2009)
[0-5 14.8 76.51 [Female] 69 (2009)
years] % (2009)
Birth 80% (2007)
registration
) - 4.6 (2007)
Annual population 2.3% (2009) Total fertility 3.4 (Urban)
growth rate rate
4.8 (Rural)
Under-five mortality
rate GNI per capita 910 (2009
(per 1 000 live 36 (2010) (US$) ( )
births)
Infant mortality rate Penta 3
(per 1 000 live 30 (2010) 78% (2010)
births) coverage
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Maternal mortality Contraceptive

rate

(per 100 000 live 143 (2007) prevalence 27.3% (2010)
births) rate

Annual birth cohort 18,309 (2010) a‘]ﬂ;‘r’]'t‘gng 17,759 (2010)

(Sources: Solomon Islands Child Health Situational Analysis 2011 (Ref 45), WHO Country Health Information Profile
2011 (Ref 30), WHO/UNICEF Joint Report Form 2010 (Ref 11), WHO EPI Country Poster 2010 (Ref 5)

Epidemiological Profile

The Solomon Islands is in a phase of epidemiological transition. The country is also dealing the “double burden of
disease” while the communicable diseases is still prevalent (malaria, ARI, diarrhoea, TB, STI, etc) and the
increasing incidence of noncommunicable diseases and risk factors, with limited resources for health, poses a
major challenge for the country. Disease burden in terms of DALY score is 20,053/100 000 population; and DALY
per person of 0.20. (Ref 29, 30)

Progress has been made in malaria control in the recent years. Malaria incidence rate was reduced to 77 cases
/1000 population in 2009 but with still regional variations. The National TB Programme is progressing well with its
implementation at both provincial and national levels. TB incidence rate 180/100 000 in 2009 and has achieved
the cure rate of 82%, while the detection rate still remains 46%. As regards HIV/AIDS, Solomon Island has had 17
diagnosed HIV/AIDS cases since 1994, although considerable underreporting is suspected. WHO estimates the
number of HIV positive people in country could be as high as 350. There is a high incidence of Sexually
transmitted infections (STIs), coupled with consistently low rates of condom use, which is regarded as a potent
combination of biological and behavioral factors that contribute to HIV transmission.

Although infectious diseases are still the major causes of morbidity and mortality, there is some evidence that
noncommunicable diseases (NCDs) such as cancer (cervical and breast cancers are reported to be the most
common, followed by lung cancer), cardiovascular diseases, diabetes mellitus, hypertension, tobacco-related
diseases and mental illness are increasing. High rate of overweight and obesity are also one of the major risk
factors for NCDs. Other major public health concerns include: alcohol and substance abuse; adolescent
pregnancies, injuries and trauma caused by gender based violence (GBV) (Ref 30).

Progress in achieving MDGs 4 and 5

Infant mortality and child mortality rates in the Solomon Islands are among the highest in the Pacific region with a
high neonatal mortality, although they have fallen since the 1990 benchmark. Measuring progress towards
achieving the Millennium Development Goals (MDGs) in Solomon Islands is very difficult due to a lack of agreed
upon MDG health targets for 2015 and reporting issues. Various documents discuss MDG progress and Solomon
Islands appear to be slightly off track for meeting MDG 4 (reducing by two thirds the under-five mortality rate,
between 1990 and 2015) although will most likely meet the associated infant mortality rate (IMR) target. Nutritional
status is intimately linked with child health and it appears that there is good progress in improving child nutritional
status with the MDG 1 2015 target already achieved. However, it must be noted that one third of Solomon Island
children are stunted (low height/length for age), which is a measure of chronic malnutrition. In addition almost half
of children under 5 five are anaemic. It needs to be also highlighted that the neonatal mortality accounts for 41% of
all the under-five mortality and 63% of infant mortality. With regard to immunization coverage, the national
coverage for pentavalent vaccine, OPV and BCG are generally high, but the reported coverage for TT2, measles
and Hep B birth dose are relatively low (See Section 2.3) The current reported coverage for the first dose of
measles is around 67%, slightly lower than the 1990 benchmark of 70%, however, data accuracy is a problem and
the actual coverage may not be as low as the reported figure (See Section 2.2) (Ref 45)

1990 Most 2015 Progress
MDG 4: Reduce child mortality Benchmark recent Target
available

Target: Reduce by two-thirds, between 1990
and 2015, the under-five mortality rate
4.1 Under-five mortality rate (per 1,000 live 73 36 29

births)
4.2 Infant mortality rate (per 1,000 live births) | 66 30 25
4.3 Proportion of children under 1 year 70% 67 % 90%

immunized against measles
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MDG 5 (Improving maternal health) is on target for MDG 5a (reducing maternal mortality) with a substantial
decline in maternal deaths since the early 1990’s. Reducing maternal death, however, is very time sensitive. Of
the 5 major causes of maternal death, two of them normally require that a mother be transported to emergency
obstetric care facilitates. But in light of the country's limited transport infrastructure by boat and its associated high
cost, it is predicted that bringing down the MMR faster will be a challenge. The proportion of births attended by a
skilled birth attendant is relatively high (85%) although there is a variation among different social, economic and
geographic groups (see Section 2.2). (Ref 45)

1990 Most 2015 Progress
MDG 5: Improve Maternal Health Benchmark recent Target
available

Target 5a: Reduce by three-quarters, between
1990 and 2015, the maternal mortality ratio
5a.1 Maternal mortality ratio (per 100,000 live | 549 143 120

births)
5a.2 Proportion of births attended by skilled 85% 85% 90%

health personnel

Organization of Health Services

The Ministry of the Health and Medical Services (MHMS) is the major provider of health services in the Solomon
Islands. The publicly funded health system operates at the at three administrative and service delivery levels. The
central level is the Ministry of Health and Medical Services (MHMS) and the National Referral Hospital, including
referral diagnostic services. Below the central level, there are the Provincial Health Departments and nine
Provincial Health Hospitals.

The levels of formal health system in Solomon Islands include (Ref 38):

» National: Ministry of Health and Medical Services (includes the National Referral Hospital and National
Medical Store);

 Provincial: Honiara City Council (HCC) plus and Provincial Health Departments. The latter run and/or oversee
a total of ten hospitals in 9 provinces (Including NRH);

» Area or (Medical) Zone: Area Health Centres (AHC: n=38 including four Urban Health Clinics). AHC is the
highest level primary health care clinic, typically staffed by five health workers (registered nurses or nurse
Aids) and provide basic outpatient and inpatient care;

* Rural Health Centre (RHC) (n=102) / Nurse Aid Post (NAP) (n=187): RHCs generally have two staff, while
NAPs are small clinics staffed by one nurse aid. Officially NAPs are under the supervision of the nearest RHC,
however in practice both are often overseen directly by the AHC.

Figure 1. shows the organogram of the Ministry of the Health and Medical Services (MHMS):
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The current organogram of the MHMS is shown in the Figure 1 below:
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