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


This form is structured in three parts: 

· Part A - Summary of Support Requested and Applicant Information
· Part B - Applicant Eligibility

· Part C - Proposal Details

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

	Part A - Summary of Support Requested and Applicant Information

	

	Applicant:
	Zimbabwe Country Coordinating Mechanism/ Ministry of Health and Child Welfare (MOHCW)

	Country:
	Zimbabwe

	WHO region:
	AFRO

	Proposal title:
	Towards Universal Coverage for Immunisation Services in Zimbabwe

	Proposed start date:
	1 July 2012

	Duration of support requested:
	4 Years

	Funding request:
	Amount requested from GAVI:
	6,799,509.14
	Amount requested from Global Fund:
	

	Currency:
	[image: image1.wmf]USD
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	Contact details

	Name
	Chiteure Rangarirai (Mr.)

	Title
	Coordinator – Country Coordinating Mechanism

	Mailing address
	Ministry of Health and Child Welfare, P. O. Box CY1122, Causeway, Harare, Zimbabwe

	Telephone
	+263-4- 798536-60

	Fax
	+263-4-729154/793634

	E-mail addresses
	chiteure@yahoo.co.uk or ccmzim@gmail.com


	Executive Summary

→ Please provide an executive summary of the proposal.

	TWO PAGES MAXIMUM


Health care in Zimbabwe is provided by public facilities, non-profit groups, church organizations, company-operated clinics (such as those of mining companies), and for-profit clinics. In addition it is well known that at least 60% of Zimbabweans still consult traditional healers for a variety of illnesses at some point in their lifetime.  Zimbabwe’s conventional health delivery services are decentralized, with health care provided at primary, secondary, tertiary, and quaternary levels. National Health Strategy 2009-13 guides the health sector development in Zimbabwe. 

Key studies and surveys carried out in Zimbabwe over the last three years point towards the inadequacies within each of the six health system building blocks that are required for a functional health delivery system. The implementation of the National Health Strategy and the related EPI component have been undermined by a number of health system challenges which include human resources for health, poorly performing National Health Information and Surveillance System,  inadequate health financing as well as sub-optimal health infrastructure characterised by varying states of dilapidation and lack of investment in new essential equipment. 

EPI outreach services from District Health Offices to all hard-to-reach (HTR) areas were suspended in the past decade due to many factors including lack of appropriate means of transport for accessing the outreach points in the HTR areas and inadequate human resources at static facilities. Lack of transport on the supply side has also been compounded by two major demand side access barriers to EPI and other health services: geographical  access barrier (especially long walking distance to health facilities of  more than 8kms); and financial barriers (especially to meet transport costs and user fees in some instances).  In this circumstance, pregnant women and other caretakers of children (who are the primary targets of EPI services) can easily trade off EPI services for other competing priorities.  

A comprehensive approach to addressing the weaknesses in both health and community systems has been elaborated in the NHS 2009-2013, which demonstrates the imperative for high level commitment to strengthening these crucial systems in Zimbabwe for delivering better services to the community in the medium term. A detailed assessment that was conducted by the MOHCW with USAID support in 2010 documented current efforts and gaps in the all six building blocks of the country’s health system. Clear strategies to rehabilitate the health sector have been defined with emphasis on service delivery and substantive involvement of communities in demand generation and access to services. This should result into increased uptake of EPI and other priority health services by the community.
Key donors including the GFATM, bilateral and multilateral donors have been providing resources through increasingly integrated mechanisms of support for both disease specific programmes (e.g. ESP, MNCH, EPI) and health systems strengthening, particularly the HRH Retention Schemes, drug procurement, HMIS strengthening, transport and infrastructure.   However, to date, significant funding gaps remain in the health sector.  
The current GAVI HSS application has been developed as complementary to other health system strengthening efforts implemented in Zimbabwe in the context of the National Health Strategy and Comprehensive Multi-Year Plan, with technical and financial support from WHO, UNICEF, GAVI, Global Fund to fight AIDS, TB and Malaria, other bilateral and multilateral institutions, including the Health Transition Fund.

This GAVI HSS grant proposal seeks to address the health systems challenges through the following three strategic objectives: 

·  To strengthen the Cold Chain Capacity, Stock Management and Distribution System at all levels countrywide

·  To strengthen EPI Data Management at all levels in the context of the existing National Health Information and Surveillance (NHIS) system

· To strengthen EPI outreach services in hard to reach communities countrywide in the context of integrated health service delivery

The proposal is designed to achieve the following outcomes:

· Increase in the proportion of health facilities that have sound cold chain integrity from 90% to 100%;
· Increase in the proportion of vaccine stores with regular delivery of vaccine orders to 95%;

· Increase in the percentage of health facilities receiving services within 24 hours to address cold chain troubleshooting to 80%;

· Increase in the proportion of health facilities submitting complete, accurate and timely EPI and other NHIS strategic data  / information to MOHCW to 100%;

· Increase in DTP3 coverage to 90%.

The three strategic objectives will be reached and the outcomes achieved through specific objectives which aggregate to address the health system gaps through the following areas of intervention: strengthening cold chain integrity and vaccine supply chain management; strengthening community participation, enhancing community demand generation for EPI and other priority health services, as well as increasing accessibility to hard-to-reach areas through outreach based services; and improving timely collection, collation, analysis and utilization of information for decision making on health actions.
	Part B - Applicant Eligibility


If this application includes a request to the Global Fund, please fill out the eligibility and other requirements section available here. 
If this application includes a request to GAVI, please click here to verify the applicant’s eligibility for GAVI support.
	Part C - Proposal Details

	

	1. Process of developing the proposal

	1.1 Summary of the proposal development process

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

	ONE PAGE MAXIMUM

The process of developing the HSS/CSS component of the GAVI HSS Proposal was broad-based and highly consultative.  In this respect, the process involved broad consultations and participation of identified key stakeholders.  These stakeholders were selected and targeted because of the important role they play in health systems governance and service delivery.  

The GAVI HSS proposal development was lead by the CCM HSS Committee.  Upon deciding that the country should apply for the GAVI HSS funds, the CCM tasked its HSS committee to lead the application process but ensuring that relevant stakeholders involved in immunisation and HSS were involved. The CCM HSS committee in turn established a working group whose team leader was from the Ministry of Health and Child Welfare.  Other members of the team were drawn from UNAIDS (CCM HSS Committee Chair), WHO, UNICEF, PLWHIV and Civil Society representatives.  The working group was inter alia responsible for identifying the consultant to assist with the actual drafting of the proposal.  It was also responsible for identifying proposal focus areas based on identified gaps, soliciting of inputs from stakeholders and guiding the consultant in drafting the proposal.  During the proposal development period, the task force met regularly to discuss proposal development.  From the month of February 2012 to the date of submission, the working group was meeting at least once every week to review progress, check on achievement of set milestones, provide substantive input and plan further action in the development of the application.

In between weekly meetings, the taskforce would solicit for input from stakeholders through holding consultative meetings as well as by email.  Besides holding meetings to discuss proposal contents, the taskforce members also worked on their inputs through emails.  The CCM HSS committee was kept updated on the proposal development through circulation of updated versions of the relevant documents.  Programme implementation structures i.e. provincial levels were also kept updated through emails.  Most importantly to ensure implementation level issues were kept on board a Provincial Medical Director (PMD) was a member of the taskforce.  As described in 1.2 below the CCM discussed and made decisions on the application at appropriate times.
A broad range of relevant stakeholders were consulted in writing of the GAVI HSS proposal. Most of the stakeholders involved and consulted were also the co-authors of Zimbabwe’s Round 8 and Round 10 Proposals, which have contained detailed analysis of Zimbabwe’s health systems vis-à-vis the WHO health systems strengthening framework. Although the six pillars of HSS were all found to be weak, the stakeholders agreed that the GAVI HSS Proposal should focus on the following three pillars which would enhance immunization outcomes: (i) Medical Products, Vaccines and Technologies with emphasis on cold chain management; (ii) Health Information System with particular attention to strengthening data management; and (iii) Health Service Delivery with a focus on outreach services.  The following are the main stakeholders consulted and involved in the preparation of the GAVI HSS Proposal: 
Category
Names
Relevance 
Policy Makers 
The Health Service Board (HSB), Ministry of Health & Child Welfare, Relevant Government Ministries, particularly the  Ministry of Finance, Ministry of Higher and Tertiary Education, Ministry of Economic Planning & Development, Ministry of Labour and Social Services, Ministry of Local Government Rural and Urban Planning, and Ministry of Education Sport and Culture
Set policies and regulations that affect health service delivery.  

These stakeholders were broadly consulted and some of them also directly contributed to the development of the proposal. 

Technical Partners
The World Health Organization (WHO), and the University of Zimbabwe 

Provision of required technical assistance to MoHCW and other health stakeholders.

WHO also participated in this process by providing technical support.
Multilateral Partners
UN agencies e.g. WHO, UNFPA, UNICEF, UNAIDS
Provide funds as well as technical expertise in various health service delivery areas.

These stakeholders were consulted through the CCM and also through direct consultations.  
Bi-lateral partners
USAID, DFID, JICA
Beneficiaries/Consumers
People Living with HIV, Community, 

Contributed by highlighting needs and evaluating health service delivery which in turn informs policy.

These stakeholders were consulted and participated in the development of the proposal through the CCM and other fora.
Service Providers
MOHCW, Mission & Councils, Local Authorities Health Departments, Zimbabwe National Traditional Healers Association
Form the essential link between funders and communities in the provision of health service delivery as they implement various programmes.
Coordinating bodies
National AIDS Council, Zimbabwe AIDS Network (ZAN), Zimbabwe Association of Church Related Hospitals (ZACH)
Most coordinating bodies were consulted through the CCM Structures where all key stakeholders are represented. 


	1.2 Summary of the decision-making process

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

	ONE PAGE MAXIMUM

The decision making process for submitting a proposal to the GAVI HSS funding platform was coordinated by the Country Coordinating Mechanism which oversees GF processes at country level.  The Zimbabwe CCM applied for HSS support from the GF under round 8 and was approved of the cross cutting grant.  Since then the CCM took a keen interest in the cross cutting HSS issues.  A CCM HSS/CSS committee was established in 2010 to provide technical support to the implementation of the approved HSS grant.  The committee was also mandated to lead applications for future HSS support.  The Zimbabwe CCM submitted an HSS/CSS proposal to GF under round 10 but the application was not successful. The CCM HSS committee’s work is guided by standard TORs developed for all technical committees of the CCM (annex 8). 

Under round 11 of the GF call for proposals, the Zimbabwe CCM had decided not to apply for the HSS grant due to pressing demands for HIV and TB for which the country was also going to submit an application.  However when an opportunity was availed that the country could apply for HSS under GAVI, the CCM decided in the meeting of 7 December 2011 to develop and submit an HSS proposal to GAVI.  In making this decision the CCM was guided by the Ministry of Health and Child Welfare in consultation with other stakeholders involved in immunisation and health systems strengthening.

The full CCM HSS committee met twice during the proposal writing to make recommendations to the CCM (minutes attached).  The first meeting was to decide on the proposal focus areas and the proposal development process; it was held on 21 February 2012.   That meeting was followed by the main CCM meeting held on 29 February 2012 where the focus areas were endorsed by a large group of stakeholders.  The second substantive meeting of the CCM HSS Committee was held on 20 March 2012 to prepare for presentation of the proposal to the CCM.  It is in the CCM meeting of 28 March 2012, where the proposal details and budgets were presented to a large stakeholder group.  The CCM members in that meeting made a decision to endorse the submission of the GAVI HSS proposal.  Besides the meeting described here, the CCM HSS committee held other weekly meetings to update and advance on the proposal development and these are described in section 1.1 above. 


	2. National Health System Context 

	2.1 a) National Health Sector

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

2.1  b) National Health Strategy or Plan

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

	FOUR PAGES MAXIMUM
a) National Health Sector

Health care in Zimbabwe is provided by public facilities, non-profit groups, church organizations, company-operated clinics (such as those of mining companies), and for-profit clinics. Additionally, a traditional medicine sector is pervasive and provides treatment for a variety of illnesses.  Zimbabwe’s health delivery services are decentralized, with health care provided at primary, secondary, tertiary, and quaternary levels (described below). However, the public health system is centralized for policy and administrative guidance, providing system decision-making, completing and determining funding allocation, coordinating responses to national health issues (such as the recent cholera outbreak in 2008), and approving of staff hires at the district and provincial levels. All of these activities are administered from the MOHCW. 

Through the early 1990s and 2000s, Zimbabwe’s health system was well funded and did not need substantial support from foreign donors. During this period, the government created a number of new agencies to manage specific aspects of the health system. For example, pharmaceutical management entities became semi-autonomous agencies in which funds came from revenues for their services. However, Zimbabwe’s health system has recently shifted back towards centralization. The MOHCW has been gaining more control over decision-making, while the system has become increasingly reliant on donor funds (namely from USAID, UK Department for International Development [DFID], EU, and UN) for supporting significant health issue programs. 

At the provincial and district political levels, the health system is administered by provincial and district health offices, as representatives of the MOHCW. The Provincial Medical Directorate (PMD) office administers provincial hospitals and all district health offices (DHOs) within its province; its function is to make certain that the province’s health services meet the needs of the population, as well as MOHCW objectives, goals, and health policies. The PMD is also responsible for allocating GOZ funds to the provincial hospitals and DHOs. At the district level, DHOs have responsibilities similar to their provincial level-counterparts, except that they play a more direct role in administering and managing rural health clinics (the lowest level of primary care facilities), as rural health facilities may only have a nurse on staff to provide primary care services and no administrative staff.

Zimbabwe’s health service delivery nearly unravelled as a result of the country’s economic collapse.  In 2008, numerous health facilities closed, or provided limited services and lacked health commodities for treatment. During this time period, health service was provided by the mission hospitals and private clinics, which are numerous and provide a diverse number of health services; however, the number of mission hospitals and private facilities was not, and is not, adequate to provide for the health care needs of all Zimbabweans. Additionally, private clinics are noted for regulating their own prices for services, and may not be affordable for a large number of Zimbabweans. The health system is still recovering from the country’s economic difficulties and continues to face serious obstacles: reduced budget allocations to cover services provided to catchment areas; reduced funds for procuring quantities of health commodities; and outmigration of health staff, particularly clinical and senior-level administrators, who leave the system for positions with internationally supported health programs or positions in neighbouring countries that offer higher wages and reliable payment of wages.
b) National Health Strategy or Plan

Zimbabwe has comprehensive National Health Strategy (2009 – 2013) with explicit MNCH goals of reducing the Under 5 mortality rate from 86 to 43 per 1,000 live births by 2013, and reducing Maternal Mortality Ratio from 725 to 300 deaths per 100,000 live births by 2015.

c) Health Systems Strengthening Policies and Strategies

Currently the MOHCW has the following documents that have explicit components emphasizing health system strengthening: The National Health Strategy (2009 – 2013); National Health Information System Strategy; Human Resources for Health Policy, Health Service Delivery Programs- defining Primary and Secondary Healthcare Programs.  

The National Health Strategy (2009 – 2013) clearly stipulates the following health system strengthening strategies:

· Provision of skilled and well remunerated human resources; 
· Continued supply of medicines and medical supplies; 
· Provision of Functional Equipment; 
· Provision of Transport; 
· Ensuring a sustainable and predictable Financial base; 
· Strengthening stewardship; and

· Ensuring inclusive implementation through robust partnership between partners and health system strengthening



	2.2 Key Health Systems Constraints 

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

	TWO PAGES MAXIMUM

General Health System Constraints and Gaps:  

Key studies and surveys carried out in Zimbabwe over the last three years point towards inadequacies in each of the six health system building blocks that are required for a functional health delivery system. However, major weaknesses have been registered in three key areas: Human Resources for Health (highlighting both quantity and quality of human resources); Health Financing; and Health Information.
1) Human Resources For Health (HRH): Zimbabwe is beginning to recover from the impact of an unprecedented economic decline characterised by decade long negative economic growth; this has led to severe HRH crisis:  1) high level of exodus of HRH to the Diaspora; 2) Inequitable distribution of available health workers, leading to inequities in health service delivery that favours urban areas; 3) Deterioration in the capacities for production of health workers at health training institutions due to critical shortages of teaching staff as well as deterioration in essential training infrastructure; 4) Unattractive staff retention scheme, which is undermined by the dollarization of the economy; and 5) inadequate funding for the HRH retention scheme; 6) Whilst posts are increasingly being filled, these are occupied by inexperienced and untrained health workers- essentially inept in delivering effective health services. 
2) Health Financing: Zimbabwe currently spends 15USD per capita on health, which falls far short of the globally recommended figure of 34USD. Substantial multi-sectoral resource mobilization, investment and efficiency measures in existing systems and programmes therefore need to be undertaken as a matter of urgency to assist in meeting the shortfall in funding estimates to be 700 million USD over 3 years or around 19 USD per capita required to achieve a reduction in Under-5 and maternal mortality of 38% and 17%, respectively.
3) Health Information: An assessment of the HIS was recently conducted
 and the Health Information Systems Strategic Plan 2009-14 developed
. Key weaknesses identified include: 1) inadequate ICT equipment and support infrastructure; 2) limited reporting capacity in the existing HMIS system; 3) existence of parallel reporting structures (particularly for HIV/TB/Malaria); 4) inadequate staff for management, analysis and use of information; and 5) financial support under GFATM Round 8 is not adequate to meet the financing needs.  Situational analysis for the cMYP 2012 – 2016 further attests to this.  

Health System Constraints undermining EPI Performance 
Overview: Zimbabwe has comprehensive National Health Strategy (2009 – 2013) and the Comprehensive Five-Year Plan (cMYP 2012 – 2016).  However, the implementation of the National Health Strategy and the related EPI component have been undermined by a number of health system challenges which include human resources for health, poorly performing National Health Information and Surveillance System,  inadequate health financing as well as sub-optimal health infrastructure characterised by varying states of dilapidation and lack of investment in new essential equipment.  

Erosion of remarkable EPI achievements and child health gains: Prior to the crippling economic downturn of the last decade (2000 – 2010), Zimbabwe made commendable achievements in EPI coverage and child health status. The EPI programme made tremendous achievements during the first two decade of independence under the auspices of the Primary Health Care concept which the Government of Zimbabwe adopted in 1980. Universal Childhood Immunization Coverage was achieved by 1990. Morbidity and mortality due to vaccine preventable diseases greatly decreased, indeed the last clinical polio case was seen in 1989. The interval of measles outbreaks which used to occur very frequently increased to at least 5 years as the measles coverage improved.
However, these health gains have now been eroded by gross inadequate financing by the government following the unprecedented economic challenges the country went through in the past decade.  EPI outreaches services from District Health Offices to all hard-to-reach (HTR) areas were suspended in the past decade due to many factors including the lack of appropriate means of transport for accessing the outreach points in the HTR areas and inadequate human resources at static facilities.

Compounded accessibility barriers to integrated outreach services: Lack of transport on the supply side has also been compounded by two major demand side access barriers to EPI and other health services: geographical  access barrier (especially long walking distance to health facilities of  more than 8kms); and financial barriers (especially to meet transport costs and user fees in some instances).  Pregnant women and other caretakers of children (who are the prime targets of EPI services) can easily trade off EPI services for other competing priorities.  

The current sub-optimal EPI coverage due to poor complementarity between static and outreach EPI services is bound to continue if no remedial intervention is instituted (the proportion of districts with Routine EPI Coverage 80% and above varied as follows from 2008, 2009 & 2010: 42%, 45% & 58%, respectively; on the other hand, the proportion of districts with dropout rates of more than 10% between Pentavalent 1 and Pentavalent 3 varied as follows in 2008, 2009 and 2010: 85%, 82% and 85%, respectively).  If no outreach interventions are carried out, immunization dropout rates (which averaged 16% in 2009 and 18% in 2010 for National Pentavalent vaccine) may increase with resultant decrease in community herd immunity and therefore increase in risks of outbreaks.  All these will impact negatively on child survival in the country as a whole.  

Increasing male participation in EPI and other priority MNCH services: Zimbabwe inherently espouses gender equity in all socio-economic sectors including access to EPI and other MCH services.  EPI and other health data are gender disaggregated; there is no gender discrimination in EPI provision, equitable access to information on EPI and other health services at community level is enhanced by ensuring balance between female and male CHWs.  However, one of the key emphases in this proposal is strengthening male participation in Maternal, Neonatal (Newborn) and Child (MNCH) health interventions, including EPI.  It is envisaged to encourage couples to adopt mutual responsibilities for MNCH at family and community levels.  Gender balance will also be sustained in recruitment and placement of human resources at all levels of health service delivery in the country.

The imperative of this GAVI HSS grant: This proposal therefore aims at revamping the Zimbabwe EPI into a robust and optimally sustainable program by 2016 in synergy with the current health investments (through the Global Fund, continued GAVI support for EPI and support to the cMYP by other partners).  Admittedly, Zimbabwe’s six health system building blocks are all weak with considerable gaps in each but the  gaps presented herein are priority HSS gaps which are currently not funded and do not have any ear-marked support from other sources.  This GAVI HSS grant will not only bridge the EPI financial gap but will also bolster the country’s EPI performance and propel it towards achieving the MDG 4.  



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

	THREE PAGES MAXIMUM

Ways of addressing the health system gaps

A comprehensive approach to addressing the weaknesses in both health and community systems has been elaborated in the NHS 2009-2013 which demonstrates the imperative for high level commitment to strengthening these crucial systems in Zimbabwe for delivering better services to the community in the medium term. A detailed assessment was conducted by MOHCW and USAID in 2010- documenting current efforts and gaps in all the six building blocks of the country’s health system.  Clear strategies to rehabilitate the health sector have been defined with emphasis on service delivery and substantive involvement of communities in demand generation and access to services. 
Inclusive Governance for stewardship of all the sectors 

Zimbabwe experienced the peak of its health system challenges in December 2008.  An inclusive Government was formed in February 2009. The new Government rapidly launched the Short-Term Emergency and Recovery Programme (STERP) as a strategy to rehabilitate the country. The Government of Zimbabwe has now developed and is implementing a comprehensive Health Investment Case, which has documented the priority areas for resuscitation of the health sector and associated impact of investment on progress in attaining the MDGs on health. A Health Transition Fund has been established; this became operational in 2011 to serve as a multi-donor financing tool for effective and efficient management of resources in support of the National Health Strategy and Health Investment Case.
Supportive policies and strategic frameworks

To respond to the health system weaknesses, Zimbabwe has developed appropriate policy and strategic frameworks, to provide appropriate strategic focus in the process of dealing with the various challenges affecting the health sector.  These key policies, strategic frameworks and several other initiatives have been developed and implemented in consultation and cooperation with key stakeholders from Government, communities, civil society and the cooperating partners.  Whilst progress is being made, the magnitude of the challenges calls for even more concerted efforts and support. 

Addressing the HRH crises

To address the severe HRH crisis, over the past 5 years, the country has been implementing varying forms of HRH retention schemes, with the aim at retaining critical health workers, to support implementation of the NHSP and strategic frameworks for HIV&AIDS, TB, Malaria and MNCH, and MDGs.  These schemes have been successful and effective in retaining a good number of health workers within the health sector.  The country would like to continue with this strategy, until 2016, when it is projected that the economy will have sufficiently recovered, to provide appropriate levels of remuneration to retain the critical health work force.

Development Partner Support

Key donors including the GFATM, bilateral and multilateral donors have been providing resources through increasingly integrated mechanisms of support for both disease specific programmes (e.g. ESP, MNCH, EPI) and health systems strengthening, particularly the HRH Retention Schemes, drug procurement, HMIS strengthening, transport and infrastructure. However significant funding gaps remain in the health sector.  
Community Systems Strengthening
Decentralisation Policy and the NHSP 2009-13 are the two main policy documents providing the overall strategic direction for CSS.  Currently, local and international NGOs and civil society organizations are providing some limited technical and financial support to community based organizations and structures, with the Zimbabwe AIDS Network (ZAN) conducting capacity building of 20 CGOs to enhance effective management of sub granted funds.   Partners involved in community based activities develop work plans based on the national Health Strategy of 2009 to 2013. The MOHCW has revitalized Village Health Worker programme, with a variety of funding sources, including GFATM R8 (although a total gap of 320 remains per district). Many community initiatives have been established to provide an enabling environment and community advocacy for health generally, and all the priority diseases in particular.



	3. Health Systems Strengthening Objectives

	3.1 HSS objectives addressed in this proposal

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

	TWO PAGES MAXIMUM

This GAVI HSS grant proposal aims to contribute to reduction of under-five mortality by two thirds by 2015 and to strengthen the health system to deliver quality maternal, newborn and child health services. The application seeks to address the identified health systems challenges undermining EPI services and other priority health services through the following three strategic objectives and respective specific objectives:

Strategic Objective 1: To strengthen the Cold Chain Capacity, Stock Management and Distribution System at all levels countrywide (in order to improve availability of quality vaccines and EPI supplies at all levels and minimise vaccine wastage)
· Specific Objective 1.1: To establish uninterrupted electric power supply in all district vaccine stores in the country

· Specific Objective 1.2: To strengthen distribution of vaccines at sub-national levels

· Specific Objective 1.3: To avail adequately trained ‘Designated Cold Chain Technicians’ at provincial and districts levels

Strategic Objective 2: To strengthen EPI Data Management at all levels in the context of the existing National Health Information and Surveillance (NHIS) system (so as to provide quality strategic information for effective and efficient management and delivery of EPI services to communities countrywide)
· Specific Objective 2.1: To improve data management for provision of quality EPI and Surveillance data at all levels of the health system

· Specific Objective 2.2: To conduct operational research for monitoring and evaluation of performance of EPI

Strategic Objective 3:    To strengthen EPI outreach services in hard to reach communities countrywide in the context of integrated health service delivery

· Specific Objective 3.1: To support community participation in EPI services (so as to increase community demand for EPI services) 

· Specific Objective 3.2: To improve the capacity to conduct integrated outreach services in hard to reach areas

The interventions proposed in this application are complementary to other health systems strengthening efforts implemented in Zimbabwe in the context of the National Health Strategy and Comprehensive Multi-Year Plan, with technical and financial support from WHO, UNICEF, GAVI, Global Fund to fight AIDS, TB and Malaria, other bilateral and multilateral institutions, including through the Health Transition Fund.
Action undertaken under Strategic Objective 1 will aim to address the remaining gap with regard to strengthening the cold chain capacity, stock management and distribution and to ensure that 100% of health facilities nationally have sound cold chain integrity.

Activities implemented under Strategic Objective 2 will work to ensure that at least 90% of health facilities submit complete, accurate and timely EPI and other NHIS strategic data/ information to the MOHCW.

Interventions under Strategic Objective 2 will be instrumental in increasing the immunisation coverage nationally through strengthening community outreach services and reaching out to eligible children in the hard to reach areas of the country.  


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

3.2 b) Logframe
→ Please present a logframe for this proposal as Attachment 2.
3.2 c) Evidence base and/or lessons learned 
→ Please summarise the evidence base and/or lessons learned related to the proposed activities. Please provide details of previous experience of implementing similar activities where available.

	SIX PAGES MAXIMUM

The following are the strategic and specific objectives, and the respective activities for achieving the desired EPI results:  

Strategic Objective 1: To strengthen the Cold Chain Capacity, Stock Management and Distribution System at all levels countrywide (in order to improve availability of quality vaccines and EPI supplies at all levels and minimise vaccine wastage)

Specific Objective 1.1: To establish uninterrupted electric power supply in 29 identified district vaccine stores and two provincial vaccine stores by December 2013 

1.1.1. Activity: Provide all identified Provincial and District Vaccine Stores with stand-by generators
Although all National and most Provincial Vaccine Stores have stand-by generators as power back up, there are intermittent interruptions of electricity power supply to 29 District and two (2) Provincial Vaccine Stores arising from frequent power cuts from the National Electricity grid.  In this regard, there is need to equip each of the 29 District Vaccine Stores with 12.5 KVA stand-by generators and the two Provincial Vaccine Stores with 40 KVA stand-by generators to provide reliable / uninterrupted electricity power and effectively guard against power cuts from the national electricity grid.

1.1.2. Activity: Provide all identified rural health facilities with solar energy based uninterrupted electric power for their vaccine refrigerators

Across the country, 700 of the 1600 rural health facilities have been identified to experience frequent power interruptions to their vaccine refrigerators.  Among these 700 rural health facilities 104 health facilities are in hard-to-reach areas, and these currently have their vaccine fridges running on LP gas.  However, due to the depressed economic performance, the country has no capacity in the medium to long term to generate adequate electric power and neither does it have capacity to sustain procurement of LP Gas.  Therefore the use of battery-free solar refrigerators with minimum maintenance requirements is sought for use at these identified 104 rural health facilities as a medium to long term solution. This GAVI HSS grant will therefore support procurement of the 104 battery-free solar refrigerators for efficient vaccine storage in the identified rural hard-to-reach health facilities.  
Therefore, by 2015 the entire Provincial and District Vaccine Stores as well as all health facilities countrywide will have reliable and uninterrupted power supply. This measure, too, will guard against vaccine wastage resulting from compromise of cold chain integrity due to intermittent power interruptions.
Specific Objective 1.2: To strengthen distribution of vaccines at sub-national levels

1.2.1.1 Activity: Procure nine vehicles for distribution of vaccines at sub-national level

The current situation is that only the Central Vaccine Stores has a truck for vaccine delivery to provinces and this has compromised on timeliness of vaccine deliveries at sub-national level since all the 8 provinces have no trucks. Ideally each province should have one truck dedicated to delivery of EPI inputs from provincial level to district and then to service delivery levels if timeliness of deliveries for both vaccines and supplies is to be met.

According to the PIE (Post Vaccine Introduction Evaluation) of Pentavalent Vaccine 2010 report, 26% of health facilities reported stock out of the Pentavalent vaccine for various periods, ranging from one to four weeks- due to distribution irregularities, among other reasons.  Challenges in vaccine distribution due to transport constraints at sub-national levels have also been documented by various EPI, MCH and health system studies between 2006 & 2010.  Currently, each of the eight provinces needs a Distribution Truck, each fitted with Radio Communication Equipment.   The introduction of new vaccines also calls for an additional and bigger vaccine distribution truck at central level.  Further, since there is no reliable telecommunication equipment in most Vaccine Stores, it is crucial to procure recommended telecommunication equipment for each of these stores.  

This GAVI HSS grant proposal, therefore, seeks to procure vehicles, equip them with communication equipment and provide initial maintenance for effective coordination, distribution and storage of vaccines and supplies at sub-national levels.
1.2.1.2 Activity: Fit nine newly procured vehicles with communication equipment
Foe ease of communication, each delivery truck will be fitted with communication equipment able to communicate with the province and national level. One set of tyres will be fitted to each vehicle annually.  Thereafter MOHCW and MOF/Treasury will assume this responsibility.  Fuel will be provided for one year (i.e. the first year of the grant period) for each the vehicles.  MOHCW and MOF/Treasury will assume responsibility for vaccine distribution fuel from the second year of the grant period.
1.2.2. Activity: Train 1,748 Health Facility Managers, District and Provincial EPI Managers as well as District and Provincial Vaccine Store Managers in vaccine management (with emphasis on forecasting, quantification and timely ordering of vaccines and related EPI consumables) 

Skill deficits in forecasting, quantification and timely ordering of vaccines have also been identified at district and health facility levels since the last formal training in vaccine management was conducted in 2004.  Part of the GAVI HSS grant will therefore be used to train Health Facility Managers, District and Provincial EPI Managers as well as District and Provincial Vaccine Store Managers in forecasting, quantification and timely ordering of vaccines and related EPI consumables- in effort to improve distribution of vaccines at sub-national levels.  At health facility level, 1600 staff will be trained for two (2) days (one staff per health facility), while 124 district level trainers (2 per each of the 62 districts) will be trained for 3 days and 24 National and Provincial level trainers for will be trained for 11 days.  Altogether, 1,748 health workers will be trained in vaccine management between 2012 and first half of 2014.  

Specific Objective 1.3: To avail adequately trained ‘Designated Cold Chain Technicians’ at provincial and districts levels

1.3.1. Activity: Train 118 Designated Cold Chain Technicians for maintenance of sound cold chain integrity at all levels countrywide

Currently there are 22 Designated Provincial technicians and only 59 Designated District Cold Chain Technicians instead of the required 118 district cold chain technicians.  The shortage of cold chain technicians has made it difficult for cold chain trouble-shooting in health facilities to be addressed expeditiously.  This sometimes leads to vaccine wastage and interruption of vaccination schedules of clients; the latter has high potential for inducing dropout from immunization services.  Therefore, there is need to have additional 59 District Cold Chain Technicians to bridge the gap so that each district has two ‘Designated Cold Chain Technicians’.  There is need to respectively provide basic and refresher training (for six days) for the new and already serving ‘Designated Cold Chain Technicians’ in all provinces and districts- as well as providing support to meet their allowances to ensure all districts have adequate number of cold chain technicians at all times.  This grant will therefore be utilized partly to support training and daily subsistence allowances of the 118 Designated Cold Chain Technicians in provinces and districts. It will also cover training of 24 trainers. 
Strategic Objective 2: To strengthen EPI Data Management at all levels in the context of the existing National Health Information and Surveillance (NHIS) system (so as to provide quality strategic information for effective and efficient management and delivery of EPI services to communities countrywide)

Specific Objective 2.1: To improve data management for provision of quality EPI and Surveillance data at all levels of the health system
2.1.1 Activity: Train 1,878 Provincial, District and Health Facility Managers, and Data Clerks in data management
The entire National Health Information and Surveillance (NHIS) system continues to face challenges in data management and quality.  Since the NHIS system and EPI data are managed by the same staff, the quality of EPI data and information is equally challenged, and therefore poor.  The following challenges due to data management skill deficits are manifested at health facility, district, provincial and national levels:  poor quality of surveillance data for the vaccine-preventable diseases and the rest of NHIS data (incompleteness of data, lack of timeliness in submission of data by health facilities and consequent lags in update of EPI and other HMIS data at provincial and national levels); poor quality of reporting and limited use of data for evidence based management decision making.  

Through this grant, MOHCW seeks to address the above listed data management gaps by training Provincial, District and Health Facility Managers, and Data Clerks in improved data collection and collation, data quality control (data cleaning, ensuring complete data delivery and  timeliness of data transmission), data storage & retrieval, data analysis skills and basic IT skills.  22 Provincial Managers will be trained for six (6) days, 118 District Managers will be trained for six (6) days, 1600 Health Facility Managers will be trained for six (6) days and 138 Data Clerks will be trained for six (6) days will be trained per province. 

2.1.2 Activity: Procure 72 desktop computers, 13 laptops, 72 printers and 72 external drives for health facilities and national, provincial and district health offices
Currently, altogether 72 desktop computers and an equal number of LaserJet printers (72) are required for vaccine management in health facilities, District Health Offices and Provincial Health Offices.  In addition 11 Laptops are required for EPI focal persons at provincial level, and 72 External Drives (500G+) are required for data backup purposes.  Details of these are presented in attachment number #... in the Annex of this proposal.  
This IT equipment will enhance the effectiveness and efficiency of EPI and the broader NHIS data management at all levels of the health system. 

2.1.3 Activity: Procure air time for $3 per month per health facility 
Currently, the Global Fund supports procurement of air time to enable timely transmission of data and information through short text messaging (sms). The current proposal will ensure support to sms data and information submission upon expiry of the GF grant. The Ministry of Health and Child Welfare uses an integrated  data collection and reporting system (one form for all diseases and prevention services) Currently, the system is being supported by GF round 8 to capture data using a cell phone based system at rural health facilities that transmits the information straight into the district health information computers for processing and further transmission to the national level via provincial offices through email using dongles that also require data bundles (air time) to work. The support from GF R8 ends in 2014 and GAVI support in this regard will ensure continued high performance of the NHIS in availing timely and adequate data/information for program managers.
Since the implementation of GF R8 support, completeness and timeliness of the weekly surveillance system have increased tremendously to above 80% compared to around 35% previously, resulting in timely intervention measures being instituted. This in turn has had a positive impact on the EPI weekly surveillance reporting system for targeted diseases like measles, NNT and AFP/Poliomyelitis as well as the monthly routine vaccination data.
Specific Objective 2.2: To conduct operational research for monitoring and evaluation of performance of EPI 

2.2.1: Activity: Conduct EPI Coverage Survey
The annual EPI performance reviews will further be informed through EPI Coverage Survey.  The survey will also serve as follow up for the interventions carried out to improve quality of data in the surveillance of vaccine related diseases and the rest of NHIS- hence regularly assessing performance of the NHIS system.  This will be crucial in establishing whether the NHIS system is furnishing all the information needed for effective management and delivery of EPI and other health services.  It is also essential to assess whether the information system is responsive to the demands of the health system: whether needed data or information is readily available, reliable, valid and able to generate real time information whenever needed at any level of the health system.  

Key findings from these studies will augment Annual EPI Review deliberations on the performance of EPI. 

Strategic Objective 3: To strengthen EPI outreach services in hard-to-reach (HTR) communities countrywide in the context of integrated health service delivery
Specific Objective 3.1: To support community participation in EPI services (so as to increase community demand for EPI services)

In Zimbabwe, active community participation in the management of health services delivered to beneficiary communities is still sub-optimal.  Strong community participation in exercising control over health action initiatives, health resources and institutions, and related decisions enhances community stake in and influence on health services delivered to the very communities; these can lead to improvements in the quality of healthcare and accessibility of healthcare services- with resultant improvements in individual and community health outcomes.

In addition to geographically hard-to-reach areas in the country, there are still some reclusive communities whose religious principles and practice to date do not embrace EPI and many other modern medical interventions.  Focused constructive engagements are required in order to increase uptake of EPI and other health services by such geographically hard-to-reach and reclusive communities.  This proposal seeks to strengthen participation of hard-to-reach communities in EPI and other priority health services through community dialogues as an entry point to delivery of integrated outreach services.  

A community dialogue is a process of joint problem identification and analysis leading to modification and re-direction of community and stakeholders’ actions towards preferred future for all. In this case the community dialogue will focus on EPI services and other priority MCH services in the beneficiary community; as much as possible, an integrated package will be discussed with the community during each community dialogue (this will include EPI, HIV testing for Infants & children/ early infant diagnosis-EID, renewal of Cotrimoxazole prescriptions for children on Cotrimoxazole, Postnatal care, TB services as well as Nutrition and FP counselling).  

Since a community dialogue is an interactive participatory communication process of sharing information between people or groups of people aimed at reaching a common understanding and workable solution, unlike debate, it emphasizes listening to deepen understanding of community issues.   It develops common perspectives and goals and allows participants to express their own views and interests.  This leads to understanding issues on both the supply and demand side- by all the participants.  Consensus on issues and health actions can then be mutually reached with utmost understanding. 

This is envisaged to generate community demand for EPI and other priority MCH health services, and subsequently increase uptake of these services.

3.1.1 Activity: Train 32 trainers from NGOs/CBOs in conducting Community Dialogues 
In order for NGOs / CBOs to be able to train facility based health workers and CHWs in conducting Community Dialogues, the NGOs/CBOs have to undergo a five-day TOT in conducting community dialogues.  The NGO/CBO will then train health facility based health workers and CHWs to carry out community dialogues in hard to reach areas of the 18 priority districts. 

Two NGOs/CBOs per province will undergo TOT in conducting community dialogues. Two staff per CBO will be selected for the TOT course.   The firm that will train the NGOs/CBOs will also develop a Training Guide for Conducting Community Dialogues.

Through this GAVI HSS grant, technical support will be sought within the country or from the region to conduct the Community Dialogue TOT course for the NGOs/CBOs. 
3.1.2 Activity: Support CBOs/NGOs to train health facility based health workers and CHWs in conducting community dialogues in the priority districts
Other than conducting outreach, almost all health facilities in the country have no experience in conducting Community Dialogues.  There is therefore need to train health workers (especially nurses) and community health workers in conducting community dialogues.  Overall, in the 18 priority districts, 1080 health workers and CHWs will gain skills of conducting community dialogues.  The trained health facility based health workers will team with CHWs to conduct community dialogues twice a year for the next five years.  

The interface between health facility staff and the communities will enhance generation of community demand for and subsequent uptake of EPI and other priority health services.  This will yield improvements in child health outcomes in the population.  The GAVI HSS grant support training of these health workers by the CBOs who would have been trained as TOTs.  

3.1.3 Activity: Carry out community dialogues on EPI and other health services in hard-to-reach communities 
The trained facility based health workers and the CHWs will then embark on conducting community dialogues in the priority districts.  Each community dialogue session will be conducted by a team of two CHWs and two health facility based staff.  Some of the community dialogues will be timed to coincide with the routine Support Supervision visits of the team from the District Health Office.  Hence, all community dialogues will also be attended by some members of the DHT.  As mentioned earlier, an integrated package will be discussed with the community during each outreach; this will include EPI, HIV testing for infants & children (early infant diagnosis-EID), renewal of Cotrimoxazole prescriptions for children on Cotrimoxazole, postnatal care, TB services as well as Nutrition and FP counselling.  In this regard, a Primary Care Counsellor (from HIV/AIDS Services) with comprehensive Counselling skills will be part of the community dialogue facilitating team. The Primary Counsellor will also carry out rapid HIV tests in children at the same sitting when required.  The allowances of all the community dialogue facilitators, including that of the Primary Counsellor and the driver, will be paid through this GAVI HSS grant.     

Each community dialogue will be attended by an estimated 20 community members.  Each health facility in the 18 priority districts is expected to conduct one community dialogue every six months in the next 5 years; it is projected that at least 21,600 community members per year or 108,000 community members will be directly involved in community dialogues on EPI and priority health services and issues.  Through interaction of the community members (who participate in the community dialogues) with the rest of the community, a multiplier effect of health education and health issues discussed will be realized in each district and beyond.

It is, therefore, envisaged that once community dialogues are effectively established, the multiplier effect will greatly increase uptake of EPI and other priority health services by the community.

Specific Objective 3.2: To improve the capacity to conduct integrated outreach services in hard to reach areas

3.2.1. Activity: Procure 4x4 multi-purpose vehicles for districts to enable them access hard-to-reach areas to deliver integrated outreach services

Outreaches from District Health Offices to all hard-to-reach (HTR) areas have been suspended in the last decade due to lack of appropriate means of transport for accessing the outreach points in the HTR areas- following the economic challenges the country has been experiencing in the  past decade.  As explained earlier, geographical and financial access barriers on the demand side further compound access of communities in HTR areas to EPI and other health services. The coming in of the inclusive government in 2009 has brought in some relief in that astronomical levels of inflation were arrested, it created a more conducive working environment and brought in sanity in the health sector.

However, this development has not helped much as the government’s revenue base remains constrained to meet basic service delivery requirements. The government currently does not have capacity to procure service delivery vehicles including ambulances. The current coverage of ambulances is ….% and for service vehicles is ….% indicating that there is a gap. This request is not covering the gap 100% but only concentrates on 29 districts, 1 province and Central level that have been found to have a dire need for transport for EPI outreach activities. 
 Therefore, to improve access to hard-to-reach areas, there is need to procure 31 multipurpose 4x4 (all terrain) vehicles for health facilities for delivery of outreach-based EPI services to such areas; details of vehicle need are provided as Annex 8.  The GAVI HSS grant will be partly used for procuring the needed vehicles.

3.2.2. Activity: Provide support for fuel for EPI outreaches and support for maintenance of vehicles

This grant proposal also requests GAVI HSS to provide Districts with support towards procuring fuel for outreaches and regular maintenance of outreach vehicles for the first year of the proposed grant period of 2012 to 2016.  

Each of the 31 outreach vehicles will be provided with fuel for the monthly outreaches throughout the first year of the GAVI HSS grant period.  From the second year of the grant onwards, MOHCW and MOF/Treasury will take over the responsibility of providing fuel for these 31 outreach vehicles.  
Regarding maintenance costs of each of the 31 outreach vehicles, a set of new tyres will be fitted onto each vehicle annually for two (2) years, starting from the second year of this grant.  In the fourth (final) year of the grant and subsequent years, MOHCW and MOF/Treasury will take over the running costs of the vehicles.  

3.2.3. Activity: Provide travel and subsistence allowances for health workers undertaking EPI outreach services in hard-to-reach areas

Prior to the economic challenges between 2000 and 2010, each district every month used to send a team of four health workers (three health professionals plus one Driver) on camping EPI outreaches which lasted ten days per month; this made it possible in the past for all the 3,805 outreach sites to be covered with EPI services at modest costs.   The economic challenges led to suspension of all outreaches countrywide.  

Re-activation of the currently suspended outreach services will have to be complemented by provision of travel and subsistence (T&S) allowances for the health workers on EPI outreaches in hard-to-reach areas.  During each outreach, an integrated EPI outreach package will be delivered to the community; like in community dialogues, in addition to EPI services this package will include EPI, HIV testing for infants & children (early infant diagnosis-EID), renewal of Cotrimoxazole prescriptions for children on Cotrimoxazole, Postnatal care, TB services as well as Nutrition and FP counselling.    A Primary Counsellor from HIV/AIDS services will be part of this team to carryout EIDs, counselling, Cotrimoxazole dosage renewal, etc; the allowances of the Primary Counsellor will be paid by the HIV/AIDS Services section. 

Since MOHCW currently has inadequate funds to meet the T&S allowances for the staff on camping outreaches, the requested GAVI HSS grant will be used to meet part of the T&S allowances (of five days per month) for each staff on a camping outreach in the identified 18 priority districts.

	3.3 Main Beneficiaries 
→ Please describe how the proposed activities under each objective contribute to equity (e.g., gender, geographic, economic), reach the unreached, underserved and marginalised populations with health services, and benefit the poorest and other disadvantaged populations, including any measures to reduce stigma and discrimination that these populations may face. 
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The proposed activities under this proposal have been designed to benefit mainly children under the age of 5 years who are the target group for immunisation services.  It is the policy of the Government of Zimbabwe that every child under the age of 1 year should receive comprehensive immunisation.  The secondary immunisation and provision of supplementary vitamins is also to be availed to children below the age of 5 years.  With the view to provide universal primary care health services for all children, the government offers free health services to all children under through the public sector health delivery system. The targeting for this ground is in line with several international protocols on child health including MDGs Goal 4.

The other primary beneficiaries are pregnant mothers who have to receive scheduled immunisation during each pregnancy to confer immunological protection for the unborn children against tetanus.  These will be provided during ANC visits and outreach based EPI services.   Women in reproductive age are the secondary beneficiaries who are supposed to immunise from menarche up to the end of their reproductive period.  These two groups of women are targets for information on the benefits of immunisation to children.

In Zimbabwe there are some hard to reach areas with health services including EPI services.  These render them geographically difficult to access. Therefore this proposal seeks to promote equitable access to EPI and other priority health services through outreach services in those hard to reach areas




	4. Performance Monitoring and Evaluation 

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

	4.2 a) M&E arrangements
→ Please describe how the Performance Framework in this proposal uses existing national indicators, data collection tools and reporting systems.

4.2 b) Strengthening M&E systems

→ Please describe the M&E systems strengthening activities to be funded through this proposal.

	THREE PAGES MAXIMUM


The goals of this proposal are in line with the national Health Strategy and cMYP performance indicators, and they are: 
1. Contribute to reduction of under-five mortality by two thirds by 2015,  and 
2. Strengthen the health system to deliver quality Maternal Newborn and Child Health services
The M&E and the workplan of the cMYP 2012 – 2016 are hereby attached – as well as the Logframe for this proposal which has details of the performance indicators at both outcome and output levels.  The monitoring details of the goals and indicators are furnished in the attached performance framework.

The proposal has three strategic objectives, each with its respective specific objectives.  The strategic objectives are in line with the three areas of focus of this proposal:

· Strategic Objective 1: To strengthen the Cold Chain Capacity, Stock Management and Distribution System at all levels countrywide

· Strategic Objective 2: To strengthen EPI Data Management at all levels in the context of the existing National Health Information and Surveillance (NHIS) system

· Strategic Objective 3:    To strengthen EPI outreach services in hard to reach communities countrywide in the context of integrated health service delivery

 All the objectives in the proposal will be monitored through the corresponding outcome indicators stated at each specific objective. The outcome indicators include the following:

· % of health facilities that have sound cold chain integrity

· % of vaccine stores with regular delivery of vaccine orders

· % of health facilities that have received cold chain technical trouble shooting services within 24 hours
· % of health facilities submitting complete, accurate and timely EPI and other NHIS strategic data  / information to MOHCW

· EPI Coverage Survey reports available

· National DTP3 coverage 

· DTP3 coverage in hard to reach areas

· % of eligible children fully immunised

The national EPI system will continue monitoring its outcomes using the national outcome indicators that will be tracked through Annual EPI Reviews and specific EPI performance operational research (undertaken outside the current proposal) as well as through routine quarterly EPI reviews and reports. 

The baseline information on the national EPI performance indicators are as presented below:

	#
	Outcome indicator
	Baseline

	
	
	Value
	Year
	Source

	1
	Penta-3 Coverage


	83%
	2010
	MOHCW EPI Program reports

	2
	Drop-out rate for Penta


	18%
	2010
	MOHCW EPI Program reports

	3
	Number of districts with Penta-3 coverage above 80%
	58%
	2010
	MOHCW EPI Program reports

	4
	National DPT-HepB-Hib vaccine wastage rate
	-
	-
	


	5. Gap Analysis, Detailed Work Plan And Budget

	5.1 Detailed work plan and budget

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

	5.2 Financial gap analysis

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

	5.3 Supporting information to explain and justify the proposed budget

→ Please include additional information on the following: 

· Efforts to ensure Value For Money

· Major expenditure items
· Human Resources costs and other significant institutional costs 
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Detailed workplan and budget are provided as annex 5.1
Financial gap analysis is provided as annex 5.2


	6. Implementation Arrangements, Capacities, and Programme Oversight

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

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


	Lead Implementer:
	The Ministry of Health and Child Welfare – Expanded Programme on Immunisation (EPI)

	Objective(s):
	1) To strengthen the Cold Chain Capacity, Stock Management and Distribution System at all levels countrywide (in order to improve availability of quality vaccines and EPI supplies at all levels and minimise vaccine wastage)
2) To strengthen EPI Data Management at all levels in the context of the existing National Health Information and Surveillance (NHIS) system (so as to provide quality strategic information for effective and efficient management and delivery of EPI services to communities countrywide)
3) To strengthen EPI outreach services in hard to reach communities countrywide in the context of integrated health service delivery

	( Description of the Lead Implementer’s technical, managerial and financial capabilities.

	HALF-PAGE MAXIMUM

The Ministry of Health and Child Welfare is the main implementer of all aspects of health service delivery in the country.  The Ministry has highly qualified professional staff in all aspects of health service delivery and health administration.   The financial management systems for the Ministry follow that of the general Government of Zimbabwe financial management system.  In previous years the Financial Management Systems have been assessed and accepted by such organisation as the Global Fund to receive resources as a Principal Recipient.  Before the economic challenges faced by the country in 2008, the Ministry was the Principal Recipient for Malaria and TB round 5 grants from the Global Fund.  Currently the Ministry is the major Sub-Recipient of the GF under UNDP with huge financial management responsibilities for HIV & AIDS, Tuberculosis, Malaria and Health Systems Strengthening. 
In Zimbabwe the implementation of health delivery services is strongly supported by other technical and financial partners.   The Expanded Programme for Immunisation (EPI) is supported technically by WHO and UNICEF who has established posts within their organisations for immunisation.  These cadres were instrumental in supporting the development of the GAVI HSS application.  The same organisations will continue to offer technical support to the implementation of the GAVI HSS supported programme since the proposed outcome is a desire for all partners.


	6.1 b)   Coordination between and among implementers

	( Please describe how coordination will be achieved (a) between multiple Lead Implementers, if there is more than one nominated for the proposal; and (b) between each nominated Lead Implementer for the proposal and its respective Sub-Implementers. 

	ONE PAGE MAXIMUM

In Zimbabwe the Immunisation programme is implemented and coordinated by the Ministry of Health and Child Welfare who under this proposal is the only lead implementer.  The MOHCW has an established Expanded Programme for Immunisation (EPI) unit at National level which coordinates with provinces and districts for programme implementation.  The HSS activities proposed in this application are also implemented by the MOHCW.  The Ministry has a fully fledged department of Health Management Information Systems at National level.  The department of HMIS is responsible for all health information and disease surveillance in the Ministry hence is also responsible for servicing the HMIS requirements for EPI.  

The community component of the EPI programme has been run by the MOHCW alone through its Nursing Services department with limited involvement of Civil Society.  The MOHCW has a Village Health Worker (VHW) programme which executes community programmes for the ministry.  The Under this proposal, the Civil Society Organisations will be engaged to support community mobilisation for immunisation in hard to reach areas through the community health workers they work with.  This is a new area for a number of community based organisations, hence the proposal has budgeted for capacity building of the NGO/CBOs to be able to carry out these duties in hard to reach areas.  The CCM and the MOHCW will make a call for an express of interest upon approval of this proposal for organisation to take up the activities on community mobilisation.  The identified partners would play the role of implementing partners until such a time when they are well equipped to be sub-implementers.


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

	(i) Will other departments, institutions or bodies be involved in implementation as Sub-Implementers? 
	[image: image3.wmf]Yes

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

	
	[image: image4.wmf]No

( go to section 6.1 c) (ii)

	(ii)
If no, why not?

	HALF-PAGE MAXIMUM

	(iii)
List the identified Sub-Implementers and, for each Sub-Implementer, describe:

· The roles and responsibilities to be fulfilled; 

· Past implementation experience;

· Geographic coverage and a summary of the technical scope;
· Challenges that could affect performance and mitigation strategies to address these challenges. 
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	iv)  If the private sector and/or civil society are not involved as Sub-Implementers or only involved in a limited way, explain why.

	HALF-PAGE MAXIMUM


	6.1 d)
Strengthening implementation capacity
(a) Applicants are encouraged to include a funding request for technical assistance to achieve strengthened capacity and high quality services, supported by a summary of a technical assistance (TA) plan.  In the table below, please provide a summary of the TA plan.

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

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

( same as proposal currency

	Specific Objective 2 of Strategic Objective 2: 

To conduct operational research for monitoring and evaluation of performance of EPI
	Conduct Specific EPI related operational researches:

· Carryout Vaccine Management Assessment 
· Conduct EPI Data Quality Self Assessment.  
	The EPI program of MOHCW and the EPI service beneficiaries 
	Studies to be conducted in 2013 and 2015
	Each study will cost 20,000USD, hence a total of 80,000 USD will be spent

	Specific Objective 1 of Strategic Objective 3: To support community Participation in EPI services (so as to increase community demand for EPI services)
	· Carryout Training of Trainers (TOT) for NGOs/CBOs in conducting Community Dialogues 

· Develop Training Guideline for Conducting Community Dialogues
	The EPI program of MOHCW 

Health Facility staff

EPI service beneficiary communities
	This activity will be carried out in 2013
	The entire TA is estimated to cost 20,000 USD

	(b) Describe the process used to identify the assistance needs listed in the above table.

	HALF-PAGE MAXIMUM



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

	HALF-PAGE MAXIMUM

MOHCW currently has no technical capacity to either conduct TOTs for conducting community dialogues or run community dialogues.  Technical assistance will therefore be sought to carry out the TOT for NGOs/CBOs in conducting community dialogues.  The NGOs/CBOS will then train facility based health workers and CHWs in conducting Community Dialogues. 


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

b) The proposed processes and systems for ensuring effective financial management of this proposal, including the organisation and capacity of the finance department and the proposed arrangements for planning and budgeting, treasury (fund management and disbursement), accounting and financial reporting, internal control and internal audit, procurement, asset management and external audit.

c) Technical Assistance (TA) proposed to strengthen the financial management capacities in order to fulfil the above functions.

	TWO PAGES MAXIMUM

a) The Ministry of Health and Child Welfare proposes that the Ministry be responsible for the financial management of the GAVI funds

b) The Ministry has a Finance Department that is run by a Director of Finance supported by three Chief Accountants, one responsible for revenue and the other two responsible for expenditure. In fact, one of the Chief Accountants is responsible for donor funding and has accountants below him for that purpose. The Ministry already has an account for the GAVI funded program (EPI) with a renowned commercial bank (Standard Chartered Bank). This account is solely for the GAVI program and has special signing arrangements for accountability and security purposes.

Expenditure is incurred on request from the program managers. The requests are not verbal but documented for transparency and accountability. Financial reports are produced on a regular basis and submitted to the relevant authorities. The reports are subject to inspection by both the internal and external auditors.

Zimbabwe has a system of institutional governance in terms of procurement. The State Procurement Board is responsible for procurement systems and these are the ones that are applied by the Ministry when carrying out procurement activities. The system which is stringent has procurement limits in order to control weighting in terms of the value of the goods/services that may need to be procured.

All assets that are bought for any program are recorded in a register which is also subject to audit by both internal and external auditors.

c) Where it is necessary to have special financial systems it would be necessary for training to be undertaken to strengthen the systems. There may also be need to purchase computer equipment for the purpose of maintaining electronic records.



	6.3 Governance and oversight arrangements
· Please describe:

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

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

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

d) Technical Assistance (TA) requirements to enhance the above governance processes.
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The Zimbabwe Country Coordinating Mechanism (CCM) was established in 2002 in response to requirements and recommendations of the Global Fund to Fight AIDS, Tuberculosis and Malaria ("Global Fund") for countries to access GF funding.  The Zimbabwe CCM has twenty substantive members drawn from 8 sectors i.e. Government (6), NGOs (3) People living with HIV (2), UN Agency (2), Donors (2), Private Sector (2), FBOs (2) and Academia (1).  Members are chosen by their own constituency in a democratic and transparent process.  The CCM structure ensures that all key sectors are represented.  The CCM plays a critical role in the GF processes at country level by developing coordinated country proposals to the Global Fund and also playing an oversight role for approved grants.  The mandate of the CCM is to discuss, approve and submit quality and appropriate proposals to the Global Fund, and to monitor, evaluate and support the implementation of projects that are initiated by the CCM and financed by the Global Fund.  The main focus of the CCM is on policy issues leaving the implementation and follow up of issues to the substructures.  The Zimbabwe CCM has developed a document that guides its operations (CCM Guiding Document) annexed.  The same mechanism used for GF funded programmes was used in developing the GAVI HSS application.  The same oversight approach used in GF funded programmes will be used for the GAVI HSS funded activities where the lead implementer will be required to give updates in every meeting.

The Zimbabwe CCM has established four technical committees to assist it in its oversight role and as discussed elsewhere in this proposal, there already exist a CCM HSS committee.  This committee was responsible for coordinating the development of the proposal and it will be responsible for providing technical oversight and support to the implementation of the funded programmes.  While in the current setting, the committee has 12 members attendance to meetings is open to any other interested parties.  During the development of the GAVI HSS proposal, key stakeholders in immunisation were involved and would be retained as regular members of the committee.  This multi-stakeholder involvement in CCM business ensures coordination, harmonisation and alignment with similar programmes funded by other partners.
The CCM and its committees are scheduled to meet once every month and the schedules of meetings are developed at the beginning of every year.   In some instance they meet more than once during a given month to allow resolving of urgent matters.  They are also instances where meetings are not held in certain months mainly due to commitments by key stakeholders.   During CCM meetings, implementers and those carrying out specific tasks submit reports with recommendations for CCM decisions.  The committees of the CCM usually meet prior to main CCM meeting to deliberate in detail on issues to be taken to the CCM.  The committees discuss technical issues and help the CCM in making decisions by making available necessary information.  The CCM and its committees sometimes establish working groups to carry out specific tasks and these working groups meet more regularly.  This is usually the case when preparing proposals where writing teams are established.   Members to all CCM committees and working groups are drawn from variety stakeholders to ensure wide consultations.  During the GAVI HSS proposal development, a working group.

The Zimbabwe CCM with support from other partners as GIZ and USG is working on enhancing its governance processes.  For the period April to July 2012, the operations of the CCM will be reviewed to assess the extent to which they are serving the emerging demands for effective health service delivery in Zimbabwe.  The review will culminate into the revision of the Zimbabwe CCM guiding documents.  The current and future members of the CCM would be oriented into the provisions of the guiding documents.  The CCM will then develop an oversight plan for all the programmes under its armpits the GAVI HSS funded programme included.  It is anticipated that through this process the governance and oversight role of the CCM will be enhanced.


	7. Risks and Unintended Consequences

	7.1 Major risks

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


	Risks
	Mitigating strategies

	The country is currently having a recovering economy from a decade of economic depression.  If the economic recovery continues as anticipated, then MOHCW will be able to sustain the planned recurrent costs of EPI services.  However, in the event that the economy does not recover as anticipated, sustainability of the recurrent costs will be constrained.
	The process of developing this GAVI HSS proposal involved extensive stakeholder consultations and involvement.  A number of developing partners have been supporting the EPI program of MOHCW- even in the crippling past decade of economic meltdown.  The MOF and the Treasury have also been very supportive of MCH and other health services, even in the period of economic turmoil- since MOF as well regards health services a priority.

	
	

	7.2 Unintended consequences

· Please describe any possible unintended consequences that might occur as a result of implementing the proposal and the strategies to mitigate these unintended consequences.
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There are so far no adverse foreseeable unintended consequences that will ensue from this proposed interventions
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HSS Funding requests to the Global Fund using the Common Proposal Form and Guidelines can only be made when the application materials are launched on 15 August 2011








� Zimbabwe Health Information System Assessment, 2009 


� Zimbabwe Health Information System Strategic Plan 2009-2014
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