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

This form is structured in three parts:
· Part A - Summary of Support Requested and Applicant Information 

· Part B - Applicant Eligibility
· Part C - Proposal Details
All applicants are required to read and follow the accompanying guidelines in order to correctly fill out this form.
	Part A - Summary of Support Requested and Applicant Information

	

	Applicant:
	Ministry of Health (MINSA) 

	Country:
	Nicaragua

	WHO region:
	The Americas 

	Proposal title:
	Strengthening of health services with an emphasis on immunizations.

	Proposed start date:
	January 2013

	Duration of support requested:
	Three years

	Funding request:
	Amount requested from GAVI:
	1.8 million
	Amount requested from Global Fund:
	

	Currency:
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	Contact details

	Name
	Wendy Idiáquez

	Title
	General Director of Outreach and Quality of Care

	Mailing address
	Complejo Concepción Palacios

	Telephone
	(505) 228975870 -  Ext. 1171

	Fax
	

	Email addresses
	dgeca@minsa.gob.ni


	EXECUTIVE SUMMARY
The Republic of Nicaragua is located in the heart of the Central American isthmus, with a territory of 130,373.40 km², and it is divided politically and administratively into 15 departments, two autonomous regions and 153 municipalities. The country has three geographical regions: Pacific (with a predominantly urban population, social and ecological risk, and a concentration of goods and services), North Central (predominantly rural population, productive agricultural and livestock development, but limited road and service infrastructure) and Atlantic (majority indigenous population, high rates of extreme poverty, population dispersion, low levels of education, poor access to social services, and high maternal and infant mortality rates).
According to the National Institute of Development Information (INIDE), in 2011 the national population was estimated at 5,888,945 inhabitants, of whom 50.5% were women and 49.5% men (1). In its statistical yearbook, the Central Bank of Nicaragua (BCN) reveals that 58.3% of the population lives in urban areas, of which 51% are women. According to the Latin American Centre for Demography (CELADE), the overall life expectancy at birth is 74.5 years, with 71.5 for men and 77.6 for women. 
The standard of living study conducted in 2009 by the National Institute of Development Information (INIDE) reveals that extreme poverty, as measured by the poverty line, has decreased by 2.6 percentage points in comparison with 2005, with an even greater decline of 3.9 percentage points in rural areas. Overall poverty declined by 5.8 percentage points in comparison to 2005, with an even greater drop of 6.9 percentage points in rural areas.
The Government of Reconciliation and National Unity’s social programs to combat poverty, and  extreme poverty, in particular, have made a direct impact on the improvement of the health situation of the Nicaraguan population, especially those most vulnerable.
In compliance with the strategic objective of the National Immunization Program (NIP) to ensure delivery of immunization services in a high-quality, safe, sustainable and effective manner in the context of comprehensive care and with broad organized community and inter- and intrasectoral participation, from 2007 to 2011, the NIP has been carrying out its action plan, directing its greatest efforts at those areas without effective coverage, strengthening program supervision, monitoring and oversight, management strengthening of teams at the local centre (SILAIS) and municipal levels, and strengthening the community’s capacity to ensure our citizens’ equal access to quality vaccines.
In the period from 2007 to 2011, there were no reported cases of polio, diphtheria, measles, rubella or neonatal tetanus; there were 14 reported cases of non-neonatal tetanus (mostly in adults), and 204 suspected cases of whooping cough reported by clinics.  The country has managed to eliminate neonatal tetanus through the immunization of women of childbearing age (WCA) and pregnant women. Adjustments were made to the vaccination scheme in 2010, ensuring seven doses per individual to guarantee the required immunity.
To avoid the risk from imported cases of vaccine-preventable diseases (VPD), national vaccination coverage rates from 2007 to 2011 were maintained above 95%, routine immunization was strengthened, and national vaccination days were carried out annually. Follow-up campaigns for the elimination of measles, rubella and congenital rubella syndrome have been conducted in children from 1 to 4 years of age. The last campaign for the period, conducted in 2008, achieved 100% coverage.
A large percentage of municipalities in Nicaragua are affected by social determinants, especially, difficult geographical access, poverty, and cultural access.  These factors translate into low vaccination coverage and high dropout rates, for example, in the Atlantic region (the RAAN and RAAS), where door-to-door vaccinations by health brigades are necessary, ensuring at least four visits per year to immunize the children residing in these localities. That is why in recent years, with support from PAHO and GAVI, we have managed to enter these areas to improve the percentage of municipalities with less than 95% coverage, but where determinants persist, it has become more difficult to improve these indicators.
Nicaragua considers vaccination a national priority, which is backed by a legal basis and political resolve. The Ministry of Health has prioritized the purchase of vaccines, syringes and biohazard containers for the proper functioning of the National Immunization Program (NIP), and it has highly-skilled personnel, who are motivated and committed to the program’s initiatives.
For the implementation of its activities, the NIP counts on the support of bilateral and multilateral international cooperation with organizations such as PAHO/WHO, UNICEF, the Japan International Cooperation Agency (JICA) and, depending on the circumstances, some local NGOs. 

In recent years, program management has been strengthened, prioritizing the approach to remote areas. Epidemiological surveillance indicators for vaccine-preventable diseases (VPD) have improved, as well as the monitoring of vaccination data quality at the municipal level, thanks to the program’s new information software. New vaccines have been introduced to the basic vaccination scheme.
It is necessary to continue the achievements of the NIP while simultaneously addressing several challenges related to strengthening and expanding the local planning management components, such as priority vaccination strategies, surveillance of vaccine-preventable diseases (VPD) and events supposedly attributable to vaccination or immunization (ESAVIs), training, supervision, evaluation,  development of the information, education and communication component at the local level, the strengthening and proper functioning of the cold chain at all levels, feedback about program information, and the ongoing involvement of community leaders.
In 2007, the rotavirus vaccine was incorporated into the national plan, and in that same year, the influenza vaccine was introduced for children ages 6 to 23 months and adults over 50 with underlying chronic illnesses. In 2010, the 23-valent pneumococcal vaccine was introduced for risk groups, and in 2011, the 13-valent pneumococcal vaccine, in its first year of introduction, was administered to children under the age of one and one-year-olds.
Objective of the Proposal 

Improve vaccination coverage in priority municipalities for all biologics, through the strengthening of the organization of community work, management and participation based on local planning and support for the provision of basic maternal and child health services in areas of difficult access.
The strategic guidelines to achieve the objectives will be:
1. Improve the offering and quality of health services, especially immunization services, through the implementation of the Family and Community Health Care Model (MOSAFC). 

2. Strengthen the participation of organized citizens in developing community strategies.
3. Strengthen the cold chain.
Activities for each strategic guideline 

Improve the offering and quality of health services, especially immunization services, through the implementation of the Family and Community Health Care Model (MOSAFC).
a. Integral brigades in areas of difficult access within priority municipalities.
b. Development of the Continuous Quality Improvement Program at public health centres in priority municipalities.
c. Develop new technical and managerial competencies in health personnel.
d. Preparation of municipal Annual Operating Plans based on the Health Situation Analysis (ASIS).
e. Strengthening the surveillance of vaccine-preventable illnesses (EPV) and events supposedly attributable to vaccination and immunization (ESAVIs)
Strengthen the participation of organized citizens in developing community strategies.
a. Implementation of key practices with the support of the community network
b. Complete community assessments in 36 municipalities.
c. Support and promote the Ministry of Health’s community strategies (birth plan, community-based distribution of contraceptives (ECMAC), and managerial census of pregnant women).
d. Development of an information, education and communication plan.
e. Training of community leaders on the use of the immunization record. 
Strengthen the cold chain
a. Expansion of the cold chain and replacement of cold chain equipment in the municipalities, according to inventory
b. Improve cold chain operations



	Part B - Applicant Eligibility


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

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

	

	1. Process of developing the proposal

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

	ONE PAGE MAXIMUM
In the interest of achieving more effective international cooperation, the Government of Reconciliation and National Unity is strengthening the Strategic Approach to Programme Dialogue with Development Partners, as part of the process of harmonization, alignment and appropriation of foreign cooperation, with the hope that international cooperation resources can be channeled efficiently in order to respond to the plans and programs championed by the government.
The Health Sector Coordinating Committee (Programme Dialogue Committee) has been working since 28 February 2003, supported by Presidential Decree 71-2003.
Coordination of the Programme Dialogue Committee is handled by the Ministry of Health and, in turn, headed by its highest representative, the Minister of Health. It is structured in the following manner:
· Programme Dialogue Committee 

· Technical Committee
· Technical Working Groups
· Field Visits
The Programme Dialogue Committee ordinarily meets at least twice a year, and when circumstances warrant, extraordinary meetings will be called. 

The Technical Committee meets at least three times a year to follow up on the agreements reached during the Programme Dialogue Committee's working sessions, performing the following functions: 

· Coordinate, harmonize and promote the synergy of actions between participating institutions and agencies, independent of the funding mechanism, in accordance with the national health plan and its policies.
· Analyze, monitor and evaluate the implementation of both the multiyear plan and results-oriented, short-term institutional plan, so as to give suggestions to better fulfill the outcomes and indicators defined therein. It is hoped that in the future, this will be the space that integrates the contributions from the missions and bilateral meetings of each development partner.
· The annual schedule, which grew out of the Programme Dialogue Committee, establishes the meeting calendar with key issues of interest to the Ministry of Health.
· Share information and evaluate indicators, the institutional plan, institutional management report, etc. for development partners.
· Define issues and joint actions to strengthen institutional management, to be addressed in the Technical Working Groups
All of these activities are carried out jointly with the development partners’ liason.
In terms of alignment, harmonization and appropriation of international cooperation, the dialogue with development partners has been strengthened, thus achieving in 2010 the signing of a second memorandum of understanding (MoU), with 20 agreed-upon health indicators for 2011-2015. This empowers the Ministry of Health in terms of handling unrestricted funds that help finance the Multiyear Plan and the Results-Oriented Annual Institutional Plans, thus operationalising the 2008-2012 National Human Development Plan (NHDP) and the current National Health Policy of the Government of Nicaragua, in order to guarantee the restitution of citizens' right to health and to improve the health of the Nicaraguan people. Furthermore, the accession of Austria to the 2011-2015 MoU was formalized (for two years, 2011 to 2012), and the Grand Duchy of Luxembourg is in the process of joining the GAVI Alliance. (Annex 7)
Once the proposal is approved, the Programme Dialogue Committee’s technical working groups will inform the Ministry of Health on a regular basis about the progress made on the implementation process and the forums for dialogue (twice a year they will present the state of the indicators involved with GAVI, as well as financial analysis). The technical groups endorse the reports that will be submitted to the GAVI Alliance.
Concurrently, monitoring of indicators in conjunction with development partners is performed during the two field visits scheduled annually.


	1.2 Summary of the decision-making process
→ Please summarise how key decisions were reached for the proposal development.

	ONE PAGE MAXIMUM
The Ministry of Health received notification of Nicaragua’s eligibility to apply for GAVI Alliance funds and immediately proceeded to assemble a multidisciplinary team that includes the Directorate of Coverage and Quality of Care, Directorate General of Public Health Monitoring, General Division of Planning and Development, Division of Foreign Cooperation, General Division of Administration and Finance, and technical assistance from PAHO/WHO.
This technical team gave a preliminary presentation before the Forum for Program Dialogue’s (previously known as the Health Sector Roundtable) Technical Committee, during which the recommendations were incorporated in order to receive its endorsement. (See Annex 17 Aide Memoire Technical Committee Meetings)
The following timetable was developed and presented to Ministry of Health senior management for approval:
ACTIVITIES
2011

2012

Responsible Entity
Organization and Information Search
Nov./ Dec.
Committee
Formation of the committee
January
Committee
Identification of lines of action, priority municipalities
February 
Committee
Sessions to develop the proposal
 January/July 
Committee
Mission Focus jointly with GAVI/WDC
April  
Directorate of Foreign Cooperation/PAHO
Presentation of preliminary version of the proposal
Julio  
General Division of Planning and Development/Committee
Changes to the first version
August 
Technical Areas/General Division of Planning and Development
Request for Senior Management endorsement
August 
General Division of Planning and Development
Presentation to the development partners
August 

Directorate of Foreign Cooperation/Committee
In order to focus the actions of this proposal and to ensure that they make a positive impact on the population’s access to vaccination, especially for children, municipalities were prioritised using administrative data from the National Immunisation Program (NIP) for the years 2006 to 2011, taking into account the variables of pentavalent vaccine coverage, the dropout rate between the first and third doses of pentavalent vaccine, the population of children under 5 living in the municipalities, and the poverty level.
In order to select the municipalities for intervention, a composite index was developed for all municipalities, using information from the aforementioned years, 2006 to 2011, for the variables of vaccination coverage, dropout rate, and population, while the extreme poverty variable used information from the index of Unmet Basic Needs from the Eighth Population and Housing Census from 2005.  Each of the variables was assigned a score from 1 to 5, with a score of 5 for “least desired”; an average value was calculated from all the years, except in the case of the poverty variable.
With this data, we proceeded to obtain the composite index for each one of the variables, and the sum of all the variables is the composite index of intervention. In order to prioritize the municipalities, they were ordered from high to low risk, according to the intervention index. According to the values plotted, they are categorized into three risk groups: very high risk, high risk, and medium risk. Out of 153 municipalities, 36 fell into the first category, 34 into the second, and 63 into the third. 20 municipalities were rated as safe.
This proposal will intervene in the 36 very high-risk municipalities. This designation is consistent with the situation observed in these municipalities; the selected municipalities do not meet the goals for immunization indicators, and furthermore, other social determinants coexist, which result in inequalities and lack of access to health services. An intervention plan has been envisaged for the priority municipalities, which aims to achieve the goals for the indicators contained in this proposal. Under this same plan, the supported municipalities will be aided by other donors from cooperation agencies such as PAHO, IDB, and the World Bank. (See Annex 18 Municipality Selection Methodology)


	2. 2. National Health System Context 

	2.1 a) National Health Sector
→ Please provide a concise overview of the national health sector, covering both the public and private sectors at the national, sub-national and community levels.
Nicaragua's health system consists of a private subsector and a public subsector composed of the Ministry of Health (MINSA), the Nicaraguan Army Medical Service, the National Police Medical Service, and the Nicaraguan Institute of Social Security. The system has public and private participation in financing and service delivery, with little subsector integration and coordination. The Ministry of Health is responsible for sector governance and acts as the main service provider. 

Within the public subsector, the Ministry of Health acts as the main provider of health services and the governing health institution. The country’s primary insurer is the Nicaraguan Social Security Institute, which purchases medical benefits for policyholders and other insureds through 49 health clinics for the insured. Health care coverage provided by institutions is estimated to be the following: Ministry of Health (61.2%), Nicaraguan Social Security Institute (16.5% policyholders and family members), government and Army (6%), and private institutions (16.3%).
Within the implementation framework of the Family and Community Health Care Model, the Ministry of Health has redefined the service network. 

The Ministry of Health is the main provider of health services to the population, with 7,106 health units distributed across two subsystems (public and community). The public subsystem is made up of 1,222 health units distributed across three levels of care: 1,189 units at the primary level, 31 at the secondary level and two at the tertiary level. The community subsystem is composed of 89 maternal centres and 5,795 community-run health centres, for a total of 5,884 centres. 

As a complement to the service network, the Ministry of Health has 8.4 doctors, 0.4 dentists, 5.5 nurses, 6.7 nursing assistants, 1.2 surgical technicians, and 1.5 laboratory technicians per 10,000 inhabitants. In addition, there is a community network made up 61,624 volunteers (midwives, health brigade members and leaders).
In 2010, 89 maternal deaths were recorded in the country. The maternal mortality ratio decreased from 92.8 in 2006 to 59.7 in 2009, and then it increased to 66.6 in 2010 and fell to 61.9 in 2011 (27). The main causes of direct obstetric deaths during this period were: haemorrhage, 395 (39%); pregnancy-induced hypertension, 195 (20%); puerperal sepsis, 186 (19%); and abortion, 39 (4%).  

In the period 2006 to 2011, early uptake of prenatal care for pregnant women increased from 38.4% to 54.0%, coverage of prenatal checkups rose from 80.6% to 91.6%, and the percentage of pregnant women with four prenatal checkups rose from 43.2% to 69.8%. In the same period, institutional deliveries increased from 55.7% to 74.3%, and coverage for family planning increased from 12.9 to 13.0 (27). The adolescent fertility rate in 2006 was 106. Contraceptive use among married/partnered women ages 15-49 was 72.4%, and the rate of unmet need for family planning was 10.7 (14). 
In the period 1998 to 2006, the child mortality rate (estimated for five years before the survey) fell from 72 to 35 per 1,000 recorded live births.  The mortality rate for children under the age of one decreased from 58 to 29 in the same period. During the period 2007 to 2009, there was an 8% decrease in deaths of children under five, from 2,249 to 2,068, and deaths of children under the age of one were down 9.13%, from 1,947 to 1,759 (27). In the period 2006 to 2009, overall neonatal deaths decreased from 1,352 to 1,228, early neonatal deaths from 1,067 to 974, and late neonatal deaths from 285 to 205. In 2006, neonatal mortality accounted for 71% of infant deaths and 50% of child deaths, and in 2010, it accounted for 66% of infant deaths and 59% of child deaths. In 2006, early neonatal deaths accounted for 79% of all neonatal deaths and 78% in 2010.   

The main causes of death in children under the age of one were perinatal respiratory and cardiovascular disorders, neonatal bacterial sepsis, diarrhea, pneumonia, and congenital malformations.
In the period 2007-2010, 9,042 cancer deaths were recorded (53% in women, 57% in persons over 60, and 38% in the those between the ages of 20 and 59). 71% were recorded in urban areas.
Since 2009, the National Immunisation Plan (NIP) has been focusing its activities on those municipalities with less than 95% coverage.   In 2010, with the DPT3 vaccine as a tracer, 60% of municipalities had coverage over 95%.  In 2011, 90 municipalities (59%) obtained coverage above 95%, and 110 municipalities (73%) achieved coverage above 95% for the MMR vaccine.  

In 2011, vaccination coverage with all biologics in children under the age of one and in children aged 12 to 23 months reached 100% (except the rotavirus vaccine with 98% and the 13-valent pneumococcal vaccine with 91%, based on the population target).
2.2  b) National Health Strategy or Plan
→ Please highlight the goals and objectives of the National Health Strategy or Plan.
In order for the transformation of the National Health System to respond to the restitution of the right to health, which is based on human solidarity, the 2011-2015 Multi-Year Health Plan, consistent with the 2009-2011 National Human Development Plan, defines three strategic objectives:
I.
Develop a national culture of health promotion and protection in the lives of all Nicaraguans. How does this relate to the Millennium Development Goals and GAVI? 
II.
Guarantee universal and free access to quality health services.
III.
Intensify health sector reforms to contribute to the consolidation of the Citizen Power model.
In order to achieve an orderly approach to the needs and health problems of Nicaraguans, the 2011-2015 Multi-Year Health Plan has set a number of priorities and challenges that will govern sector development. The main priorities are as follows:
Fulfillment of the targets set in the Millennium Development Goals (MDGs).
a) Intensify the reduction of maternal and neonatal deaths, which involves special attention for adolescents, expanded access to family planning methods, timely uptake and quality care during pregnancy, an increase in humane, institutional deliveries, as well as compulsory monitoring of postpartum women and their newborns nationwide.
b) Strengthen efforts to reduce neonatal morbidity and mortality in order to contribute effectively to the reduction of infant mortality and, thereby, child mortality.
c) Ensure intersectoral and community initiatives aimed at reducing the spread of HIV/AIDS and STDs, reduce the incidence of TB and guarantee the cure rate for TB patients, and put the country on the path toward eradicating malaria.
The Multi-Year Plan also states that Citizen Power Days will be held, which generate widespread mobilization and citizen participation, coordinating state institutions and the efforts of non-governmental organizations, international cooperation agencies, and the private sector in order to contribute to the control of preventable diseases.
Similarly, it is designed to promote interventions aimed at creating awareness among parents and the general public about the need to protect health from the very beginning of life, with one of the most tangible behaviors being vaccination in order to prevent disease, as well as deworming and vitamin and micronutrient supplementation.
 2.1 c) Health Systems Strengthening Policies and Strategies 

→ Please describe policies or strategies that focus on strengthening specific components of the health system that are relevant to this proposal (e.g. human resources for health, procurement and supply management systems, health infrastructure development, health management information systems, health financing, donor coordination, community systems strengthening, etc.).
The current National Health Policy aims to harmonize the activities of the public and private institutions and organizations that influence health, creating effective coordination mechanisms for developing actions that solve the population’s most urgent health problems, under the leadership and governance of the Ministry of Health (MINSA). 

The National Health Policy’s general guidelines are aimed at achieving change in the health situation of individuals, families, communities and their environment, with an emphasis on promotion and prevention, as well as respectful, humane treatment in health services, delivered in conditions of equality, solidarity, social participation and access to health care. It is geared towards strengthening a new model of care based on a comprehensive, modern idea of health care.
In this context, the National Health Policy of the Government of Reconciliation and National Unity states the following guidelines: 

1. Keep people from getting sick, because healthy people are happy people: Develop promotion and prevention activities with quality, equality and a gender perspective, involving the population in information, education, and communication initiatives.  
2. Quality health care and free medicine: Guarantee the people free health care with humane and dignified treatment, making quality generic medications available at the network of private, public and community pharmacies.
3. Cut surgical waiting lists and waiting lists for specialized outpatient consultations: Respond to the population’s surgery and specialty care demands by implementing new forms of alternative care and improving the coordination between health sector institutions, infrastructure and unit equipment.
4. Bring health services to the poor or extremely poor, as well as to those in areas of difficult access: Implement a family and community health model directed at individuals, families and the communities in order to overcome geographic, economic, functional and cultural accessibility issues. Increase social security coverage and the “universalisation” of its basic basket of health services.
5. Implementation of innovative health strategies in the autonomous regions of the Caribbean coast: Strengthen the development of innovative care models in the autonomous regions of the Caribbean coast in order to establish the best possible match between local health sector performance and the political development, demographic, ethnic and cultural characteristics of the populations.
6. Save traditional folk medicine and other forms of non-Western medicine: Promote the different expressions of traditional folk medicine with the right to provide services.   

7. Citizen governance and active and conscious citizen participation in the tasks of the health sector: Encourage the development of citizen participation in the social control of the health sector in its different forms of organization, involving the people in the development of a new supportive health culture with greater commitment, coordinating their actions with institutions and territorial organizations to define a model of human development as a common goal.  

8. Integrated development of health sector human resources: The human resources policy will be aligned across the sector, with the goal to identify mechanisms that encourage workers to commit to providing quality care, while being compensated fairly in the context of the country’s economic conditions.
9. Alignment, harmonization and appropriation of foreign cooperation in the health sector: It is necessary to redefine cooperation in light of the new social sector policy and strategies. 
Three strategic guidelines related to Ministry of Health policy guidelines will be developed under this proposal.  

1. Improve the offering and quality of health services, especially immunisation services, through the implementation of the Family and Community Health Care Model (MOSAFC). [Related to guidelines one, two and four]
2. Strengthen the participation of organized citizens in developing community strategies. [Related to policy guideline seven]
3. Strengthen the cold chain. [Related to guideline one]

	FOUR PAGES MAXIMUM

	2.2 Key Health Systems Constraints   

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

There are four benchmarks for the selection of health sector care priorities:
1.
Social policy guidelines stated in the National Development Plan
2.
Millennium Development Goals 

3.
Analysis of the determinants of the population’s health situation
4.
Analysis of health interventions developed in recent years, as well as the performance and responsiveness of the health sector
. On this basis, the following groups are defined as care priorities (results-oriented plan)
· Children under five years of age and pregnant women
· The fight against epidemic diseases
· Residents of the country’s dry zone and of the poorest municipalities, including the Caribbean coast
· Farmworkers
· The disabled and victims of war
· The elderly
The Government of Reconciliation and National Unity, in the implementation framework of the 2009-2011 National Human Development Plan for Nicaragua*, and in accordance with the analysis of current health conditions, the Ministry of Health has committed to addressing the following challenges:
•
Reducing Maternal and Perinatal Mortality
•
Reducing Vaccine-Preventable Diseases
•
Reducing Child Malnutrition
•
Reducing the incidence of Tuberculosis 
•
Reducing the incidence of Vector-Borne Diseases
•
Reducing the incidence of Sexually-Transmitted Diseases (including HIV/AIDS)
•
Reducing the incidence of Chronic Degenerative Diseases
•
Cancer Prevention (Cervical Uterine, Breast, Prostate)
The key health systems constraints at national, sub-national and community levels preventing your country from reaching the three health MDGs (4, 5 and 6) and from improving immunisation. 
Despite the efforts of the Government of Reconciliation and National Unity (GRUN) over the last four years, extreme poverty still persists among most of the country’s population (about 80% of the population lives in poverty).  As such, the definition of priority groups cannot be made subject to economic criteria alone. Geographical, biological, epidemiological and social criteria must be used to define priority groups:
1. Difficult geographic access to health services
2. Economic access problems within the population, related to transportation costs and other expenses necessary to attend health care services
3. Insufficient cultural appropriateness of services
4. Inequitable distribution of human resources, primarily in rural and remote areas
5. Insufficient human resources training on standards of care, in particular with regard to emergency obstetric and neonatal care (EmONC) and immunizations, compounded by the high turnover of medical and nursing personnel
6. Low capacity and coverage of the laboratory network
7. Budget gap of 25% for operating expenses
8. Cold chain limitations on vaccines (equipment and infrastructure)
9. Deficiencies in the analysis of health determinants at the local level that affect local planning, particularly in relation to the consideration of migration in terms of care goals for maternal-child populations in accordance with the harvest cycles, and consideration of territories and populations in border areas between Integrated Local Health Systems (SILAIS) and municipalities in accordance with their better access.
10. Weakness in the coordination with community organizations in some areas for the effective support of different community strategies (birth plan, patient transport committee, community-based contraceptive distribution [ECMAC]).
11. Early phase of application of the referral and counter-referral system
12. The population's limited knowledge of both preventive and curative service offerings


	TWO PAGES MAXIMUM

	Current HSS Efforts 

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

In order for the health sector to be able to respond to anticipated changes in the population over the long term, taking into account its current limitations, it must face the following challenges:
1. Direct health interventions based on the population’s needs and priorities with the goal to contribute to the country’s socioeconomic development, so as to remove the existing barriers that limit access to basic services in general and health services in particular.
2. Increase coverage of care, especially for those preventive and protective actions that make an impact on the population’s main health problems, by realigning services and care modalities that have been used, as well as the actions and services developed by other social sector institutions.
3. Transform the population’s behavior and existing culture over the short term, leading the people toward a vision and set of actions that focuses on an approach to promotion and prevention of health problems, rather than curative care, without neglecting the care of those health problems that, by their nature, contribute to the prevention of other problems once treated, and taking into account the country’s epidemiological profile.
4. Incorporate active and conscious citizen participation in the tasks of the sector in order to ensure good governance, so that the communities develop the capabilities to produce practical and healthy environments, consistent with the actions of public institutions.
5. Improve institutional infrastructure, prioritizing items that support promotion and prevention, and projects in the process of implementation through the Master Plan for Investment in Health.
6. Intensify health sector reform in such a way that conditions are created in institutions and member organizations to be able to respond to the demographic and epidemiological transformations predicted in the Nicaraguan population. Reforms must be capable of reversing the health sector’s problems of inequality, inefficiency and limited effectiveness. 

The Ministry of Health, through the implementation of the Family and Community Health Model (MOSAFC), seeks to resolve persistent constraints. The Ministry of Health is fostering an orientation towards health promotion and disease prevention, encouraging extramural modalities such as family visits for patient classification and program development within the family home, as in the case of  “Love for the Littlest Ones”, through which knowledge and tools are passed on to mothers in order to promote the healthy development of children in early childhood, while fostering values, habits and lifestyles from the very beginning of life. The program “Everyone with a Voice” comprehensively serves people with disabilities within the family home by building intersectoral social support in cases deemed critical. 

In addition, extramural tasks include the organization and systematic work of medical brigades in the areas most difficult to access. These brigades provide medical care and supply medications, and they perform checkups on healthy children, counseling and distribution of contraceptives, prenatal care, pap smears for the detection of cervical cancer (CUC), immunizations, and other services. Health fairs are promoted to encourage healthy lifestyles in various communities throughout the country.
Despite personnel shortfalls, which are a structural problem, the health care worker’s values of solidarity find expression through the organization of health worker brigades in the cities, which include specialised staff in different areas of health, in support of rural communities to ensure coverage and public access to quality health care and more complex services.
One strategy to increase immunization coverage is the Citizen Power Vaccination Days held nationwide with strong support from the organized community.
In terms of addressing particular health problems, we have made a point of training health personnel at different levels of care on the standards and protocols for obstetric and neonatal care and on the referral and counter-referral systems in the network, from community leaders to more complex units and vice versa; however, more systematic training is required in these processes through continuous supervision of direct care providers.
Health care workers are gradually internalizing organizational approaches consistent with those of the community to improve the effectiveness of coordination.
Summary of achievements with the support of GAVI and the sectoral approach (6)
1. Comprehensive and effective delivery of basic maternal and child services to communities in areas of difficult access
With the support of GAVI and in the framework of the sectoral approach, an increase in coverage has been achieved. Additionally, through mobile medical brigades, we have seen an increase in the number of consultations provided. It can be noted that there were 6.63 million consultations in 2006, 8.9 million in 2007, 9.96 million in 2008, 11.1 million in 2009, 11.55 million in 2010, and 12.4 million in 2011. The increase in comparison with 2006 (baseline year) was 87%. 20% of the consultations provided were specialized (see 2011 Government Management Report filed with the Health Sector Roundtable)
We have continued to guarantee an allocation of financial resources to the different municipalities nationwide, including those with greater needs that were selected in the request for support sent to GAVI, so as to guarantee integrated systematic visits, which provide for activities such as early uptake of pregnant women and monitoring of children’s development that includes the guaranteed vaccination plan, the control of disease outbreaks, etc. The increase in the production of both preventive clinical and curative services testifies to the results of these visits.
2. Strengthening the statistical system and data quality management
Strengthening the national statistical system is given priority as a fundamental part of strengthening health service network management. Through systematic processes for assessing data quality, limitations have been identified, and on their basis, the training program for health personnel involved in recording, processing and analysing data continues to move forward. In order to strengthen the managerial capacity of leadership teams, we have developed training workshops on the Modules of the Principles of Epidemiology for Disease Control (MOPECE), which will improve the development of annual operating plans and decision making at the local levels.
3. Training of the community network 

In 2011, more than 36,133 brigade members were trained, who in addition to participating in the institutional evaluation process known as the Analysis and Annual Assessment Workshops, they participated in the Citizen Power Vaccination Days in order to promote the pneumococcal vaccine for children under one year of age, first offered in 2011. They also participated in the control of epidemics in order to enjoy a healthy summer vacation and end of year.
4. Strengthening the implementation of the Family and Community Health Care Model by strengthening the community network and promoting the different forms of citizen participation and participation in the Municipal Councils and Health Departments. The Family and Community Healthcare Model (MOSAFC) has made progress in sectorizing all municipalities nationwide, forming family health teams and allocating sectors to each team in order to guarantee family visits, the establishment of family health records and their dispensary assignation depending on the risk presented by each family. At the same time, impulse is given to local citizen participation in healthcare management as a contribution to developing democracy in all spheres of life.
5. 
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	3. 3. Health Systems Strengthening Objectives

	3.1 HSS objectives addressed in this proposal
→ Please describe the HSS objectives to be addressed by this proposal and explain how they relate to, and flow from, the information provided in section 2 (National Health System Context).  Please demonstrate how the objectives proposed to GAVI will improve health outcomes related to immunisation, and how the objectives proposed to the Global Fund will improve health outcomes for (two or more of) HIV/AIDS, tuberculosis and malaria. 
Objective of the proposal: Improve vaccination coverage in priority municipalities for all biologics, through the strengthening of the organization of community work, management and participation based on local planning and support for the delivery of basic maternal and child health services in areas of difficult access.
The strategic guidelines to achieve the objectives will be:
1. Improve the offering and quality of health services, especially immunization services, through the implementation of the Family and Community Health Care Model (MOSAFC). 

2. Strengthen the participation of organized citizens in developing community strategies.
3. Strengthen the cold chain.  
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The coverage extension strategy is carried out by health personnel through basic family health teams who visit families in their homes. We have made progress in the restoration of the right to health and in the implementation of MOSAFC.
	· The synergy between the actions of traditional agents and institutional staff encourages healthy habits and customs and preventive practices such as vaccination, hygiene, among others, which help with the comprehensive approach to health determinants. 

· The community participation pillar of health service coverage extension
→ Please summarise the evidence base and/or lessons learned related to the proposed activities. Please provide details of previous experience of implementing similar activities where available.
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	3.2 Main beneficiaries 

→ Please describe how the proposed activities under each objective contribute to equity (e.g., gender, geographic, economic), reach the unreached, underserved and marginalised populations with health services, and benefit the poorest and other disadvantaged populations, including any measures to reduce stigma and discrimination that these populations may face.   

Total population of the prioritized municipalities by age group, who will receive comprehensive care services, information and promotion of preventive health activities. Health personnel will be trained in the different strategies, leaders of the organized community, number of health units;
1. Improve the offering and quality of health services through the implementation of the Family and Community Health Care Model (MOSAFC). 

The Family and Community Health Model constitutes a route to achieve equality in the sector, a challenge that requires guaranteed access to health services and a reduction in care gaps among socially-excluded groups. This model must respond to the needs and expectations of the population so that they obtain quality comprehensive health care, with warmth and respect. It guarantees the right to health, a cornerstone of the policies of the Government of Reconciliation and National Unity, characterized by the principles of gratuitousness, universality, and solidarity.
This Health Model is focused on community health care, where each Nicaraguan family enjoys the privilege, mainly the most vulnerable. It also addresses people at all stages of life, like a continuous process with interrelated moments of health promotion and prevention, injury care and rehabilitation, with a broad preventive approach and actions aimed at controlling the environment.
2. Strengthen the participation of organized citizens in developing community strategies.
The Health Model brings about sustained active citizen participation, defined as “a process of involving stakeholders individually or collectively, with the object and purpose of influencing and participating in decision-making, management and design of public policies at different levels and modes of administration within the country and its public institutions, in order to achieve sustainable human development, in collaboration with the state.” 

With the support of GAVI, we seek to contribute to sector development in order to mobilize available resources in a coordinated fashion, where family health teams plan, monitor, and supervise the activities developed in conjunction with the community network, Citizen Power Councils, government institutions, NGOs, local governments and other forms of community organization.
3. Strengthen the cold chain.
One limitation of low-coverage areas is the lack of cold chain equipment in health units, in line with their geographical remoteness that prevents vaccine recipients from enjoying this service closer to their place of residence.  Inventory has been conducted in some of these municipalities, with a section of the proposal resolving to finish it in the remaining areas.
The expansion and replacement of cold chain elements guarantees the population continued access to vaccines in those places.
The 35 municipalities identified in the GAVI proposal are characterized by less than 95% coverage, some located in areas of difficult access, in extreme poverty or in marginalized areas. The integral approach to be developed through this proposal will lead to care with equality and quality for this prioritized population. (Attachment 18)
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	4. Performance Monitoring and Evaluation 

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

→ Please present your National M&E Plan as Attachment 3, and the Performance Framework for this proposal (using prescribed template) as Attachment 4.
The Ministry of Health has created a monitoring and supervision tool for use between the central level and the integrated local health systems, and the integrated local health systems and the municipalities. Staff at the departmental and municipal levels has been trained in its implementation, and teams have been formed for supportive supervision. Departmental teams must make quarterly visits; however, due to the scarcity of resources for mobilization, visits are not being consistently scheduled at the present time. The proposed strengthening of health services with GAVI will support the mobilization of supervisory teams. 

The monitoring and supervision tool considers the analysis of both care and management processes, and it is divided into seven sections for review:
1.
Individual and family care at health facilities
2.
Monitoring process for the classification of patients and their families
3.
Managerial and administrative aspects
4.
Provision of medical supplies, periodic replacement materials and laboratory reagents
5.
Control of the area’s epidemiological situation
6.
The health facility’s basic equipment 
7.
Budget implementation and accountability.
In addition, we envision that training will take place at the local level and the integrated local health system level to improve data quality and information analysis in support of clinical management and public health.
Monitoring and evaluation of this proposal’s indicators will be performed using existing systems. Attachment 4 presents the indicators with the development methodology for each one (Performance Framework).
Evaluation mechanisms also consider the performance of a social audit, through development of the Analysis and Annual Assessment Workshops (JABA), in which MOH authorities present to the organized community what has been accomplished versus what is planned. The community approves, modifies or rejects the report.
{0>

El PNI tiene establecido dentro de sus herramientas gerenciales la supervisión periódica como parte del proceso de educación continua y el monitoreo de coberturas con el objetivo de evaluar resultados y redirigir las acciones, dentro de sus  líneas estratégicas se establece mantener actualizada la guía de supervisión y un plan periódico de monitoreo, supervisión y al menos 2 evaluaciones anuales de las actividades e indicadores del programa.
<}0{>

Among its management tools, the NIP has established periodic supervision as part of the continuing education process, and the monitoring of coverage in order to evaluate results and redirect efforts. Within its strategic guidelines, the following are set forth: updating of the supervision manual and periodic monitoring plan, and supervision and at least two annual evaluations of program activities and indicators.<0} 
  There is a standardized supervision instrument and supervision plan at the national and integrated local health system level. The strengthening of monitoring and evaluation at the municipal level has been established. 


	4.2 a) M & E arrangements 

→ Please describe how the Performance Framework in this proposal uses existing national indicators, data collection tools and reporting systems.
The indicators used in this proposal are aligned with those established in the country, in its short- and medium-term plans, as well as in its international commitments such as the MDGs and in those jointly set with development partners in the Memorandum of Understanding; therefore, they do not require new data collection tools and reporting systems. Data sheets with the indicators used by the country are attached.
4.2 b) Strengthening M&E Systems  

→ Please describe the M&E systems strengthening activities to be funded through this proposal.
Supervision, monitoring and evaluation of SILAIS Municipalities that include all components of the NIP
Technical support visits will be carried out at the municipalities selected on a quarterly basis by the integrated local health systems level and the central level, during which the review of care processes and application of technical standards, including those related to the NIP, will be emphasized.
The methodology provided for situation analysis is essential for carrying out evaluation processes and to improve their quality.
The JABA held between representatives of the Ministry of Health and organized citizens is considered a form of social audit that allows for decision-making in order to improve the quality and warmth provided by health services.
Strengthening of the surveillance of VPDs and ESAVIs
The proposal will provide for monthly monitoring, in compliance with the surveillance indicators for vaccine-preventable diseases (VPD) and adverse events attributed to vaccination (ESAVIs), in order to ensure a timely investigative report on particular emphasized cases in the quiet municipalities.
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	5. Gap Analysis, Detailed Work Plan and Budget

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

	5.2 Financial gap analysis
→ Please present a financial gap analysis (and counterpart financing table for Global Fund applicants).
The Ministry of Health has approved a budget for the year 2012 of 6,947,343,857.00 (six billion nine hundred forty-seven million three hundred and forty-three thousand eight hundred fifty-seven cordobas), equivalent to U.S. $295,066,632.28 (two hundred ninety-five million sixty-six thousand six hundred thirty-two and 28/100 dollars), with which the Ministry of Health will purchase vaccines and provide co-financing along with GAVI for the purchase of vaccines.
The MOH deficit gap is 625 million cordobas, equivalent to U.S. $26.5 million, which represents approximately 9% of the budget allocated to the Ministry of Health by the government of Nicaragua (see table below)

[image: image3]
Travel: Due to the nature of the Ministry, travel is fundamental as this ensures field work, the transfer of patients throughout the country including the Caribbean coast, and vaccination campaigns. The apparent deficit is C $20.5 million, equivalent to U.S. $870,858.00.
Food: This item is essential for the recovery and stability of the patient; therefore, each unit prepares different menus, according to the food recommended for each patient. We also invest in milk, especially for the children.
Medical Gases: Despite having an approved budget of C $71.0 million cordobas (U.S. $3,016,142) a deficit of C $13.2 million cordobas (U.S. $ 560,747) still shows due to the increase in the consumption of this item and prices.
Fuel and Lubricants: The Ministry of Health tries to save as much as possible in this area; however, the Health Units transfer patients to the departmental capitals, and depending on the case, those facilities sometimes transfer them to the capital. We also have special zones (RAAS, RAAN and Rio San Juan) where transfers are done by water transport, which triggers higher spending on fuel. The increase in the number of vehicles in each unit’s fleet must also be accounted for.
Operating Expenses: It is important to highlight this expense since they are important inputs for the functioning of the units. The Ministry of Health requires C $10.6 million (U.S. $450,297) a month to manage its units; however, with the ceiling that leaves barely C $ 8.7 million (U.S. $369,583) a month to manage 53 units.
Insecticide: Due to the country’s climate, we need to anticipate and boost the purchase of all supplies necessary for the prevention of dengue, malaria and other diseases that can cause harm to the population.  

Medications and Periodic Replacement of Materials: With 215 medications covered in 2010, we now have a basic list of 383 products guaranteed for 2011-2012, including high-turnover and specialized products. This results in greater budgetary demand.
The rows of expenses related to the GAVI funding proposal correspond to domestic travel expenses, food, fuels and lubricants, and operating expenses.  The contribution of this funding would help reduce the deficit in the aforementioned expenses by approximately 12% a year.


	5.3  Supporting information to explain and justify the proposed budget
→ Please include additional information on the following:
· Efforts to ensure the Value for Money
The country receives GAVI support amounts in U.S. dollars deposited in the Central Bank of Nicaragua. The Ministry of Health allocates the funds, and the Ministry of Finance transfers the amounts in cordobas, using the official daily exchange rate. 

· Major expenditure items
Equipment purchases will only be made for the cold chain network. They will be made in the framework of the country's investment plan, in compliance with Law 737 on government contracts. 

· Human Resources costs and other significant institutional costs 
The contracting of human resources will not be included in this proposal, since they are part of the existing MOH workforce at the local levels. It also has a network of volunteers (brigade members, midwives, Citizen Power Councils) that support all health promotion activities furthered by the Ministry of Health.
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	6. Implementation Arrangements, Capacities, and Programme Oversight

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

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


	Lead Implementer: 
	Nicaragua Ministry of Health 

	Objective(s):
Objective of the proposal: Contribute to achieving and maintaining coverage equal to or greater than 95% for all biologics in prevention programs and priority municipalities, through the strengthening of the organization of community work, management and participation based on local planning and support for the delivery of basic maternal and child health services in areas of difficult access.
	The strategic guidelines to achieve the objectives will be:
1. Improve the offering and quality of health services through the implementation of the Family and Community Health Care Model (MOSAFC). 

2. Strengthen the participation of organized citizens in developing community strategies.
3. Strengthen the cold chain.

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

	Objective(s):
	1) 

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

	Objective(s):
	

	( Description of the Lead Implementer’s technical, managerial and financial capabilities.
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	6.1 b) Coordination between and among implementers

	( Please describe how coordination will be achieved (a) between multiple Lead Implementers, if there is more than one nominated for the proposal; and (b) between each nominated Lead Implementer for the proposal and its respective Sub-Implementers. 
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	6.1 c) Sub-Implementers (Not Applicable for applicants GAVI)

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

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

	
	[image: image5.wmf]No

( go to section 6.1 c) (ii)

	(ii)
If no, why not?
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	(iii)
List the identified Sub-Implementers and, for each Sub-Implementer, describe:
· The roles and responsibilities to be fulfilled; 

· Past implementation experience;
· Geographic coverage and a summary of the technical scope;
· Challenges that could affect performance and mitigation strategies to address these challenges. 
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	iv) If the private sector and/or civil society are not involved as Sub-Implementers or only involved in a limited way, explain why.
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	6.1 d)
Strengthening implementation capacity 
(a) Applicants are encouraged to include a funding request for technical assistance to achieve strengthened capacity and high quality services, supported by a summary of a technical assistance (TA) plan. In the table below, please provide a summary of the TA plan.
( Please refer to the Strengthening Implementation Capacity information note for further background and detail.

	Management and/or technical assistance objective
	Management and/or technical assistance activity
	Intended beneficiary of management and/or technical assistance
	Estimated timeline 
	Estimated cost
( same as proposal currency

	(  add extra rows as needed
	1. 
	
	
	

	
	1. 
	
	
	

	(b) Describe the process used to identify the assistance needs listed in the above table.
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	(c) If no request for technical assistance is included in the proposal, provide a justification below.  
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	6.2 Financial management arrangements
· Please describe:
a) The proposed financial management mechanism for this proposal;
The funds will be received in the FONSALUD account, in U.S. dollars, at the Central Bank of Nicaragua, where, at the request of the Ministry of Health, they are converted to cordobas and transferred to the Ministry of Finance and Public Credit’s General Treasury of the Republic, to be channeled to the Ministry of Health. Based on a quarterly schedule, the Ministry of Health will request the resources required to implement its planned activities from the Ministry of Finance. In accordance with the request, the resources are transferred to the bank accounts at the central level of the Ministry, the municipality or the integrated local health systems, as appropriate. 
The units will send the Directorate-General of Coverage and Quality of Care (DGECA) a report outlining the fulfillment of activities, no later than 20 days after the end of the quarter. DGECA will consolidate the reports of the physical implementation of the activities for the Division of Administration and Finance and will request subsequent transfers to the units.
.
b) The proposed processes and systems for ensuring effective financial management of this proposal, including the organisation and capacity of the finance department and the proposed arrangements for planning and budgeting, treasury (fund management and disbursement), accounting and financial reporting, internal control and internal audit, procurement, asset management and external audit.  
The annual GAVI/HSS support budget will be presented by the General Division of Planning and Development of the Ministry of Health, as well as the projection of the current year's budget during the meeting of the Forum for Program Dialogue. During this meeting, the proposal presented by the MOH to the GAVI Alliance is endorsed. 

The Directorate-General of Coverage and Quality of Care (DGECA) distributes funding to the integrated local health systems benefited, through the General Directorate of Administration and Finance (DGAF). These directorates account for the funds with technical reports in accordance with the activities planned by the DGAF, with a copy to the DGECA.
According to the approved budget and the Annual Operating Plan, the units (central, SILAIS and municipalities) will develop a quarterly schedule of funds for the Director General of Administration and Finance in order to fulfill the planned activities. The administration and finance division is responsible for overseeing financial procurement procedures and internal controls.  The supporting documents for expenses will remain in the safekeeping of the units, and they will be subject to the financial audits established for FONSALUD funds. These include an internal audit by the Comptroller General of the Republic and an external audit by an accounting firm hired for that purpose.
c) Technical Assistance (TA) proposed to strengthen financial management capacities in order to fulfill the above functions. 
· Supportive supervision in the area of administration and finance to ensure compliance with procedures.
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	6.3 Governance and oversight arrangements
· Please describe:
a) The committee(s) responsible for the governance of the HSS support in the country (this should include the roles of the HSCC and the CCM, including how the roles of these bodies are aligned with Global Fund or GAVI requirements);
Through various meetings in the framework of the Forum for Programme Dialogue (Technical Working Groups and Technical Committees), the participating development partners are given a presentation about the progress of the annual reports related to institutional management and annual Institutional Plans, which include activities related to GAVI processes at the local level, thus receiving technical support or suggestions for improving the various documents. In this fashion, the use of institutional resources for the benefit of the population is visualized in a transparent way.
b) The mechanisms for coordinating the proposed HSS support with other health system strengthening activities and programs;
The Ministry of Health’s proposal revolves around the fundamental axis of consolidating the development of the Family and Community Health Model, based on extensive processes of citizen participation in activities necessary to preserve health and prevent diseases as well as in health management from the local level.  The Local Integrated Health Systems are responsible for their monitoring and tracking, which enables effective delivery of basic services in remote communities. As such, funds are allocated for this purpose under the provisions of the 2011-2015 Multi-Year Plan.
c) Plans (where appropriate) to strengthen governance and oversight;
The activities are based on the provisions of the 2011-2015 Multi-Year Plan.
d) Technical Assistance (TA) requirements to enhance the above governance processes.
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	7. Risks and Unintended Consequences

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


	Risks
	Mitigating strategies

	Inadequate planning at the local level 
	Adjustment of local programming methodologies that include all sources of funding 

Ensure planning and timely 



	Late accountability of funds 
	Expedite accountability processes with the necessary supports 

Strengthen monitoring on the implementation and accountability of funds 

	Unusual events (droughts, floods, heavy rain)
	Application of risk mitigation plans 

	7.2 Unintended consequences
· Please describe any possible unintended consequences that might occur as a result of implementing the proposal and the strategies to mitigate these unintended consequences. 

Prior to the development of the project, the priority municipalities could stop carrying out their own care activities that are systematically offered to the population that demands the services,
Infrastructure investments in the national immunisation program aimed at priority municipalities will create expectations in other municipalities not selected for this proposal.
To avoid these negative consequences, the following will be carried out:
1. Proper planning of activities 

2. Systematic monitoring of the local level, integrated local health systems and central level of the MOH
3. Search for funding sources to benefit other municipalities 
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	Mandatory Attachments
→ Please tick when the annex is included

	No.
	Attachment
	

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

	2
	Logframe
	(

	3
	National M&E Plan 
	(

	4
	Performance Framework
	(

	5
	Financial gap analysis, detailed work plan and detailed budget 
	(


	Optional Attachments
→  Please tick when the annex is included

	No.
	Attachment
	(

	6
	Code of Conduct 
	(

	7
	Memorandum of Understanding in Spanish
	(

	8
	FONSALUD Manual
	(

	9
	2011-2015 Multi-Year Plan
	(

	10
	Work groups Presentation 
	(

	11
	Schedule work SWAp 
	(

	12
	Institutional Management Report 2011
	(

	13
	Ministry of Health Budget 
	(

	14
	Multi-year Plan Expanded Immunization Program ||
	(

	15
	List of prioritized municipalities
	(

	16
	Ministry of Health indicators data sheet 
	(

	17
	Aide memoire Forum for Programme Dialogue
	(

	18
	Methodology for conducting situation analysis
	(


Abbreviations and Acronyms 
IMCI

Integrated Management of Childhood Illnesses 

BCN 

Central Bank of Nicaragua 

IDB 

Inter-American Development Bank
CUC

Cervical uterine cancer 

CELADE
Latin American Centre for Demography 

EmONC 

Emergency Obstetric and Neonatal Care 

CMP 

Social Security-supported medical clinics for insured patients 

DCE

Directorate of Foreign Cooperation  
DGAF

Directorate General of Administration and Finance 
DGPD

General Directorate of Planning and Development 

ECMAC
Community Distribution of Contraceptive Methods 

ESAVIs
Events Supposedly Attributable to Vaccination or Immunization
VPD 

Vaccine-Preventable Diseases
GRUN 

Government of Reconciliation and National Unity 

IEC 

Information, Education and Communication
INIDE 

National Institute of Development Information 
MOH 
Ministry of Health 

MOPECE 
Modules of the Principles of Epidemiology for Disease Control
MOSAFC
Family and Community Health Model 

NVR

recorded live births 

MoU

Memorandum of Understanding 

WCA 

women of childbearing age
MESS

Measles Eradication Surveillance System
MDG 

Millennium Development Goals
PAHO/WHO
Pan American Health Organization/World Health Organization 

PAP 

Pap smear
NIP 

National Immunization Program 

NHDP 

National Human Development Plan
PROCOSAN
Community Food Security Program 

RAAN 

North Atlantic Autonomous Region 

RAAS

South Atlantic Autonomous Region 

SIGRUN
Management Information System for the Government of Reconciliation and National Unity
SPD 

Development partners 

SILAIS 
Integrated Local Health Systems 

UNICEF 
United Nations Children’s Fund 

HIV/AIDS 
Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome
VE

Epidemiological surveillance
Health Systems Funding Platform (HSFP)





Health Systems Strengthening (HSS) Support











COMMON PROPOSAL FORM








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





EXPENSE ITEM





AMOUNT USD





Domestic Travel Expenses





872,791.94





      





 





Food





790,510.49





      





 





Oxygen





564,723.53





      





 





Fuels and Lubricants





1,121,319.21





   





 





Operating Expenses





1,178,280.12





   





 





Insecticide and Fungicide





441,398.98





      





 





Medicinal Products





20,386,493.95





 





Grants 





615,842.00





      





 





Central Medical Stores





594,606.07





      





 





TOTAL





26,565,966.29
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