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Senior Programme Officer, HSS 
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c/o UNICEF, Palais des Nations

1211 Geneva 10, Switzerland

Email: cburgess@gavialliance.org
Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline. Proposals received after that date will not be taken into consideration for that review round. GAVI will not be responsible for delays or non-delivery of proposals by courier services. 

All documents and attachments should be in English or French.  All required information should be included in this application form. No separate proposal documents will be accepted by the GAVI Secretariat. The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents may be shared with the GAVI Alliance partners, collaborators and the general public.

Please direct all enquiries to: 

Dr Craig Burgess (cburgess@gavialliance.org) or representatives of a GAVI partner agency.  
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Abbreviations and Acronyms

ADRA

Adventist Developpment Relief Agency

AFD

Agence Française pour le Développement (French Development Agency)

AFRF

Association Française Raoul Follereau (Raoul Follereau Association)

AMIT

Association Médicale Inter-Entreprise de Tananarive (Antananarìvo Inter-Enterprise Medical Association)
BAD

Banque Africaine de Développement (ADB African development Bank – (ADF – African development Fund))

CCIA

Comité de Coordination Inter Agences (Inter Agencies Coordinating Committee)

CCSS

Comité National de Coordination du Secteur Santé (HSCC - Health Sector Coordination Committee)
CHD

Centre Hospitalier du District (District Hospital)

CHRR

Centres Hospitaliers Régionaux de Référence (Regional Preference Hospitals)

CHU

Centres Hospitaliers Universitaires (University Hospitals)

CNS

Comptes Nationaux de santé (National Health Accounts)

COGE

Comité de Gestion (Management Committee)

COSAN
Comité de Santé (Health Committee)

CRS

Catholic Relief Services


CSB

Centre de Santé de Base (Primary Health Centre)

DDDS

Direction de Développement des Districts Sanitaires (Directorate for the Development of Health Districts)

DEP

Direction des Etudes et de la Planification (Directorate for Policy and Planning)

DGS

Direction Générale de la santé (Directorate General for Health)

DHS 

Demographic Health Survey

DRSPF
Direction Régionale de la Santé et du Planning Familial (Regional Directorate for Health and Family Planning)

DSRP

Document de Stratégie pour la Réduction de la Pauvreté (Strategy Document for the Reduction of Poverty)

DSF

Direction de la Sante de la Famille (Directorate for Family Health)
DTC

Diphtérie – Tétanos – Coqueluche (vaccine)

EMAD

Equipe de Management du District (District Management Team)

EMAR

Equipe de Management de la Région (Regional Management Team)

EPM

Enquête Périodique auprès des Ménages (Periodic Household Survey)

ESM

Equipe Sanitaire Mobile (Mobile Health Team)

EU

Eurpoean Union

FANOME
Financement pour l’approvisionnement non-stop en médicaments essentiels (Funding for the non-stop provision of essential medicines)

FAR

Femmes en Age de Reproduction (Women at the age of Reproduction)

GAVI

Global Alliance for Vaccines and Immunization

GTZ

Coopératen Allemande (German Cooperaten)

Hep B

Hepatitus type b (vaccine)

Hib 

Heamophilus Influenzae type b (infection or vaccine) 

IEC

Information, Education, Communication

IFP

Institut de Formation des Paramédicaux (Paramedic Training Institute)

INSPC 
Institut National de Santé Publique et Communautaire (National Institute of  Public and Cummunity Health)

INSTAT 
Institut National des Statistiques (National Institute of Statistics)

JICA 

Coopératen Japonaise (Japanese Cooperaten)

MAP 

Madagascar Action Plan

MSPF 

Ministère de la Santé, du Planning Familial et de la Protection Sociale

OMD 

Objectifs du Millénaire pour le Développement (MDG - Millennium Development Goals)

OMS 

Organisation Mondiale de la Santé (WHO – World Health Organisation)

ONG 

Organisations Non Gouvernementales (NGO – Non-Governement Organisations)

ONM

Ordre National de Médecins (National Order of Doctors)


ONN

Office Nationale de la Nutrition (National Nutrition Office)

OSF

Ordre National de Sage-femmes (National Order of Midwifery)

OSTIE

Organisation Sanitaire Tananarivienne Inter-Entreprise (Antananarìvo Inter-Enterprise Health Organisation)
PAM 

Programme Alimentaire Mondiale (WFP – World Food Programme)

PCA 

Paquet Complémentaire d'Activité (Complimentary Activities Package)

PDSS 

Plan de Développement du Secteur Santé (National Health Sector Strategy and Development Plan)

PEV 

Programme Elargi de Vaccination (Immunisation Expansion Programme)

PFA 

Paralysie Flasque Aiguë (AFP Accute Flaccid Paralysis)

PMA 
Paquet Minimum d'Activité (Minimum Activity Package)

PN2D

Programme National de Décentralisation et de Déconcentraten

PNUD 

Programme des Nations Unies pour le Développement (United Nations Development Programme - UNDP)

PPAC 
Plan Pluri Annuel Complet du PEV (Complete Multi-annual Plan of the PEV)

PPTE 

Pays Pauvres Très endettés (HIPC - Heavily Indebted Poor Countries)

PTA

Plan de Travail Annuel (Annual Works Plan)

RSS 

Soutien au renforcement des services de santé (Health System Strengthening Support - HSS)

SAF/FJKM
Département du Développement de l’Eglise Protestante FJKM (Protestant Church Development Department FJKM)

SALAMA
Centrale d’achat (buying group)
SALFA 
Sampan’Asa Loterana Fahasalamana (Département Santé de l’église Luthérienne – Lutheran Church Health Department)

SantéNet
Projet Santé de l’USAID (Health Project of USAID)

SCAC 

Service de Coopératen  et d’Actions Culturelles (Cultural Action and Cooperaten Service)

SIGS

Système d’Information pour la Gestion Sanitaire (Health Management and Information System)
SMAD

Service Militaire d’Action au Développement (Military Service for Development Action)
SSD 

Service de Santé de District (District Health Service)

SSME

Semaine de la Santé de la Mère et de l’Enfant (Mother and Child Health Week)

SSV 

Soutien aux services de immunisation (Immunisation Service Support)

TCV 

Taux de Couverture Vaccinale (Immunisation Coverage Rate)

TIC

Technologie d’Information et de Communication (Information and Communications Technology)

TMN 

Tétanos Maternel et Néonatal (Maternal and Neo-natal tetanus)

UNFPA 
United Nations Population Fund

UNICEF 
The United Nations Children's Fund
USAID
United States Agency for International Development

VAR

Vaccin Anti-Rougeoleux (Anti-measles Vaccine)

VAT

Vaccin Anti-Tétanique (Anti-Tetanus Vaccine)

VPO3 

Vaccin Polio Oral (3ème administraten) (Oral Polio Vaccine (3rd Administraten)

Executive Summary
To the applicant
· Please provide a summary of the proposal, including the goal and objectives of the GAVI HSS application, the main strategies/activities to be undertaken, the expected results, the duration of support and total amount of funds requested and the baseline figures and targets for the priority indicators selected.

· Please identify who took overall responsibility for preparing the GAVI HSS application, the role and nature of the HSCC (or equivalent), and the stakeholders participating in developing the application.

The Madagascar proposal on the health system strengthening forms part of the implementation of the Madagascar Action Plan 2007-2012 and the National Health Sector Strategy and Development Plan (PDSS) 2007-11.

The aim of this application for support is to achieve an effective, accessible and equitable health system. The main activities envisaged target three main areas: The organisation of the health system, the increase the demands on the services provided on the part of the population and the health system environment. These activities cover five key areas:

· Organisation and management
· Finance
· Human resources
· Community mobilisation
· Improvement in health coverage and quality of service.
The main HSS activities proposed are as follows: 
· Train health-care workers on the benefits and use of data for planning and decision-making.

· Asses the performance of health data transfer from the CSB to the central system

· Carry out regular follow-up and supervisory reviews of the CSBs 

· Renew the CSBs 
· Strengthen the application of the Equity Funds system implementation plan in the targeted health care facilities.
· Introduce different strategies for increasing the population’s financial accessibility to health-care services

· Carry out financial auditing and supervision of the priority health-care activities with PEV as top priority (focused on the continuation of child and maternal care) in the targeted areas and develop corrective strategies for improving the programme management

· Offer training on financial and programme management to the managers on the periphery of the targeted districts

· Contract health-care workers.
· Support coaching in the targeted areas (supervision, guidance, mentoring)

· Identify the factors that limit the use of the services by the population.
· Develop and institutionalise community health-care strategies.

· Equip 10 SSDs with a 4x4 vehicle, the supervisors with 2 4x4 vehicles and 120 CSBs with motor bikes.

· Set up an operational and sustainable cold chain

The proposal targets 40 SSDs and 10 regions.  The criteria selection list for the SSDs can be found in Annex 3.

The expected results are an improvement in immunisation coverage, an increase in the offer of health-care services and an increase in the use of these services in the targeted areas.

This application for support covers the final quarter of 2007 and spans 2008 to 2010.
The total amount requested of GAVI totals $US 11 215 608,4.
The development process for this proposal was overseen by the Directorate General for Health (DGS) and the Directorate for the Development of Health Districts (DDDS).
The responsibilities of the HSCC or the Comité National de Coordination du Secteur Santé (CCSS) are the drafting and ratification of this proposal, the plans for the use of the GAVI funds, the approval of the annual action plans of the activities financed by GAVI and the supervision and monitoring of the use of these GAVI funds.

The entities involved in the development of the proposal are the DGS, the DDDS, the DEP, the DSF, the Immunisation Service, the WHO, UNICEF, the World Bank, USAID (Immunization Basics, Santé Net and HS 20/20).

Section 1: Application Development Process
To the applicant
In this section, please describe the process for developing the GAVI HSS application.   

· Please begin with a description of your Health Sector Coordinating Committee or equivalent (Table 1.1). 

1.1: The HSCC (or country equivalent)

	Name of HSCC (or equivalent): 

Comité de Coordination du Secteur Santé (CCSS)


	HSCC operational since: 

February 2007, originally from the Comité de Coordination Senior de la Survie de l’Enfant (Senior Coordinating Committee for Child Survival), operational since 2004.



	Organisational structure (e.g., sub-committee, stand-alone): 

The CCSS is composed of the Comité de Coordination Inter Agences (CCIA) (Inter Agencies Coordinating Committee), the Civil Society (the Order of Doctors, the Order of Pharmacists) and ONGs.


	Frequency of meetings:

Twice a year


	Main functions and responsibilities of the CCSS:

· Implementation plans for GAVI funding,

· Approval of the annual action plans of the activities financed by GAVI  

· Supervision and monitoring of the use of GAVI funding

Three main strategies to strengthen the role and functions of the CCSS in the next 12 months 

· Coordination and support of the help offered by GAVI and other partners for the health system strengthening plan.

· Mobilisation of funds for bridging the gap of the health component in the health system.

· Ratification of the monitoring and evaluation reports on the annual action plans of the activities financed by GAVI. 


To the applicant
· Next, please describe the process your country followed to develop the GAVI HSS application (Table 1.2) 

1.2: Overview of application development process 

	Who coordinated and provided oversight to the application development process?

Direction Générale de la Santé (DGS) (Directorate General for Health), Direction de Développement des Districts Sanitaires (DDDS) (Directorate for the Development of Health Districts), Direction des Etudes et de la Planification (DEP) (Directorate for Policy and Planning), Service de Vaccination (the Immunisation Service), WHO, UNICEF, The World Bank, USAID (Immunization Basics, Santé Net and HS 20/20).


	Who led the drafting of the application and was any technical assistance provided?

The drafting process of the GAVI HSS application was led by the DGS/DDDS, the DEP, and the Immunisation Service. International and national technical assistance was provided by UNICEF and USAID respectively.


	Give a brief time line of activities, meetings and reviews that led to the proposal submission.

The development of the application started in October 2006 with regular meetings (with the Government and partners). The process was delayed and a decision was taken to submit in May 2007. It is for this reason that the chronology outline below only commences from March 2007.
1- 27th of February: Constitution of the CCSS (HSCC) committee and the CCSS meeting during which it was decided to submit the GAVI HSCC document in May.
2- Mid-March: Receipt of feedback
3- End of March: Restitution of the Harare HSS Workshop 
4- February and March: Production of a first draft by the national consultant (financed by UNICEF) and dissemination of the draft
5- 5th of April: Reunion of the CCSS technical committee with the USAID consultants from HS 20/20.
Presentation of the final draft including feedback.
6- 5th to the 13 of April: Group work (DDDS, DEP, Immunization Basics, HS 20/20 consultants) for redrafting draft 2 (in order to assure the HSS activities, to determine the targeted areas taking into account the PDSS and to produce a detailed budget).
7- Strengthening of political dialogue the participating parties: Presentation of the PDSS, PPAC and contracting of the HSS activities. (to be determined together)
8- CCSS meeting on the 19.04.07
· with MinsanPF, Ministry of Finance, Ministry of education, Department of territory decentralisation and development, CCIA  (partners: WHO, UNICEF, World Bank, USAID, JICA, UNFPA, AFD, GTZ, ADB, UNDP) and Civil Society (SALFA, SAF, CRS, CARE, ADRA, ONN, ONM, OSF, Red Cross, AMIT, OSTIE, Marie Stopes, AFRF, Regio Tierzo Mondo)
· Presentation of the different Draft stages of the Document.
9- Finalisation and submission of the application for the 11.05.07


	Who was involved in reviewing the application, and what was the process that was adopted?

The ratification meeting took place on the 12th of April 2007 with the Minister for Health, The Deputy Minister and the CCSS. The process adopted was to send a draft of the application to the persons and organisations that were present at the meeting for review before the meeting was convened. During the meeting itself, they voiced their comments and suggestions, which were then incorporated in the document.
The final document was then sent a final time to the members of the CCSS for their signature.


	Who approved and endorsed the application before submission to the GAVI Secretariat?

The CCSS, the Minister for Health and the Minister of Finances



To the applicant
· Please describe overleaf the roles and responsibilities of key partners in the development of the GAVI HSS application (Table 1.3). 

Note: Please ensure that all key partners are included; the Ministry of Health; Ministry of Finance; Immunisation Program; bilateral and multilateral partners; relevant coordinating committees; NGOs and civil society; and private sector contributors. If there has been no involvement of civil society or the private sector in the development of the GAVI HSS application, please explain this below (1.4). 

1.3: Roles and responsibilities of key partners (HSCC members and others) 
	Title / Post
	Organisation
	HSCC member yes/no
	Roles and responsibilities of this partner in the GAVI HSS application development

	HAYE Mme Anne Clair 
	World Bank
	Yes
	· Technical Support (participation in the drafting of the application)
· Technical approval

	Dr Léonard Tapsoba

WHO Representative for Madagascar and Réunion. 
	WHO

	Yes
	· Technical Support (participation in the drafting of the application)
· Financial Support (participation in assuming the financial costs of the participants by Harare Workshop)
· Technical approval

	Mr Bruno Maes

Resident Representative of UNICEF
	UNICEF
	Yes
	· Technical Support (participation in the drafting of the application)
· Financial Support (participation in assuming the financial costs of the participants by Harare Workshop, financing the application development meetings, financing a national consultant for drafting the application) 
· Technical approval

	Mme Wendy Benazerga

Director of the Nutrition and Population Health Bureau
	USAID
	Yes
	· Technical Support (participation in the drafting of the application)
· Financial Support (financing the application development meetings, financing a national consultant for drafting the application)
· Technical approval

	TOGAWA Toru
Resident Representative of JICA Madagascar
	JICA
	Yes
	· Technical approval


	Mr Castaing Denis Director of  AFD Madagascar
	Agence Française de Développement (French Development Agency)


	Yes
	· Technical approval

	Dr Ralaivita Mamy  Representative of SALFA
	Civil Society
	Yes
	· Technical approval

	Dr Rakotovao Ravahatra Kalory President of l’Ordre National des Médecins (the National Order of Doctors) 
	Civil Society
	Yes
	· Technical approval

	M Detoeuf Grégoire Association Française Raoul Follereau (Raoul Follereau Association) 
	Civil Society
	Yes
	· Technical approval

	RASOARIZAKA Hantamiraho

Director of Public Investment
	Ministry of Finance
	Yes
	· Technical approval


To the applicant
· If the HSCC wishes to make any additional comments or recommendations on the GAVI HSS application to the GAVI Secretariat and Independent Review Committee, please do so below. 

· Please explain if there has been no involvement of civil society or the private sector, and state if they are expected to have a service provision or advocacy role in GAVI HSS implementation.

1.4: Additional comments on the GAVI HSS application development process 

Civil Society and the NGOs have validated the technical proposal. Civil Society will be involved in the implementation of the activities in terms of contracting health-care workers (activity 1.1). The NGOs will be involved in objective 4, which consists of developing the community health strategies. Furthermore, Civil Society and the NGOs, as part of the CCSS, will be constantly involved in monitoring the GVI HSS activities and in the dissemination of the results.

Section 2: Country Background Information
To the applicant
· Please provide the most recent socio-economic and demographic information available for your country. Please specify dates and data sources. (Table 2.1).

2.1: Current socio-demographic and economic country information

	Information
	Value
	
	Information
	Value

	Population 

Source: PPAC Report
	18 580 236
	
	GNI per capita 
Source: Medium Term Expenditure Framework 
Date: 2005
	330 $US

	Annual Birth Cohort 
Calculation method: 3.535 of the total population
	655 882
	
	Under five mortality rate

Source: DHS
Date: 2004
	94 ‰

	Surviving Infants*

Source: PPAC
	617 841
	
	Infant mortality rate 
Source: DHS
Date: 2004
	58 ‰

	Percentage of GNI 
allocated to Health 
Source: MEFB (Ministry of Finance) and FMI date and estimations produced by the World Bank
	1.4% in 2006 
	
	Percentage of Government expenditure on Health 

Source: DEP
Date: 2006
	7,11%


* Surviving infants = Infants surviving the first 12 months of life

To the applicant
· Please provide a brief summary of your country’s Health Sector Plan (or equivalent), including the key objectives of the plan, the key strengths and weaknesses that have been identified through health sector analyses, and the priority areas for future development (Table 2.2).

2.2: Overview of the National Health Sector Strategic Plan

	The equivalent of the NHSP in Madagascar is called the « Plan de Développement Sectoriel Santé (PDSS), 2007-2011 » (Health Sector Development Plan)

The main objectives of the PDSS are 1) to strengthen the national health system, 2) to increase the survival rates of mother and child 3) to support the fight against disease caused by the environment, 4) to boost health protection and the promotion of health consciousness.

The specific goals expressed in the PDSS are:

· Improve the legal and institutional framework of the health system, national health policy and the health sector plan implementing the WHO and MAP priorities:

· Promote decentralisation of the health management and decision-making system for the regions and communities. 

· Improve the availability of human resources qualified in at least 70% of the health care facilities;

· Improve health coverage and quality of service.

· Strengthen health funding in order to respond to the needs of the public sector and the population;

· Improve the organisation and management of the health system;

· Reduce the maternal mortality rate from 469 to 156 per 100,000 live births and neonatal mortality from 32% to 20% from now until 2012 (MAP).  

· Reduce the infant and child mortality rate from 94 to 73 per 1,000 live births from not until 2012 (MAP).

The key strengths that have been identified in the health system are:  
· Existence of structures that lend themselves to the decentralisation policy;

· PDSS used as an operational instrument for implementing the National Health Policy, the Millennium Development Goals as well as those of MAP;

· Existence of a national health policy;

· Availability of regulations and standards on health infrastructure and resources for certain health-care establishments (CSBs, CHPRs) ; 

· Existence of equity funds for taking care of the underprivileged; 

· Collaboration between the technical and financial partners of the health sector (AFD, SCAC / FAC, USAID, JICA, IDA, ADB/ADF, UNICEF, WHO, UNFPA, UNDP, WFP, SECALINE, Global Fund, GAVI), the Ministry of National Defence (Military Service for Development Action: SMAD) and the Ministry of Health, Family Planning and Social Welfare;

· Existence of structures for the communication and the Information and Communications (ICT) System at all levels of the health system;

· Availability of the preliminary development plan of human resources and strengthening the training institutions of health practitioners;

· Existence of a buying group (SALAMA) for the procurement and distribution of medication, medical reagents and consumables for public health care facilities.

· Existence of strategic political framework (PDSS) based on a shared common vision that is directed at the logic of a sector enlargement approach (SWAp).

The key weaknesses that have been identified in the health system are:
· Insufficiency of human resources, materials and finances in the decentralised structures; 

· Insufficiency and unequal distribution of the human resources in the different levels of the system;

· Aging of technical personnel and insufficiency of stand-ins;

· Weak performance of the information system (lack of availability of certain data, non integrated system);

· Insufficient coordination among the various structures and the different priority programmes of the system;

· Lack of management of the community structures (COGE, COSAN etc.) and therefore non institutionalisation of these structures in the health system;

· Existence of areas and regions with reduced accessibility and therefore not covered by the health structures in place;

· Nonoperational ICT due to the absence of energy sources, hardware and software development as well as the lack of standardisation of IT equipment and materials at the various levels (central, intermediate, peripheral).

· Insufficiency of financial resources in terms of Equity Funds for adequate care of the poor population (68% of the population live below the poverty line but only 1% of the population is cared for by the Equity Funds).

In response to these strengths and weaknesses, the priority strategies of the Madagascan Ministry of Health have been organised into the 5 following activities:

1) Pursue the strengthening of the provision of quality health services for the entire population, with the objective of assuring a quality service in the primary health centres (CSBs) and the emergency hospitals, especially in the marginalised areas. This activity also includes continuing efforts on decentralising the resources, functions and responsibilities of the districts in order to strengthen the self-efficacy of the districts in terms of the organisation, management and provision of goods and services, especially in the rural and marginalised areas. The community response in the management and financing of peripheral health services is also considered as an important element for improving the quality of services and assuring their sustainability. This will provide basic child and maternal care services in the form of immunisation, prevention and control of the main forms of disease, pre- and post-natal care etc. as they will be accessible and used by the majority of the population. Responses to HIV/AIDS must be accelerated at a community level.

2) Develop a sector enlargement strategy for contributing to the improvement of the management of human resources in the health sector. This will encompass the definition of the profiles of the professionals necessary for operating in the health sector; the revision of standards and the redeployment of personnel, based in the criteria and standards for improving the inequality between the rural and urban areas; the development of motivation strategies for the renewal of personnel who retire; the stabilisation of doctor positions who practice in the rural districts; the development of career plans for the different categories of personnel and implementing incentives for doctors practising at all levels of health care.

3) Mobilisation and allocation of financial resources. This activity is at the core of the sector strategies in Madagascar, as the country will have to increase the resources allocated to the health sector. Innovative measures in the mobilisation of resources include social and community health insurance and must be considered in the sector strategies. Furthermore, the public-private partnership could be explored as an important potential for generating new resources. The aim of this component is to bring the necessary technical assistance for developing innovative mechanisms for mobilising resources and strengthening the allocation of these in the heart of the sector with the goal of including these among the priority objectives of the government. 

4) Stimulate demand and use of the health services. The goals of this component are to increase the use of the health services by the population, especially in the marginalised areas. This component will support the development and institutionalisation of the activities geared towards stimulating demand - community education and raising public awareness of the campaigns. This strategy also includes technical assistance in developing a voucher system for the use of certain services.

5) Strengthening and institutionalisation of an effective monitoring and evaluation system offering information on the inputs, structures, results and impacts. This is a priority for improving management centred on the results and for strengthening performance. The monitoring and evaluation system proposed here consists of establishing a road map of the outcome indicators relating to the health strategies laid out in the MAP, the results indicators of the project in order to measure the implementation progress and the intermediary indicators in order to align and integrate them in the operational works plan. The aim of the monitoring and evaluation plan is to align the strengthening activities of the system financed by the project with the objectives of the MAP, and to create an integrated and coherent working framework in order to monitor and evaluate the progress from in a multidimensional context. This monitoring and evaluation plan will afford the necessary information for the decision-making, planning and implementation involved in order to attain the goals and make the necessary adjustments over time.



Section 3: Situation Analysis / Needs Assessment

To the applicant
GAVI HSS Support: GAVI HSS support cannot address all health system barriers that impact on immunisation and other child and maternal health services. GAVI HSS support should complement and not duplicate or compete with existing (or planned) efforts to strengthen the health system. GAVI HSS support should target “gaps” in current health system development efforts. 

· Please provide information on the most recent assessments of the health sector that have identified health system barriers. (Table 3.1)

Note: Assessments can include a recent health sector review (conducted in the last 3 years), a recent report or study on sector constraints, a situation analysis (such as that conducted for the cMYP), or any combination of these. Please attach the reports of these assessments to the application (with executive summaries, if available). Please number them and list them in Annex 1. 

Note: If there have not been any recent in-depth assessments of the health system (in the last 3 years), at the very least, a desk review identifying and analysing the key health systems bottlenecks will need to be undertaken before applying for GAVI HSS support. This assessment should identify the major strengths and weaknesses in the health system, and identify where capacity needs to be strengthened to achieve and / or sustain increased immunisation coverage.

3.1: Recent health system assessments

	Assessment title
	Participating institutions
	Sectors/themes covered
	Dates

	Mission report. Training and monitoring and evaluation consultation
	African Development Bank (ADB)
	· Strengthening and development of human resources
· Provision of essential medical supplies
· Improvement of family well-being
	2007

	Introduction to the Quality Management Approach through cost of quality COQ in the CSBs in the intervention areas of the project 
	DRSPD/GTZ/KfW
	Health service strengthen project in the province of Mahajanga
	16th of November 2006

	Final report. Support project for the implementation of the development plans of the health districts in the southern area: Antananarivo, Fianarantsoa, and Toliara.
	JSI R&TI
	Participation in: 
· the production of the 2004 PTA of the CSBs and the targeted health districts observing all the stages of an ascendancy plan
· monitoring of the implementation of the 2004 PTA activities moving into 2005
· production of the 2005 PTA for all the SSDs
· production of the 2005-2006 PDD with ratification by committee
· 
	November 2005

	Efficiency and Fairness of the Madagascan Health Care Facilities.
	Department of Human Development African Region. 
World Bank
	· Characteristics of the health service offers
· Characteristics of the health service demands
	May 2005

	Dubois, Carl-Ardy; Boivin, Suzanne; Albert, Lucien. Drafting of the Human Resources Development Plan for the health sector. Preliminary report. May 2006
	World Bank
	· Analysis of the human resources in health-care
· Proposal of scenarios for developing human resources.
	May 2006

	INSTAT, Permanent Household Survey (EPM)
	World Bank
	· Survey on health determinants
	2005


To the applicant
· Please provide information on the major health system barriers to improving immunisation coverage that have been identified in recent assessments listed above. (Table 3.2)
· Please provide information on those barriers that are being adequately addressed with existing resources (Table 3.3).

· Please provide information on those barriers that are not being adequately addressed and that require additional support through GAVI HSS (Table 3.4).

3.2: Major barriers to improving immunisation coverage identified in recent assessments

	The barriers identified have been organised and classified as per the 5 priority activities of the Madagascan Ministry of Health as laid out in section 2.2. 
Apart from the barriers listed below, we can also identify two others that apply to the 5 activities and which constitute one of the flagship policies of the government:

· The decentralisation of responsibility is not yet in effect, 

· The transfer of skills and resources within the framework of the new decentralisation policies is slow. 

1) The strengthening of the provision of quality health services to the entire population

· Unequal distribution and general lack of human resources, 

· Poor use of the health services: mother-child care (except pre-natal consultations) connected to the problem of the quality of the provision of basic health services

· Centralisation of the consolidation of the Annual Works Plan (PTA) of the districts.

· Validation process of the PTA of the districts is too slow.

· Geographic access difficulties to certain health centres

· Limited financial accessibility of the users

· Incomplete range of essential products available through the buying group

· Inexistence of purchasing, maintenance and support plans for equipment and infrastructures. The result of this, for example, is an inability to source suppliers of products outside the cold chain.

2) Management of human resources in the health sector

· The changing of personnel in positions of responsibility in the districts as well as the mobility of positions of trained personnel has influenced the speed of execution of the activities

· Shortage and aging of human resources especially paramedics

3) Mobilisation and allocation of financial resources 

· Lack of policy documents establishing financial strategies for the health system and therefore absence of rationalisation in the sector expenditure

· Administrative weight in the central government causing delays in the allocation of resources

· Administrative sluggishness on the part of fund donators for the disbursement of resources.

· Decentralisation intentions are not yet reflected in the budget: The budget is strongly centralised and the part currently allocated to primary health care is still low (allocation to the CSBs = 17%)

· Lack of rationalisation in the sector expenditures,

· Low proportion of the population benefit from equity fund (68% of the population love below the poverty line but only 1% of the population is cared for by the Equity Funds).

· Reduction in the percentage of the budget not included in the balance allocated to operations
· The MINSANPF part in the overall state budget has lowered from 8% in 2005 to 7.1% in 2006. (Source : Ministry of Finance, March 2007)

4) Stimulation of demand and use of the health services 

· Lack of policy documents establishing community health strategies

· Lack of coordination in the implementation of community strategies despite the existence multiple field experience (NGOs, civil society)

· Lack of institutionalisation of the community system

5) Strengthening and institutionalisation of a monitoring and evaluation system

· Weaknesses in the Health Management and Information System (SIGS) in terms of epidemiological surveillance due to the non appropriation (i.e. lack of data analysis capacities by health-care workers for carry out activities and making decisions) of the SIGS tools.

· Weaknesses in the gathering, manipulation and use of the data produced by the SIGS on the part of the decision-makers.

· Insufficient auditing and monitoring of priority health activities

· Absence of a culture of monitoring the key strategic lines of the health sector. 




3.3: Barriers that are being adequately addressed with existing resources

	See table A on the next page for the response to this question. The first column of the table sets out the barriers identified in section 3.2 above and for each of these barriers, the activities undertaken to overcome them are in the second column and the organisations financing or participating in these activities are in the third column. 




3.4: Barriers not being adequately addressed that require additional support from GAVI HSS 

	See table A on the next page for the response to this question. The first column of the table sets out the barriers identified in section 3.2 above and those that require additional funding from GAVI are marked with a cross in the fourth column.


Table A: Barriers to the Madagascan health system
	
	Barriers Identified
	Activities undertaken to overcome these barriers
	Organisations financing or participating in these activities
	Barriers requiring additional funding from GAVI

	Objective 1
	Strengthen the provision of quality health services to the entire population
	 
	 
	

	 
	Poor use of the health services: mother-child care (except pre-natal consultations) connected to the problem of the quality of the provision of basic health services, among others
	Take responsibility of childbirth and obstetric emergencies at a 1st reference level
	World Bank, UNFPA, UNICEF, WHO, JICA, GTZ
	x

	 
	Centralisation of the consolidation of the Annual Works Plan (PTA) of the districts.
	Put macros in place for facilitating the validation of the PTAs
	World Bank, UNICEF
	x

	 
	Validation process of the PTA of the districts is too slow.
	Offer management training to the mangers of several regions (EMAR, EMAD)
	European union, UNICEF, WHO, GTZ
	x

	 
	Geographic access difficulties to certain health centres
	Construct 25 CSBs out of the 125 planned for the next three years (EU) and 20 CSBs by the government
	European union, government, ADB
	x

	 
	 
	Support the mobile health teams (ESMs)
	World Bank, government, UNICEF, AFD, WHO
	

	 
	 
	Contract health-care workers.
	EU (Santé Sud), Coopération française (French Cooperation)
	

	 
	Incomplete range of essential products available through the buying group
	Revise the list of essential medicines and ensuring the initial provision of the SALAMA buying group for hospital and input products 
	World Bank, government, UNICEF, USAID, AFD, GTZ
	

	 
	Inexistence of purchasing, maintenance and support plans for equipment and infrastructures. The result of this, for example, is an inability to source suppliers of products outside the cold chain.
	Draw up a strategy plan on the acquisition and maintenance of biomedical equipment
	World Bank, AFD, WHO, UNICEF, ADB, UNFPA, USAID
	

	Objective 2
	Improve human resources management of the health sector
	 
	 
	

	 
	Lack of human resources
	Support initial training of paramedics and essential surgeons
	World Bank, WHO, UNICEF, AFD, USAID
	x

	 
	The changing of personnel in positions of responsibility in the districts as well as the mobility of positions of trained personnel has influenced the speed of execution of the activities
	 
	 
	x

	 
	Shortage and aging of human resources especially paramedics
	Contract health-care workers.
	EU (Santé Sud), Coopération française (French Cooperation)
	

	 
	 
	Finalise the development plan for human resources
	World Bank, AFD, WHO, UNICEF, UNFPA, ADB, UNFPA, USAID, European Union
	


	
	Barriers Identified
	Activities undertaken to overcome these barriers
	Organisations financing or participating in these activities
	Barriers requiring additional funding from GAVI

	Objective 3
	Increase the mobilisation and allocation of financial resources 
	 
	 
	

	 
	Limited financial accessibility of the users
	Introduce the mutual health organisation approach
	USAID, AFD, WHO, GTZ
	x

	 
	Lack of policy documents establishing financial strategies for the health system and therefore absence of rationalisation in the sector expenditure
	Carry out studies on the finance system of the health sector
	World Bank, AFD, WHO, UNICEF, UNFPA, ADB, UNFPA, USAID, European Union
	

	 
	Lack of complete and integrated funding for the PEV
	Draft a financial viability study of the PEV, PPAC
	GAVI, USAID, UNICEF, WHO
	

	 
	Administrative weight in the central government causing delays in the allocation of resources
	Implement a Public Finances Management and Information System (SIGFP)  Deploy regional accounts managers
	World Bank, AFD, WHO, UNICEF, UNFPA, ADB, UNFPA, USAID, European Union
	

	 
	Administrative sluggishness on the part of fund donators for the disbursement of resources.
	Introduce the SWAP process
	Government, World Bank, AFD, WHO, UNICEF, GTZ, UNFPA, ADB, USAID, European Union
	

	 
	Decentralisation intentions are not yet reflected in the budget: The budget is strongly centralised and the part currently allocated to primary health care is still low (allocation to the CSBs = 17%)
	Ensure budgetary decentralisation within the framework of the implementation of the Decentralisation and Deconcentration National programme (PN2D) 
	Government, World Bank, AFD, WHO, UNICEF, GTZ, UNFPA, ADB, USAID, European Union
	x

	 
	Low proportion of the population benefit from the equity fund for the targeted health care facilities (68% of the population love below the poverty line but only 1% of the population is cared for by the Equity Funds).
	Feed the Equity Funds through a part of the FANOME.
	Government, users
	x

	 
	Reduction in the percentage of the health budget allocated to operations
	Continue the support of the World Bank for the regions, districts and CSBs until 2008 (the government must then take the reins)
	World Bank
	

	 
	The MINSANPF part in the overall state budget has lowered from 8% in 2005 to 7.1% in 2006
	Campaign for an increase in the health budget
	Government
	

	 
	Investment expenditure has risen, expenditure for non-budgetary operations have fallen, the recurring costs of investment no longer be assured
	Carry out a study within the SWAP framework on the prioritised investment plan
	World Bank
	

	Objective 4
	Stimulate demand and use of the health services 
	 
	 
	

	 
	Lack of policy documents establishing community health strategies
	Institutionalise the community system in the SWAP and support its implementation
	Government, World Bank, AFD, WHO, UNICEF, GTZ, UNFPA, ADB, USAID, European Union
	x

	 
	Lack of coordination in the implementation of community strategies despite the existence multiple field experience (NGOs, civil society)

	Draft the community health national policy
	Government, World Bank, AFD, WHO, UNICEF, GTZ, UNFPA, ADB, USAID, European Union
	

	
	Under-use of the integrated basic health services
	Head-up the IEC/CCC, SSME campaigns
	Government, World Bank, AFD, WHO, UNICEF, GTZ, UNFPA, ADB, USAID, European Union
	


	
	Barriers Identified
	Activities undertaken to overcome these barriers
	Organisations financing or participating in these activities
	Barriers requiring additional funding from GAVI

	Objective 5
	Strengthen and institutionalise a monitoring and evaluation system
	 
	 
	

	 
	Weaknesses in the Health Management and Information System (SIGS) in terms of epidemiological surveillance due to the non appropriation (i.e. lack of data analysis capacities by health-care workers for carry out activities and making decisions) of the SIGS tools.
	Generalise the implementation of GESIS software in the SSDs
	Government, European Union, USAID (Santé Net)
	x

	 
	Weaknesses in the gathering, manipulation and use of the data produced by the SIGS on the part of the decision-makers.
.
	Strengthen the management skills in data analysis and use for the decision-making process
	 
	x

	 
	Absence of a culture of monitoring the key strategic lines of the health sector 
	Draft monitoring guidelines
	European Union, WHO
	x

	 
	 
	Implement and roll out an operational monitoring and evaluation system for the Coaches region
	World Bank, USAID
	

	 
	The supervisory lines are too programme-fragmented and administratively-heavy for the drafting and use of an operational monitoring and evaluation 
	Support the integrated coaching system in the targeted areas based on operational performance management 
	World Bank, USAID
	

	
	Insufficient auditing and monitoring of priority health activities


	Set up an auditing directorate at the heart of the Ministry of Health supported by the partners
	Government, World Bank, AFD, WHO, UNICEF, GTZ, UNFPA, ADB, USAID, European Union
	x


Section 4: Goals and Objectives of GAVI HSS Support
To the applicant
· Please describe the goals of GAVI HSS support below (Table 4.1). 

· Please describe (and number) the objectives of GAVI HSS support (Table 4.2). Please ensure that the chosen objectives are specific, measurable, achievable, realistic and time-bound.

4.1: Goals of GAVI HSS support

	The general goals of GAVI HSS support are to contribute to the development of a sustainable and effective health system, to contribute to the improvement of routine immunisation services and to assure the equitability of the services offer through to a peripheral level. The aim is to offer a better response to the needs of the population, especially in terms of child and maternal health-care including acceptable and sustainable immunisation.

These goals form part of the Madagascar Action Plan 2007-2012 whose implementation has been designed in the Health Sector Development Master plan (PDSS) 2007-2012, which has been approved by the member partners of the national health sector coordination organisation and the partners involved in the development of the country. In order to achieve these goals, GAVI HSS support is requested in order to contribute to carrying some of the PDSS activities.




4.2: Objectives of GAVI HSS Support

	The objectives of GAVI HSS support for Madagascar relate to the priority strategies of the Madagascan Ministry of Health.

The proposal targets 40 SSDs in 10 regions for certain activities. The selection criteria for the SSDs are: 

1. Immunisation (all Antigens combined) coverage rates les than 75%

2. Proportion of the population serviced: above 75000 inhabitants in general in the District Health Service 

3. Geographical access difficulties (certain districts that have a population of less than 75000 have been included in the proposal due to their geographical isolation and difficulty of access)

4. Poor performance and self-efficacy of the SSDs (service use, skills of the EMAD, availability of resources etc.)

The list of chosen SSDs can be found in Annex 3.

Objective 1 is the strengthening of the provision of quality health services to the entire population. The main activities included in this objective are:
· To contract health-care workers in the marginalised health care facilities in order to overcome the lack of resources in these areas. Note that this activity is also included in objective 2 below.

· Identify, by means of a study, the factors (geographical, financial and cultural) that limit the use of the service by the population. Following this, based on the results of this study, the next activity will be to pilot strategies aimed at increasing the use of these services in around 5 SSDs.

· To renovate (painting, purchase of furniture for receiving patients, roofing, ceiling etc.) 15 CSBs per year with the aim of improving their physical appearance and making them more welcoming to patients. This activity will concentrate on certain centres that are antiquated today and not used by the population for this reason.

· To head-up PTA ratification missions.

· Equip 10 SSDs with a 4x4 vehicle, the centre supervisors with 2 4x4 vehicles and 120 CSBs with motor bikes. The SSDs will be chosen based on criteria such as geographical isolation, immunisation coverage and serviced population.

· Introduce different strategies for increasing the population’s financial accessibility to health-care services in 5 SSDs. The strategies identified are: (1) Mutual health organisation system; (2) strengthening of the equity funds system (this system has been used to help the poor).  Note that before implementing strategies on a national scale, it is essential to introduce them gradually in order to adapt and modify them and to identify their strengths and weaknesses.
Objective 2 aims to improve health sector human resources management.  The activity associated with this objective is to contract health-care workers in the marginalised health care facilities in order to overcome the lack of resources in these areas. Note that this activity is also included in objective 1 above.

Objective 3 aims to increase mobilisation and improve the allocation of financial resources. The main activities included in this objective are:

· Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities. This will address several problems, notably that of a poor proportion of the population benefiting from the equity funds (in fact, 68% of the population live below the poverty line yet 1% of the population is cared for by the equity funds). Note that this activity is also included in objective 4 below.

· Carry out financial and management auditing including the FANOME audit in the targeted areas and develop corrective strategies for improving its management.

Objective 4 aims to stimulate the demand and use of the health services through development of community health-care. The main activities are all geared towards the development of community health-care strategies and the institutionalisation of community health-care. The following activities are covered by this objective:

· Take inventory of the NGOs and associations working at a community level

· Convene 3 meetings per year with 100 local authorities in the targeted areas. The objective is to monitor the health-care and community activities with the aim of making adjustments or settling the difficulties that the community workers may be experiencing.

· Convene meetings for drafting policy documents establishing community health strategies (including Reference Terms and a Minimum Activity Package (PMA))

· Train community health-care workers in PCA in 40 targeted SSDs. This training includes the provision of an IEC PEV kit including IEC aids, guides, supplies and management tools.

· Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities.

Objective 5 aims to strengthen and institutionalise a monitoring and evaluation system through the following objectives:

· Training health-care workers on the benefits and use of data for planning and decision-making in the targeted areas.

· Assessment of the health data transfer performance of the CSBs on a central level in order to identify bottlenecks

· Carry out regular follow-up and supervisory reviews of the CSBs 

· Carry out financial auditing and supervision of the priority health-care activities with PEV as top priority (focused on the continuation of mother-child care) in the targeted areas and develop corrective strategies for improving the programme management.

· Support coaching in the targeted areas in order to strengthen self-efficacy and skills at a regional and district level so that the leadership role in the mobilisation of service providers is assured, not to mention the organisation and coordination of community workers so that they can implement the priority strategies and the promotion of health-orientated attitudes as well as promoting the use of the integrated family planning services. This activity also includes the procurement of IT material for 40 SSDs. 


Section 5: GAVI HSS Activities and Implementation Schedule

To the applicant
· For each objective identified in Table 4.2, please give details of the major activities that will be undertaken in order to achieve the stated objective and the implementation schedule for each of these activities over the duration of the GAVI HSS support (Table 5.2 overleaf). 

Note: GAVI recommend that GAVI HSS supports a few prioritised objectives and activities only. It should be possible to implement, monitor and evaluate the activities over the life of the GAVI HSS support. 

Note: Please add (or delete) rows so that Table 5.2 contains the correct number of objectives for your GAVI HSS application, and the correct number of activities for each of your core objectives.

Note: Please add (or delete) years so that Table 5.2 reflects duration of your GAVI HSS application

To the applicant 

· Please identify below how you intend to sustain, both technically and financially, the impact achieved with GAVI HSS support (5.1) when GAVI HSS resources are no longer available.

5.1: Sustainability of GAVI HSS support

	In order to encourage the participation of partners and the government in the GAVI HSS activities and to maintain their interest, they will be regularly kept up to date on the results of these activities via joint meetings and regular correspondence (by email or post). We believe that this strategy will encourage the partners and Government to get involved financially and technically, especially if they see that good results are being accomplished, that the activities are well managed and the timelines are met.
Another strategy will be to support the involvement of decentralised territorial collectives, NGOs and associations in the pursuit of the activities. These organisations will be a potential source of finance and technical support when the GAVI HSS funding is no longer available.




5.2: Major Activities and Implementation Schedule

	See the table on the following page




	
	
	2007
	2008
	2009
	2010

	
	
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Objective 1
	Strengthen the provision of quality health services to the entire population
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 1.1
	Contract health-care workers in the marginalised health care facilities
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 1.2
	Identify the factors (geographical, financial and cultural) that limit the use of the services through field research
	 
	 
	
	x
	x
	 
	
	
	
	 
	 
	 
	 

	Activity 1.3
	Pilot strategies in around 5 SSDs aimed at increasing the use of the services based on the results of the assessment study (see activity 1.2)
	 
	 
	 
	 
	 
	x
	x
	x
	x
	
	
	
	

	Activity 1.4
	Carry out renovations (painting, purchase of furniture for receiving patients, roofing, ceiling etc.) 15 CSBs per year with the aim of improving their physical appearance and making them more welcoming to patients.
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 1.5
	Head-up PTA ratification missions: the central team of the ministry and partners will be deployed in the regions and will ratify the PTA in the field, instead of having the PTA sent to them centrally.
	 
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	 

	Activity 1.6
	Equip 10 SSDs with a 4x4 vehicle, the centre supervisors with 2 vehicles and 120 CSBs with motor bikes.
	
	
	
	
	 x 
	 x
	 
	 
	 
	x 
	 
	 
	 

	Activity 1.7
	Introduce different strategies for increasing the population’s financial accessibility to health-care services in 5 SSDs: Mutual health organisation system
	 
	 
	 
	x
	x
	
	
	
	
	x
	x
	x
	

	Objective 2
	Improve human resources management of the health sector
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 2.1
	Contracting activities (see 1.1)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Objective 3
	Increase the mobilisation and allocation of financial resources 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 3.1
	Offer training on financial and programme management to the managers on the periphery of the targeted districts
	x
	
	
	
	 
	 
	 
	 
	 
	
	
	
	 

	Activity 3.2
	Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 3.3
	Carry out financial auditing and supervision of the priority health-care activities with PEV as top priority (focused on the continuation of child and maternal care) in the targeted areas and develop corrective strategies for improving the programme management.
	 
	 
	 
	x
	 
	
	
	x
	
	
	
	x
	x

	Objective 4
	Stimulate demand and use of the health services 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 4.1
	Carry out a regional mapping of the NGOs and associations working at a community level
	 
	 
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 4.2
	Convene 3 meetings per year with 160 local authorities in the targeted areas.
	 
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 4.3
	Convene meetings for drafting policy documents establishing community health strategies (including Reference Terms and a Minimum Activity Package (PMA))
	
	x
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 4.4
	Provide training for community health-care workers in PCA in 40 targeted SSDs. This training includes the provision of an IEC PEV kit including IEC aids, guides, supplies and management tools.
	 
	x
	x
	x
	 
	
	
	
	 
	 
	 
	 
	 

	Activity 4.5
	Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities (see also activity 3.2)
	 
	x
	x
	x
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Objective 5
	Strengthen and institutionalise a monitoring and evaluation system
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 5.1
	Provide training for health-care workers on the benefits and use of data for planning and decision-making in the targeted areas.
	x
	x
	x
	
	
	 
	 
	 
	 
	 
	
	
	

	Activity 5.2
	Assess the health data transfer performance of the CSBs on a central level in order to identify bottlenecks
	 
	 
	x
	 
	 
	 
	x
	 
	 
	 
	x
	
	

	Activity 5.3
	Carry out regular follow-up and supervisory reviews of the CSBs 
	 
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 5.4
	Support coaching in the targeted areas
	 
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x


Section 6: Monitoring, Evaluation and Operational Research
To the applicant
· All applications must include the three main GAVI HSS impact / outcome indicators:

i) National DTP3 coverage (%)

ii) Number / % of districts achieving ≥ 80% DTP3 coverage
 

iii) Under five mortality rate (per 1000)

· Please list up to three more impact / outcome indicators that can be used to assess the impact of GAVI HSS on improving immunisation and other child and maternal health services. 

Note: It is strongly suggested that the chosen indicators are linked with proposal objectives and not necessarily with activities. 

· For all indicators, please give a data source, the baseline value of the indicator and date, and a target level and date. Some indicators may have more than one data source (Table 6.1).

Note: The chosen indicators should be drawn from those used for monitoring the National Health Sector Plan (or equivalent) and ideally be measured already (i.e. not an extra burden to measure). They do not have to be GAVI HSS specific. Examples of additional impact and outcome indicators are given in the tables below. It is recommended that when activities are implemented primarily at sub-national level that indicators are monitored, to the extent possible, at sub-nationally as well. 

Examples of Impact Indicators

· Maternal mortality rate
Examples of Outcome Indicators

· National measles coverage

· Proportion of districts with coverage at 80% or above

· Hib coverage

· HepB coverage, BCG coverage

· DTP1-DTP3 drop-out rate

· Proportion of births attended by skilled health personnel

· Antenatal care use

· Vitamin A supplementation rate

	Intervention
	Possible indicators

	Immunisation
	National measles coverage; proportion of districts with coverage at 80% or above; BCG coverage; Polio 3 coverage; Hib coverage; HepB3 coverage

	Maternity care
	Antenatal care use; skilled birth attendance; tetanus toxoid 2 or more doses; caesarean section rate; postnatal care

	Family planning
	Contraceptive use among women

	Treatment of sick children
	oral rehydration therapy and continued feeding for children with diarrhoea; Care seeking for pneumonia; Antibiotic treatment for pneumonia

	Nutrition
	Breastfeeding rate; (start on first day, exclusive at 0-3 months, supplements at 6-9 months); vitamin A supplementation rate to children 6-59 months (within last 6 months) and postpartum to mother within 8 weeks  

	Water/sanitation
	Access to safe water source; adequate sanitary facilities

	Tuberculosis
	DOTS treatment coverage (treatment success rate times case detection rate)

	Malaria
	Children with fever receiving anti-malarials; children sleeping under ITN

	AIDS
	% of HIV-positive pregnant women receiving ARVs; PMTCT among pregnant women


To the applicant
· Please list up to 6 output indicators based on the selected activities in section 5. (Table 6.2).

· For all indicators, please give a data source, the baseline value of the indicator and date, a target level and date, as well as a numerator and denominator. Some indicators may have more than one data source (Table 6.1).

Note: Examples of output indicators that could be used, with the related numerator, denominator (if applicable) and data source are shown below. Existing sources of information should be used to collect the information on the selected indicators wherever possible. In some countries there may be a need to carry out health facility surveys, household surveys, or establish demographic surveillance. If extra funds are required for these activities, they should be included. 

Examples of Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source

	Systematic Supervision
	Number of health centres visited at least 6 times in the last year using a quantified checklist
	Total number of health centres
	Health facility survey

	Knowledge of Health Workers
	Mean score of health workers in public and NGO health centres on verbal knowledge test including case scenarios
	
	Health facility survey

	Drug availability index
	Average number of ten selected essential drugs that are in stock in sampled health centres
	
	HMIS & Health facility survey


6.1: Impact and Outcome Indicators

	Indicator
	Data Source
	Baseline Value

	Source

	Date of Baseline
	Target
	Date for Target

	1. National DTP3 coverage (%)
	SIG/MinSan PFPS in the joint survey 2005 (WHO/UNICEF)
	92.2%
	Annual report from the immunisation service
	2005
	95%
	2010

	2. Number / % of districts achieving ≥80% DTP3 coverage
	SIG/MinSan PFPS in the joint questionnaire 2005 (WHO/UNICEF)
	67.6%
	Annual report from the immunisation service
	2005
	80%
	2010

	3. Infant and child mortality rate (per 1000)
	DHS, 2003/2004
	94 ‰
	DHS, 2003/2004
	2004
	54

	2010

	4. Infant and child mortality rate (per 1000)
	DHS, 2003/2004
	58 ‰
	DHS, 2003/2004
	2004
	47

	2010


6.2.1: Output Indicators

	Indicator
	Numerator

	Denominator

	Source

	Baseline value

	Baseline date

	Objective

	Objective date


	Usage rate of the CSB external consultations in the targeted areas
	Number of CSB external consultations

	Population serviced by the CSB

	SSSa

	49%
	2006
	56%
	2010

	Number of physicians contracted to work in the targeted areas 
	
	
	DDDS

	N/A

	2006
	50
	2010

	Number of midwives and/or nurses contracted to work in the targeted areas
	
	
	DDDS

	N/A

	2006
	100
	2010

	Percentage of the state budget allocated to the health sector
	State Budget allocated to the health sector

	State Budget

	Budget act/MINSANPFPS/DEP 

	8,74%
	2005
	10,00
	2010

	Percentage of births taken place in the health care facilities in the targeted areas
	Number of births taken place in the health care facilities

	Total number of births

	SSSa

	23%
	2004
	30%
	2010

	Rate of post-natal consultations as a percentage of the number of births in the CSBs in the targeted areas
	Number of post-natal consultations

	Number of births in the CSBs

	Statistics yearbook of the Madagascan health sector 2004

	72.5%
	2004
	85%
	2010


6.2.2: Process Indicators

	
	
	Indicator
	Numerator
	Denominator
	Source
	Baseline value
	Source
	Baseline date
	Objective
	Objective date

	Objective 1
	Strengthen the provision of quality health services to the entire population
	
	 
	 
	
	 
	 
	 
	 
	

	Activity 1.1
	Contract health-care workers in the marginalised health care facilities
	Percentage of health-care workers contracted
	Number of workers contracted
	Planned number of workers to be contracted 
	Contracts signed and registered by the partner service and the DDDS
	0
	n/a
	2007
	50 physicians and 100 midwives and or nurses
	2010

	Activity 1.2
	Identify the factors (geographical, financial and cultural) that limit the use of the services through field research
	Existence of an assessment and protocol report on piloting strategies
	n/a
	n/a
	Report supplied by the DDDS
	n/a
	n/a
	n/a
	n/a
	2008

	Activity 1.3
	Pilot strategies in around 5 SSDs aimed at increasing the use of the services based on the results of the assessment study (see activity 1.2)
	Identification of strategies that have contributed to an increase in the use of the services
	n/a
	n/a
	Report supplied by the DDDS
	n/a
	n/a
	n/a
	n/a
	2009

	Activity 1.4
	Carry out renovations (painting, purchase of furniture for receiving patients, roofing, ceiling etc.) 15 CSBs per year with the aim of improving their physical appearance and making them more welcoming to patients.
	Percentage of CSBs renovated from the planned 45
	Number of CSBs
	45
	Written receipt of the works and the works assessment reports, obtained from the DRSPF and the DDDS
	0
	n/a
	2007
	45
	2010

	Activity 1.5
	Head-up PTA ratification missions: the central team of the ministry and partners will be deployed in the regions and will ratify the PTA in the field, instead of having the PTA sent to them centrally.
	Percentage of the PTA ratified before the year end each year
	Number of PTAs ratified before the year end each year
	133 (111 districts + 22 regions) per year
	Ratification mission report – DGS/DDS and regions
	79%
	Mission report. DGS/DDDS
	2007
	100%
	2008, 2009, 2010

	Activity 1.6
	Equip 10 SSDs with a 4x4 vehicle, the centre supervisors with 2 vehicles and 120 CSBs with motor bikes
	Percentage of SSDs and CSBs equipped with 4x4s and motor bikes
	Number of CSBs and CSBs equipped with 4x4s and motor bikes
	132 (10 SSD + 2 centres and 120 CSB)
	Acknowledgement receipts and invoices supplied by the coordination team of HSS activities
	0
	DGS/DDDS
	2007
	100%
	2008

	 
	 
	Percentage of SSDs and CSBs with functional vehicles
	Number of SSDs and CSBs with functional vehicles
	132 (10 SSD + 2 centres and 120 CSB)
	Usage reports and maintenance and fuel invoices submitted by the supervising physician and the head physician of the CSB 
	0
	DGS/DDDS
	2007
	100%
	2009, 2010

	Activity 1.7
	Introduce different strategies for increasing the population’s financial accessibility to health-care services in 5 SSDs: Mutual health organisation system
	Identification of strategies that have contributed to an increase in access to funding
	n/a
	n/a
	Report supplied by the DGS/DDDS
	n/a
	n/a
	n/a
	n/a
	2010


	Objective 2
	Improve human resources management of the health sector
	
	
	
	
	
	
	
	
	

	Activity 2.1
	Contracting activities (see 1.1)
	Percentage of workers contracted
	Number of workers contracted
	Planned number of workers to be contracted 
	Contracts signed and registered by the partner service and the DGS/DDDS
	0
	n/a
	2007
	50 physicians and 100 midwives and or nurses
	2010

	Objective 3
	Increase the mobilisation and allocation of financial resources 
	
	
	
	
	
	
	
	
	

	Activity 3.1
	Offer training on financial and programme management to the managers on the periphery of the targeted districts
	Percentage of managers trained
	Number of managers trained
	Total number of managers
	Training report. Attendance sheet. DGS/DDDS
	0
	DGS/DDDS
	2007
	100%
	2008

	Activity 3.2
	Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities (see also activity 4.5)
	Existence of a strengthening plan for the equity funds
	 
	 
	DGS/DDDS
	
	
	
	
	

	Activity 3.3
	Carry out financial auditing and supervision of the priority health-care activities with the PEV as top priority (focused on the continuation of child and maternal care) in the targeted areas and develop corrective strategies for improving the programme management.
	Percentage of health care facilities that have undergone an audit and monitoring
	Number of health care facilities audited
	Total number of health care facilities
	Audit reports supplied by the EMAR (regional management team) and the DGS/DDDS
	0
	DGS/DDDS
	2002
	100%
	2010

	 
	 
	List of corrective strategies on a national scale
	 
	 
	Analysis and consolidation of the audit reports by the DGS/DDS
	
	 
	 
	 
	2010

	 
	 
	Implementation guide of the corrective strategies
	 
	 
	
	
	 
	 
	 
	2010

	Objective 4
	Stimulate demand and use of the health services 
	
	
	
	
	
	
	
	
	

	Activity 4.1
	Carry out a regional mapping of the NGOs and associations working at a community level
	List of NGOs and associations working at a community level in each region
	 
	 
	DGS/DDDS
	
	 
	 
	 
	2008

	Activity 4.2
	Convene 3 meetings per year with 160 local authorities in the targeted areas.
	Percentage of meetings held in each local authority per year
	Number of authorities in which 3 meetings have been held
	160
	Meeting minutes supplied by SSD
	0
	 
	2007
	100%
	2008, 2009, 2010

	Activity 4.3
	Convene meetings for drafting policy documents establishing community health strategies (including Reference Terms and a Minimum Activity Package (PMA))
	Existence of a community health policy
	 
	 
	DGS/DDDS
	 
	 
	 
	 
	2008

	Activity 4.4
	Provide training for community health-care workers in PCA in 40 targeted SSDs. This training includes the provision of an IEC PEV kit including IEC aids, guides, supplies and management tools.
	Percentage of community health-care workers trained
	Number of community health-care workers trained
	Total number of community health-care workers approved by the HSS = 1200
	Training report. Attendance sheet. DGS/DDDS
	0
	
	2007
	100%
	2008


	Activity 4.5
	Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities (see also activity 3.2)
	Existence of a strengthening plan for the equity funds
	 
	 
	DGS/DDDS
	
	
	
	
	

	Objective 5
	Strengthen and institutionalise a monitoring and evaluation system
	 
	 
	 
	 
	
	
	
	
	

	Activity 5.1
	Provide training for health-care workers on the benefits and use of data for planning and decision-making in the targeted areas.
	Percentage of health-care workers trained
	Percentage of health-care workers trained
	Total number of health-care workers in the targeted areas = 640
	Training report. Attendance sheet. SSD and DDDS
	0
	
	2007
	100%
	2008

	Activity 5.2
	Assess the health data transfer performance of the CSBs on a central level in order to identify bottlenecks
	Assessment report identifying the bottlenecks
	 
	 
	DGS/DDDS
	0
	
	2007
	100%
	2008, 2009, 2010

	Activity 5.3
	Carry out regular follow-up and supervisory reviews of the CSBs 
	Percentage of CSBs having undergone 4 reviews per year
	Number of CSBs having undergone 4 reviews per year
	Total number of CSBs = 600
	SSD
	0
	
	2007
	100%
	2008, 2009, 2010

	Activity 5.4
	Support coaching in the targeted areas
	Percentage of regions and SSDs that have undergone coaching
	Number of SSDs and regions visited 4 times per year
	50 (10 regions and 40 SSDs)
	DGS/DDDS
	0
	
	2007
	100%
	2008, 2009, 2010

	
	Procurement of IT material (including ink, disks etc.) for 40 SSDs
	Percentage of SSDs targeted by HSS GAVI that have received IT material
	Number of SSDs that have received IT material
	40
	Invoices and acknowledgement receipts of the material, obtained from the DRSPF and the CGS/DDS
	0
	
	2007
	100%
	2008


To the applicant
· Please describe how the data will be collected, analyzed and used. Existing data collection and analysis methods should be used wherever possible. Please indicate how data will be used at local levels and ways of sharing with other stakeholders in the last column (Table 6.3). 

6.3: Data collection, analysis and use

The data will be available directly by the DGS/DDDS (to be more precise, by the HSS GAVI team) where they will be collected from the CSBs, SSDs, Regions, Immunisation Service, Health Statistics Service, the Human Resources Management and the Demographic Health Survey. The table below shows which indicators are related to which organisation.
	Organisation
	Indicators

	DGS/DDDS (HSS GAVI TEAM)
	· Activity 1.1 Number of health-care workers contracted
· Activity 1.2 Existence of an assessment and protocol report on piloting the strategies (Report drafter by a consultant under the supervision of the DGS/DDDS)
· Activity 1.3 Identification of strategies that have contributed to an increase in the use of the service (Report drafted by a consultant under the supervision of the DGS/DDDS)
· Activity 1.6 Percentage of SSDs and CSBs equipped with 4x4s and motor bikes
· Identification of strategies that have contributed to the increase in access to funding (Report drafted by a consultant under the supervision of the DGS/DDDS)

· Activity 3.1 Percentage of managers who have received financial and computer training
· Activities 3.2 and 4.5: Existence of a strengthening plan for the equity funds (Report drafted by a consultant under the supervision of the DGS/DDDS)
· Activity 3.3: Percentage of health care facilities that have undergone an audit and monitoring

· Activity 3.3 List of corrective strategies on a national scale (Report drafted by a consultant under the supervision of the DGS/DDDS)
· Activity 4.1: List of NGOs and association working at a community level in each of the targeted regions (Report drafted by a consultant under the supervision of the DGS/DDDS)
· Activity 4.3: Existence of a community health policy (Report drafted by a consultant under the supervision of the DGS/DDDS)
· Activity 5.1: Percentage of health-care workers that have been trained on the benefits and use of data for planning and decision-making.
· Activity 5.2: Evaluation report identifying the bottlenecks in health data transfer from the CSB to central government (Report drafted by a consultant under the supervision of the DGS/DDDS)
· Activity 5.4: Percentage of regions and SSDs that have undergone coaching

	CSB
	· Activity 1.6: Percentage of CSBs equipped with motor bikes

	SSD
	· Activity 1.6: Percentage of CSBs renovated from the planned 45
· Activity 1.4: Percentage of SSDs equipped with 4x4s
· Activity 5.1: Percentage of health-care workers that have been trained on the benefits and use of data for planning and decision-making.
· Activity 5.3: Percentage of CSBs having undergone 4 reviews per year
· Activity 5.4: Percentage of SSDs targeted by HSS GAVI that have received IT material

	Regions
	· Activity 1.6: Percentage of CSBs renovated from the planned 45
· Activity 3.3: Percentage of health care facilities audited

	Immunisation Service
	· Impact indicator 1: National DTP3 coverage (%)
· Impact indicator 2: Number / % of districts achieving ≥80% DTP3 coverage

	Health Statistics Service
	· Usage rate of the CSB external consultations in the targeted areas

· Percentage of births assisted by qualified personnel in the targeted areas

· Rate of post-natal consultations as a percentage of the number of births in the CSBs in the targeted areas

	Human resources Management
	· Percentage of physicians affected on a decentralised level as well as physicians contracted

	INSTAT (the Ministry of Health and the Ministry of Finances)
	· Health expenditure per capita ($US)

	Demographic Health Survey
	· Impact indicator 3: Under five mortality rate 
· Impact indicator 4: Infant and child mortality rate (per 1000)


The data collected will be handled, analysed and consolidated by the GAVI HSS coordinator and assistant coordinator every 3 months in the indicator evolution reports. These reports will be submitted to the DGS/DDDS, the DEP, and the Immunisation Service for preliminary approval. Final ratification of these indicators will be carried by the HSCC.

The indicator evolution reports will be then disseminated to the regions and districts through the quarterly bulletin from the Ministry and the retro-information reports. The dissemination of this data out-side the Government will be carried out via the meetings with the HSCC, with the help of the partners, civil society and the NGOs.

To the applicant
· Please indicate if the M&E system needs to be strengthened to measure the listed indicators and if so describe which indicators specifically need strengthening. (Table 6.4).  

· Please indicate if the GAVI HSS application includes elements of operational research that address some of the health systems barriers to better inform the decision making processes or health outcome. (Table 6.5).

6.4: Strengthening M&E system

	The indicators that have been selected for each activity are the measurable indicators and therefore those that the health system can provide. In order to gather, consolidate and analyse the data for monitoring GAVI HSS, a coordinator, assistant and secretary have been appointed to work in the DGS/DDDS.
However, problems relating to the monitoring and evaluating system have been identified, and whether these take the form of available skills or of an information transfer system, and activities have been planned to respond to these barriers:
· Activity 3.1: Offer training on financial and programme management to the managers on the periphery of the targeted districts

· Activity 4.2: Hold 3 meeting a year with the local authorities (45) for review of the targeted areas within the framework of the community health policy.

· Activity 5.1: Provide training for health-care workers on the benefits and use of data for planning and decision-making in the targeted areas.

· Activity 5.2
: Assessment of the health data transfer performance of the CSBs on a central level in order to identify bottlenecks

· Activity 5.3: Carry out regular follow-up and supervisory reviews of the CSBs 

· Activity 5.4: Support coaching in the targeted areas




6.5: Operational Research

	Several studies have been planned as part of this application in order to identify the bottlenecks in certain areas and also for being better equipped to target and direct the health strategies. The planned studies will be carried out as per the following activities:

· Activity 1.2: Identify the factors (geographical, financial and cultural) that limit the use of the services through field research

· Activity 1.7
: Introduce different strategies for increasing the population’s financial accessibility to health-care services in 5 SSDs per year: 1) Mutual health organisation system;

· Activities 3.2 and 4.5: Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities

· Activity 5.2: Assessment of the health data transfer performance of the CSBs on a central level in order to identify bottlenecks




Section 7: Implementation Arrangements 

To the applicant
· Please describe how the GAVI HSS support will be managed (Table 7.1).  Please also indicate the roles and responsibilities of all key partners in GAVI HSS implementation (Table 7.2).

Note: GAVI encourages aligning GAVI HSS with existing country mechanisms. Applicants are strongly discouraged from establishing a project management unit (PMU) for GAVI HSS. Support for PMUs will only be considered under exceptional circumstances, based on a strong rationale. 

7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	Implementation of the GAVI activities will be led by the DGS/DDDS

Given the large number of activities proposed and therefore the import extra work load involved in monitoring the implementation of these activities, it will be necessary to assign a coordinator, an assistant and a full time secretary
.


	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	· Implementation plans for GAVI funding

· Approval of the annual action plans of the activities financed by GAVI 

· Monitoring of GAVI funding usage.

	Mechanism for coordinating GAVI HSS with other system activities and programs
	The implementation of the GAVI activities will be carried out mainly by the DDDS and in collaboration with the partners. The coordination will be carried out via regular meetings with the HSCC and through SWAp (which DGS is involved in)
In its management and supervisory role, the DDDS will be up to speed on the other activities and programmes in place in the districts and will assure the coordination of activities with the DGS


7.2: Roles and responsibilities of key partners (HSCC members and others)
	Title / Post
	Organisation
	HSCC member yes/no
	Roles and responsibilities of this partner in the GAVI HSS implementation

	Mr Robert BLAKE

Country Manager
	World Bank
	Yes
	· Consultation and technical support

· Participation in the field during the supervision, coaching and monitoring activities

· Quarterly follow-ups of the activities and budget

	Dr Léonard Tapsoba

WHO Representative for Madagascar and Réunion. 
	WHO


	Yes
	· Consultation and technical support

· Establishing contracts with the international consultants (to be determined)

· Quarterly follow-ups of the activities and budget

	Mr Bruno Maes

Resident Representative of UNICEF
	UNICEF
	Yes
	· Consultation and technical support

· Participation in the field during the supervision, coaching and monitoring activities

· Establishing contracts with the international consultants (to be determined)

· Quarterly follow-ups of the activities and budget

	Mme Wendy Benazerga

Director of the Nutrition and Population Health Bureau
	USAID
	Yes
	· Consultation and technical support (the activities in objective 4 in particular)

· Participation in the field during the supervision, coaching and monitoring activities

· Establishing contracts with the international consultants (to be determined)

· Quarterly follow-ups of the activities and budget

	TOGAWA Toru

Resident Representative of JICA Madagascar
	JICA
	Yes
	· Consultation and technical support 
· Quarterly follow-ups of the activities and budget

	Dr VOLKAN Cakir

Director of the Santé Net programme
	Santé Net
	Yes
	· Consultation and technical support (the activities in objective 4 in particular)

· Participation in the field during the supervision, coaching and monitoring activities

· Establishing contracts with the international consultants (to be determined)

· Quarterly follow-ups of the activities and budget

	Mr Castaing Denis Director of  AFD Madagascar
	Agence Française de Développement (French Development Agency)
	Yes
	· Consultation and technical support 
· Quarterly follow-ups of the activities and budget

	Dr Ralaivita Mamy  Representative of SALFA
	SALFA
	Yes
	· Consultation and technical support (the activities in objective 4 in particular)

· Participation in activities 1.1, 4.3, 4.4

· Quarterly follow-ups of the activities and budget

	M Grégoire Detoeuf
	Raoul Follereau Foundation
	Yes
	· Participation in the field during the supervision, coaching and monitoring activities

· Quarterly follow-ups of the activities and budget

	Dr Rakotovao Ravahatra Kalory President of l’Ordre National des Médecins (the National Order of Doctors) 
	Civil Society
	Yes
	· Participation in activity 1.1

· Quarterly follow-ups of the activities and budget


To the applicant
· Please give the financial management arrangements for GAVI HSS support. GAVI encourages funds to be managed ‘on-budget’. Please describe how this will be achieved (Table 7.3).  

· Please describe any procurement mechanisms that will be used for GAVI HSS (Table 7.4).
7.3: Financial management of GAVI HSS support

	Mechanism / procedure
	Description

	Mechanism for channelling GAVI HSS funds into the country
	The funds will be transferred from an HSS open account by the DGS/DDDS (with a letter of approval from UNICEF) to a National bank specifically for HSS GAVI support of Madagascar 

	Mechanism for channelling GAVI HSS funds from central level to the periphery
	The funds will be transferred via bank transfer to the accounts of the Regional Health Directorate of the District after the planning stage of the health activities have been ratified by the Coordinating Committee of the health sector

	Mechanism (and responsibility) for budget use and approval
	The budget and the plans must be validated and ratified by the HSCC. 

The structures in receipt of the funds will produce quarterly reports of the activities and financial reports of the funds received. The health structure receiving HSS GAVI support may not receive follow-up funds without being able to account for the funds previously received.  These reports will be completed via the financial assessment and monitoring of the specialised central teams. The Ministry of Health, family Planning and Social Welfare will compile these financial activity reports, via the DGS, the DEP and the Directorate for District Health Development (DDDS) in order to send them to GAVI in the established timeframes.

	Mechanism for disbursement of GAVI HSS funds
	3 co-signers of the cheques (the Director General for Health (DGS), the Director of the PEV and the Director of the DEP)

	Auditing procedures
	The use of the funds will be verified internally by the Directorate of Administrative and Financial Affairs of the Ministry of Health, Family Planning and Social Welfare and on a peripheral level by the financial audits carried out by the specialist bureaus that have been chosen through an international call for tender.        


7.4: Procurement mechanisms

	The procurement mechanism that will be used will respect the purchasing procedures of goods and services set out in the new code in effect on public Markets and will have recourse to UNICEF for the procurement of certain goods if this is not the case or if this approach carries significant advantages.




To the applicant
· Please describe arrangements for reporting on the progress in implementing and using GAVI HSS funds, including the responsible entity for preparing the APR. (Table 7.5)

Note: The GAVI Annual Progress Report, due annually on 15 May, should demonstrate: proof of appropriate accountability for use of GAVI HSS funds, financial audit and proper procurement (in line with national regulations or via UNICEF); efficient and effective disbursement (from national to sub-national levels; in the context of a SWAp mechanism, if applicable); and evidence on progress on whether expected annual output targets and longer term outcome targets are being achieved.

7.5: Reporting arrangements

The data collected will be handled, analysed and consolidated by the GAVI HSS coordinator and assistant coordinator every 3 months in the indicator evolution reports. These reports will be submitted to the DGS/DDDS, the DEP, and the Immunisation Service for preliminary approval. Final ratification of these indicators will be carried by the HSCC.

The indicator evolution reports will be then disseminated to the regions and districts through the quarterly bulletin from the Ministry and the retro-information reports. The dissemination of this data out-side the Government will be carried out via the meetings with the HSCC, with the help of the partners, civil society and the NGOs.

To the applicant
· Some countries will require technical assistance to implement GAVI HSS support. Please identify what technical assistance will be required during the life of GAVI HSS support, as well as the anticipated source of technical assistance if known (Table 7.6).

7.6: Technical assistance requirements

	Activities requiring technical assistance
	Anticipated duration
	Anticipated timing (year, quarter)
	Anticipated source (local, partner etc.)

	Activity 1.2: Identify the factors that limit the use of the services

· Assistance type: International consultation
	5 weeks
	Q3 and Q4 in 2008
	Information not available

	Activity 1.3: Pilot strategies in around 5 SSDs aimed at increasing the use of the services.

· Assistance type: International consultation
	6 weeks from the start of the activities
	Q1 to Q4 in 2008
	Information not available

	Activity 1.7: Introduce different strategies for increasing the population’s financial accessibility to health-care services in 5 SSDs per year.

· Assistance type: International consultation
	6 weeks from the start of the activities
	Q3 and Q4 in 2008
	Information not available


Section 8: Costs and Funding for GAVI HSS
To the applicant

· Please calculate the costs of all activities for the duration of the GAVI HSS support. Please add or delete rows / columns to give the right number of objectives, activities and years. (Table 8.1)

Note: Please ensure that all support costs for management, M&E, and technical assistance are included. Please convert all costs to US$ (at the current exchange rate), and ensure that GAVI deflators are used for future costs (see guidelines on the GAVI website: www.gavialliance.org). 

Note: The overall total request for GAVI HSS funds in table 8.1 should not exceed the overall total of GAVI HSS funds allocated in table 8.2. Funds may be requested in annual trenches according to estimated annual activity costs. These may vary annually from the allocation figures in table 8.2.

8.1: Cost of implementing GAVI HSS activities

	 
	 
	2007
	2008
	2009
	2010
	Total

	Cost of the activities
	 
	 
	 
	 
	 
	 

	Objective 1
	Strengthen the provision of quality health services to the entire population
	0.0
	1,988,013.3
	2,549,787.7
	2,505,940.1
	7,043,741.2

	Activity 1.1
	Contract health-care workers in the marginalised health care facilities
	 
	423,885.0
	466,273.5
	512,900.9
	1,403,059.4

	Activity 1.2
	Identify the factors (geographical, financial and cultural) that limit the use of the services through field research
	 
	162,531.6
	 
	 
	162,531.6

	Activity 1.3
	Pilot strategies in around 5 SSDs aimed at increasing the use of the services based on the results of the assessment study (see activity 1.2)
	 
	 
	79,149.2
	
	79,149.2

	Activity 1.4
	Carry out renovations (painting, purchase of furniture for receiving patients, roofing, ceiling etc.) 15 CSBs per year with the aim of improving their physical appearance and making them more welcoming to patients.
	 
	499,702.5
	1,099,345.5
	1,708,982.6
	3,308,030.6

	Activity 1.5
	Head-up PTA ratification missions: the central team of the ministry and partners will be deployed in the regions and will ratify the PTA in the field, instead of having the PTA sent to them centrally.
	 
	69,520.0
	76,472.0
	84,119.2
	230,111.2

	Activity 1.6
	Equip 10 SSDs with a 4x4 vehicle, the centre supervisors with 2 vehicles and 120 CSBs with motor bikes.
	 
	753,225.0
	828,547.5
	120,788.3
	1,702,560.8

	Activity 1.7
	Introduce different strategies for increasing the population’s financial accessibility to health-care services in 5 SSDs: 1) Mutual health organisation system; 2) Strengthening of the equity funds system 
	 
	79,149.2
	 
	79,149.2
	158,298.5

	Objective 2
	Improve human resources management of the health sector
	 
	 
	 
	 
	 

	Activity 2.1
	Contracting activities (see 1.1)
	see activity 1.1
	see activity 1.1
	see activity 1.1
	see activity 1.1
	see activity 1.1

	Objective 3
	Increase the mobilisation and allocation of financial resources 
	276,514.3
	472,335.6
	519,569.2
	576,577.2
	1,844,996.3

	Activity 3.1
	Offer training on financial and programme management to the managers on the periphery of the targeted districts
	276,514.3
	
	 
	 
	276,514.3

	Activity 3.2
	Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities (see also activity 4.5)
	 
	see activity 4.5
	 
	 
	 

	Activity 3.3
	Carry out financial auditing and supervision of the priority health-care activities with the PEV as top priority (focused on the continuation of mother and child care) in the targeted areas and develop corrective strategies for improving the programme management.
	 
	472,335.6
	519,569.2
	576,577.2
	1,568,482.0

	Objective 4
	Stimulate demand and use of the health services 
	241,017.5
	263,948.4
	120,548.7
	132,603.5
	758,118.1

	Activity 4.1
	Carry out a regional mapping of the NGOs and associations working at a community level
	 
	64,892.3
	 
	 
	64,892.3

	Activity 4.2
	Convene 3 meetings per year with 100 local authorities in the targeted areas.
	 
	109,589.7
	120,548.7
	132,603.5
	362,741.9

	Activity 4.3
	Convene meetings for drafting policy documents establishing community health strategies (including Reference Terms and a Minimum Activity Package (PMA))
	 
	66,597.4
	 
	 
	66,597.4

	Activity 4.4
	Provide training for community health-care workers in PCA in 40 targeted SSDs. This training includes the provision of an IEC PEV kit including IEC aids, guides, supplies and management tools.
	241,017.5
	
	 
	 
	241,017.5

	Activity 4.5
	Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities (see also activity 3.2)
	 
	22,869.0
	 
	 
	22,869.0

	Objective 5
	Strengthen and institutionalise a monitoring and evaluation system
	195,507.9
	619,524.1
	185,355.8
	255,329.1
	1,255,716.9

	Activity 5.1
	Provide training for health-care workers on the benefits and use of data for planning and decision-making in the targeted areas.
	195,507.9
	         456,185.0 
	0.0
	0.0
	651,692.9

	Activity 5.2
	Assess the health data transfer performance of the CSBs on a central level in order to identify bottlenecks
	0.0
	9,223.8
	9,223.8
	9,223.8
	27,671.5

	Activity 5.3
	Carry out regular follow-up and supervisory reviews of the CSBs 
	0.0
	87,120.0
	95,832.0
	105,415.2
	288,367.2

	Activity 5.4
	Support coaching in the targeted areas (2 deployments per year)
	
	66,995.3
	80,300.0
	140,690.1
	287,985.4

	 
	Total cost of the activities
	713,039.7
	3,343,821.5
	3,375,261.4
	3,470,450.0
	10,902,572.5

	Cost of the support
	 
	 
	 
	 
	 
	 

	 
	Management costs
	97,475.9
	65,123.9
	71,636.2
	78,799.9
	313,035.8

	 
	Total cost of the support
	97,475.9
	65,123.9
	71,636.2
	78,799.9
	313,035.8

	TOTAL
	 
	810,515.5
	3,408,945.3
	3,446,897.6
	3,549,249.8
	11,215,608.4


A more detailed version of the budget is available in annex 4. The list of unit costs used for drafting the budget is available in annex 5.
To the applicant
· Please calculate the amount of funds available per year from GAVI for the proposed GAVI HSS activities, based on the annual number of births and GNI per capita as follows (Table 8.2):

· If GNI < $365 per capita, country is eligible to receive up to $5 per capita

· If GNI > $365 per capita, country is eligible to receive up to $2.5 per capita

Note: The following example assumes the birth cohort in the year of GAVI application is 100,000, and gives the total fund allocations if the GNI < $365 per capita and if the GNI > $365 per capita.

8.2: Calculation of GAVI HSS country allocation

	
	Allocation per year (US$)

	GAVI HSS Allocation
	Q4 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	TOTAL FUNDS

	
	2007
	2008
	2009
	2010
	

	Birth cohort
	655 882
	674 247
	693 126
	712 533
	

	Allocation per newborn
	$5
	$5
	$5
	$5
	

	Annual allocation
	819,852.5
	3 371 235
	3 465 630
	3 562 665
	 11 219 382,5


Source and date of GNI and birth cohort information:

GNI per capita: Ministère des Finances et du Budget, 2005

Birth cohort: Plan Pluri Annuel Complet du PEV/ Madagascar (PPAC)

To the applicant:

Note: Table 8.3 is not a compulsory table.  

· Please endeavour to identify the total amount of all expected health system strengthening related spending in the country during the life of the GAVI HSS application (Table 8.3).

Note: Please specify the contributions from the Government, GAVI and the main funding partners or agencies. If there are more than four main contributors, please insert more rows. Please indicate the names of the partners in the table, and group together all remaining expected contributions.  Please indicate the source of the data (Public Expenditure Review, MTEF, donor reports etc).

8.3: Sources of all expected funding for health systems strengthening activities 

[image: image1.emf]Total Total Total

Grand total              253,380              62,817,898             246,874 

Internal 74,746                 109,748                   120,722             

State counterpart 73,279                 107,347                   106,048             

Import tax 189                     189                          988                   

VAT 1,278                   2,212                       2,433                 

External 178,634               62,708,150               43,769,751         

IDA 43,867                24,250,000 16,000,000

CRESAN 21,200                 22,000                    

PMPS I&II 14,000                 14,000                     14,000               

SEECALINE 3,800                   10,500                     10,500               

FID 4,867                   2,000                       2,000                 

SWAp 10,000               

ADB/ADF 15,323                9,750,000 3,750,000

Health 2 7,823                   12,000                    

Sources of finance

Pledges and commitments for PDSS en million d'ariary

2006

Allocation

2007 2008


Source of information on funding sources: 

MINISTRY OF HEALTH, FAMILY PLANNING AND SOCIAL WELFARE. Health Sector Development Plan 2007-2011.
Note: The financing planned from IDA has been reviewed at source following the last mission of the World Bank on April 5th 2007; it is for this reason that the figure is different to that in the PDSS.
Section 9: Endorsement of the Application

To the applicant:

· Representatives of the Ministry of Health and Ministry of Finance, and the Chair of the Health Sector Coordinating Committee (HSCC), or equivalent, should sign the GAVI HSS application.

· All HSCC members should sign the minutes of the meeting where the GAVI HSS application was endorsed. This should be submitted with the application (numbered and listed in Annex 1). 

· Please give the name and contact details of the person for GAVI to contact if there are queries. 

Note: The signature of HSCC members represents their agreement with the information and plans provided in this application, as well as their support for the implementation of the plans. It does not imply any financial or legal commitment on the part of the partner agency or individual.

9.1: Government endorsement

The Government of Madagascar commits itself to providing immunisation and other child and maternal health services on a sustainable basis. Performance on strengthening health systems will be reviewed annually through a transparent monitoring system. The Government requests that the GAVI Alliance funding partners contribute financial assistance to support the strengthening of health systems as outlined in this application.

	Ministry of Health:
	Ministry of Finance:

	First Name: Robinson

Last Name: JEAN LOUIS
	First Name: Andriamparany Benjamin

Last Name: RADAVIDSON

	Title / Post: Minister of Health, Family Planning and Social Welfare
	Title / Post: Ministry of Finance

	Signature:


	Signature:

	Date:
	Date:


9.2: Endorsement by Health Sector Coordination Committee (HSCC) or country equivalent

Members of the Health Sector Coordination Committee or equivalent endorsed this application at a meeting on 12 April 2007 the signed minutes are attached as Annex 1.

	Chair of HSCC (or equivalent):
	

	Name: Dr RAHANTANIRINA Marie Perline


	Post / Organisation: Deputy Minister of Health, Family Planning and Social Welfare

	Signature:


	Date:


9.3: Person to contact in case of enquiries:

Name: Dr Rasolomahefa Dieudonné Hubert


Title: Director General of Health

Tel No: 

22 236 97 (office)

032 04 956 55 (mobile)


Address: Ministère  de la Santé, du Planning Familial et de la Protection Sociale 

       Ambohidahy BP 88 

Antananarivo 101, Madagascar

Email: dgs@sante.gov.mg


ANNEX 1 Documents Submitted in Support of the GAVI HSS Application

To the applicant:

· Please number and list in the table below all the documents submitted with this application. 

Note: All supporting documentation should be available in English or French, as electronic copies wherever possible. Only documents specifically referred to in the application should be submitted.

	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration 
	Attachment Number

	National Health Sector Strategic Plan 

Plan De Développement du Secteur Santé (PDSS)
	Yes
	2007-2011
	1

	cMYP

Plan Pluri Annuel Complet
	Yes
	2007-2011
	2

	MTEF
 

Cadre de Dépenses à Moyen Terme
	Yes
	2006-2008
	3

	PRSP8
· Document de Stratégie de Réduction de la Pauvreté (DSRP)

· Madagascar Action Plan (MAP)
	Yes
	2007-2011
	4

5

	Recent Health Sector Assessment documents
	
	
	

	Banque Africaine de Développement (BAD) (African Development bank ADB). Rapport de mission (Mission report). Consultante en formation et suivi évaluation (Training and monitoring and evaluation consultation). 2007
	Yes
	
	6

	DRSPD/GTZ/KfW. Introduction de l'Approche Quality Management  par le biais du concours qualité (COQ) au niveau des CSB de la zone d'intervention du projet (Introduction to the Quality Management Approach through cost of quality COQ in the CSBs in the intervention areas of the project). 2006
	Yes
	
	7

	JSI and RTI. Rapport final (Final report). Projet d'appui à la mise en œuvre des plans de développement des districts sanitaires zone sud (Support project for the implementation of the development plans of the health districts in the southern area): Antananarivo, Fianarantsoa, Toliara. 2004
	Yes
	
	8

	Département du développement humain (Department of Human Development). Région Afrique (African Region). Banque Mondiale (World Bank). L’Efficience et l’Equité des Formations Sanitaires Malgaches (Efficiency and Fairness of the Madagascan Health Care Facilities). 2005
	Yes
	
	9

	Dubois, Carl-Ardy ; Boivin, Suzanne ; Albert, Lucien. Elaboraten du Plan de Développement des Ressources Humaines pour le Secteur Santé (Drafting of the Human Resources Development Plan for the health sector). Rapport préliminaire (Preliminary report). Mai 2006 (May 2006)
	Yes
	
	10

	INSTAT, Enquête Permanente auprès des Ménages (EPM) (Permanent Household Survey)
	Yes
	
	11

	HSCC minutes, signed by Chair of HSCC

HSCC meeting report, signed by the chairman of the meeting
	Yes
	
	12


ANNEX 3 Criteria for choosing the SSDs to receive HSS GAVI support 
The selection criteria used for choosing the 40 SSDs targeted by the HSS GAVI activities are:

1. Immunisation (all Antigens combined) coverage rates les than 75%

2. Proportion of the population serviced: above 75000 inhabitants in general in the District Health Service 

3. Geographical access difficulties (certain districts that have a population of less than 75,000 have been included in the proposal due to their geographical isolation and difficulty of access)

4. Poor performance and self-efficacy of the SSDs (service use, skills of the EMAD, availability of resources etc.)

	No.
	REGION
	SSD
	Immunisation coverage rate
	Total population**
	Isolation/marginalisation**
	Performance
(score out of 35)**

	1
	Anosy
	Taolagnaro
	28,9%
	242 793
	+
	22

	2
	
	Betroka
	21,6%
	153 427
	++
	17

	3
	
	Amboasary- Sud
	49,9%
	172 182
	++
	12

	4
	Androy
	Ambovombe
	17,6%
	209 168
	++
	19

	5
	
	Tsihombe
	21,5%
	73 880
	++
	20

	6
	
	Beloha
	37,2%
	72528
	++
	26

	7
	
	Bekily
	15,3%
	142 035
	++
	17

	8
	Atsinanana
	Mahanoro
	9,8%
	233 732
	++
	18

	9
	
	Antanambao Manampotsy
	37,5%
	50 879
	+++
	32

	10
	
	Marolambo
	4,8%
	132 284
	+++
	11

	11
	Betsiboka
	Tsaratanana
	22,0%
	110 097
	+++
	12

	12
	
	Kandreho
	5,5%
	13 403
	+++
	11

	13
	SAVA
	Antalaha
	23,7%
	214 331
	++
	13

	14
	
	Vohémar
	42,6%
	189 879
	++
	17

	15
	
	Sambava
	38,3%
	273 188
	+
	15

	16
	DIANA
	Ambilobe
	47,0%
	161 685
	+
	22

	17
	
	Antsiranana II
	55,2%
	82152
	+
	20

	18
	SOFIA
	Mampikony
	20,4%
	95 096
	++
	16

	19
	
	Port- Bergé
	41,2%
	116 841
	++
	20

	20
	
	Antsohihy
	16,7%
	121 404
	++
	10

	21
	
	Mandritsara
	21,3%
	230 487
	++
	16

	22
	
	Befandriana Avaratra
	26,8%
	190 950
	++
	18

	23
	
	Analalava
	33,3%
	101 342
	++
	11

	24
	
	Bealanana
	37,6%
	113 552
	++
	15

	25
	Vatovavy Fitovinany
	Vohipeno
	29,2%
	107 067
	+
	14

	26
	
	Manakara
	35,7%
	255746
	+
	27

	27
	
	Ifanadiana
	16,1%
	148 502
	+
	16

	28
	
	Mananjary
	24,8%
	253 504
	+
	21

	29
	
	Ikongo
	25,3%
	116 880
	+++
	26

	30
	
	Nosy Varika
	13,4%
	192 887
	+++
	15

	31
	Atsimo Andrefana
	Toliara I
	48,5%
	115 734
	+
	28

	32
	
	Toliara II
	52,6%
	209 762
	+
	25

	33
	
	Betioky Atsimo
	23,1%
	188 068
	++
	19

	34
	
	Ankazoabo Atsimo
	27,4%
	54 587
	++
	26

	35
	
	Ampanihy
	22,4%
	233699
	++
	14

	36
	
	Morombe
	38,9%
	110160
	+
	21

	37
	Vakinankaratra
	Faratsiho
	67,6%
	186 103
	++
	24

	38
	
	Betafo
	35,3%
	339581
	+
	17

	39
	
	Antanifotsy
	28,7%
	313769
	+
	16

	40
	
	Antsirabe II
	38,8%
	375 948
	+
	20


Sources :
* Immunisation service, 2007, DDDS, 2007



**Directorate for the Development of Health Districts
ANNEX 4 Detailed description of costs
	
	
	COST PER YEAR PER CATEGORY – Calculated in USD in 2006 
(costs based on the unit costs as per annex 5)
	
	
	
	

	
	Explanatory notes
	Salaries and rates
	Per diems
	Transport
	Lodging
	Supplies
	Hire of teaching equipment and room, printing expenses
	Data analysis and use 
	Surveys
	Publications/disseminations
	Equipment
	Vehicle purchase
	Fuel and maintenance for vehicles
	Renovation
	Total-2007
	Total-2008
	Total-2009
	Total-2010

	Activity 1.1
	processes + salaries up to 2010 
50 physicians and 100 midwives and or nurses
	385350
	
	
	
	
	
	
	
	
	
	
	
	
	
	423,885
	466,274
	512,901

	Activity 1.2
	National consultant: 8 weeks; International consultant:: 5 weeks (2 trips x 2 weeks: 5000 per air ticket + per diem); Data + survey analysis and use
	29200
	2800
	10056
	4200
	
	
	1000
	100000
	500
	
	
	
	
	
	
	162,532
	 

	Activity 1.3
	National consultant: 4 weeks per SSD=15 weeks. Transport of CSD coaches to the SSBs. International consultant: 6 weeks
	47000
	
	3000
	
	60
	2500
	1000
	
	500
	
	
	
	
	
	
	 
	79,149

	Activity 1.4
	3 monitoring and supervision visits per CSB = renovation of 15 CSBs per year
	
	900
	11250
	675
	
	
	
	
	
	
	
	
	60,000 per CSB
	
	1,004,108
	1,104,518
	1,214,970

	Activity 1.5
	7 days and 6 nights per region (22), 2 people per region
	
	6160
	50000
	6930
	110
	
	
	
	
	
	
	
	
	
	69,520
	76,472
	84,119

	Activity 1.6
	The cost also includes the maintenance and fuel costs for the duration of the project
	
	
	
	
	
	
	
	
	
	
	1350000
	82500
	
	
	916,575
	1,008,233
	120,788

	Activity 1.7
	Same estimation as for 1.3, multiplied by 1.5
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	158,298

	Activity 2.1
	Already budgeted in activity 1.1
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 3.1
	2 training sessions of 1 week each. 2 people per region (44 people) and 2 people per district (230) = 274 trained. 2 trainers per province and 2 training sessions per province. Drivers = 1 per region (22) and 100 per district
	
	26436
	128800
	32205
	822
	600
	
	
	
	
	
	
	
	
	
	 
	276,514

	Activity 3.2
	Same as activity 4.5
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Activity 3.3
	1 week per year per CSB 40 SSDs and 15 CSBs = 400 CSBs. 2 technicians, 1 administrator and 1 chauffeur per CSB
	 
	147000
	600000
	82687.5
	8400
	
	
	
	
	
	
	
	
	
	1,014,086
	1,115,494
	1,227,044

	 
	National consultant for 3 weeks for drafting the corrective strategy list at a national level.
	3450
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	5,051

	Activity 4.1
	1 national consultant, 1.5 weeks per region. The cost includes transport and lodging
	53130
	
	
	
	
	
	
	
	500.00
	
	
	
	
	
	64,892
	 
	 

	Activity 4.2
	15 people per meeting per local authority. Duration of the meetings = 1 day. District people go down to the communities. 40 districts are targeted.
	
	17970
	96000
	21600
	7200
	
	
	
	
	
	
	
	
	
	172,752
	190,027
	209,030

	Activity 4.3
	Consultation for drafting = 1 month. 2 workshops (presentation and ratification) and 2 days with 40 people (1 person per region) Who attends the meetings?
	4600
	1968
	44000
	1320
	480
	240
	
	
	500.00
	
	
	
	
	19,473
	47,124
	 
	 

	Activity 4.4
	40 workshops (2.5 days) at the SSDs. 30 people per SSD.
	
	22880
	7200
	27000
	120000
	4000
	
	
	
	
	
	
	
	
	
	241,017
	 

	Activity 4.5
	National consultant for 4 months
	18400
	
	
	
	
	
	
	
	500.00
	
	
	
	
	
	22,869
	 
	 

	Activity 5.1
	400 CSBs (1 person per CSB) + 40 districts (1 person per district) = 640 trained. 2 trainers (1 regional and 1 central) per workshop, 12 workshops of 23 days each
Consultant for preparing the training (curriculum) = 3 weeks Preparation meeting (team building)
	3450
	24408
	646000
	30150
	1920
	2,160.00
	
	
	
	
	
	
	
	
	
	 
	1,036,712

	Activity 5.2
	Use the same data as for equity funds
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 
	27,671

	Activity 5.3
	2 days x quarter x SSD (40) –  600 head physicians of the CSBs go to the SSds, therefore 1 head physician per CSB 
6 dollars = return journey
	
	57600
	14400
	36000
	
	
	
	
	
	
	
	
	
	
	130,680
	143,748
	158,123

	Activity 5.4
	Coaching visits. 10 regions. 40 districts. Each SSD is visited 4 times per year for 3 days. 2 coaches per SSD.
Note: Training of the coaches covered by the World Bank
	
	15360
	40000
	14400
	
	
	
	
	
	
	
	
	
	
	84,410
	92,851
	102,136

	 
	Procurement of IT material (including ink, disks etc.) for 40 SSDs
	 
	 
	 
	 
	17000
	
	
	
	
	56000
	
	
	
	80,300
	20,570
	22,627
	24,890

	 
	Includes coordinating and supervision missions in the districts (2 per year x 40 districts) and in the regions (2 per year x 10 regions) 2 days per mission
	14700
	3000
	6000
	2250
	16930
	
	
	
	
	25,050.00
	50,000.00
	10505
	
	97235.875
	64595.85
	71055.435
	78160.9785

	
	Twice a year 20 people
	
	200
	40
	
	120
	120
	
	
	
	
	
	
	
	240
	528
	580.8
	638.88


	ANNEX 5 List of unit costs used
The inflation rate is 10%.

	Activities
	Sub-heading
	Unit
	Unit cost (in USD, 2006)

	
	
	
	Not blocked
	Blocked
	National

	Training workshop
	Per diem Participant
	Per day
	10.00
	12.00
	

	
	Per diem trainer
	Per day
	14.00
	16.00
	

	
	Per diem Administrator (training secretary etc.)
	Per day
	5.00
	6.00
	

	
	Per diem Drivers
	Per day
	5.00
	6.00
	

	
	Transport costs
	Pu x distance (A/R) in km x 0.15
	4.00
	
	

	
	Lodging
	Per day
	
	15.00
	

	
	Lodging of drivers
	Per day
	
	7.50
	

	
	Supplies
	Per participant
	3.00
	3.00
	

	
	Hire of teaching material
	Per day
	20.00
	20.00
	

	
	Room hire
	Per day
	40.00
	40.00
	

	
	Printing costs (organisation)
	Per day
	5.00
	5.00
	

	Survey/research/study 
	Per diem
	Per day
	
	
	10.00

	
	Transport costs
	Per day
	
	
	4.00

	
	Data analysis and use 
	Fixed cost
	
	
	1,000.00

	
	Publications/disseminations
	Per 100 copies and organisation of a meeting
	
	
	500.00

	Technical expertise/assistance
	Per diem – international consultant (including lodging)
	Per day
	
	
	800.00

	
	National (includes per diem and lodging
	Per day
	
	
	230.00

	Document drafting
	DTP
	
	
	
	4.00

	
	Production of copies
	
	
	
	5.00

	
	Dissemination
	
	
	
	2.00

	IT equipment
	PC + Printer + Power supply
	Unit
	
	
	1,200.00

	
	Laptop
	Unit
	
	
	1,700.00

	
	Scanner
	Unit
	
	
	200.00

	
	OHP
	Unit
	
	
	1,700.00

	
	Screen
	Unit
	
	
	200.00

	IT consumables
	Toner cartridge
	Unit
	
	
	40.00

	
	Masters
	Unit
	
	
	100.00

	
	Toner
	Unit
	
	
	200.00

	
	Flash disk
	Unit
	
	
	50.00

	
	CD R/W
	Box of 10 rewritables
	
	
	15.00

	
	Diskettes
	Box of 10
	
	
	5.00

	
	Duplicator change
	Unit
	
	
	60.00

	
	Ink ribbon
	Unit
	
	
	30.00

	Office equipment
	Photocopier
	Unit
	
	
	5,000.00

	
	Copier
	Unit
	
	
	12,000.00

	
	Binder machine
	Unit
	
	
	50.00

	Office supplies
	Paper
	An 80g roll of vellum paper
	
	
	4.00

	Office furniture
	1 table, 3 chairs, 1 cabinet, 1 computer desk
	
	
	
	1,500.00

	Vehicles
	4x4
	Unit
	
	
	50,000.00

	
	Liaison vehicle
	Unit
	
	
	20,000.00

	
	Motor bike
	Unit
	
	
	4,000.00

	
	Bicycle
	Unit
	
	
	50.00

	Renovation
	
	Per building
	
	
	60,000

	Salaries
	HSS Coordinator (accountant)
	Monthly
	
	
	500

	
	Secretary
	Monthly
	
	
	250

	
	Assistant
	Monthly
	
	
	350

	
	Para medic
	Monthly
	
	
	166.25

	
	Physician (base salary plus bonuses)
	Monthly
	
	
	309.75

	
	Driver
	Monthly
	
	
	125.00

	Maintenance and fuel for vehicles
	
	Per year per vehicle
	
	
	500

	IEC PEV kit
	
	Per kit
	
	
	100


ANNEX 6 Summary of the HSCC meeting on the 12th of April 2007
SUMMARY OF THE MEETING OF THE HEALTH SYSTEM COORDINATING COMMITTEE (HHSS) IN THE CONFERENCE ROOM OF THE MINISTRY OF HEALTH, FAMILY PLANNING AND SOCIAL WELFARE

(12 April 2007)
Chairman of the meeting: Deputy Minister of Health, Family Planning and Social Welfare
Participants : See attendance sheet attached
Meeting objectives:

· Present the Madagascar application on the health system strengthening to be submitted to GAVI

·    Ratify the application for approval and signature 

 Meeting content:

   The meeting started at 15:00. 

By way of introduction the representatives of USAID, UNICEF and the WHO reiterated their commitment to support the Ministry of Health, Family Planning and Social Welfare on the technical and financial plan in order to attain the objectives of the WHO, MAP and PDSS. Furthermore they underlined the importance of health system strengthening for improving immunisation coverage and other areas of the health sector. It is an opportunity for the technical and financial partners on the one hand and the Ministry on the other to harmonise and coordinate their efforts 
    Following this, the Deputy Minister of Health, Family Planning and Social Welfare proceeded with the official opening of the meeting. During her address, she thanked all the partners for attending in such numbers  as this bears witness to the dynamism of the sector and the existence of a string partnership. She went over the opportunity offered by HSS GAVI to improve the health of the population. The Deputy Minister insisted on the strengthening of the partnership for the health system with immunisation as top priority. 
Presentation and ratification of the HSS GAVI 2007-2010 application

2007-2010 objectives

· General objectives

The general goals of GAVI HSS support consist of contributing to the development of a sustainable and effective health system, to contribute to the improvement of immunisation services and to assure the equitability of the services offer through to a peripheral level. The aim is to offer a better response to the needs of the population, especially in terms of mother and child health-care including acceptable and sustainable vaccination.

· Specific objectives:

Objective 1 is the strengthening of the provision of quality health services to the entire population. 

The main activities included in this objective are:

To contract health-care workers in the marginalised health care facilities in order to overcome the lack of resources in these areas. Note that this activity is also included in objective 2 below.

Identify, by means of a study, the factors (geographical, financial and cultural) that limit the use of the service by the population. Following this, based on the results of this study, the next activity will be to pilot strategies aimed at increasing the use of this service in around 5 SSDs.

To renovate (painting, purchase of furniture for receiving patients, roofing, ceiling etc.) 15 CSBs per year with the aim of improving their physical appearance and making them more welcoming to patients. This activity will concentrate on certain centres that are antiquated today and not used by the population for this reason.

To head-up PTA ratification missions.

To equip 10 SSDs with a 4x4 vehicle, the centre supervisors with 2 vehicles and 120 CSBs with motor bikes. The SSDs will be chosen based on criteria such as geographical isolation, vaccination coverage and serviced population.

Introduce different strategies for increasing the population’s financial accessibility to health-care services in 5 SSDs per year. The strategies identified are: 1) Mutual health organisation system; 2) Strengthening of the equity funds system Note that before implementing strategies on a national scale, it is essential to implement them gradually in order to adapt and modify them and to identify their strengths and weaknesses.

Objective 2 aims to improve health sector human resources management.  The activity associated with this objective is to contract health-care workers in the marginalised health care facilities in order to overcome the lack of resources in these areas. Note that this activity is also included in objective 1 above.

Objective 3 aims to increase mobilisation and improve the allocation of financial resources. The main activities included in this objective are:

Offer training on financial and programme management to the managers on the periphery of the targeted districts

Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities. This will address several problems, notably that of a poor proportion of the population benefiting from the equity funds in the health care facilities (in fact, 68% of the population live below the poverty line yet 1% of the population is cared for by the equity funds). Note that this activity is also included in objective 4 below.

Carry out financial and management auditing including the FANOME audit in the targeted areas and develop corrective strategies for improving its management.

Objective 4 aims to stimulate the demand and use of the health services through development of community health-care. The main activities are all geared towards the development of community health-care strategies and the institutionalisation of community health-care. The following activities are covered by this objective:

Take inventory of the NGOs and associations working at a community level

Convene 3 meetings per year with 100 local authorities in the targeted areas. The objective is to monitor the health-care and community activities with the aim of making adjustments or settling the difficulties that the community workers may be experiencing.

Convene meetings for drafting policy documents establishing community health strategies (including Reference Terms and a Minimum Activity Package (PMA))

Provide training for community health-care workers in PCA in 40 targeted SSDs. This training includes the provision of an IEC PEV kit including IEC aids, guides, supplies and management tools.

Strengthen the application of the Equity Funds and mutual health organisation system implementation plan in the targeted health care facilities.

Objective 5 aims to strengthen and institutionalise a monitoring and evaluation system through the following objectives:

Provide training for health-care workers on the benefits and use of data for planning and decision-making in the targeted areas.

Assessment of the health data transfer performance of the CSBs on a central level in order to identify bottlenecks

Carry out regular follow-up and supervisory reviews of the CSBs 

Support coaching in the targeted areas in order to strengthen self-efficacy and skills at a regional and district level so that the leadership role in the mobilisation of service providers is assured, not to mention the organisation and coordination of community workers so that they can implement the priority strategies and the promotion of health-orientated attitudes as well as promoting the use of the integrated family planning services. This activity also includes the procurement of IT material for 40 SSDs. 

· Total cost per objective in USD 
	
	

	2007
	2008
	2009
	2010
	Total

	Objective 1

	Strengthen the provision of quality health services to the entire population
	0.0
	1 988 013,3
	2 549 787,7
	2 505 940,1
	7 043 741,2

	Objective 2
	Improve human resources management of the health sector
	Contracting already budgeted for in activity 1.1
	

	Objective 3
	Increase the mobilisation and allocation of financial resources 
	276 514,3
	472 335,6
	519 569,2
	576 577,2
	1,844 996,3

	Objective 4
	Stimulate demand and use of the health services 
	241 017,5
	263 948,4
	120 548,7
	132 603 5
	758 118,1

	Objective 5
	Strengthen and institutionalise a monitoring and evaluation system
	195 507,9
	619 524,1
	185 355,8
	255 329,1
	1 255 716,9

	Cost of the support
	Management costs
	97 475,9
	65 123,9
	71 636,2
	78 799,9
	313 035,8

	
	TOTAL
	810 515,5
	3 408 945,3
	3 446 897,6
	3 549 249,8
	11 215 608,4









Chairman of the meeting

�








� Minutes from HSCC meetings related to HSS should be attached as supporting documentation, together with the minutes of the HSCC meeting when the application was endorsed. The minutes should be signed by the HSCC Chair. The minutes of the meeting endorsing this GAVI HSS application should be signed by all members of the HSCC.


� If the application identifies activities that are to be undertaken at a sub-national level, sub-national data will need to be provided where it is available. This will be in addition to the national data requested.


� Within the last 3 years.


� If number of districts is provided than the total number of districts in the country must also be provided.


� If baseline data is not available indicate whether baseline data collection is planned and when


� Important for easy accessing and cross referencing


� This figure relates to the MAP and PDSS objectives.


� This figure relates to the MAP and PDSS objectives


� The costs of the coordinator, assistant and the secretary are included in the proposed budget under the heading of management costs.


� If available – and if not, the National Immunisation Plan plus Financial Sustainability Plan


� if available please forward the pages relevant to Health Systems Strengthening and this GAVI HSS application
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		Sources of finance		Amounts available for the PDSS in USD										Total

				2007		2008		2009		2010		2011

		MINSANPF		54,874,000		60,361,000		66,397,500		73,037,500		80,341,000		335,011,000

		Bilateral Coopération		21,641,500		24,200,000		17,000,000		17,000,000		17,000,000		96,841,500

		AFD				5,000,000		5,000,000		5,000,000		5,000,000		20,000,000

		SCAC / FAC		691,500										691,500

		USAID		19,200,000		19,200,000		12,000,000		12,000,000		12,000,000		74,400,000

		JICA		1,750,000										1,750,000

		Multilateral coopération		76,075,167		29,125,667		25,091,667		27,725,500		32,725,500		190,743,500

		IDA		24,250,000		5,000,000		5,000,000		15,000,000		20,000,000		69,250,000

		ADB/ADF		9,750,000		3,750,000		3,750,000						17,250,000

		UNICEF		7,000,000		7,000,000		7,000,000		7,000,000		7,000,000		35,000,000

		WHO		5,725,500		5,725,500		5,725,500		5,725,500		5,725,500		28,627,500

		FNUAP		3,207,500		1,207,500		1,207,500						5,622,500

		UNDP		744,000										744,000

		WFP		1,750,000		1,750,000								3,500,000

		SECALINE		1,750,000		1,750,000								3,500,000

		Global Fund		20,743,167		2,653,667		2,408,667						25,805,500

		GAVI		1,155,000		289,000								1,444,000

		TOTAL		152,590,667		113,686,667		108,489,167		117,763,000		130,066,500		622,596,000

																				0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

														- 0						0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

																				0		0		0		0		0

																				0				0		0		0





Master matrix

		Draft Resource Mapping of the PDSS

																																																												'in million Ariary

		Sources of finance						Allocation								Pledges and commitments for PDSS en million d'ariary

								2006								2007								2008								2009								2010								2011								Total

								Budget support		On budget		Off budget		Total		Budget support		On budget		Off budget		Total		Budget support		On budget		Off budget		Total		Budget support		On budget		Off budget		Total		Budget support		On budget		Off budget		Total		Budget support		On budget		Off budget		Total		Budget support		On budget		Off budget		Total

		Grand total												253,380								62,817,898		41,200,000		37,750,000		28,000,000		246,874		5,000,000		5,000,000		5,000,000		250,978		17,000,000		17,000,000		17,000,000		237,526		17,000,000		17,000,000		17,000,000		252,133		80,200,000		76,750,000		67,000,000		63,805,409

		Internal												74,746		- 0		- 0		- 0		109,748		- 0		- 0		- 0		120,722		- 0		- 0		- 0		132,795		- 0		- 0		- 0		146,075		- 0		- 0		- 0		160,682		- 0		- 0		- 0		670,022

						State counterpart								73,279								107,347								106,048								116,653								128,318								141,150		- 0		- 0		- 0		599,516

						Import tax								189								189								988								1,087								1,195								1,315		- 0		- 0		- 0		4,774

						VAT								1,278								2,212								2,433								2,677								2,944								3,239		- 0		- 0		- 0		13,504

		External												178,634		- 0		- 0		- 0		62,708,150		41,200,000		37,750,000		28,000,000		43,769,751		5,000,000		5,000,000		5,000,000		49,768,683		17,000,000		17,000,000		17,000,000		40,011,451		17,000,000		17,000,000		17,000,000		40,011,451		80,200,000		76,750,000		67,000,000		236,269,487

				IDA										43,867		- 0		- 0		- 0		24,250,000		18,250,000		22,000,000		16,000,000		16,000,000		- 0		- 0		- 0		22,000,000		- 0		- 0		- 0		16,000,000		- 0		- 0		- 0		16,000,000		18,250,000		22,000,000		16,000,000		94,250,000

						CRESAN								21,200								22,000																																		- 0		- 0		- 0		22,000

						PMPS I&II								14,000								14,000								14,000								14,000								12,000								12,000		- 0		- 0		- 0		66,000

						SEECALINE								3,800								10,500								10,500																										- 0		- 0		- 0		21,000

						FID								4,867								2,000								2,000																										- 0		- 0		- 0		4,000

						SWAp																								10,000								30,000								20,000								20,000		- 0		- 0		- 0		80,000

				ADB/ADF										15,323		- 0		- 0		- 0		9,750,000		3,750,000		3,750,000		- 0		3,750,000		- 0		- 0		- 0		3,750,000		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		3,750,000		3,750,000		- 0		17,250,000

						Health 2								7,823								12,000																																		- 0		- 0		- 0		12,000

						Health 3								7,500								7,500								7,500								7,500																		- 0		- 0		- 0		22,500

				Agence Francaise de Developpement (french Development Agency)																										5,000,000		5,000,000		5,000,000		5,000,000		5,000,000		5,000,000		5,000,000		5,000,000		5,000,000		5,000,000		5,000,000		5,000,000		5,000,000		15,000,000		15,000,000		15,000,000		20,000,000

				SCAC / FAC										1,383		- 0		- 0		- 0		691,500		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		691,500

						HIV/AIDS								271								271																																		- 0		- 0		- 0		271

						Support for the strengthening of institutions/HR training								360								360																																		- 0		- 0		- 0		360

						Support for the health districts								326								326																																		- 0		- 0		- 0		326

						Support for the hospital system/Hospital rehab								426								426																																		- 0		- 0		- 0		426

				USAID										38,400		- 0		- 0		- 0		19,200,000		19,200,000		12,000,000		12,000,000		12,000,000		- 0		- 0		- 0		12,000,000		12,000,000		12,000,000		12,000,000		12,000,000		12,000,000		12,000,000		12,000,000		12,000,000		43,200,000		36,000,000		36,000,000		67,200,000

						Child and maternal health																																																		- 0		- 0		- 0		- 0

						Food and nutiritional safety																																																		- 0		- 0		- 0		- 0

						Fight against STI/HIV/AIDS																																																		- 0		- 0		- 0		- 0

						Family planning and sexual health

						USAID Washington

						Title II								14,400								14,400								14,400

						Malaria																																																		- 0		- 0		- 0		- 0

				JICA										3,500								1,750,000																																		- 0		- 0		- 0		1,750,000

				KFW / GTZ										- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0

						HIV/AIDS																																																		- 0		- 0		- 0		- 0

				European Union																																																				- 0		- 0		- 0		- 0

				UNICEF										13,650		- 0		- 0		- 0		7,000,000		- 0		- 0		- 0		7,000,000		- 0		- 0		- 0		7,000,000		- 0		- 0		- 0		7,000,000		- 0		- 0		- 0		7,000,000		- 0		- 0		- 0		35,000,000

						Child survival								10,990								11,200								11,200								11,200								11,200								11,200		- 0		- 0		- 0		56,000

						HIV/AIDS								2,660								2,800								2,800								2,800								2,800								2,800		- 0		- 0		- 0		14,000

				WHO										11,451								11,451								11,451								11,451								11,451								11,451		- 0		- 0		- 0		57,255

				UNFPA										6,415		- 0		- 0		- 0		6,415		- 0		- 0		- 0		2,415		- 0		- 0		- 0		2,415		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		11,245

						Sexual health								1,824								1,824								1,824								1,824																		- 0		- 0		- 0		5,472

						Contraceptive								4,000								4,000

						HIV/AIDS								591								591								591								591																		- 0		- 0		- 0		1,773

				UNDP										1,488		- 0		- 0		- 0		1,488		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		1,488

						HIV/AIDS								1,488								1,488																																		- 0		- 0		- 0		1,488

				WFP										3,500								3,500																																		- 0		- 0		- 0		3,500

						SECALINE								3,500								3,500								3,500																										- 0		- 0		- 0		7,000

				Global Fund										37,347		- 0		- 0		- 0		41,486		- 0		- 0		- 0		5,307		- 0		- 0		- 0		4,817		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		- 0		51,611

						PSI								3,500								3,500																																		- 0		- 0		- 0		3,500

						CNLS (HIV/AIDS)								7,467								7,467																																		- 0		- 0		- 0		7,467

						CNLS (TB)								2,000								2,333								2,333								2,333																								7,000

						CRESAN (Malaria)								24,380								28,186								2,974								2,484																		- 0		- 0		- 0		33,644

				GAVI										2,310								2,310								578																										- 0		- 0		- 0		2,888

		Note:

		1		With the finalization of the PDSS contribution from each partner including government needs to be linked to the components or strategies.

		2		It is important that all resources be mapped eventhough some partners may not be able to reflect full amount of their contribution into the budget

		3
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Graphs

		Scenario 1: increase in state budget by 10% from 2007 level																						Scenario 2: increase in state budget by 20%																						Scenario 3: increase in state budget 30%

												in million Ariary																						in million Ariary																						in million Ariary

				2006		2007		2008		2009		2010		2011												2006		2007		2008		2009		2010		2011												2006		2007		2008		2009		2010		2011

		Internal		74,746		109,748		120,722		132,795		146,075		160,682										Internal		74,746		109,748		131,698		158,037		189,645		227,573										Internal		74,746		109,748		142,672		185,474		241,116		313,451

		IDA		43,867		24,250,000		16,000,000		22,000,000		16,000,000		16,000,000										IDA		43,867		24,250,000		16,000,000		22,000,000		16,000,000		16,000,000										IDA		43,867		24,250,000		16,000,000		22,000,000		16,000,000		16,000,000

		ADB/ADF		15,323		9,750,000		3,750,000		3,750,000		- 0		- 0										ADB/ADF		15,323		9,750,000		3,750,000		3,750,000		- 0		- 0										ADB/ADF		15,323		9,750,000		3,750,000		3,750,000		- 0		- 0

		AFD		1,383		691,500		5,000,000		5,000,000		5,000,000		5,000,000										AFD		1,383		691,500		5,000,000		5,000,000		5,000,000		5,000,000										AFD		1,383		691,500		5,000,000		5,000,000		5,000,000		5,000,000

		USAID		38,400		19,200,000		12,000,000		12,000,000		12,000,000		12,000,000										USAID		38,400		19,200,000		12,000,000		12,000,000		12,000,000		12,000,000										USAID		38,400		19,200,000		12,000,000		12,000,000		12,000,000		12,000,000

		UNICEF		13,650		7,000,000		7,000,000		7,000,000		7,000,000		7,000,000										UNICEF		13,650		7,000,000		7,000,000		7,000,000		7,000,000		7,000,000										UNICEF		13,650		7,000,000		7,000,000		7,000,000		7,000,000		7,000,000

		OMS		11,451		11,451		11,451		11,451		11,451		11,451										OMS		11,451		11,451		11,451		11,451		11,451		11,451										OMS		11,451		11,451		11,451		11,451		11,451		11,451

		FNUAs		6,415		6,415		2,415		2,415		- 0		- 0										FNUAs		6,415		6,415		2,415		2,415		- 0		- 0										FNUAs		6,415		6,415		2,415		2,415		- 0		- 0

		Goobao Fund		37,347		41,486		5,307		4,817		- 0		- 0										Goobao Fund		37,347		41,486		5,307		4,817		- 0		- 0										Goobao Fund		37,347		41,486		5,307		4,817		- 0		- 0

		GAVI		2,310		2,310		578		- 0		- 0		- 0										GAVI		2,310		2,310		578		- 0		- 0		- 0										GAVI		2,310		2,310		578		- 0		- 0		- 0

		Others		8,488		1,754,988		- 0		- 0		- 0		- 0										Others		8,488		1,754,988		- 0		- 0		- 0		- 0										Others		8,488		1,754,988		- 0		- 0		- 0		- 0

		Total		253,380		62,817,898		43,890,473		49,901,478		40,157,526		40,172,133										Total		253,380		62,817,898		43,901,449		49,926,720		40,201,096		40,239,024										Total		253,380		62,817,898		43,912,424		49,954,157		40,252,567		40,324,902

		Note: others include JICA, KFW/GTZ, EU, UNDP WFR																						Note: others include JICA, KFW/GTZ, EU, UNDP WFR																						Note: others include JICA, KFW/GTZ, EU, UNDP WFR

				18.00		18.52		19.06		19.59		20.14		20.71

		Additional resource requirment to achieve MAP health objectives

						2007		2008		2009		2010		2011

		Per Capita US$				2		4.5		5.5		7.5		9.5

		in Million Ariary				74,088		171,532		215,521		302,121		393,402

		Base amount				253,380		253,380		253,380		253,380		253,380

		Total				327,468		424,912		468,901		555,501		646,782

		Scenario 1				291,450		235,620		238,599		223,908		237,154

		Scenario 2				291,450		245,572		261,488		263,416		297,809

		Scenario 3				291,450		255,523		286,367		310,090		375,682

		Gaps in million Ariary

		Scenario 1				36,018		189,292		230,302		331,593		409,628

		Scenario 2				36,018		179,341		207,413		292,085		348,972

		Scenario 3				36,018		169,389		182,534		245,411		271,100

		Gaps in million US$

		Scenario 1				18.01		94.65		115.15		165.80		204.81

		Scenario 2				18.01		89.67		103.71		146.04		174.49

		Scenario 3				18.01		84.69		91.27		122.71		135.55
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Scenario 1: 
Potential financing for the implementation of PDSS 2007-2011
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Scenario 2: 
Potential Financing for the implementation of PDSS 2007 - 2011
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Scenario 3: 
Potential Financing for the Implmentation of PDSS 2007-2011
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						FINANCING AND ENGAGEMENT FOR THE PDSS IN MILLION ARIARY

		Sources of finance				2007		2008		2009		2010		2011		TOTAL

						Total		Total		Total		Total		Total

		Grand Total

		Ministry of Health and Family Planning

		State Counterpart

		Import tax

		VAT

		External resources

		Bilateral cooperation

		Multilateral cooperation






