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This proposal form is for use by applicants seeking to request Health System Strengthening (HSS) cash support from the GAVI Alliance. Countries are encouraged to participate in an iterative process with GAVI Alliance partners, including civil society organisations (CSOs), in the development of HSS proposals prior to submission of this application for funding.
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Please also see the ‘General Guidelines for Expressions of Interest and Applications for All Types of GAVI Support in 2014’ included in the supplemental information. The General Guidelines serve as an introduction to the principles, policies and processes that are applicable to all types of GAVI support, both Health Systems Strengthening (HSS) and New and Underused Vaccines Support (NVS). 
The General Guidelines are available on the GAVI web site:
http://www.gavialliance.org/support/apply/










All applicants are invited to read and follow the supplemental guidelines for support applications for Health System Strengthening in order to correctly fill out this form. GAVI’s Key Elements for Health System Strengthening Grants







The following key elements outline GAVI’s approach to health system strengthening and should be shared in working groups or in trainings: Support applications may also be shared with partners of the GAVI Alliance, and the members of the Civil Society group, for post-submission assessments, reviews and other assessments.
[bookmark: _Toc398181078][bookmark: _Toc276342207]
GAVI’s Key Elements for Health System Strengthening Grants
The following key elements outline GAVI’s approach to health system strengthening and should be reflected in an HSS grant. 
· One of GAVI’s strategic goals is to “contribute to strengthening the capacity of integrated health systems to deliver immunisation”. The objective of GAVI HSS support is to address system bottlenecks to achieve better immunisation outcomes, including increased vaccination coverage and more equitable access to immunisation. As such, it is necessary for the application to be based on a strong analysis of the bottlenecks and gaps. present a clear results chain demonstrating the link between proposed activities and improved immunization outcomes.
· Performance based funding (PBF) is at the heart of GAVI's support for HSS. All applications must align with the GAVI performance based funding approach introduced in 2012. Countries’ performance will be measured based on a predefined set of PBF indicators against which additional payments will be made to reward good performance in improving immunisation outcomes. Under the PBF approach for HSS, the programmed portion of HSS grants must be used solely to fund HSS activities. Countries have more flexibility on how they wish to spend their reward payments, as long as they are still spent within the health sector. Neither programmed nor performance payments may be used to purchase vaccines or meet GAVI’s requirements to co-finance vaccine purchases, and shall not be used to pay any taxes, customs, duties, toll or other charges imposed on the importation of vaccines and related supplies. 
· GAVI’s HSS application requires a strong M&E framework, measurement and documentation of results, and an end of grant evaluation. The performance of the HSS grant will be measured through intermediate results as well as immunisation outcomes including diphtheria-tetanus-pertussis (DTP3) coverage, measles-containing vaccine first dose (MCV1) coverage, fully immunised child coverage, difference in DTP3 coverage between top and bottom wealth quintiles, and percent of districts reporting at least 80% PENTA3 coverage. Additionally, so as to systematically measure and document immunization data quality and data system improvement efforts, independent and recurrent data quality assessments and surveys will be a condition for all HSS applications. 
· GAVI’s approach to HSS includes support for strengthening information systems and improving data quality. Strong information systems are of fundamental importance both to countries and to GAVI. GAVI requires that countries have in place routine mechanisms to independently assess the quality of administrative data and track changes in data quality over time. Countries are strongly encouraged to include in their proposals actions to strengthen data systems, and to demonstrate how their grant will be used to help implement recommendations or agreed action items coming from previous data quality assessments. The process of conducting periodic data quality assessments and monitoring trends should be credible and nationally agreed. For example, incorporating an independent element to the assessments could involve national institutions that are external to the programme that collects or oversees the data collection. 
· GAVI supports the principles of alignment and harmonisation (in keeping with Paris, Accra and Busan declarations and the International Health Partnership, IHP+). The application must demonstrate how GAVI support is aligned with country health plans and processes, complementary to other donor funding, and uses existing country systems, such as for financial management and M&E. The IHP+ Common Monitoring and Evaluation Framework is used as a reference framework in the Supplementary Guidelines for HSS Applications. 
· GAVI supports the use of Joint Assessment of National Strategies (JANS). If a country has conducted a JANS assessment the findings can be included in the HSS application. The Independent Review Committee (IRC) will use the findings of a JANS assessment to gain an understanding of the policy and health sector context that will inform their assessment of the credibility and feasibility of the HSS proposal. 
· GAVI requests countries to identify and build linkages between HSS support and new vaccines implementation (GAVI New Vaccines Support - NVS) – linkages to routine immunisation strengthening, new vaccine introduction, and campaign planning and implementation must be demonstrated in the application.
· Countries should demonstrate alignment between HSS grant activities and activities funded through other GAVI cash support, including vaccine introduction grants and operational support for campaigns. Support ties to the HSS with improvement in systematic immunization, the introduction of new vaccines as well as the scheduling and implementation of immunization campaigns must be demonstrated in the proposal. Countries should demonstrate alignment between HSS grant activities and activities funded through other GAVI cash support, including vaccine introduction grants and operational support for campaigns.
· GAVI’s approach to HSS includes support for community mobilisation, demand generation, and communication, including Communication for Immunisation (C4I) approach.
· GAVI supports innovation. Countries are encouraged to think of innovative and catalytic activities for inclusion in their grants to address HSS bottlenecks to improving immunisation outcomes.
· GAVI strongly encourages countries to include funding for Civil Society Organisations (CSOs) in implementation of GAVI HSS support to improve immunisation outcomes. CSOs can receive GAVI funding through two channels: (i) GAVI sends funds to the Ministry of Health which then transfers them to the CSO, or (ii) GAVI sends funds directly to the CSO. Please refer to Table 1 for potential categories of activities to include in budget for CSOs and Annex 4 for further details of GAVI support to CSOs. 
· Applications must include details on lessons learned from previous HSS grants from GAVI or support from other sources such as previous New Vaccine Support, the Effective Vaccine Management (EVM) assessment or Post Introduction Evaluation (PIE) tools, EPI reviews etc. 
· Applications must include information on how sustainability of activities and results will be addressed from a financial and programmatic perspective beyond the period of support from GAVI.
· Applications must include information on how equity (including geographic, socio-economic, and gender equity) will be addressed.
· Applications will need to show the complementarity and added value of GAVI support to reducing bottlenecks and strengthening the health system, relative to support from other partners and funding sources and relative to other funding from GAVI specific to new vaccines and/or campaigns.
· Applicants are encouraged to identify technical assistance (TA) and capacity building needs for implementation and monitoring of the HSS grants. Applicants are required to include details of short term and long term TA if they are requesting TA as part of the HSS application to ensure strong implementation and effectiveness of GAVI HSS support.

	[bookmark: _Toc398181079][bookmark: _Toc276342208]PART A - SUMMARY OF SUPPORT REQUESTED AND APPLICANT INFORMATION

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



[bookmark: _Toc398181080][bookmark: _Toc276342209]Summary of a completed support application
This HSS support application follows the preparation and adoption of the 2014-2013 HSDP and its first implementation plan (PRODESS, III) and is part of the 2012-2016 cMYP.  Its goals and strategies have been fully aligned with these health policy documents.
The Mali health system has experienced the effects of the socio-political and security crisis also affecting northern health structures as well as those in the southern portion of the country. Efforts have been taken by the government and its partners in order to preserve accomplishments, particularly with regard to vaccine coverage. Thus the alternative strategies for reaching the population have been developed, such as support for advanced strategies and multidisciplinary mobile teams, through services contracts with national and international NGOs.
With regard to the issues of geographic accessibility to reach the population with immunization, difficulties related to the following must be noted:
· The availability of qualified personnel having a certain understanding of the management of the Expanded Program on Immunization (EPI). Therefore, a great deal of vaccine wastage due to expiration, wasted doses or shortcomings in cold chain management and immunization data were observed;
· The deteriorated condition of the cold chain and operating difficulties, as well as the deteriorated condition of logistic vaccine transport resources in certain areas. These situations affect vaccine quality;
· The frequent interruption of vaccine inventories;
· Difficulty in reaching zones frequented by armed groups.
The use of its health services, particularly attendance at immunization centers, is still a problem in Mali. That is why efforts must be made for social mobilization, advocacy and promoting awareness of communities with regard to immunization. Civil society organizations and certain national and international NGOs will be mobilized to contribute to the implementation of this proposal through performance-based contracts.
Following the security and socio-political crisis, the management of HSS and ISS is provided by WHO, in accordance with the memorandum of understanding signed between the Ministry of Health and Public Hygiene and WHO. Upon the expiration of this memorandum, HSS and ISS funds will be managed according to national procedures, as before the political-security crisis. The preliminary steps for the return to national management procedures are: improvement of administrative capacities and the implementation of a strict mechanism for monitoring the use of GAVI funds.
To consolidate the accomplishments from the implementation of this support request for HSS, sustainment measures have been proposed and must be the subject of an agreement between the Government of Mali and GAVI and the search for new partners.
The total amount of the HSS support request for this proposal is 24,000,000 US Dollars ($US), however GAVI has made available 20,160,000 $US, and the remainder will be disbursed upon attainment of the objectives. This amount is divided among the four objectives of the support request.


	Countries may wish to attach additional national documents as necessary.
→ Please place an ‘X’ in the box when the attachment is included 

	No.
	Attachment
	X

	 1.
	HSS Proposal Form 
	X

	 2.
	Signature Sheet for Ministry of Health and Public Hygiene, Ministry of Finance and HSCC members.
	X

	 3.
	Minutes of HSCC meeting evaluating the proposal
	X

	 4.
	Minutes of three most recent HSCC meetings or equivalent
	X

	 5.
	HSS Monitoring & Evaluation Framework 
	X

	 6.
	Detailed work plan and detailed budget 
	X

	 7.
	Detailed Procurement Plan (18-month)
	



	Existing National Documents - Mandatory Attachments
Where possible, please attach approved national documents rather than drafts. For a decentralised country, provide relevant state/provincial level plan as well as any relevant national level documents.
→ Please place an ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

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

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

	10.
	National Immunisation Plan
	X

	11. 
	National cMYP
	X

	12. 
	Vaccine assessments (EVM, post-introduction assessment, EPI reviews), if available
	X

	13.
	Health Sector Coordinating Committee Mandate (HSCC)
	X





	Existing National Documents - Additional Attachments
Where possible, please attach approved national documents rather than drafts. For a decentralised country, provide relevant state/provincial level plan as well as any relevant national level documents.
→ Please place an ‘X’ in the box when the attachment is included

	No.
	Attachment
	X

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

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

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





	[bookmark: _Toc398181081][bookmark: _Toc276342210]1. Applicant Information

	Applicant:
	

	Country:
	MALI

	Proposal title:
	 Health Systems Strengthening

	Proposed start date:
	JANUARY 2015

	Duration of support requested:
	5 years

	Total funding requested from GAVI:
	USD 24,000,000

	Contact details 

	Name
	ABOUBACRINE A. MAIGA

	Organisation and title
	HEALTH SECTOR PLANNING AND STATISTICS CELL, SOCIAL DEVELOPMENT AND FAMILY PROMOTION / DIRECTOR 

	Mailing address
	CPS/SS DS PF -KALANBAN COURA - RUE : 277 - DOOR: 275.
-BP: 232-BAMAKO-REPUBLIC OF MALI

	Telephone
	(00223) 75 49 72 78 OU 69 62 11 78 

	Fax
	

	E-mail addresses
	abouba30@yahoo.fr 


[bookmark: _Toc278640074][bookmark: _Toc283042942]
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	This section will give an overview of the process of proposal development, outlining contributions from key stakeholders.  
→ Address all the items listed below. If any of these are not applicable, please indicate this and explain why:
a) the main entity that led proposal development and coordinated contributions; it is possible to have several main implementation entities, nevertheless, the country must decide which department will lead the process of proposal development;
b) the role played by the HSCC and the ICC;
c) Cooperation between EPI programme and the other departments of MOH involved in the proposal development (including Departments of Planning, Child Health, HMIS, etc.).
d) Participation of entities below the national level (provincial, district, etc.);
e) The role of CSOs in the proposal development. Applicants must note if the HSCC/ICC has worked with a CSO platform/coalition, or only with individual organizations; please provide the name of the relevant CSOs or CSO platforms; 
f) the names and roles of other development partners or donors;
g) The role of the private sector, if applicable;
h) a description of technical assistance received during the drafting of this proposal; include the source of technical assistance and feedback on the quality and usefulness of this technical assistance;
i) a description of the global development process of the proposal: duration, main stages, analytical work performed, links between preparing the proposal and the planning/budgeting for the national health sector, links between preparing the proposal and the JANS evaluation, if applicable;
j) Description of the most challenging elements during the proposal development and how they were resolved.

	TWO PAGES MAXIMUM
The technical committee of the PRODESS steering committee, which represents the HSCC in Mali, is the decision-making entity responsible for coordination and monitoring of the proposal preparation process, as well as the various validation stages.  It also approved the statement of interest by Mali regarding this proposal. This entity is chaired by the three general secretaries of the ministries responsible for the PRODESS (Health, Social Development and Family Promotion), and it brings together the representatives of the Ministries, the Technical and Financial Partners (WHO, UNICEF, UNPF, USAID, Dutch, Canadian and Spanish Cooperation, etc.) and Civil Society representatives (FENASCOM, private sector coalition, the population health/Pivot Group, the Technical Health Insurance Union, etc.).  
Civil society organizations were associated with the validation of the proposal in their capacity as members of the steering committee of the PRODESS technical committee, and they participate in the meetings of said committee. These include: 
· FENASCOM:  Phone: (00223) 20 28 59 32         - Fax: (00223) 20 28 59 31 - Email: fenascom@yahoo.fr 
· Technical Health Insurance Union (UTM) Phone: (00223) 20 21 33 49/20 21 53 62    - Fax: (00223) 20 21 32 79   - Email: utm@datatech.toolnet.org 
· The population health/pivot group Phone: (00223) 20 21 47 81/20 21 21 45    - Fax: (00223) 20 21 47 81 - Email: secretariat@gpsmali.org.
The civil society organizations as well as the development partners are represented at all levels of the management entities and they co-chair the PRODESS sessions. Thus they participate in the planning, monitoring/evaluation and coordination process for activities in the social-health domain. 
The technical process for preparation of this proposal was conducted under the direction of the Health Sector, Social Development and Family Promotion Statistics and Planning Cell (HS, SD, FP SPC), which is part of the PRODESS permanent secretariat.
Preparation of the proposal was participatory through the establishment of a drafting team comprised of executives from the social-health administration and CSOs/NGOs. The various structures include the following: 
· i) the planning and statistics unit of the Ministry of Health and Public Hygiene; 
· ii) the national directorate of health (immunization section, health information section, health facility and regulation division); 
· iii) the Health Human Resources Department (DRH/Santé); 
· iv) the :National Centre for Information, Education and Communication for Health (CNIECS); 
· v) the National Center for Support in the Fight against Disease (CNAM);
· vi) FENASCOM:
· vii) Technical Health Insurance Union (UTM) 
· viii) the population health/pivot group
· ix) health professionals associations,
It must be noted that the regions and districts did not physically contribute to the development of this proposal due to budget shortfalls in the post-crisis environment. Health officials at these levels were brought together and contacted by telephone if necessary to collect the required information. 
During the steering committee meeting held to establish the proposal preparation committee, a call was made to all partners for their participation in the process, only UNICEF and WHO expressed interest in providing financial and/or technical support. So, of four workshops planned for the preparation of the proposal, only two were financed.
WHO and UNICEF actively monitored the process through technical and/or financial support.
No sub-national entity participated directly in the preparation of the proposal for reasons of budget constraints.
Technical assistance by an export in the preparation of health system strengthening support applications was requested by the committee. To this end, the Ministry of Health and Public Hygiene submitted a request for technical assistance to WHO. This expert allowed the team to appropriately reply to certain questions and to be built on those that were poorly received. 
The primary stages for preparation of the proposal are summarized as follows:
· Approval of the statement of interest by the PRODESS Steering Committee on 23 April 2014.
· Creation of an application commission by ministerial decision and creation of a restricted drafting committee within this commission on 28 May 2014;
· Drafting workshop from 23 June through 03 July
· Working meeting of a smaller group with the consultant to refine the document from the first workshop on 4-8 August 2014;
· Document review workshop 25-29 July 2014;
· Validation of the proposal by the Steering Committee for the PRODESS Technical Committee on 8 September 2014.
The CSO/NGOs actively participated in the process for preparation of the application through the aforementioned drafting workshops (Cf. list of participants and workshop reports, attached). 
This proposal was aligned with the objectives of the HSDP (2014-2018) and the cMYP (2014-2016). The various difficulties encountered during its preparation primarily involve filling out the offered budget framework. Furthermore, difficulties in handling all the stages described in the road map established for preparation of the proposal cut short the development process. The support of the WHO expert allowed the various objectives of the proposal to be better revised.  



	Signatures: government endorsement 

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

Minister of Health and Public Hygiene                              Minister of the Economy and Finance
Name: Mr. Ousmane KONE                                                              Name: Mrs. Bouaré Fily SISSOKO
Signature:                                                                                         Signature: 








Date:                                                                                                Date:




	Signatures: Health Sector Coordinating Committee endorsement 

	We, the undersigned members of the HSCC, or equivalent committee met on 8 September 2014 (date) to review this proposal. At that meeting we endorsed this proposal on the basis of the supporting documentation which is attached. The minutes of the meeting endorsing this proposal are attached to this application.

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

	Chairs
	· For the Secretary General of the Ministry of Health and Public Hygiene/Technical Consultant

· For the Secretary General of the Ministry of Solidarity, Humanitarian Action and Northern Reconstruction/Technical Consultant
	· Dr Ibrahima COULIBALY



· Mr. Almoukoutar HAIDARA

· 
	
	

	Secretaries
	HS, SD, FP SPC 
	- Aboubacrine A. MAIGA
- Alpha Mahamoud TOURÉ
- Mrs. Diallo Djaba Aminata TRAORÉ
- Samba MS KEITA
- Mrs. Keita Goundo KEITA
- Mrs. Sissoko Mariam DOUMBIA
	
	

	WHO Members
	WHO
	Fr. Adama DIAWARA
	
	

	Development partners
	
	
	
	

	CSO members
	UTM
	Mrs. Maiga Aiché DIARRA
	
	

	UNICEF
	
	· Aboudou Karimou ANDELE

Dr Mariam SIDIBE
	
	

	
	
	
	
	

	Other
	
	
	
	



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

Individual members of the HSCC/ICC may wish to send informal comments to:
gavihss@gavialliance.org.gavihss@gavialliance.org. All comments will be treated confidentially.
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	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	[bookmark: _Toc398181084][bookmark: _Toc276342213]3. Executive Summary

	Please provide an executive summary of the proposal, of no more than 2 pages, with reference to the items listed below:
The main bottlenecks for achieving immunization outcomes addressed within this proposal and how proposed objectives in this application will address these bottlenecks and improve immunization outcomes; 
A summary description of the population to be covered by the intervention (i.e. total population targeted).
Objectives and the related budget for each objective.
1. The proposed implementation arrangements including the role of government departments and civil society organisations. Please include a summary of financial management, procurement and M&E arrangements.

	TWO PAGES MAXIMUM
This proposal is part of the 2014-2018 PRODESS-III framework, the implementation of which it supports. It is more specifically related to strategic objectives 2 and 7 of the HSDP. It is also part of the continued HAVI-HSS support for 2009.
The priority bottlenecks that limit the results of immunization are:
· Insufficient coverage of the offer of quality basic care in the care offer.
· Insufficient demand for care and for immunization i particular.
· Insufficiency of the health information system and monitoring-evaluation.
· Insufficient cold chain capacity and effective vaccine management
· Insufficient financing for immunization
The support of the GAVI-ALLIANCE for health system strengthening will allow these priority bottlenecks to be removed, in order to improve immunization services at the operational level and to improve coverage.
To do this, the following global objectives have been defined:
Objective 1: By December 2019, increase vaccine coverage of fully immunized children in the country from 72% to 95%.
Budget 12,312,253.70 $ US (6,156,126,950 CFA francs) i.e. 63.7% of the total
Evaluation of the pilot experience with FBR (Results-based Financing) in the health districts of Dioila, Fana and Banamba will be extended to 3 regions (Kayes, Koulikoro and Ségou) with the support of GAVI-HSS. Experience has shown the need for strict external oversight of FBR indicators before the payment of bonuses, in order to avoid data manipulation.
Alternative strategies for reaching populations that are distant from health centers (mobile teams and advanced strategies) will be organized in all health areas in order to ensure the availability of immunization services for the entire population.
Logistical resources will be procured and made available to the technical services in order to carry out advances strategy and mobile team activities, as well as supervision activities. The availability of the logistics resources also guarantees the delivery of vaccines to the immunizing facilities. 
It must be noted that, in the context of the Northern reconstruction, many efforts are in progress for the deployment in terms of the availability of vehicles, strengthening the supply chain and equipping facilities. GAVI support will allow the outdated vehicles of certain districts in the regions of Kayes, Koulikoro, Sikasso, Ségou and Mopti to be refreshed.
The grant will also allow the availability of human resources qualified to provide better oversight of immunization activities through the medical conversion of CSCom. Certain qualified agents will enjoy bonuses for motivation/isolated location/hazards in order to encourage them to remain in these zones for extended time periods. 
The capacities of certain centers will be augmented for the management of waste from immunization, by equipping them with incinerators and biomedical waste management equipment, particularly the Reference Health Centers of the Kayes, Koulikoro, Sikasso, Ségou and Mopti Regions.
Agents without sufficient training in EPI at all levels will acquire the skills necessary, through trainings financed with GAVI-HSS funds. 

Objective 2: Ensuring access to and availability of immunization in 100% of the priority districts.
Budget: 3,117,074.90 $US (1,558,537,450 CFA francs) i.e. 16.1% of the total. 
The awarding of the motivation / isolated location will make the agents in distance and unsafe zones have a greater commitment. This will involve all regions of the country.
Contracts will be signed with the NGOs and CSOs that are able to travel in zones occupied by armed groups to allow them to offer basic health services. This strategy will be continued in regions in the North wher ethe situation is still unsafe, through GAVI-HSS funding.
Table: Priority health districts and criteria for choosing districts

	GEOGRAPHIC ENTITY
	HEALTH DISTRICT
	AVERAGE VACCINE COVERAGE - 2013
	DROPOUT RATE
2013 AVERAGE
	SECURITY RISK

	NORTHERN REGION
	DIRE
	106%
	12%
	Average

	
	GOUNDAM
	1%
	48%
	Strong

	
	GOURMA-RHAROUS
	30%
	43%
	Strong

	
	NIAFUNKE
	63%
	51%
	Strong

	
	TOMBOUCTOU
	78%
	10%
	Strong

	
	ANSONGO
	26%
	28%
	Strong

	
	BOUREM
	38%
	40%
	Strong

	
	GAO
	47%
	10%
	Strong

	
	MENAKA
	23%
	69%
	Very strong

	
	ABEIBARA
	19%
	71%
	Very strong

	
	KIDAL
	11%
	62%
	Very strong

	
	TESSALIT
	5%
	78%
	Very strong

	
	TIN-ESSAKO
	3%
	69%
	Very strong

	South Region
	OUELESSEBOUGOU
	76%
	4%
	No risk

	
	NIONO
	68%
	6%
	No risk

	
	KITA
	81%
	16%
	No risk



Objective 3: Strengthen the monitoring / evaluation system, including the health information system
Budget: 2,236,010.00 $US (1,118,005,000 CFA francs) i.e. 11.6% of the total. 
Quality control of data through the DQS and DQRC will allow the quality of the Local Health Information System (LHIS) to be improved and the discrepancy between administrative vaccine coverage data and the data from surveys to be decreased. All health districts in the country will undergo monitoring in this regard.
Objective 4: Improve cold chain capacity and effective vaccine management
Budget: 912,019.00 $US (456,009,500 CFA francs) i.e. 4.7 % of the total.
This allocation will allow a dry warehouse to be built at the central level as well as 15 cold chambers in the regional capitals and in certain health districts.
Storage capacities of the regions and of six (6) large health districts will also be improved through the installation of 20 m3 cold chambers, in order to meet current and future vaccine storage needs. This grant by GAVI will allow us to have adequate storage volume at all levels.
Objective 5: Improve immunization financing by communities and municipalities.
Budget: 736,796.30 $US (368,398,150 CFA francs) i.e. 3.8 % of the total. 
In the context of decentralization, the Government transferred health funds to local municipalities, but these funds are not always used for immunization. The GAVI-HSS proposal will support advocacy activities for the mobilization of these funds in support of the EPI.
Brief description of the population covered by the intervention.
The total population of Mali is estimated at 16.8 million residents as of 2013, of which 2 million reside in Bamako. The average population density is 11.7 residents per square kilometer, with very high regional disparities. GSPH, 2009, updated)
The target population for routine immunization (EPI) will involved between 672,280 children 0 to 11 months of age (in 2014) and 869,340 children 0 to 11 months of age (in 2019) and between approximately 866,950.70 (in 2014) and 1,034,649 (in 2019) pregnant women (SLIS, 2013 Annual Report, Update, GSPH 2009).
The CSOs are involved in the implementation of health district communication plans regarding immunization and advocacy for the mobilization of resources. The NGOs will be responsible for the provision of basic health services in highly unsafe zones through service contracts. CSOs and NGOs will be recruited based on their experience and their competence through an open call for offers. 
The device for implementation of the proposal is the PRODESS and it will involve the notified implementing structures. The other structures will support the latter.
[bookmark: _GoBack]Monitoring/evaluation will also be carried out in the context of PRODESS monitoring/evaluation, during the various program stages.  


	[bookmark: _Toc374973336][bookmark: _Toc398181085][bookmark: _Toc276342214]4. Acronyms

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

	Acronym
	Acronym Meaning

	US$
	United States Dollars

	ANEH
	Agence Nationale d'Évaluation des Hôpitaux (National Hospital Assessment Agency)

	CHA
	Community Health Association

	CNAM
	Centre National d'Aide à la Lutte Contre la Maladie (National Center to Fight Disease)

	CNIECS
	National Centre for Information, Education and Communication for Health

	HS, SD, FP/SPC
	Health Sector, Social Development and Family Promotion Planning and Statistics Cell

	CSCom
	Centre de Santé Communautaire [Community Health Centre]

	CSRéf
	Centre de Santé de Référence [Referral Health Center]

	DRH/Health
	Health Sector, Social Development and Family Promotion Human Resources Department

	ICS
	Immunization Coverage Survey

	DHS-V
	Mali Demographic and Health Survey - 5th edition

	EPH
	Public Hospital Facilitay

	FELASCOM
	Fédération Locale des Associations de Santé Communautaire [Local Federation of Community Health Associations]

	FENASCOM
	Fédération Nationale des Associations de Santé Communautaire [National Federation of Community Health Associations]

	FERASCOM
	Fédération Régionale des Associations de Santé Communautaire [Regional Federation of Community Health Associations]

	GP/SP
	Pivot/Health-Population Group

	MHPH
	Ministry of Health and Public Hygiene

	HSDP
	Plan Décennal de Développement Sanitaire et Social [Ten-year Social and Health Development Plan]

	MPA
	Minimum Activity Package

	cMYP
	comprehensive Multi-Year Plan

	PPM
	Pharmacie Populaire du Mali

	PPN
	National Pharmacy Policy

	PRODESS III
	3rd Socio-Health Development Program

	SEC
	Essential Community Care

	SLIS
	Local Health Information System

	NHIS
	National Health Information System

	UTM
	Technical Health Insurance Union (UTM)

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

	[bookmark: _Toc358399414][bookmark: _Toc346116636][bookmark: _Toc349297131][bookmark: _Toc398181087][bookmark: _Toc276342216]5. Key Relevant Health and Health System Statistics

	→ Please provide the most recent statistics for the key health, immunisation, and health system indicators by attaching most recent EPI Review, Health Sector Review or DHS.
→ Where possible, data on the key statistics should be presented showing wealth quintile differences, and disaggregated by sex.
→ If available disaggregated data for the key statistics indicators showing differences by geographic location (region / province) and urban / rural should be included in the space provided after the table.
→ Please provide information on vaccines currently used by the Immunisation Programme as well as on any vaccines planned for future use.



[bookmark: _Toc346116637]
	Vaccines Currently Used by the Immunisation Programme

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

	Oral Poliomyelitis Vaccine (OPV)
	1986.
	Administration of Polio 1 at 6 weeks, Polio 2 at 10 weeks and Polio 3 at 14 weeks.
Planned switch to the Injectable Polio Vaccine (IPV) in 2015

	Pentavalent (Penta=DTC-HepB-HIB)
	2005
	Administration of Penta 1 at 6 weeks, Penta 2 at 10 weeks and Penta 3 at 14 weeks.

	Pneumococcal 13 Vaccine (PCV13)
	2011
	Administration of PCV13 dose 1 at 6 weeks, PCV13 dose 2 at 10 weeks and PCV13 dose 3 at 14 weeks.

	Measles vaccine (ROUVAX)
	1986
	Administered between the 9th and 11th month

	Yellow fever vaccine
	2001
	Administered between the 9th and 11th month

	Hepatitis B Vaccine
	2003
	Since 2005, the vaccine has been administered at the same time as the Penta vaccine.

	Rotavirus Vaccine (ROTATEQ)
	2014
	Administration of Rotateq1 at 6 weeks, Rotateq2 at 10 weeks and Rotateq3 at 14 weeks.
Change from single dose presentation to two doses as of 2015. Gradual introduction of the virus: Year 1 in Bamako, Year 2 in the regional capitals and Year 3 in the health districts. 

	Vaccin Antitétanique [Anti-Tetanus Vaccine]
	1986
	Administered to women of childbearing age:
1st dose on first contact, 2nd dose 4 weeks after the first, 3rd dose 6 months after the second dose, 4th dose 1 year after the third dose and the 5th dose 1 year after the fourth dose. 

	
	
	

	Vaccines Planned for Future Use by the Immunisation Programme
Note: This section should include any future vaccines currently under consideration by the country and does not represent a commitment by the country to introduce the vaccines listed below.

	Vaccine
	Month / Year of Introduction 
	Comments (including planned product switches, wastage, etc.)
	Was the planning for vaccine introduction taken into account in HSS application? If not, why not?
(Requirements for cold chain, human resources etc.)

	IPV 10 dose
	2015
	Mali must submit the submission document to GAVI for the introduction
	Yes

	Human Papilloma Virus (HPV) Vaccine
	2014
	Demonstration of the introduction in 2 health districts (Fana in the Koulikoro region and Commune V in the Bamako district)
	Yes

	TD (Tetanus-diphtheria) vaccine for women of childbearing age
	2014
	Mali must submit the submission document to GAVI for the introduction
	Yes

	MenAfriVac vaccine
	2016
	Mali must submit the submission document to GAVI for the introduction
	Yes

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


	ONE PAGE MAXIMUM

The total population of Mali was estimated at 16.8 million residents as of 2013, of which 2 million reside in Bamako. The average population density is 11.7 residents per square kilometer, with very high regional disparities. (GSPH, 2009, updated)
According to the HDS-Mali V from 2012-13, the infant mortality rate was estimated at 56 per thousand live births, the youth mortality rate at 41 per thousand live births and the maternal mortality rate at 368 per hundred thousand live births. It must be noted that this survey only covered six (6) out of nine (9) regions, since the 3 northern regions were not surveyed for security reasons.
In 1990 Mali adopted its sectoral health and population policy based on the primary health care principles, the Bamako initiative and the African health development strategy. It is intended to bring together the health services with community participation in treating health issues. For this reason, the health system was organized in a three (3) level pyramid, the first level of which comprises the Community Health Centers (CSCom), religious centers and private clinics, where immunization activities are most frequently conducted. 
During the implementation of PRODESS II (2005-2009), which was extended to 2011, people living at least 5 km from a CSCom nearly doubled, increasing from 29% and 345 CSCom in 1998 to 56% and 1134 CSCom in 2012, and it was still at 56% with 1170 CSCom following an update of demographic data GSPH, 2009. (Source: Annual Report, SLIS, 2013)
The availability of the MPA at the CSCom was significantly tied to the availability of qualified personnel. It was clearly improved during PRODESS II, with more than 97% of CSComs having at least one nurse in 2009. 
An increasing number of Community Health Centers were technically directed by a physician (27.44% or 321/1170 in 2013). At the Bamako health district level, all the CSCom provided medical care. The proportion of CSComs with a physician is significant in the regions of Kayes, Koulikoro, Ségou and Sikasso (between 22 and 35% in 2013), but it remains low in Tombouctou and insignificant in Gao and Kidal. The provision of physicians to the CSComs caused an improvement in the MPA. The physician-population ratio ranges from 1/9623 in Bamako to 1/48,000 in Gao. 
The significant increase in geographic accessibility and the availability of the MPA has had a positive effect on the use of immunization services.
In the context of the Expanded Program for Immunization (EPI) implemented since 1986 by the Ministry of Health and in accordance with the recommendations of the WHO, a child is considered to be fully immunized if he has received the vaccine for BCG, tuberculosis, four doses of the polio vaccine, three doses of the Pentavalent vaccine (for diphtheria, tetanus, pertussis, Hepatitis B, Haemophilus influenzae type b), the measles and yellow fever vaccines. According to the immunization calendar, all these vaccines should have been administered to a child during their first year.
According to the MICS from 2011, in Mali, 84% of children from 12 to 23 months have been immunized for BCG, 76% have received the three Penta3 doses, and 62% have received the three polio vaccine doses. Similarly, approximately 73% have been immunized for measles. 
The results of the HDS-Mali V, 2012-2013, show that vaccine coverage varies depending on the residential environment and the education level of mothers. 
Thus, the best rates of fully immunized children in the various regions are i43% in Koulikoro, 42% in Sikasso and 46% in the district of Bamako. In contrast, the lowest coverage rates for fully immunized children is 38% in the regions of Kayes and Ségou, and 21% in Mopti. It is also in the Mopti region that we see the highest proportion of children 12-23 months that have not received any vaccines, i.e. 29%. It was also noted that the education level of mothers has a positive effect on the immunization of children. The complete vaccine coverage rate increases from 36% for children of uneducated mothers to 57% for children of mothers who have at least secondary education.
With regard to the results of the vaccine coverage survey conducted between December 2009 and January 2010, the data recorded showed that:
· BCG vaccine coverage was 86%, ranging from 66% (Kidal) to 99% (Bamako);
· The proportion of children having received the Penta3 vaccine was 75%, ranging from 51% (Kidal) to 94% (Bamako);
· Measles vaccine coverage was 71%, ranging from 50% (Kidal) to 86% (Bamako);
According to the 2013 JRF, 13 districts out of 60 have vaccine coverage < 80%.
[image: ]
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	This section will provide GAVI with the country context which will serve as background information during the review of the HSS proposal. 
→ Please provide a concise overview of the national health sector, covering both the public and private sectors, including CSOs, at national, sub-national and community levels, with reference to NHP or other key documents.
→ Please include a copy of the National Health Strategy/Plan as Attachment 5. If the NHP is in draft format please provide details of the process and timeline for finalising it. If there is not an NHP, or if other documents are referenced in this section, please provide these other key relevant documents.
It is recommended that applicants refer to GAVI’s health system strengthening grant categories detailed in the Supplementary Guidelines for HSS Applications (Table 1). Please refer to the list of health center aspects that appears in the Supplemental Guidelines. If certain ones are not included in your reference documents, please provide a brief commentary. In order to keep this section concise, please summarise the key elements in the context of the HSS support being asked for, and provide reference to the relevant section in the National Health Plan for further detail.

	THREE PAGES MAXIMUM

According to Law 02-049/AN, RM of 22 July 2002, regarding the Health Orientation Law in Mali, the health system is organized with a pyramid structure, into central, regional 
1. The central level:
It is comprised of central services placed under the authority and oversight of the minister responsible for health.
One may note, with regard to planning, organization, promotion of human resources and auditing entities at the central level, that there are public and semi-public departments, private participants and institutional partners. The public departments at the central level are comprised of central government departments. The central administration is responsible for preparing elements of national policy with regard to health and for implementing it, providing technical control and coordination of the regional and subregional departments, related departments, custom entities placed under the oversight of the Ministry responsible for health and it provides strategic support to all health services.
2. The regional level: 
Comprised of 9 health regions, the regional health directorates are responsible for supporting and auditing the health districts.  Under the administrative authority of the regional Governor and the technical authority of the National Directorate that they represent, they assume the following duties:
· preparation, in the context of national programs and plans, of the regional multi-year and annual objectives to be attained with regard to the improvement of health protection for the population, hygiene and cleanup of the environment;
· determination of the procedures for attaining objectives and periodic evaluation of the results obtained;
· examination of documentation relative to the opening, extension or closure of health care and pharmaceutical facilities;
· collection and centralization of data for the generation of health statistics. 

3. The subregional or operational level:
It is comprised of 63 health district, the district supervisory team is directed by a chief district physician, who is under the administrative authority of the circle Prefect and the technical authority of the regional health directorate that he represents. This team provides:
· preparation of the multi-year and annual objectives of the health district in the context of the regional plans and programs for improving health protection of the people, hygiene and cleanup of the environment;
· the implementation of plans and programs of action;
· auditing of related departments, private health facilities and pharmaceutical product depots;
· auditing of the application of hygiene and sewerage standards in the health district; 
· the collection, analysis, interpretation and transmission of health data.
In addition, local municipalities participate in the administration of health care under the terms and conditions defined by the territorial municipalities code. Thus, the Communal Council, the Circle Council and the Regional Council vote on the policy for the creation and management of dispensaries, maternity clinics and community health centers, and regional hospitals; they also decide on public hygiene, sewerage and solidarity measures directed at at-risk populations.
With regard to health care facilities:
· They are comprised of 1170 CSComs (Annual statistics report, 2013) which constitute the level of first contact. The CSCom is a health center that offers preventive as well as curative health care, and that conducts promotional activities. The CSCom is comprised of a dispensary, a maternity clinic and a pharmaceutical depot.  It is created at the initiative and with the participation of the communities. For its management, the population of the villages or surrounding neighborhoods are organized into a Community Health Association (ASACO). The operation of the CSCom is guaranteed based on a self-financing system. The ASACOs are organized under a local federation (FELASCOM) at the health district level, a regional federation (FERASCOM) for the regional level and a national federation (FENASCOM) at the national level.  These various federations are one of the pillars of civil society for supporting the implementation of national health policy.
· The Reference Health Center (CSRef) is the reference level for the district, and they are proportional in number to the health districts (63 CSRef). It is equipped with a technical complement to treat certain emergencies, in particular obstetric emergencies. Two CSRefs are planned to be opened and are already under construction (Séféto and Sagabari).
· The second-level reference hospitals of the pyramid (7 hospitals) receive referrals from the district level. They are equipped with technical equipment and certain specialties and they are in certain administrative regions of the country.
· The hospitals located in Bamako, of which there are six (6), including three (3) with a specific specialty (Ophthalmology, Traumatology and Odontostomatology), form the third reference level of the country. 
Law 02-050 dated 22 July 2002 regarding the hospital act gave hospitals the status of Public Hospital Institutions (EPH) and gave them autonomy with regard to their management. The law codified a significant stage in the process promoted by the support mission for hospital reform (Decree 99-105/PM-RM dated 19 May 1999). It thus created prospects for functioning management. Each hospital had prepared an institutional plan. These plans defined a vision for the development of the hospital in the medium term and set forth in the OP the activities and resources necessary to attain that vision. 
A dynamic of monitoring was thus created with the promotion of the concept of a performance-based contract. This, based on well-defined principles and indicators also covering management, quality of services, patient safety and hospital hygiene, opened the door to financial incentives from the STate based on the results achieved. The National Hospital Assessment Agency (NHAA) plays an independent monitoring and assessment role for hospitals.  
Onto this health system structure, the "essential community care (SEC)" approach was grafted, with the support of community health agents. These agents support health care interventions among the community, in particular the treatment of certain children's afflictions (diarrhea, malaria, IRA, etc.), finding dropouts, communication and mobilization for immunization. This approach started in 2011 and to date there are 2,266 Community Health Agents (ASC) in the 5 regions selected for the pilot phase.
Holding an important place in the health system, the availability of essential medications at health facilities and at prices that are accessible for the population was the driver of pharmaceutical reform since the adoption by Mali of the Bamako Initiative and the Sectoral Health Policy in 1990. The conversion of the PPM into EPIC (1993), the State / Pharmacie Populaire du Mali (PPM) contract plan, the deregulation of the import of medications as well as the creation of the Economic Interest Group Santé pour Tous were the milestone stages that preceded the adoption of the National Pharmaceutical Policy (PPN) in 1999. 
The PPN defines the national strategy and provides the framework for coordination of activities of the public, community and private sectors. The primary instruments of the National Pharmaceutical Policy are: (i) The Essential Medications Supply and Distribution Plan (SDADME); (ii) the State/PPM Contract plan, which defines the obligations of both parties for the supply and distribution of essential medications; (iii) the National List of Essential Medications (LNME) and the national therapeutic formulary (iv) the national Therapeutic Guide that must be regularly updated with the adoption of new national therapeutic protocols (Malaria, HIV/AIDS, etc.). The institutions and facilities charged with implementation are: 
· (i) the Medication and Pharmacy Department (DPM), which controls the approval, pharmaco-oversight, advertising, promotion of medications and clinical trials; 
· (ii) the National Health Laboratory (LNS), which provides quality control for imported medications; and 
· (iii) The Inspectorate of Health (IS), which controls the application of laws and regulations relative to the exercise of health professions, including pharmaceutical professions, in the public, community and private sectors. 
With reference to Law 85-41/AN-RM dated 22 June 1985, regarding the authorization of the private practice of health professions and Decree No. 91-4319/MSPAS-PF-cab dated 3 October 1991 establishing the procedures for the organization of the private practice of the medical and paramedical professions, the Republic of Mali has determined the conditions for the exercise of medical professions, midwifery and paramedical professions. Thus, since that date, we have seen the creation of many private health care institutions (384 to date). In addition to the public sector, there are 46 health care clinic, 191 medical offices, 102 clinics, 6 private hospitals, 500 pharmacy dispensaries, 20 traditional practitioner clinics, 21 military infirmaries and 39 semipublic facilities (Religious, INPS, Military) (WHO Assessment, 2012).
All these participants could contribute in a significant way to the coverage and use of care of the Minimum Package of Activities (MPA), but they contribute only slightly to public health objectives, since in spite of their proximity to public facilities, their practices are not sufficient regulated and their contribution is not sufficiently integrated into data collection within the Local Health Information System (SLIS). 
The coordination between the public sector and the private sector is low, which short circuits the private sector's contribution to attaining public health objectives. The texts that define the categories of private medical and paramedical facilities have not been revised since 1991. Certain of their provisions are therefore not very well suited to the current context (Development of the private sector, progress in equipment and medical practice), in particular with regard to authorized actions and the infrastructure necessary in the various categories of private facilities. Furthermore, in the absence of enforceable texts regarding the hospital act (2002), there is no framework for participation by the private sector in the public hospital service. A lack of fluidity has been noted in the referral of patients between the public/private institutions and the absence of operation of network care facilities to optimize skills and operation available within a territory. 
In terms of prevention, although several private institutions are deemed voluntary, the CSRefs are reticent to bring private physicians into routine activities and extraordinary immunization campaigns. The public institutions fear that conditions will not be fulfilled (cold chain, training of vaccinators, minimum volume of activities, etc.) and that the principle of free treatment will not be observed (PRODESS Evaluation Report, 2011).
 The participation of these private facilities and NGOs in implementing the Minimum Package of Activities (MPA), has had an impact on the availability of human resources has increased significantly in the health sector. It is necessary to acknowledge that 90% of these structures are in large urban centers, which has fostered disparity between the urban and rural environments in terms of health care infrastructure. 



	[bookmark: _Toc346116638][bookmark: _Toc398181089][bookmark: _Toc276342218][bookmark: _Toc349297133][bookmark: _Toc358399416]7. National Health Strategy and Joint Assessment of National Health Strategy (JANS)

	This section will be used to determine how immunisation is addressed in the national health plan, and what the key findings of an independent JANS assessment of the strategy were. The Independent Review Committee (IRC) will use the findings of a JANS assessment to gain an understanding of the policy and health sector context that will inform their assessment of the credibility and feasibility of the HSS proposal.
→ Please provide a reference to the relevant sections and pages in the NHP which outline immunisation policies, objectives, and activities. 
→ If a Joint Assessment of the National Health Strategy (JANS) has been conducted, please provide the JANS report as an attachment.
→ Please provide a summary of how the government and partners have addressed the weaknesses and recommendations identified in the JANS or attach the country’s response.

	ONE PAGE MAXIMUM
In Mali, the Ten-year Health and Social Development Plan (PDDSS) is the strategic plan covering the period of 2014 through 2023. The Health and Social Development Program (PRODESS) is to the PDDSS implementation plan covering a 5-year period.  The PRODESS-III covers the period of 2014 to 2018. These two documents were validated by the PRODESS Steering Committee, in November 2013 and June 2014, respectively.
The preparation of the PRODESS-III did not benefit from a joint JANS-type evaluation. 
PDDSS strategic objective 2 more specifically targets reducing morbidity and mortality related to communicable diseases, for which immunization is one of the priority interventions (p. 57); and strategic objective 7 seeks to ensure better access, better quality and use of pharmaceutical products, including laboratory reagents at all levels."
Mali intends to confront problems with immunization through two (2) particular strategic results of the PDDSS: 
· 2.4 Strategic Result 2.4: Epidemic-prone diseases will be better controlled;
· Strategic Result 7.7: Vaccines at an affordable cost and of guaranteed quality are continually available at all levels. 
For this reason, the following priority interventions are planned (Pages 57, 58 and 79):
· Strengthening routine immunization;
· Strengthening epidemiological surveillance;
· Strengthening technical capabilities to respond to epidemics;
· The introduction of new vaccines;
· The development of appropriate strategies, such as catch-up for non-immunized children and the district approach;
· Strengthening of storage capacities and vaccine management  at all levels, in particular at the level of the CSRefs and the CSComs;
· Gradual implementation of mechanism for autonomous and national import of vaccines (Calls for offers, transport contracts for samples with approved transporters, etc.);
· Strengthening of quality assurance systems for vaccines, immunization and injections;
· Promotion of communication and information regarding vaccines to ensure their proper use.
The last joint evaluation of the PRODESS (JANS) conducted in 2011 yielded the following suggestions (PRODESS assessment report, Pages 51 through 56):
· A basic health system that is closer to the populations, well-managed and supplies quality services; 
· Medicalization of the first echelon: improve performance, reduce disparities;
· Strengthen the anchoring of hospitals in the health system for increased efficiency and effectiveness of the overall structure;
· Consider private facilities to be a full partner in attaining health results and hold them accountable;
· Strengthening of governance of the pharmaceutical system and improvement of performance in the implementation of activities of the National Pharmaceutical Policy (PPN);
· Effective and efficient maintenance to contribute to the performance of the health system;
· Hold participants accountable, monitor them in their adaptation of behavior to proper roles in the context of decentralization;
· Strengthen solidarity for access to care by developing a dynamic combination of complementary strategies;
· Ensure greater mobilization of financial resources and expenses that effectively reduce disparities; 
· Ensure control of the development of human resources and improve performance of personnel;
· Strengthen the contribution of information systems to monitoring progress and evaluating results;
· Strengthen inclusive strategic planning, well coordinated with the Strategic Framework for Growth and Poverty Reduction (CSCRP) and that codifies the principle of decentralization and attainment of results;
· Overcome issues related to demographic challenges;
· Make the next PDDSS into an opportunity to go to the next level, of universal access to care, quality of services and attainment of results in the domains of health and solidarity and promotion of women.
In order to confront the problems detected during this assessment, Mali, with the assistance of its partners, has undertaken the preparation of a new PDDSS (2014-2023), taking into consideration the suggestions made following this assessment.
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	This section will provide background information on how the country organises M&E arrangements and whether this proposal is aligned and complementary to national M&E plans. 
→ Please attach a copy of the M&E Plan for the national health plan.
→ Please provide a summary of how the National M&E Plan is implemented in practice. In your answer refer to relevant sections of the M&E Plan in the national health plan for further details. 
→ Please attach a copy of data quality assessment report(s) conducted within the last 3 years and data quality improvement plans.
→ Please provide a description of how development partners are involved in the M&E of the national health plan implementation and financing. Has there been an annual joint assessment of the health sector (JAR), and if so how is it conducted? Please outline the extent of GAVI involvement in the JAR process.
→ Please explain how immunisation programme reviews are linked to the Joint Annual Review (JAR), and if they are not linked currently, what will be done to establish linkages.

	ONE PAGE MAXIMUM
 There is still no actual monitoring-evaluation plan for the PDDSS. This document, however, includes a monitoring and evaluation framework with specific indicators, base values and targets to be reached in 2023 (Page 39). Two indicators specifically relate to immunization: Penta3 coverage rate and the measles vaccine coverage rate. Monitoring-evaluation of the implementation of PRODESS is organized through PRODESS authorities:
1. At the national level, these are: 
1.1. Monitoring Committee: Co-chaired by the Minister of Health and Public Hygiene, the Minister responsible for solidarity, humanitarian action and northern reconstruction, the Minister responsible for Women, Children and Families and the Civil Society representative (FENASCOM). It shall meet once per year and will include central, related and customized services of the relative departments, representatives of other departments and territorial municipalities, CSOs and Technical and Financial Partners at the highest level. This committee represents the supreme instance for coordination and monitoring-evaluation of the PRODESS. It validates the operating plans of the PRODESS and gives the major guidelines for the heal, social development and women's promotion policy.
1.2  PRODESS technical committee: This instance of PRODESS is co-chaired by the General Secretaries of the same departments specified above and by the representative of the CSOs (FENASCOM). The participants are the same as those in the Monitoring Committee in addition to the representatives of the Regional Health Directorates and of the hospitals. It shall meet once every six months and shall monitor the implementation of the OPs and verify the attainment of objectives. 
1.3 The PRODESS Steering Committee: It is also co-chaired by the three General Secretaries and FENASCOM and includes the central technical services of the three departments and those of the Technical and Financial Partners. It shall meet every two months, in order to monitor the implementation of the program in order to resolve bottlenecks, constraints and any obstacles that are identified.
2. At the regional level: 
There is the Regional PRODESS (CROCEP) Steering, Coordination and Evaluation Committee, chaired by the Governor of the region. It reviews and validates the health development plans and programs for the region and monitors their implementation. It includes public and administrative authorities of the region, the Technical and Financial Partners and other participants involved in the implementation of PRODESS.
3. At the operational level 
 There is the Management Council, which serves the same role as CROCEP at the district level. It is chaired by the Prefect and comprised of the political, administrative, local, chief physician and civil society authorities, the local Technical and Financial Partners and other PRODESS participants. The committee meets semi-annually. For the Towns of Bamako, the Management Council is chaired by the Mayors, and the parties mentioned above are participants.
The Planning and Statistics Cell of the health sector, social development and family promotion is responsible for centralization and data analysis necessary for the monitoring of PRODESS. 
Annual reviews of the health sector are coordinated at the central level and locally, involving the authorities described above.
Beyond the PRODESS authorities, more specific evaluation activities are organized by the MSHP: i) Annual evaluation and planning days, chaired by the Minister of Health for monitoring and evaluation of hospital and technical facilities; ii) the joint monitoring mission of the Ministry and partners that meet annually; iii) specific program reviews, including the EPI.
The mechanisms for monitoring and evaluation of the Ten-year Health and Social Development Plan depend on SNIGS, on the various sub-systems for collecting and analyzing data which have been implemented within the programs and certain specific surveys (Demographic Health Survey of Mali, MICS, EC, etc.). 
An external evaluation of the SLIS was conducted in 2013 (PRISM), and the report was validated in July 2014. An immunization data quality survey (DQS) is planned in 2014.
The immunization programs are reviewed during the PRODESS meetings. There is also an Inter-agency Coordinating Committee (ICC) for immunization that is able to be supplemented by the Immunization Technical Advisory Group.
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	This section will be used to understand the main bottlenecks affecting health system performance. The analysis here underpins the application, ensuring the proposed activities are designed to address the bottlenecks. 
→ Please describe key health and immunisation system bottlenecks at national, sub-national and community levels preventing your country from improving immunisation outcomes. Consider constraints to providing services to specific population groups, such as the under reached, marginalised or otherwise disadvantaged populations. The country is also asked to consider gender related barriers to accessing quality services.
In order to keep this section concise, please summarise the key elements in the context of the HSS support being asked for, and provide reference to the relevant section in the National Health Plan for further detail. 
→ Please refer to bottlenecks which impact gender and equity-related access to immunization.
→ Please reference the analytical work that led to identification of the bottlenecks.
* Describe the bottlenecks identified in any new vaccine proposals submitted to GAVI, the National Health Plan, and any recent health sector assessments such as the Effective
→ Which of the above-specified bottlenecks will be addressed by the current proposal? Which bottlenecks are addressed by other national or externally supported programs?
In order to keep this section concise, please summarise the key bottlenecks and provide references to the relevant sections in existing bottleneck analyses. Please ensure the referenced analyses are provided as attachments.

	FOUR PAGES MAXIMUM
In Mali, several documents show that certain difficulties in achieving the established objectives relate to problems with the organization of the health system. So bottlenecks that may adversely affect immunization results are grouped into the following categories
1. Provision of services:
· Significance of missed opportunities that are not corrected for certain vaccines (cMYP, p. 45): It was observed that many children who were not able to comply with the immunization calendar may be caught up during requests for other health services, in particular during treatment appointments.
· There are several factors that adversely affect care coverage, particularly with regard to immunization:  
· In spite of the geographic accessibility improvements made to basic services, limitations remain (44% of the population lives more than 5 km away). There are also areas that are difficult to access or that are unsafe (3 regions in the North). Nomadic populations and gold-washing sites also pose specific problems regarding access to care and immunization. 131 health areas do not have CSComs (cMYP, page 44, annual statistics report). 
· Low routine EPI vaccine coverage (cMYP, page 45, JRF): 13 districts out of 60 have Penta3 coverage < 80% related to geographic accessibility and security issues. 
· Furthermore, many parents do not have their children systematically immunized, in particular those parents who are not educated.  The implementation of an information and education program related to health at the community level could be one solution.
· High dropout rate (cMYP, p. 45):  This aspect could also be attributed to the lack of coherent communication regarding immunization.
2. Human resources:
· Insufficiency and instability of qualified and trained human resources for immunization (cMYP p. 45) and (PRODESS III, p. 46): insufficient qualified personnel is one of the primary bottlenecks of the health care system in Mali. It was noted that most of the immunization actions are carried out by unqualified personnel. These personnel, although they are insufficient, also have difficulty adapting to the living conditions of certain locales.
· Qualitative and quantitative insufficiency of personnel, in particular at the subregional or health district level (PRODESS III, p. 46): at this level, due to insufficient qualified personnel, health aids are used as vaccinating agents. These non-qualified personnel are just as often not trained in EPI data management, which explains the problems recorded in the collection and management of immunization data in many health districts of the country.
· insufficient personnel trained in the management of immunization logistics and maintenance: this state of affairs is the explanation for significant dropout rates at all levels due to late orders, expiration and cold chain problems.
· Low motivation of health personnel in general.
3. Supply chain management system:
· Low warehouse dry storage capacity at the central level and in most of the regional depots and in the districts (GEV/Mali, 2011 - Page 13): interruptions in the supply of vaccination supplies are the result of limited orders for these supplies, due to insufficient storage areas thus hindering the immunization sessions for children at institutions. The 2011 GEV also shows weaknesses in maintenance and the management of inventories, distribution and vaccine management (regional and operational levels). 
· Interruptions in the supply of vaccines, reagents, sample transport environment at the regional and operational level (cMYP, p. 75): this situation does not allow a rapid response to epidemics.
· Insufficient and outdated cold chain equipment and vehicles (cMYP, p. 82): in most CSComs, old oil-powered refrigerators are used. The lack of oil of a sufficient quality makes operation of the cold chain difficult. It has also been noted that most health district lack a vehicle to supply centers with vaccines, to conduct mobile team outings and supervisory activities. 
· Failure to comply with the supply calendar (cMYP, p. 82): which is also related to the lack of a management specialist in immunization logistics and causes interruptions in vaccine supplies at health care facilities.
· Failure to update inventories (cMYP, p. 81): this is attributed to inexperience and a lack of training of agents responsible for vaccine management in the various structures.
· Insufficiency of the maintenance system (cMYP, p. 82): the country does not have enough of technicians trained in cold chain logistics maintenance, therefore certain problems in the supply chain. 
· Insufficiency in the management of biomedical waste (cMYP, p. 82): structures lack an incinerator and adequate materials for the management of biomedical waste.
4. Health Information Systems:
· Insufficiency with regard to the collection, analysis, interpretation, use and transmission of data (cMYP, p. 45): this results, among other consequences, in poor planning and insufficient decision-making due to a lack of reliable data.
· A great discrepancy between routine coverage rates and those from surveys: this discrepancy is due on the one hand to the lack of a consensus regarding the total number of children to be immunized during the year (denominator) and on the other hand, the lack of strictness in data collection and verification.
· Less than 80% of districts reported a suspected case of yellow fever (cMYP, p. 74): unreported cases of icterus and for which samples were not taken for laboratory tests were noted in the country and are a weakness in epidemiological monitoring.
· Insufficiency in the surveillance of diseases that are avoidable by immunization and the reporting of AEFIs (cMYP, p. 82): with the frequent occurrence of epidemics in the country, surveillance of immunization-avoidable diseases is called into question.
· Weakness in the dissemination of results of research (cMYP, p. 83): lack of awareness of certain research due to a lack of communication, the fact that some data is not used for future interventions. 
5. Community and other local actors:
· Insufficient communication among the various actors (cMYP, p. 44): it is the result of a lack of use of immunization by the communities, due to ignorance of their role.
· Insufficient information regarding the importance of immunization and compliance with the vaccine schedule (cMYP, p. 45): certain parents are not aware of the importance of immunization and compliance with the immunization calendar, which represents one of the weaknesses of the system with regard to health communications.
· Absence of an operational plan for communication / social mobilization with regard to immunization at the Health Districts level (cMYP, p. 22): the contribution of populations to communication / social mobilization regarding immunization is difficult without an appropriate plan.
6. Legal, political and regulatory environment:
· Low institutional anchoring of the immunization program (failure to adopt texts from the General Directorate of Health) (cMYP, p. 19): the adoption of said texts from the General Directorate of Health will strengthen the immunization section by creating a sub-directorate for the EPI, with greater administrative autonomy.
· Absence of a law regarding sustainable financing (Draft law prepared and not adopted) (cMYP, p. 19): the delay in adoption of this law, caused immunization funding to not be at the desired level.
· Dysfunction within the national regulatory authority for medications and vaccines (cMYP, p. 81): the correct operation of this institution will allow the quality of vaccines and other pharmaceutical products to be better controlled before they reach the market. 
7. Financing:
· Insufficient financing of immunization activities by the decentralized municipalities and communities (cMYP, pp. 19 and 23), and in particular at the level of scheduling, monitoring-evaluation, oversight and supervision: the lack of mobilization of resources at the community level and the municipalities for immunization limits the implementation of advanced and mobile strategies. 
In the context of support for health system strengthening from the GAVI Alliance, intervention involving certain prioritized bottlenecks will be an advantage for the strengthening of immunization services at the operational level and improvement of coverage. These various prioritized bottlenecks were identified at all levels of the axes for strengthening of the health system. 

Prioritized bottlenecks that are addressed by the GAVI-HSS proposal:
1. Insufficient coverage of the offer of quality basic care in the care offer.
2. Insufficient demand for care and for immunization i particular.
3. Insufficiency of the health information system and monitoring-evaluation.
4. Insufficient cold chain capacity and effective vaccine management
5. Insufficient financing for immunization



	[bookmark: _Toc398181092][bookmark: _Toc276342221]10. Lessons Learned and Past Experience

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

	Objective
	Lessons learned, showing successes as well as difficulties; include any instruction drawn from the implementation of a grant.

	Objective 1: By December 2019, increase vaccine coverage of fully immunized children in the country from 72% to 95%. 
	· Evaluation of the pilot experience with Performance Based Funding in the health districts of Diolla, Fana and Banamba shows an improvement in availability, quality and use of health services. This experience will be extended to 3 regions (Kayes, Koulikoro  and Segou)with the support of GAVI-HSS.
· Experience has shown the need for strict external oversight of FBR indicators before the payment of bonuses, in order to avoid data manipulation.
· The majority of immunization services are carried out by agents who are insufficiently trained in EPI management, and their skills will be improved by training funded through GAVI-HSS support.

	Objective 2: Ensuring access to and availability of immunization in 100% of the priority districts.
	· Experience from implementation of GAVI-HSS 2009 funding has shown that the awarding of the motivation / isolated location will make the agents in distance and unsafe zones have a greater commitment.
· With the 2012 security crisis, contracts were signed with the NGOs and CSOs that were able to travel in zones occupied by armed groups to allow them to offer basic health services. This strategy will be continued in regions in the North where the situation is still unsafe, through GAVI-HSS funding.

	Objective 3: Strengthen the monitoring / evaluation system, including the health information system 
	· Quality control of data through the DQS and DQRC will allow the quality of the Local Health Information System (LHIS) to be improved and the discrepancy between administrative vaccine coverage data and the data from surveys to be decreased.
· Experience using mobile telephones to send health information on the malaria, SR and blindness programs conducted in three regions has shown its effectiveness in improving the complete and promote transmission of information. This experience will be extended to all SLIS data in these regions and its effectiveness will be evaluated with the support of the GAVI-HSS proposal, before extending this approach to other regions of the country. 

	Objective 4: Improve cold chain capacity and effective vaccine management
	· Considering the problems encountered with availability and quality of oil and its high cost, the Ministry of Health has implemented a plan to replace oil-powered refrigerators with solar refrigerators with no battery. This plan will be funded by the State, the Mali Plan, UNICEF and Canadian Cooperation funds.
· The introduction of the new vaccines has shown the low storage capacity for vaccines and supplies in the regions and at the central level. This situation was worsened by insufficient cold chain equipment maintenance at all levels. This allocation will allow a dry warehouse to be built at the central level as well as 15 cold chambers in each regional capitals and in certain health districts.

	Objective 5: Improve immunization financing by communities and municipalities.
	· In the context of decentralization, the Government transferred health funds to local municipalities, but these funds are not always used for immunization. The GAVI-HSS proposal will support advocacy activities for the mobilization of these funds in support of the EPI.

	TWO PAGES MAXIMUM
Following the Financial Management Evaluation (FME) and the Audit conducted by GAVI in Mali, HSS support funds were frozen first in 2010.  They were released after exchanges between the government of Mali and GAVI to improve management procedures and the repayment of amounts owed. The recommendations that were made led to the preparation of a memorandum attached to the document) to assist with better financial management. Then, the institutional crisis led partners, including the GAVI Alliance, to suspend their cooperation. So, the implementation of the HSS suffered from these freezesbecause most of the loyal agents in isolated and unsafe areas had abandoned their positions.  






1
Mali-GAVI HSS grant application – September 2014
	[bookmark: _Toc278640075][bookmark: _Toc283042943][bookmark: _Toc346115524][bookmark: _Toc346116641][bookmark: _Toc398181093][bookmark: _Toc276342222]
PART D - PROPOSAL DETAILS	



	

	For further instructions, please refer to the Supplementary Guidelines for HSS Applications
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	This section will be used to assess whether the proposed objectives are relevant, appropriate and aligned with the National Health Plan and cMYP, and contribute to improving immunisation outcomes. It will also ensure alignment with the bottleneck analysis above. 
Please succinctly describe the immunisation and HSS objectives to be addressed in this proposal and explain how they relate to, and contribute to, reducing HSS and immunisation bottlenecks (identified in section C.5 above) and strengthening of the health system. Please describe how these objectives are aligned with those in the national health plan. 
The objectives need to be aligned to and numbered in the same way in the HSS M&E Framework (Attachment 5) and also in the detailed Budget, Gap Analysis and Workplan Template (Attachment 6). 
→ For each objective, please describe: 
Which immunization outcomes will be improved by implementing the activities and how will the activities contribute to their improvement? Please focus on the key activities related to each objective rather than every single activity. Please demonstrate this link in the next section on the results chain;
Whether and how the proposed objectives relate to the equity and gender related barriers to access as identified in the bottleneck analysis and how the objectives will result in narrowing the equity gap in immunization coverage and contribute to reaching the unreached, under-served and marginalized populations? Countries are requested to consider gender related and geographic barriers to access of immunisation and other health services.
→ Please list and describe all of the proposed activities in the Budget, Gap Analysis and Workplan Template. If GA VI funding is requested to go into pooled funds, please attach the Annual Workplan and Budget (A WPB) and related Terms of Reference (TORs). 
This description will be used to assess if the proposed key activities will be sufficient to achieve the identified immunisation outcomes.

	TWO PAGES MAXIMUM
Objective 1: By December 2019, increase vaccine coverage of fully immunized children in the country from 72% to 95%. 
In order to attain this objectives, skills of personnel will also be improved through ongoing and long-duration training at all levels (national, regional, district, health area).  Logistics resources and adequate equipment will be made available to the priority structures based on needs, in order to strengthen their management capacities, delivery and transport of vaccines and the management of biomedical waste. 
Performance Based Funding will be used in certain health districts to encourage attaining better results with regards to immunization.
In accordance with the priority interventions to achieve Strategic result 7.7 of the Strategic Health Plan (HSDP) and the first three objectives of the cMYP, specific emphasis will be placed on health communication and more specifically on immunization.
Objective 6 (Strategic Result 6.5) of the HSDP provides for an increase in the supply and use of quality health services, with equitable distribution, and meeting the needs of the population.
Objective 2: Ensuring access to and availability of immunization in 100% of the priority districts.
Currently sixteen (16) health districts are prioritized for health system strengthening and for immunization in particular.  These districts present vaccine coverage statistics that are below 80% and a high dropout rate (greater than 10%). 
As noted in Objective 3 of the cMYP and Objectives 5 (Strategic Result 5.1) and 8 (Strategic Result 8.3) of the HSDP, attaining this objective will require, in addition to activities at stationary immunization centers, specific emphasis on alternative strategies (advanced strategies, mobile teams) for reaching populations not serviced by health centers (Geographic accessibility at a distance of 5 km is only 56%) and unsafe zones. So, performance contracts will be executed with community participants, from the private sector and NGOs in order to carry out these activities.
Motivational/remote location bonuses will also be granted to agents working in zones that are difficult to access and in poor areas.
Objective 3: Strengthen the monitoring / evaluation system, including the health information system 
This objective will be achieved by:
· Reviewing LHIS data collection tools, training agents to use these tools as well as support for the production and distribution of the annual statistical report.
· The quality of LHIS data will also be improved through the annual evaluation of data quality at operational (DQS) and national (DQRC) levels, periodic evaluation of availability and the operational capacity of health services (SARA survey).  
· Support for evaluations and reviews (annual sector review and external review of the EPI) of the health sector in general and immunization in particular at the national scale, will allow interventions in this regard to be improved.
· Lastly, the performance of annual LQAS suveys will be supported and a vaccine coverage survey will be conducted in 2019.
These various interventions were taken into consideration for attainment of Objective 10 (Strategic result 10.2) of the HSDP and Objective 6 of the cMYP.
Objective 4: Improve cold chain capacity and effective vaccine management
In order to improve storage, transport and vaccine conservation capacities, as defined in Objective 7 (Strategic Result 7.7) of the HSDP and Objective 5 of the cMYP, the health structures will be equipped with adequate logistics for vaccine management and vehicle logistics to ensure the centers' vaccine supply. In this context:
· At the national level, a dry warehouse will be built for storing consumables; 
· At the regional level, a 20 m3 capacity cold chamber will be installed at all the regional departments and a cold chamber with a capacity of 10 m3 will be installed for storage in six large health districts (Bandiagara, Bougouni, Kati, Kita, Koutiala, San).
· At the operational level, the facilities will be equipped with solar and electrical refrigerators, based on their varying needs.
The effective management of these logistics will be provided by personnel with the appropriate training and equipment and material maintenance missions will be supported by the GAVI Alliance grant.
Objective 5: Improve immunization financing by communities and municipalities.
In order to facilitate and encourage the mobilization of resources for immunization by the various actors (city government, ASACO, DTC, Municipalities, NGOs, etc.), advocacy meetings will be held quarterly in the health districts.  
Objective 9 of the HSDP (Strategic Results 9.1 and 9.2 and Objectives 1 and 5 of the cMYP will contribute to attaining this objective of the proposal.
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	This description will be used to assess if the proposed key activities will be sufficient to achieve the identified immunisation outcomes. 
→ Please present a description of key activities organised according to the above specified objectives in the table below. Clearly explain how the proposed activity is linked to improving immunisation outcomes. Please ensure that activities described here are aligned with activities that are included in the Budget, Gap Analysis and Workplan Template. 
→ Countries should demonstrate alignment between HSS grant activities and activities funded through other GAVI cash support, including vaccine introduction grants and operational support for campaigns.

	Objective / Activity
	Explanation of link to improving immunisation outcomes

	Objective 1: By December 2019, increase vaccine coverage of fully immunized children in the country from 72% to 95%. 

	[bookmark: RANGE!D6]Activity 1.1: Training supervisory teams (3 agents) from the 28 health districts in performance based funding.


	This training will allow the district-level participants to apply performance based funding for immunization and to improve them.

	Activity 1.2: Train and refresh 1500 vaccinating agents of the CSComs, private facilities and para-public facilities.
	CSCom level participants will be able to better fulfill support for the EPI and to correctly provide vaccination services.

	Activity 1.3: Train 3 people per CSCom in micro monitoring/planning in 1170 CSComs.
	This activity will allow bottlenects for the implementation of immunization programs to be identified and corrective action to be planned in order to attain the established objectives.

	Activity 1.4: To support the advanced strategy in 1110 CSComs.
	Personnel provide effective management of biomedical waste from immunization, which will limit infections related to this waste.


	Activity 1.5: Train 104 district agents in the regions of: Kayes, Koulikoro, Sikasso, Ségou, Mopti and the Bamako District in biomedical waste management
	Communication for immunization is anchored in the health structures and the community is made more aware and has children immunized correctly.


	Activity 1.6: Equip 20 health districts with vehicles for supervision activities and mobile teams  (Koutiala, Yanfolila, Sikasso, Sélingué, Tominian, Ségou, Macina, Niono, Tenenkou, Douentza, Youwarou, Djéné, Nioro, Kayes, Kita, Diéma, Nara, Fana, Kati and Dioila) 
	Supervision activities for immunization and the perforamnce of mobile team strategies will be effective.

	Activity 1.7 - Equip 200 CSComs with a motorbike for advanced strategy activities (list attached)
	Immunization activities are conducted using advanced strategies for good geographic accessibility and good vaccine coverage

	Activity 1.8: Equip twenty-five (25) CSRefs with an AJA incinerator by late 2019 (Sélingué, Sikasso, Kadiolo,Kolondièba, Kigna, Niono, Bla, Macina, Ségou, San, Banamba, Koulikoro, Kalaban coro, Fana, Kati, Bandiagara, Koro, Douentza, Bankass, Djenné, Kita, Kéniéba, Kayes, Diéma, Oussoubidiagna
	Waste from immunization sessions will no longer present a danger to agents and the community.

	Activity 1.9: Equip 25 health districts with biomedical waste management and collection material (Yorosso, Kignan, Sélingué, Sikasso, Kadiolo, Macina, Tominian, Baraouéli, San, Ségou, Nara, Banamba, Kalaban coro, Kati, Koulikoro, Bandiagara, Koro, Douentza, Bankass, Djenné, Kita, Kénièba, Kayes, Diéma, Oussoubidiagna
	Effective management of waste from immunization activities is operational in the various health districts

	Activity 1.10: Support specific semi-annual EPI supervision activities by the central level over the peripheral levels.
	This activity will allow the implementation of activities to be monitored and solutions to be found for the problems identified with actors.

	Activity 1.11: Support the mobile immunization team in 57 health districts
	Populations that are remote from health care structures will be provided with immunization services.

	Activity 1.12: Provide quarterly performance bonuses of 75,000 CFA francs to CSComs reaching 95% Penta3 and VAR coverage with a dropout rate of < 10% in the districts within the regions of Mopti, Ségou, Koulikoro, Sikasso, Kayes and Bamako)
	This would encourage EPI officials at the operational level to actively seek out missed opportunity situations and dropouts.

	Activity 1.13: Continue the process of providing CSComs with physicians by recruiting and assuming responsibility for salaries and costs for 50 physicians per year.
	Provision of physicians to CSComs has allowed an improvement in the quality of services, particularly in the context of immunization. It must be encouraged and continued in order to offset the problem of qualified human resources, from which our health system suffers.

	Activity 1.14: Implement a system for verifying PBR data through auto-assessment. 

	This external assessment will impartially verify the data presented by the health facilities that are part of the PBR system. 

	Activity 1.15: Prepare communication plans regarding routine immunization in the 3 prioritized health districts with low vaccine coverage.
	This activity is important in order that each health district has a permanent communication plan for the EPI, considering the specific features and details of the districts.

	Activity 1.16: Implement routine immunization communication plans in 3 health districts.
	The purpose of this activity is to ensure permanent communication regarding immunization (Importance, compliance with immunization schedule)

	Activity 1.17: Continue the accreditation process for CSRefs in the Kayes Region (Bafoulabé, Diéma, Kayes, Kéniéba, Kita, Nioro, Yélimané, Oussoubidiagnan)
	Competition among the various health districts may contribute to improving their performance and specifically immunization data.

	Activity 1.18: Implement a system for monitoring accredited districts in the Kayes region (Bafoulabé, Diéma, Kayes, Kéniéba, Kita, Nioro, Yélimané, Oussoubidiagnan)
	It will allow accredited structures to maintain their status.

	Activity 1.19: Set up a system for external verification of PBR data.  
	Sustained district performance to attain the objectives, in particular with regard to immunization, was evaluated.

	Objective 2: Ensuring access to and availability of immunization in 100% of the priority districts.

	Activity 2.1: Granting remote / distance bonuses to 90 new men/month (30 nurses, 30 midwives and 30 vaccinating agents) working in disadvantaged areas of Zone I (Regions of Koulikoro, Sikasso, Segou and Mopti) and Zone II (Regions of Kayes, Tombouctou, Gao) that have been impoverished for five years.


	Certain locations, the region of Kidal and the Districts of Menaka, Tombouctou, Goundam, Niafounké, have been deprived of health services since the crisis broke out, and only the humanitarian NGOs and CSOs have been able to provide services there.  Interventions will allow access to immunization services in these various areas to be provided.

	Activity 2.2: Sign a contract for services every year with the CSOs/NGOs after calling for bids based on the Reference Terms and Conditions, in order to provide care services, in particular immunization, in zones that are under the control of armed groups (the region of Kidal and the districts of Menaka, Tombouctou, Goundam and Niafounke).
	Keeping qualified personnel at structures by awarding motivational bonuses will allow better care for patients and better EPI management.

	Objective 3: Strengthen the monitoring / evaluation system, including the health information system

	Activity 3.1: Review PBF tools to consider prioritized indicators for immunization for structure performance. 

	The availability of appropriate tools will facilitate the implementation of performance based funding, in particular for immunization.

	Activity 3.2: Organize a national immunization coverage survey

	This activity will allow an objective analysis to be conducted of the contribution of the program to improving immunization indicators.

	Activity 3.3: Support updating of health human resources mapping and specifically those responsible for the EPI.
	Information regarding human resources, specifically for those responsible for immunization, in order to support decision-making

	Activity 3.4: Train 130 agents in DQS techniques in 65 health districts.
	The immunization data verification surveys will be conducted systematically at the level of health structures.

	Activity 3.5: train 1170 Technical Center Directors in LQAS methods.
	The immunization coverage surveys will be conducted systematically in the health areas.

	Activity 3.6: Conduct LQAS surveys every quarter at the level of health areas for immunization. 
	The purpose of this activity is to improve data quality and to reduce discrepancies between administrative coverage and survey coverage.

	Activity 3.7: Finalize the review of LHIS data collection tools. 


	Quality tools will facilitate the collection of immunization data.

	Activity 3.8: Update the data management portal weekly.  
	Data regarding immunization will be updated on an ongoing basis.

	Activity 3.9: Conduct external evaluation of the GAVI-HSS program at its mid-point and end.
	Useful information will be available to demonstrate the impact of the program and to direct intervention activities.

	Activity 3.10: Organize a workshop to train trainers from the regional and district levels (74 agents) in revised collection tools.
	The agents will be able to correctly fill out the data collection tools.

	Activity 3.11: Support the organization of the preparation and validation workshop for the regional statistical bulletin.
	Thus the teams will conduct their scheduling in function of the regional details.

	Activity 3.12: Support the preparation of the annual DQRC.
	

	Activity 3.13: Support the performance of the SARA survey every 2 years.
	This activity will allow the availability and operational capacitieis to distribute basic health and immunization services to be evaluated, in particular, and it will thus provide a factual basis for identifying bottlenecks, taking measures to alleviate them and monitor progress for improving the provision of services. 

	Activity 3.14: Support the organization of the external EPI review in 2016 in order to prepare the new 2017-2021 cMYP.
	This will provide an objective and impartial opinion of the Mali EPI and will lead to the preparation of the cMYP.

	Objective 4: Improve cold chain capacity and effective vaccine management

	Activity 4.1: Construction of a dry warehouse at the central level


	Storage capacities for consumables will be improved, which will allow better storage of said consumables.

	Activity 4.2: Supply and install 20m3 cold chambers at 9 regional departments and 5 districts of Bougouni, Kita, Kati, Koutiala, San, Bandiagara.
	Problems with vaccine storage and cold chain interruptions will be corrected. This will facilitate supplying neighboring districts with vaccines.

	Activity 4.3: Training mid-level supervisors in immunization logistics (3 immunization sections, 18 regional, 63 districts).
	Immunization logistics will be appropriately managed at the national level and the regional level.

	Activity 4.4: Awareness promotion of customs and traffic agents regarding vaccine management.
	This awareness will allow agents to acquire the skills for management of vaccines and to facilitate their passage through customs and traffic stations.

	Activity 4.5: Support cold chain maintenance missions at the central and regional level by SEPAUMAT.
	This will allow the ongoing operation of the cold chain and will allow better preservation of vaccines.

	Activity 4.6: Conduct an EVM assessment in 2017.
	The use of the conclusions and implementation of the recommendations from that evaluation will allow vaccine management to be improved.

	Objective 5: Improve immunization financing by communities and municipalities.

	Activity 5.1: Organize meetings in 63 health districts every 2 years with all participants (city government, ASACO, DTC, etc.) in the EPI for the mobilization of resources allocated to immunization.
	The resources will be mobilized for financing immunization at the operational level.

	THREE PAGES MAXIMUM




	[bookmark: _Toc346116644][bookmark: _Toc398181096][bookmark: _Toc276342225]13. Results Chain	

	This description will detail to GAVI how the proposed activities will result in improved immunisation outcomes. 
→ Please present a Results Chain using the template provided in the application form for each objective. This diagram should demonstrate how activities contribute to achieving intermediate results and how these intermediate results contribute to achieving immunisation outcomes. The intermediate results should link directly to the HSS bottlenecks identified in Section 9 and should address or contribute to addressing the selected bottlenecks for the GA VI HSS proposal. 
(Please only include the key 4-5 activities for each objective that are central to delivery of intermediate results and immunisation outcomes. It is not necessary to list all activities for each objective as these are listed in Section 12 Description of Activities and in Section 15 Detailed Budget and Workplan Narrative.)
→ The Results Chain should be consistent with the HSS M&E Framework. For every activity, intermediate result and immunisation outcome listed in the Results Chain, there should be corresponding indicators to measure achievement detailed in the box below. These should align to indicators detailed in the HSS M&E Framework and should include the six mandatory immunisation outcome indicators listed in the Key Terms Section of the Supplementary Guidelines for HSS Applications. Applicants are encouraged to include other immunisation outcome indicators as well which relate specifically to the part of the health system where funds will be used. 
→ Please note that a GAVI HSS proposal must include an independent and systematic data quality assessment and an improvement plan described in the Supplementary HSS Guidelines Key Terms Section. Applicants must include specific data quality problem areas where funds will be used.

	Objective 1: By December 2019, increase vaccine coverage of fully immunized children in the country from 72% to 95%. 

	
	Key activities:
· Increasing the skills of human resources in health care.
· Contribution of logistics resources for district supervisory teams and advanced and mobile strategies.
·  Providing equipment for the management of biomedical waste.
· Support for supervisory and advanced strategy activities.
· Implementation of a performance based funding system in 3 Regions. 
· Support for social mobilization and community participation in support of immunization.

	
	Intermediate Results:
· Population accessibility to immunization services was improved;
· Operating capacity of the CSComs and CSRefs was improved;
· The population is better informed/aware and participate more often in immunization activities
· Community participation in immunization activities increased.

	· 
	Immunization outcomes:
· Effective vaccine coverage was equitably improved. 
	

	
	Related Key Activities Indicators:
· Proportion of personnel trained by type of training;
· Number of structures equipped with a motorbike, vehicles and incinerators;
· Number of monitorings/oversights conducted;
· Number of structures supported for advanced and mobile strategies;
· Number of districts that implemented PBR;
· Number of districts that prepared and implemented an immunization communication plan.

	
	Related Intermediate Results Indicators:
· Proportion of the population having access to immunization through fixed, advanced and mobile strategies; 
· Proportion of CSComs and CSRefs fulfilling operational capacity criteria;
· Proportion of non-immunization due to parents (mothers) lacking information;
	· 
	Related Immunisations Outcome Indicators:

· Penta3 coverage 
· Measles coverage - 
· Percent of districts with Penta3 coverage ≥80% 
· Difference in Penta3 coverage between lowest and highest wealth quintile. 
· Drop-out rate for Penta1/Penta3
· Fully immunized child 
	

	



Objective 2: Ensuring access to and availability of immunization in 100% of the priority districts. 
	

	
	Key activities:
· Signature of services contracts with CSOs to cover unsafe zones.
· Granting of remote/distant/unsafe bonuses to healthcare personnel

	· 
	Intermediate Results:
· Immunization services are available at all CSCons in the sixteen (16) prioritized districts
· CSConms in remote/distant/unsafe zones have qualified personnel to provide care according to national standards.
	· 
	Immunization outcomes:
· Effective vaccine coverage was equitably improved.
	

	
	Related Key Activities Indicators:
· Number of services agreements executed with CSOs for services at structures in unsafe zones.
· Number of personnel receiving remote/distant/unsafe bonuses.
	· 
	Related Intermediate Results Indicators:
· Proportion of CSComs that offer routine immunization services in unsafe zones and distant zones.
· Proportion of CSComs in remote/distant/unsafe zones that have personnel complying with national standards.
	· 
	Related Immunisations Outcome Indicators:
· Penta3 coverage 
· Measles coverage - 
· Percent of districts with PENTA3 coverage ≥80% 
· Difference in Penta3 coverage between lowest and highest wealth quintile. 
· Drop-out rate for Penta1/Penta3
· Fully immunized child

	

	
Objective 3: Strengthen the monitoring / evaluation system, including the health information system
	

	
	Key activities:
· Improvement of skills of health care personnel for monitoring-evaluation (DQS, LQAS).
· Review of data collection tools and the PBR tool.
· Performance of a specific assessment and survey (SARA, DQRC, DQS, LQAS and vaccine coverage survey).
· Mid-point and final GAVI-HSS evaluation.
· External EPI review 
· Grant for the production of SIS data
· Grant for the computerization of data collection at the CSCOM level in 3 regions. 
	· 
	Outputs / Intermediate outcomes: 
· Routine health information is available and its quality is improved.
· Existence of a factual data basis regarding the health system, including immunization.
· The information is used for strategic planning and action.  

	· 
	Immunization outcomes:
· Effective vaccine coverage was equitably improved.
	

	
	Related Key Activities Indicators:
· Proportion of personnel trained by type of training;
· Survey/assessment number carried out. 
· Revised number of tools.
· Number of CSComs having a mobile network for SIS data collection.
· Number of regions produicing a statistical report.  
	· 
	Related Intermediate Results Indicators:
· LHIS data completeness rate 
· LHIS data concordance rate
· Proportion of the operational plan of districts, based on regional statistical annual information.
	· 
	Related Immunisations Outcome Indicators:
· Penta3 coverage 
· Measles coverage - 
· Percent of districts with PENTA3 coverage ≥80% 
· Difference in Penta3 coverage between lowest and highest wealth quintile. 
· Drop-out rate for Penta1/Penta3
· Fully immunized child
	

	
	Objective 4: Improve cold chain capacity and effective vaccine management
	

	
	Key activities:
· Construction of a dry warehouse at the central level
· Contribution and installation of cold rooms
· Improvement of skills of personnel for effective vaccine management.
· Support for cold chain maintenance by SEPAMAUT
· 
	· 
	Outputs / Intermediate outcomes: 
· EPI supply storage capacity improved at the central level.
· Cold chain capacity at the intermediate level complies with current and new vaccine storage needs. 
· Effective management of vaccines is improved.
	· 
	Immunization outcomes:
· Effective vaccine coverage was equitably improved.
	

	
	Related Key Activities Indicators:
· Availability of a dry warehouse at the central level
· Number of cold chambers installed
· Number of agents trained in Immunization Logistics
· Number of maintenance missions conducted.
	· 
	Related Intermediate Results Indicators:
· EPI supply storage capacity coverage rates at the central level.
· EPI supply storage capacity coverage rates at the intermediate level.
· Proportion of EVM criteria greater than 80%.
	· 
	Related Immunisations Outcome Indicators:
· Penta3 coverage 
· Measles coverage - 
· Percent of districts with PENTA3 coverage ≥80% 
· Difference in Penta3 coverage between lowest and highest wealth quintile. 
· Drop-out rate for Penta1/Penta3
· Fully immunized child
	

	
	Objective 5: Improve immunization financing by communities and municipalities.
	

	
	Key activities:
· Organization of advocacy meetings to mobilize resources at the level of local municipalities and communities.
· 
	· 
	Outputs / Intermediate outcomes: 
· The resources are mobilized for financing immunization at the operational level.

	· 
	Immunization outcomes:
· Effective vaccine coverage was equitably improved.
	

	
	Related Key Activities Indicators:
· Number of meeting minutes available.
	· 
	Related Intermediate Results Indicators:
· Proportion of towns that mobilize resources for immunization.

	· 
	Related Immunisation Outcome Indicators:
· Penta3 coverage 
· Measles coverage - 
· Percent of districts with PENTA3 coverage ≥80% 
· Difference in Penta3 coverage between lowest and highest wealth quintile. 
· Drop-out rate for Penta1/Penta3
· Fully immunized child
	

	
IMPACT: Please provide an impact statement and indicator(s)
Impact: 
· Contribute to reducing infant and child mortality
· Reduce the incidence of vaccine-preventable diseases.
Impact indicators: 
· Under-five mortality rates
· Incidence of measles. 

	HYPOTHESES:
· Political and institutional stability maintained;
· Strengthening the budget resources allocated by the Government to immunization;
· Conclusion of the security crisis;
· Good governance of financing allocated to health;
· Effective recovery and continuation of bilateral and multilateral cooperation.
Risks:
· Degradation of the security situation;
· Insufficient availability of certain vaccines on the global market;
· Outbreaks of an epidemic or a natural catastrophe;
· Failure of stakeholders to respect their commitments.

	FOUR PAGES MAXIMUM




	For further instructions, please refer to the Supplementary Guidelines for HSS Applications
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	This description will enable GAVI to assess how programme performance will be monitored and to ensure alignment with National M&E arrangements. The proposed M&E framework for the HSS grant should link to the proposed Results Chain. While the Results Chain provides the rationale for how the proposed activities will result in improved immunisation outcomes, this section provides details of how the monitoring and evaluation will be undertaken.
Please note that the detail on activities, intermediate results and immunisation outcomes and their related indicators represents only a portion of what Monitoring and Evaluation consists of. As highlighted by the IHP+ Common M&E Framework diagram (Figure 3 in the Supplementary HSS Guidelines), the additional elements of data collection, analysis and synthesis, and communication and use are equally important. This section should therefore focus on providing a detailed description of how this proposal intends to tackle these elements. 
*Where possible, GAVI asks for both country administrative data as well as data from ‘other’ sources. "Other" recommended data sources are DHS/MICS or recent coverage estimates from WHO/UNICEF. If the difference between these reported data are more than 5% points, the country should include an explanation as to how they plan to strengthen data quality as part of the M&E Framework of the HSS grant. Even if the discrepancy is less than 5 percentage points, countries should institutionalize a periodic process of data verification that has an independent (national or external) component. 
→ Please provide an HSS grant Monitoring & Evaluation Framework as Attachment 3 (please complete the GAVI template).
→ Please provide a description of how the monitoring and evaluation will be carried out for the grant, indicating how M&E is aligned with the national health plan results framework.
→ Which sources of data will be used? Please provide an explanation of any disparities between administrative statistics and ‘other’ statistics and details of any plans to improve data quality to address these disparities. Please detail whether these plans are being implemented or if their resourcing and implementation are to be covered in the current HSS application.
→ How much budget will be allocated to monitoring and evaluation, which will include M&E for this grant as well as for national M&E systems strengthening? 
→ Please describe the M&E system strengthening activities to be funded through this proposal.
→ Please identify one or more immunisation outcomes for each objective. 
→ Please identify a number of intermediate results indicators related to each objective of the grant that shall be used for tracking the overall progress of the grant implementation (these will be used for PBF’s programmable section - see Figure 2 in the Supplementary HSS Guidelines). These are the same intermediate results indicators that are included in the Monitoring & Evaluation Framework, and will be used to measure the outputs / intermediate results that are included in the results chain in Section D.13.
Please note that GAVI requires that each proposal includes an end of grant evaluation in their M&E Framework. 

	TWO PAGES MAXIMUM
Monitoring-evaluation of the GAVI-HSS grant rests on the monitoring-evaluation mechanisms of the PRODESS III instances. 
· National level: 
· Monitoring committee: Chaired by three (3) ministers responsible for PRODESS and the civil society representative; it meets once per year.
· Technical Committee of PRODESS: Chaired by the general secretaries of the three (3) departments responsible for PRODESS and the civil society representative; it meets semi-annually.
· PRODESS Steering Committee: Also chaired by the general secretaries of the three (3) departments responsible for PRODESS, this committee meets as often as necessary, when announced by one of the chairs.
· Intermediate levels: This is the Regional Steering, Coordination and Evaluation Committee for PRODESS (CROCEP), the annual organization of which allows operational plans, projects and programs implemented in a region to be monitored.
· Operational level: The management council, at the level of the health districts, meets every six months in the context of the monitoring and evaluation of activities carried out in the districts. It is chaired by the prefect of the circle. 
It is also based on administrative data from the NHIS and on the results of the following specific evaluations and surveys: 
· EVM assessment in 2017. 
· Survey of vaccine coverage in 2019
· 2016 and 2018 SARA Survey
The annual progress report for the proposal will be prepared by the coordination focal team of the Statistical Planning Cell of the Ministry of Health and validated by the PRODESS steering committee.
In the context of the monitoring-evaluation of activities, the HSDP and its first five-year phase provides for the performance of quarterly supervisions to monitor the implementation of operational plans and semi-annual monitoring of activities at the local level.
Monitoring-evaluation of this proposal falls in line with supervision and monitoring activities. Thus, supervision, monitoring and quarterly activity reports will be the sources for monitoring the evolution of indicators and vaccine coverage surveys.
Furthermore, disagreements were observed between the data from administrative sources and those resulting from surveys.  In order to confront this situation, it was anticipated, in this proposal, that the DQS and LQAS would be carried out periodically (monthly, quarterly and annually) in function of the level of the health pyramid.  The development of a Web application for real-time immunization data management will also allow the health information system, specifically with regards to immunization, to be improved. 
Thus, the intermediate results sought by the implementation of the various activities included in this proposal will constitute monitoring and evaluation components of the proposal. The various indicators that will be evaluated based on the defined objectives are:
Objective 1: By December 2019, increase vaccine coverage of fully immunized children in the country from 72% to 95%.  
· Proportion of the population having access to immunization through fixed, advanced and mobile strategies: Current media are not suited to the collection of said information, but the revision of tools will allow them to be considered as of the first year of implementation of the proposal; 
· Proportion of CSComs and CSRefs fulfilling operational capacity criteria: Current media are not suited to the collection of said information, but the revision of tools will allow them to be considered as of the first year of implementation of the proposal;
· Proportion of non-immunization due to parents (mothers) lacking information.

Objective 2: Ensuring access to and availability of immunization in 100% of the priority districts. 
· Proportion of CSComs that offer routine immunization services in unsafe zones.
· Proportion of CSComs in remote/distant/unsafe zones that have personnel complying with national standards: Current media are not suited to the collection of said information, but the revision of tools will allow them to be considered as of the first year of implementation of the proposal.			
Objective 3: Strengthen the monitoring / evaluation system, including the health information system
· LHIS data completeness rate;
· LHIS data concordance rate;
· Proportion of the operational plan of districts, based on regional statistical annual information.
Objective 4: Improve cold chain capacity and effective vaccine management
· EPI supply storage capacity coverage rates at the central level;
· EPI supply storage capacity coverage rates at the intermediate level.
· Proportion of EVM criteria greater than 80%.
Objective 5: Improve immunization financing by communities and municipalities.
· Proportion of towns that mobilize resources for immunization.
It must also be noted that external mid-point and final evaluations of the program are planned.
The amount allocated to monitoring/evaluation of the grant is 792,469 $ US, and the management cost is estimated at 845,846 $ US, i.e. 4.2 % of the total amount. 
[image: ]
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	This description will be used to assess if the proposed budget shows sufficient justification for the proposed activities and activity costs within the HSS grant.
→ Please provide a detailed budget and work plan as Attachment 6 to this proposal. Please refer to the Supplementary HSS Guidelines for the list of items required from the budget and work plan. It is highly recommended that applicants use the GAVI HSS Budget, Gap Analysis and Work plan template as Attachment 6. However, countries can also provide this information in the format of an existing national Annual Operational Plan (AOP) or equivalent document. 
→ Please include additional information on the assumptions within the budget and justification of unit costs to demonstrate that they are reasonable and supported by in-country planning. These assumptions and unit cost justifications may be inserted here or attached as separate documentation.
→ Please provide a detailed Procurement Plan (PP) for the acquisition of goods, works and consultant’s services covering the first 18 months of programme implementation. This should be submitted as Attachment 7 together with the work plan and budget (Attachment 6). This PP shall be reviewed and approved together with the work plan and budget by the HSCC/ ICC of the country.

	TWO PAGES MAXIMUM
For preparation of the budget, national reference documents, in particular the breakdown of prices, decisions, decrees and rulings by the ministries were used to determine unit costs, per diem rates, travel, lodging and fuel expenses.
The process of procurement of materials and equipment will be carried out according to Government procedures. The following table presents the amount relative to each objective, and the others the attached activities planning sheet.
Tables: Distribution of the budget according to the objectives of the proposal
	Objectives of the HSS proposal 
	Amount for objectives 
	Percentage

	Objective 1: By December 2019, increase vaccine coverage of fully immunized children in the country from 72% to 95%. 
	12,312,253.70
	63.7%

	Objective 2: Ensuring access to and availability of immunization in 100 % of the priority districts.
	3,117,074.90
	16.1%

	Objective 3: Strengthen the monitoring / evaluation system, including the health information system
	2,236,010.00
	11.6%

	Objective 4: Improve cold chain capacity and effective vaccine management
	912,019.00
	4.7%

	Objective 5:  Improve immunization financing by communities and municipalities.
	736,796.30
	3.8%

	 
	 
	 

	Program Management Cost
	845,846
	4.2%
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	This description will ensure that GAVI is aware of support provided by other donors, thereby avoiding overlap or duplication. It will also highlight the added value of the support requested from GAVI. 
→ Please complete a gap analysis that is related to each of the GAVI HSS proposal objectives. The gap analysis should use information as available in National Health Sector Strategy/Plan, cMYP, or other gap analysis conducted, to show the total resource requirements for Health System Strengthening related to each of the proposal objectives. Applicants are encouraged to use the GAVI HSS Budget, Gap Analysis and Workplan Template but can alternatively choose an existing country template.
→ For each of the objectives, applicants should list different resources for HSS financing already in place that contribute to the proposal objective, including government and external donor contributions, the project name if applicable (or indicate budget support), duration of support, funding amount provided (in US$), and geographic location covered by the support. The Supplementary HSS Guidelines provide more detail on the key required elements of the gap analysis.
→ In the box below, please provide a narrative description of other efforts by the Government or development partners that focus on the bottlenecks that are addressed by the proposed objectives, including the timeframe and the geographic location of this support, thereby highlighting the value-added of GAVI support and how the current proposal complements those efforts. 
GAVI encourages the use of data from existing gap analyses, rather than undertaking a new gap analysis.



	TWO PAGES MAXIMUM

Mali prepared its strategic health plan (HSDP) for the 2014-2023 period and its first phase of implementation for PRODESS III (2014-2018) the total cost of which for priority interventions is estimated at 786,910,416,000 CFA francs distributed over five (5) years, at an amount of 157,382,083,200 CFA francs per year. The national budget will be able to cover this annual cost since 15% is allocated to health (Abuja Accord). Mali is posed to adopt these principles of the Abuja accord.
Following the socio-political and security crisis of 2012 with the suspension of most bilateral and multilateral cooperation agreements, said program has not yet received a partner commitment for financing, and their replies are reserved.
Financial analysis shows that there are gaps between (i) the package of available financial resources; and (ii) the minimum budget necessary to cover the cost of the selected priority interventions. 
It is therefore important to select certain principles for management of these gaps, for example during the annual PO validation process. The PRODESS-III document proposes the principles for this management. In the new procedures manual that will be prepared, these principles are supplemented with detailed procedures. 
The management of gaps will rest on the principle of non-fungibility of the allocated resources to finance the targeted activities. This involves respecting budget allocations intended for interventions. 











Detail of amounts necessary to attain objectives:

	HSS Application Objectives
	Funds Needed

	1.	Objective 1 – By December 2019, increase vaccine coverage for fully immunized children in the country from 72% to 95%.
	531,682,054

	2.	Objective 2 – Ensure accessibility and availability of immunization services in 100% of prioritized districts
	29,380,530

	3. 	Objective 3 – Strengthen the monitoring/evaluation system, including the health information system
	16,193,102

	4.	Objective 4 – Strengthen cold chain capacity and effective vaccine management
	377,535,356

	5.	Objective 5 – Strengthen immunization financing by municipalities and communities
	331790,428





In relation to Objective 1, the State anticipates allocating 404,190,665 US$ over five [years] to ensure the availability of health and immunization services, in particular throughout the entire country.  In the context of improvement of reproductive health, World Bank intends to support the country over a period of three [years] with a plan totaling 25,000,000 US$ throughout the country. Spanish cooperation will contribute to implementation of the reproductive health policy with 3,288,00 US$ in the Kayes region, over five (5) years.  For management of biomedical waste, UNICEF will make adequate material available to the structures with financial assistance from Canadian Cooperation. A portion of the GAVI grant (12,312,253.90 US$) will allow a portion of the financial gap to be closed.  Subsequent negotiations with the other partners will cover the rest of the amount. 
With regard to objectives 2 and 3, the amounts to be mobilized through the national budget over the five [years] of the HSDP are respectively 23,775,921 US$ and 11,887,961 US$. They have not yet announced their financing.  GAVI will contribute to closing the gap with 3,117,075 US$ for Objective 2 and 2,236,010 US$ for Objective 3. The partner agreements will allow the rest of the gap to be closed. 
As for Objective 4, in order to strengthen the supply chain, UNICEF has planned to contribute 2 refrigerated trucks to the Immunization Section of the National Health Directorate as well as 148 electrical refrigerators, 400 solar refrigerators and 400 motorbikes to structures at the national level. Canadian cooperation has also signed a financing agreement with UNICEF for the purchase and delivery of eight hundred (800) solar refrigerators to structures totaling nineteen million (19,000,000) US dollars. The Government and other partners propose closing the gap for structures.  In context, the GAVI grant (912,019 USD) will close the gap for the purchase and installation of cold chambers in the nine (9) regions and the ten (10) health districts.  The Government of Mali will itself contribute 285,311,058 US$ over five (5) years.
Lastly, for Objective 5, of a total amount of 331,790,428 US$, the State will invest 249,647,176 US$ over five (5) years, GAVI 736,796 US$. The remainder of the gap will be closed through government exchanges with its partners.


	Summary of the analysis of discrepancies

		Objectives of the HSS Proposal
	Required funds
	Total funding
	Funding gap
	GAVI HSS

	1.	Objective 1 – By December 2019, increase vaccine coverage for fully immunized children in the country from 72% to 95%.
	531,682,054
	433,478,665
	98,203,389
	12,312,254

	2.	Objective 2 – Ensure accessibility and availability of immunization services in 100% of prioritized districts
	29,380,530
	23,775,921
	5,604,609
	3,117,075

	3. 	Objective 3 – Strengthen the monitoring/evaluation system, including the health information system
	16,193,102
	11,887,961
	4,305,141
	2,236,010

	4.	Objective 4 – Strengthen cold chain capacity and effective vaccine management
	377,535,356
	304,311,058
	73,224,298
	912,019

	5.	Objective 5 – Strengthen immunization financing by municipalities and communities
	331,790,428
	249,647,176
	82,143,252
	736,796

	


	
	
	
	

	TOTAL
	1,286,581,470
	1,023,100,781
	363,480,689
	19,314,154
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	This description will enable GAVI to assess whether issues of sustainability have been adequately addressed. 
→ Please describe how the government is going to ensure sustainability of the results achieved by the GAVI grant after its completion. This should encompass sustainability of financing for immunisation services and health system strengthening, as well as programmatic sustainability of results.
→ If there are other recurrent costs included in this proposal please describe how the country will cover these costs after the funding finishes.

	TWO PAGES MAXIMUM
The objectives of this proposal fall in line with those of the new Ten-year Health and Social Development Plan (2014-2023), for its first five-year period (2014-2018), (PRODESS III) and the cMYP.
Regarding the strengthening of human health resources by recruitment of qualified health personnel, personnel motivation and recruitment plans had been attached to the National Strategic Development Plans for Human Health Resources (2009-2015). These plans will be revised and will take perpetuation into consideration after GAVI support in this area. Said plan will be financed through the national budget, the contribution of territorial municipalities and the technical and financial partners. The possibility of transfers of personnel hired with GAVI funding to government service after an intake competition must also be noted, given that the government considers the provision of physicians to CSComs to be a national priority.
The National Strategic Plan for the development of Human Resources in Health (2009-2015) also anticipates the payment of zone bonuses to agents, in particular the physicians working in zones that are difficult to access, remote or unsafe. Its implementation will allow the coverage of agents receiving motivational bonuses from the GAVI grant.
Also, in the context of decentralization, the Government transferred a portion of its responsibilities to the territorial municipalities with regard to health; thus the municipalities are subsidized for the performance of advanced strategy activities and mobile immunization teams. This subsidy will be increased with the adoption of the law to create a budget line item for immunization, currently being adopted.
The PBR strategy is part of the PRODESS III strategy; it will be scaled up based on the experience gained in the Koulikoro region. Other partners anticipate directing their activities in this regard and also in the context of the accreditation of health structures in order to ensure quality health services.
For ongoing training of personnel, the districts annual record activities in their Operational Plan to include the new agents made available. 
Correct management of funds transferred to municipalities to fight disease will provide for regular implementation of alternative strategies to reach populations.
It must be noted that there is a renewal policy for immunization logistics and vehicles, the implementation of which will be monitored by certain partners.
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	For further instructions, please refer to the Supplementary Guidelines for HSS Applications

	[bookmark: _Toc346116651][bookmark: _Toc398181103][bookmark: _Toc276342232]18. Implementation Arrangements

	This section will be used to determine if the necessary arrangements and responsibilities for management, coordination, and technical assistance inputs of the implementing parties have been put in place to ensure that programme activities will be implemented. 
Please describe: 
→ how will implementation of the grant be managed; identify key implementing entities and their responsibilities with regard to governance and auditing;
→ mechanisms which will ensure coordination among the implementing entities;
→ financial resources from the grant proceeds that will be allocated to grant management and implementation;
→ The role of development partners in supporting the country in grant implementation.

	The proposal will be implemented in accordance with the provisions of the GAVI-Mali convention signed on 14 June 2013.
The program will be implemented taking into consideration the three levels of the health pyramid. Thus the primary structures involved will be the National Directorate of Health and its decentralized facilities, the Provincial Health Center, the Dept. of Human Resources, the National Center for Health Education, Information and Communication, the Directorate of Finance and Equipment, health. The other structures (DNDS, DNPSES, professional associations; CNAM, FENASCOM, UTM, GP/SP, etc.) will contribute their support to various levels of the health pyramid.
An annual work plan will be prepared at the central level under the aegis of the Planning and Statistics Cells/SS-DS-PF and it will be made available to participants. Based on this plan, applications will be prepared.
The role of the participants is summarized as follows:
· Structures responsible for the activity: Each structure will prepare its application in accordance with the program. Once prepared, these applications will be forwarded to the Planning and Statistics Cells/SS-DS-PF. It will verify that the applications are in compliance and will forward them to the Offices of the Ministry of Health and Public Hygiene.
· The Office of the Ministry of Health and Public Hygiene: validates applications received from the various structures and forwards them to the Health Department for Equipment and Finance (DFM) which will manage the funds.
· The Health DFM: Verifies compliance of the allocated amounts with the schedule and releases the funds through the accounts of the responsible structures for planned activities, collects justifying documents, and credits the accounts of the structures involved. It controls the use of funds through audits.
Under the leadership of the Planning and Statistics Cells/SS-DS-PF, coordination meetings will be held at the various levels of the health pyramid:
· At the operational level: Coordination will be provided through holding meetings of the management council, with participation of all the stakeholders (local government, decentralized municipalities; CSOs, private structures, etc.).
· At the regional level: Coordination will be provided through holding quarterly or semi-annual oversight meetings, or through CROCEP.
· At the national level: Coordination meetings will be held through the PRODESS monitoring mechanisms (Steering Committee, Technical Committee, Monitoring Committee). In addition to these statutory meetings, periodic specific meetings will be held among the key participants (CPS, DNS, DFM, Technical and Financial Partners, CNIECS, DRH, DNDS, Professional Associations, CSOs, etc.).
In order to ensure the proper implementation of the allocation of joint missions, the Government-partners and civil society oversight missions will be organized twice per year from the central level in the health districts and regions.
Activities financed by GAVI funds are part of the package of activities scheduled and financed by other development partners and the State. Financing from the Government and other partners will contribute to bridging the gap and ensuring the ongoing sustainability of the actions taken.



	[bookmark: _Toc346116652][bookmark: _Toc398181104][bookmark: _Toc276342233]19. Involvement of CSOs

	This description will be used to assess the involvement of CSOs in implementation of the proposed activities. CSOs can receive GAVI funding through GAVI HSS grants going to the MoH and then transferred to the CSO[footnoteRef:2].  [2: In special circumstances, GAVI can transfer funds directly to a CSO. For further information, please refer to the Supplementary Guidelines for HSS Applications] 

→ Please describe how CSOs will be involved in the implementation of the grant activities, indicating the approximate budget allocated to CSOs.
→ If CSOs will not be involved in implementation please provide an explanation of why they are not involved and what steps will be taken to facilitate future involvement of CSOs in GAVI HSS activities. 
→ Please ensure that any CSO implementation details are reflected within the detailed budget and work plan.

	TWO PAGES MAXIMUM

The CSOs are involved in the implementation of health district communication plans regarding immunization and advocacy for the mobilization of resources.
The NGOs will be responsible for the provision of basic health services in highly unsafe zones through service and resources contracts (Objective 2).
In Mali, the community health centers (CSComs) are managed by the communities through Community Health Associations (ASACOs). The latter participate in the production of performance based results indicators and benefit from these grants.
CSO's participation will be accomplished through:
1- Performance based financing at the ASACO level: 
In Mali, the community health centers (CSCom) that are the first level of the provision of care services are managed by communities through the ASACOs. The latter participate in the production of performance based results indicators and will benefit from these grants. The periodic evaluation of ASACO interventions via CSCom performance indicators allow the continued allocation of financial resources for immunization. This financing system has the advantage of improving performance of the CSComs and beyond at the level of HSS support program indicators. Performance based funding has already been implemented in three health districts in the Koulikoro region with encouraging results, which has allowed its adoption for the reproductive health project of the Ministry of Health financed by the World Bank in the regions of Koulikoro, Sikasso, Ségou and Mopti. The experience will be continued in the context of the implementation of this HSS, GAVI funding application. 
2- The execution of services contracts with NGOs in unsafe zones. 
The NGOs will be responsible for the provision of basic health services in highly unsafe zones through service contracts. During the occupations of regions in the North, the Pivot Group/Santé Population and FENASCOM received financing from UNICEF to conduct an immunization campaign in the regions of Tombouctou and Gao. The international NGOs (Red Cross, Médecins du Monde Belgique, ALIMA, MSF, etc.) provided health services and the operation of health centers in the health districts of the occupied zones. With this experience, CSOs will continue the activities assigned to them through:
· Social negotiation (in particular with armed groups)
· Targeting strategy 
· Participation by beneficiaries
· Involvement of local authorities 
· Community awareness
· Immunisation campaign coordination
· Immunisation campaign oversight
3- Support for CSOs for social mobilization at the community level:
The CSOs are involved in the implementation of health district communication plans regarding immunization. To this end, the Traditional Community Network (RECOTRAD), elected officials, religious leaders, celebrities, ASACOs, NGO Supervisors and traditional healers will contribute to the information and social mobilization through:
· Mosques and social ceremonies;
· Short-range radios 
· Town criers 
4- Advocacy for the mobilization of financial resources transferred to communities for the benefit of ASACOs for immunization activities.
5- Involvement in the monitoring device for implementation of immunization activities at all levels of the health pyramid.
In addition to this support for implementing structures for the implementation of the proposal, the GAVI Alliance plans to fund social mobilization activities of a consortium of CSOs (CSOs Platform) with regards to immunization. Said project will be funded through the NGO Catholic Relief Service (CRS) over three years, totaling 70,000 US$ (35,000,000 CFA francs)
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	This description will outline to GAVI how technical assistance and National Institutions will support implementation of the proposed activities. 
→ Please describe technical assistance (consultancy services) included in the grant activities. Please describe how this technical assistance will improve the way health systems and immunization programme function.
→ Please outline how technical assistance will improve institutional capacities of government agencies and CSOs and contribute to sustainability.
→ Please explain the role that any National Institutions will be given. This could be for a research or training institution with expertise in data quality assessments and monitoring.
→ If no technical assistance is planned to support implementation of this HSS grant please provide an explanation of why it is not planned.

	ONE PAGE MAXIMUM
With regard to technical assistance, certain activities within this proposal will be implemented in the context of technical support or expert evaluation exchanges. All of this expertise will be funded by HSS funding from GAVI. In this context:
· for the review of results based funding tools and the training of personnel in results based funding, technical assistance will be requested.  This support will be provided with the National Directorate of Health for transfer of competence to the Ministry of Health. So, study and support trips will be carried out at the national level, among the most high performing districts and those with lesser performance; and between Mali and the experienced countries in the sub-region.
· for carrying out the SARA evaluation (2016-2018) and the preparation of the annual DQRC, technical assistance will be requested. This will work in cooperation with the National Statistics Institute (INSAT) of Mali for strengthening national competence in this area.
· for the external review of hte EPI, the immunization section of the National Directorate of Health will apply to the monitoring-support structures of the sector, in particular the health inspectorate, the national hospital evaluation agency and CPS/SS, DS, PF for performance of the activity.
· for evaluation of EVM, technical assistance will be requested to support national supervisors in performance of the survey. This will contribute to strengthening national competencies for evaluation and effective vaccine management.
· in order to perform the mid-point and final evaluation of HSS funding from GAVI, the skills of the CPS/SS, DS, PF will be strengthened with the support of an expert which will technically be provided by the partners (UNICEF/WHO), but which will be financed by HSS funding from GAVI.
· for the annual audit of financial management, the Directorate of Finance and Equipment (DFM) of the Ministry of Health and Public Hygiene will recruit a national auditing firm.
In general, all of this assistance will allow the skills of the executives to be strengthened through knowledge transfer.
Planning table for technical assistance needs:
	OBJECTIVE 
	Estimated timeline
	Start Year

	Support the review of results based funding tools and the training of personnel in results based funding.
	15 days
	2015.

	Support national study trips from inexperienced districts to districts experienced in results based funding.
	7 days
	2015.

	Support study trips to Benin regarding results based funding.
	10 days
	2015.

	Conduct the SARA evaluation (2016 and 2018) and preparation of the annual DQRC with national executives for transfer of skills.
	21 days per year
	2016 and 2018.

	Strengthen skills while performing the external EPI review.
	15 days
	2016.

	Strengthen national skills for evaluation of Effective Vaccine Management
	15 days
	2017.

	Support the performance of the mid-point and final evaluation of HSS, GAVI.
	60 days
	2017 and 2019.

	Support the performance of the annual financial management audit
	21 days
	2015, 2016, 2017, 2018, 2019









	[bookmark: _Toc346116654][bookmark: _Toc398181106][bookmark: _Toc276342235]21. Risks and Mitigating Factors

	This information reflects the risk of a country not being able to implement the proposed activities within this grant proposal and/or spend the funds as approved by GAVI. It is expected that the Lead Implementer will be responsible for assessing and ensuring that risk mitigation measures are actually implemented. 
→ If the country has existing health sector risk analysis please attach these assessments and provide here a brief reference to the relevant sections. 
→ If the country does not have existing health sector risk analysis, please complete the table below for each of the proposed objectives. Please refer to the Supplementary Guidelines for HSS Applications for a description of the various types of risk. If the risk is categorized as ‘high’, please provide an explanation as to why it is ‘high’.

	Description of risk

	PROBABILITY
(high, medium, low)
	IMPACT
(high, medium, low)
	Mitigation Measures

	Objective 1: By December 2019, increase vaccine coverage of fully immunized children in the country from 72% to 95%. 

	Institutional Risks:
· Lack of safety 





· Political instability 


· Managerial capacity of the national directorate of health and the EPI is limited by its current institutional ties.
	
Average





Low 



Low 
	
Average





Low 



Low 
	
Contracting with CSOs/NGOs in unsafe zones, loco-regional recruitment of health care personnel because health agents are better accepted in these zones even with the residual lack of security after more than 10 years.

Initiation of a dialog among parties, strengthening of democracy, Interparty agreements for national reconciliation currently being negotiated. 


Reorganization texts for institutional ties of the National Directorate of Health in the process of adoption.  

	Fiduciary Risks:
· Poor use of funds, poorly justified expenditures of funds




	
Low 





	
Medium 
	Performance of systematic internal audits by the Directorate of Finance and Equipment and audits by the health inspectorate, external evaluation is provided by the office of the inspector general
The manual of administrative and financial procedures of the HSDP will be revised in 2014.
The acquisition of logistics and equipment will be accomplished through the United Nations system.

	Operational Risks:
	
	
	

	Programmatic and performance-related risks:
· Bureaucracy




· Low motivation of personnel

· Failure to respect the schedule for implementation of fixed, advanced and mobile immunization strategies
	
Average





Average


Low 

	
Medium 





Medium 


Weak 

	
Weekly meeting between WHO and the Health Ministry for the processing of documents
Strengthening of the internal monitoring of applications

Extension of the results based funding strategy


Support for the conduct of advanced and mobile strategies and strengthening of supervision through HSS GAVI funding

	Other Risks:
	
	
	

	Overall Risk Rating for Objective 1 
	Low 
	Low 
	

	Objective 2: Ensuring access to and availability of immunization in 100% of the priority districts. 

	Institutional Risks:
same as Objective 1
	
	
	

	Fiduciary Risks:
same as Objective 1
	
	
	

	Operational Risks:
· Restriction on CSO/NGO intervention in unsafe zones
	
Low 
	
Low 

	
Interparty agreements for national reconciliation currently being negotiated
Strengthening of epidemiological surveillance and immunization is one of the priority points for this negotiation that may be the subject of a specific agreement
Selection of NGOs/CSOs in function of their ability to operate in unsafe zones because the health agents in general and the NGOs/CSOs specifically are better accepted by the armed groups.  They are better to [sic]

	Other Risks:
	
	
	

	Overall Risk Rating for Objective 2 
	
	
	

	Objective 3: Strengthen the monitoring / evaluation system, including the health information system

	Institutional Risks:
· Insufficient national capacity to carry out certain activities

· Lack of safety that may limit the performance of certain national surveys (SARA, ECV, DQS)
	
Low



Low
	
Low



Low
	
The GAVI HSS proposal will fund the AT in order to transfer skills to the national party

Consideration of this issue in the survey plan if necessary, and adoption of specific measures

	Fiduciary Risks:
· same as Objective 1
	
	
	

	Operational Risks:
	
	
	

	Programmatic and performance-related risks:

	
	
	

	Other Risks:
	
	
	

	Overall evaluation of risks for Objective 3 
	
	
	

	Objective 4: Improve cold chain capacity and effective vaccine management

	Institutional Risks:
	
	
	

	Fiduciary Risks:
· same as Objective 1
	
	
	Cold chain equipment will be acquired through UNIPAC central procurement.

	Operational Risks:
	
	
	

	Programmatic and performance-related risks:
	
	
	

	Other Risks:
	
	
	

	Overall Risk Rating for Objective 4
	
	
	

	Objective 5: Improve immunization financing by communities and municipalities.

	Institutional Risks:
· Fiscal basis limited at the level of certain municipalities
	
	
	

	Fiduciary Risks:
· Delay in disbursement of funds to local municipalities by the State


· Poor use of funds at the local level
	
Average




Average
	
Low 




Medium
	
Existence of support for strengthening the chain for payment of public expenditures
Recovery of budget support from Technical and Financial Partners

Performance of administrative auditing through the prefect. Separation of ordering, payment and verification function Civil Society involvement in the auditing of municipality expenses.


	Operational Risks:
	
	
	

	Programmatic and performance-related risks:
· Low mobilization of local resources in support of immunization
	
Average
	
Low 
	
Organization of an awareness session for the mobilization of resources at the local level

	Other Risks:
	
	
	

	Overall Risk Rating for Objective 5
	
	
	

	TWO PAGES MAXIMUM











	[bookmark: _Toc346116655][bookmark: _Toc398181107][bookmark: _Toc276342236][bookmark: _Toc349297151][bookmark: _Toc358399435]22. Financial Management and Procurement Arrangements

	In this section applicants are requested to 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 organization and capacity of the finance department and the proposed arrangements for oversight, planning and budgeting, budget execution (incl. treasury management and funds flow) , procurement, accounting and financial reporting ( incl. fixed asset management), internal control and internal audit, and external audit. CSOs can receive GAVI funding through two channels: (i) GAVI sends funds to the Ministry of Health which then transfers them to the CSO, or (ii) GAVI sends funds directly from GAVI to the CSO. Please refer to Annex 4 of the Supplementary HSS Guidelines for further details;
→ c) The main constraints in the (health sector’s) financial management system. Does the country plan to address these constraints/ issues? If so, please describe the Technical Assistance (TA) needs in order to fulfill the above functions.
4 pages (more pages necessary if more than one lead implementer)

	Question A: applicants should indicate whether an existing financial management mechanism or modality will be employed (pooled funding, joint financing arrangements or other), or if a new approach is proposed. If an agency-specific financial arrangement will be used, specify which one. A rationale for this choice should be provided.
	Half page

The management procedure selected for disbursing GAVI funds shall be in accordance with national procedures. 
· With regard to planning, budgeting and coordination: the operational plan for activities to be funded with GAVI funds will be submitted to the GAVI Secretariat for validation and non-objection after the meeting of the PRODESS technical committee and before the monitoring committee meeting.
· With regard to budget performance: A new bank account will be opened with BDM to only receive HSS GAVI funds. This account will be used under the responsibility of the Central Treasury Accounting Agent (ACCT) and not only by the Directorate of Finance and Equipment (DFM) of the Ministry of Health. 
The advances of funds paid to the units responsible for the performance of activities funded with GAVI-HSS funds must be justified within a period of six (6) months following the payment of the advance. No new advance will be paid to a unit that has not justified the previous expired advance after the first six (6) month period.
An audit will be conducted to identify all the accountants from the DRS who hold checkbooks normally intended for the Regional Payer Treasurer (TPR), responsible for payment and management of bank accounts receiving GAVI-HSS funds. 
The circle accounts will be activated to receive and secure funds sent by the DRSs to finance activities to be carried out in the circle.
· With regard to the execution of contracts: responsibility for the procurement of equipment will be carried out by the Health Directorate of Finance and Equipment, according to the public contracts code.
· With regard to accounting and financial communication: a financial statement will be prepared for GAVI-HSS program.
· With regard to the internal audit: the internal audit duties of the Ministry of Health will be positioned with the firm to provide a certain independence and level of authority necessary to improve its technical skills.
· With regard to the external audit:: the copies of external audit reports will be forwarded to the Technical and Financial Partners.
· With regard to bank accounts: After validation of the new proposal, GAVI will disburse tranches owed from HSS related funds into the new bank account.

	Question b): Financial Management Arrangements Data Sheet

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

	1. Name and contact information of Focal Point at the Finance Department of the recipient organisation.
	 Ministry of the Economy and Finance. Central Treasury Accounting Agent (ACCT):
· Mrs. Diarra Aminata COULIBALY

	2. Has the recipient organization already worked with GAVI, the World Bank, WHO, UNICEF, or the Global Fund for the prevention of AIDS, tuberculosis and malaria or other development partners and has it already received grants?
	YES
The Ministry of Health has experience with each of the cited partners. It received disbursements from said partners for the implementation of projects and programs related to health.

	3. If YES
· Please state the name of the grant, years and grant amount.
· For grants from GAVI and other development partners that have ended, please provide a brief description of the main conclusions with regard to use of funds in terms of financial management performance.
· For grants in progress from GAVI and other development partners, please provide a brief description of any financial management (FM) and procurement implementation issues (e.g. ineligible expenditures, incorrect procurement, misuses of funds, overdue / delayed audit reports, and qualified audit opinion).
	- World Bank in the context of the Reproductive Health Strengthening Project in the amount of 15 million dollars; 
- the Global Fund to Fight AIDS, Tuberculosis and Malaria;
- GAVI HSS and GAVI ISS.


The essential problem noted during the evaluation of the financial management of the GAVI HSS grant was insufficient management.

	Oversight, Planning and Budgeting

	4. Which entity will be responsible for in-country oversight of the program? Please briefly describe membership, meeting frequency as well as decision making process.
	A focal management team of the planning and statistics cell will be the entity responsible for supervision of the program at the national level. This team will be comprised of a physician, an economist, a secretary and a driver.

	5. Who will be responsible for annual GAVI-HSS planning and budgeting?
	The planning and statistics cell will be responsible for the annual planning and budgeting of activities of HSS from GAVI in relation to the other beneficiaries of the program.

	6. What is the procedure for planning and budgeting that is responsible for approving the work plan and the annual budget of the GAVI HSS?
	Planning will be carried out annually according to the logical framework relative to this proposal and budgeting will consider the reference documents in force regarding costs. The work plan and the annual budget will be validated by the PRODESS technical committee.

	7. Will the GAVI-HSS program be reflected in the budget of the Ministry of Health submitted every year to the Parliament for approval? 
	YES
GAVI-HSS fund resources will be recorded in the budget of the Ministry of Health presented to the National Assembly each year. 

	Budget Execution (incl. treasury management and funds flow)

	8. What is the suggested banking arrangement (for example, SWAp, budget support or pooled funding)? Please provide the list of the authorized signatories for the release of funds and all requests for additional funds. 
	The currency of the proposed account will be CFA francs and the flow of funds to the program is quarterly.
In order to release the funds, the signatures required are: The Minister of Health and the Minister of the Economy and Finance. 

	9. Will GAVI HSS funds be transferred to a bank account opened at the Central Bank or at a commercial bank in the name of the Ministry of Health or the Implementing Entity? 
	HAVI HSS funds will be kept in a bank account opened for this purpose in the name of the Ministry of Health with a commercial bank. 

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

	11. Within the HSS program, are funds planned to be transferred from central to decentralized levels (provinces, districts etc.)? If YES, please describe how fund transfers will be executed and controlled.
	YES
 the supply diagram for districts and regions is created according to the PRODESS management manual, which specifies transfers of funds from the central level to the regional level and from the regional level to the circle level.
There is an internal control service at the level of the Ministry of Health that controls PRODESS financing.

	Procurement

	12. What procurement system will be used for the GAVI-HSS Program? (e.g. National Procurement Code/Act or WB/UNICEF/WHO and other Development Partners’ procurement procedures)  
	The public contracts code will be used for the execution of contracts in the context of the management of the GAVI HSS program.
Certain items will be acquired through the UNIPAC procurement center. 

	13. Do you plan to procure certain items through GAVI's system in-country partners (UNICEF, WHO)?
	Yes 
Based on need 

	14. What is the procedure for allocating personnel from the organization responsible for the supply?  
	The procedure for allocating personnel by the organization responsible for the supply is carried out by competition.

	15. Are there procedures in place for the physical inspection and quality control of goods, works, or services delivered?
	YES 
The commission charged with receiving goods is comprised of a representative of the beneficiary service to verify the quality of the goods, work or services, a representative of the entity charged with financial management and a Financial Control representative.    

	16. Is there a complaint mechanism? Please provide a brief description. 
	 YES
Complaints are accepted and managed according to the Code for the Execution of Public Contracts in force in Mali.

	17. Are efficient contractual dispute resolution procedures in place? Please provide a brief description. 
	YES
The recourse for amicable disagreements is possible as applicable, and disagreements are governed by the corresponding competent jurisdictions. 


	Accounting and financial reporting (incl. fixed asset management)

	18. What is the staffing arrangement of the organization in accounting, and reporting?
	Ninety-three (93) persons total (Executive and support personnel as of 31 December 2013)

	19. What accounting system will be used for the GAVI-HSS Program? (Is there a specific accounting software or a manual accounting system?)
	The accounting system used is that of the financial management and accounting procedures manual of PRODESS. 
The software used for management of the program is the TOMPRO WINDOWS MULTI-SITES MULTI-SPONSOR software package

	20. How often does the implementing entity produce interim financial reports and to whom are those submitted?  
	The GAVI HSS program implementation entity produces intermediate financial reports in order [sic]   
Annual to the PRODESS Steering Committee

	Internal control and internal audit

	21. Does the recipient organization have a Financial Management or Operating Manual that describes the internal control system and Financial Management operational procedures?
	YES
The beneficiary entity has a financial disbursement procedures manual for operations and an internal control system coordinated by an auditor. 

	22. Does an internal audit department exist within recipient organization? If yes, please describe how the internal audit will be involved in relation to GAVI HSS.
	YES

The beneficiary organization has an internal control audit service coordinated by an auditor.
This service will be involved in the control of activities financed by GAVI HSS funds by organizing audit sessions sanctioned by the generation of a report.

	23. Is there a functioning Audit Committee to follow up on the implementation of internal audit recommendations?
	YES
The program financial management team is responsible for the implementation of the recommendations regarding performance of the program. 

	External audit

	24. Will the annual financial statements be audited by a private external audit firm or a Government audit institution (e.g. Auditor General)?[footnoteRef:3]?  [3: If the annual external audit is to be performed by a private, outside auditor, please include an appropriate audit fee within the detailed budget.] 

	YES 
The program will be audited in the context of the PRODESS general audit, by a private auditing firm and an audit is specifically provided for in the budget.   
The program may also be the subject of verification or audit by the State auditing services.  

	25. Who is responsible for the implementation of audit recommendations?
	The supervisor of implementation of the account verification recommendations and the Directorate of Finance and Equipment

	THREE PAGES MAXIMUM

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

	HALF PAGE MAXIMUM
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