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1. Executive Summary

The Government of the Republic of Zambia (GRZ) has developed this proposal in consultation with the technical members of the Interagency Co-ordination Committee for Child Health (ICC). The ICC is made up the Ministry of Health, Central Board of Health and co-operating partners/agencies supporting child health activities. The Permanent Secretary or his designate representative chairs the meetings. The signatories on the GAVI proposal document are the heads of the agencies whilst the remaining members are technical persons working in the respective organizations.

Although the reported DPT3 (HMIS) for 1999 was reported to be 92%, the MOH/CBoH conducted a rapid EPI 30 cluster survey in March 2001,to verify the actual immunization coverage by card and/or history by the age of 12-23 months. The results of this household survey shows that the baseline coverage for DPT3 is 75.5%. The results of the year 2000 population census are not yet released from the Central Statistics Office at the time of the re-submission of this proposal.

This proposal seeks to request the Fund for financial and technical assistance from both the immunisation services and new and under used vaccines sub-accounts. The Government of Zambia requests for the supply of new vaccines namely hepatitis B and Haemophilus influenzae type B. The financial support being requested from the immunization services sub-account will strengthen the EPI infrastructure/ cold chain and transport logistics required to improve the quality of routine childhood immunisation services. The funds will also assist in production, printing and dissemination of the training/monitoring/social mobilization (IEC) materials and provide health workers’ orientation necessary for introduction of new vaccines into the routine immunisation programme.

The first preference of new vaccine is the liquid pentavalent (combined) DPT-Hep B –Hib vaccine presented in 2 doses per vial. The second preferred combined vaccine is the tetravalent (combined) DPT-HepB, to be administered along with monovalent Hib vaccine presented in 10 dose/vial. The third choice is combined DPT-Hib supplied with monovalent HepB vaccine. The reasons for preference are outlined in the plan of introduction of new vaccines. 

Introduction of new vaccines is expected to start in the month of September 2002.  Since the project is anticipated to start in the last four months of year 1, the target population has been adjusted to one-third of the annual birth cohort. The number of children targeted to be vaccinated with the new vaccine DPT-HepB -Hib in 2002 is 129,137 representing 80% of the one-third of the annual birth cohort (496,678). The number of doses requested for the first calendar year is 644,066. In addition, the other requirements are 831,959 auto-destruct syringes and needles including those for reconstitution, and 8,320 safety boxes. The requirements for the second preference (tetravalent and monovalent vaccines) are 644,066 doses, 574,332 A-D syringes and needles, and 5,744 safety boxes. 

Apart from DPT3 coverage, drop out rates, supply of vaccines and AD syringes at facility level, and sentinel disease surveillance for Haemophilus influenza type B disease have been chosen by the ICC to monitor the implementation of GAVI project.  

A mid term project /EPI review and an end of term evaluation will be conducted to monitor the progress of implementation and assess the impact of new vaccines.

Table: Estimated number of doses  of  DPT-HepB-Hib vaccine (specify for one presentation only) :



2002
2003
2004
2005
2006

A
Actual  number of children to receive new vaccine* (match with  targets in  table 4.1)
129,136
411,250
441,605
473,581
507,256

B
Number of doses per vaccinated child 
3
3
3
3
3

C
Estimated wastage rate in percentage

0.25
0.25
0.20
0.15
0.15

D
Wastage factor [ = 100 / (100-C) ]
1.33
1.33
1.25
1.18
1.18

E
Buffer stock factor 
 for vaccines 
1.25
1
1
1
1

F
Total vaccine doses needed [= A x B x D x E]
644,066
1640,888
1656,018
1676,478
1795,684

G
Percentage of vaccines requested from  the Fund (%)
100
100
100
100
100

H
Number of doses requested from the Fund                   [ = F x G / 100 ]
644,066
1640,888
1656,018
1676,478
1795,684

I
Number of doses per vial
2
2
2
2
2

J
AD syringes
 (Include 5%  wastage rate)                      [= A x B x E x 1.053 x G / 100]
509,926
1,299,139
1,395,030
1,496,043
1,602,421

L
Reconstitution
 syringes [= H / I ]
322,033
820,444
829,009
838,239
897,842

M
Total number of syringes requested from the Fund     [ = J + L ]
831,959
2,119,583
2,224,039
2,334,283
2,500,263

N
Total number of safety boxes requested from the Fund [ = M / 100 ]
8,320
21,196
22,241
23,343
25,003

*Target estimates should be adjusted if a phased or mid-year introduction is intended. If targets for hep B and Hib differ from DTP3, explanation of the difference should be provided.

2. Signatures of the Government 

The Government of the Republic of Zambia commits itself to develop the national immunization services on a sustainable basis in accordance with the multi-year plan presented with this document, and to annually review districts performance on immunization through a transparent monitoring system. The Government requests the Alliance and its partners to contribute financial and technical assistance to support immunization of children as outlined in this application.

Signature:
…………………………………………...





Dr. K. M. Bulaya

Title:


Permanent Secretary





Ministry of Health, Zambia

Date:
26 April 2001
The GAVI Secretariat is unable to return submitted documents and attachments to individual countries.  Unless otherwise specified, documents may be shared with the GAVI partners and collaborators.

We, the undersigned members of the Inter-Agency Co-ordinating Committee endorse this proposal on the basis of the supporting documentation that is attached. Signatures for endorsement of this proposal do not imply any financial (or legal) commitment on the part of the partner agency or individual. (Guidelines on Country Proposal # 2.) :

Agency / Organization
Name/Title
Date/ Signature

1. Ministry of Health (MoH)
Dr. K. M. Bulaya

Permanent Secretary
    23 April 2001

2. Central Board of Health (CboH)
Dr. G.B. Silwamba

Director General
    23 April 2001

3. United Nations Children Fund (UNICEF)
Mr. J. Mohan

A/Resident Representative
    23 April 2001

4. World Health Organization (WHO)
Dr. E. T. Maganu 

 Resident Representative
    23 April 2001

5. United States Agency for International Development (USAID)
Mr. R. Clay   

Director of Population, Health and Nutrition Unit
    23 April 2001

6. Japan International Corporation Agency (JICA))
Mr. M. Ishikawa

Resident Representative
    23 April 2001

7. National Food and Nutrition Commission (NFNC)
Ms. P. Likwasi 

A/Executive  Director
    23 April 2001

8. Zambia Integrated Health Project (ZIHP)


Dr. N. Orobarton 

 Chief of Party
    23 April 2001

9. Zambia Integrated Health Project (ZIHP)


Dr. P. Eerens 

Chief of Party 


    23 April 2001

10. Department for International Development (DFID)
Mr. A. Dally

Health & Population Sector Coordinator 
    23 April 2001

11.  Royal Netherlands Embassy
Dr. R. Pepperkon

Health Advisor
    23 April 2001

12. University Teaching Hospital, Virology Laboratory
Dr. F. Kasolo 

Head of Department
    23 April 2001

13. Care International, Zambia


Mr. D. Rhody

Country Director
    23 April 2001

14.  Danish International Development Assistance (DANIDA)/CBOH
Dr. F.T. Larsen

Chief technical Advisor
    23 April 2001

In case the GAVI Secretariat have queries on this submission, please contact :

Name : Dr .K. Bulaya


Title/Address : Permanent Secretary

Tel.No. : 260-1-252989   

 
Ministry of Health,








P.O. Box 30205,








LUSAKA, ZAMBIA

Fax No.: 260-1-250925

 

Alternative address :

Name : Dr. G.B. Silwamba


Title/Address : Director General

Tel. No. : 260-1-254679   

         
Central Board of Health,








P.O. Box 32588,








Ndeke House








LUSAKA, ZAMBIA

Fax No.: 260-1-253173

3. Immunization-related fact sheet

Table 1 : Basic facts (1998 or most recent; specify dates of data provided)



Population
10,800,000
GNP per capita
US$ 300 (1997)

Surviving Infants* 
426,838 

(year 2000)
Infant mortality rate 
109 per 1000

Percentage of GDP allocated to Health
10% (1999)
Percentage of Government expenditure for Health Care
13.9% (1999)

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

Table 2: Immunization coverage and disease burden trends as per annual reporting to WHO/UNICEF

Trends of immunization coverage  by 12 months of age


Vaccine preventable disease burden



Vaccine

)
Reported (1
Survey (2)
Disease
Reported cases
Estimated cases/deaths


1998
1999
2000
2000
Age group
2001
Age group

1998
1999
2000
1999
2000

BCG
86%
87%
91%
N/A
N/A
92%
12-23 mths
TB
-
66,549
81,676
-
-

DTP
DTP1
-
-
-
-
-
92.5%
“  “    
Diphtheria
0
0
0
2
0


DTP3
70%
92%
91%
N/A
N/A
75.5%
“  “    “  
Pertussis
0
0
0
6
0


[DTP1 - DTP3 dropout
-
-
-
-
-
18%
“  “    “  







OPV3
81%
92%
96%
N/A
N/A
78%
“  “    “  
Polio
0
0
0
0
0

Measles
73%
74%
82%
85%
0-59 months
85%
“  “    “  
Measles
6,110
23,518
31,988
157
203

TT2+ Pregnant Women
-
55%
61%
N/A
N/A
60%

NN Tetanus
-
161
130
-
23

Hib 
N/A
N/A
N/A
N/A
N/A
N/A
“  “    “  
Hib
N/A
N/A
N/A
N/A
N/A

Yellow Fever
N/A
N/A
N/A
N/A
N/A
N/A
“  “    “  
Yellow fever
N/A
N/A
N/A
N/A
N/A

HepB  
N/A
N/A
N/A
N/A
N/A
N/A
“  “    “  
HepB seroprevalence 
6.5% (1993)
N/A
N/A
N/A

(1) The source of these reports is: Health Management Information System at Central Board of Health

(2)These data are collected from the following surveys:  EPI Survey for Zambia, March 2001 by MOH/WHO ; 
Measles Cases Cluster Survey and  Impact of Supplemental Anti-Measles Immunisation in Four Urban Districts in Zambia, August 2000 by MOH/CBoH/Tropical Diseases Research Centre (TDRC).

Explanatory notes – Reported vaccine coverage:

National coverage rates are calculated using denominator projections from the 1990 census, which are consistently lower than the denominator estimates used by districts for their own monitoring and planning. For those antigens with higher coverage rates, as many as 30 out of 72 districts reported immunization coverage rates between 100% -2,000%. 

A new census was conducted during the later half of year 2000. However, at the time of developing this proposal the census results had not yet been released from the Central Statistics Office. 

Therefore, an EPI Cluster survey for Zambia was conducted between 10th – 17th March to assess the true coverage rates for DPT and other antigens using immunization card/history of children 12-23 months of age. The survey revealed that the DPT3 coverage for Zambia is 75.5%.

Summary of health system development status:

Since 1991, Zambian embarked on Health System reforms, with the aim of providing equal access to quality health services as close to the family as possible. The vision, objectives and targets of the reform are defined in the National Health Policies and Strategies (1992).

A major objective of the reform has been the development of district health systems as the basic units for delivering health services in all parts of the country. The reform process has consequently involved a redefinition of the roles of the Ministry of Health as the health policy making body of Zambia; and the creation of a Central Board of Health (CBoH) as a technical unit responsible for the delivery of services through contractual arrangements with district health management boards. The CBoH was established in January 1997. 

The reform process required decentralisation of financial and administrative powers to the district and provincial level hospitals as well as district health management boards, and active involvement of community neighbourhood health committees in the decision making process. This has resulted in the devolution of responsibility for planning and managing health care interventions to the districts with varying degrees of programme integration. 

Initially the reform process concentrated on ‘systems development’ to meet external pressures for financial probity and good governance.  It is now recognised at all levels that it is still necessary to place emphasis on service delivery (as outlined in the National Strategic Health Plan 1998 –2000) and in particular on programmes dealing with diseases of public health importance (such as all vaccine preventable diseases) in an environment where integration is being encouraged. 
Supporting documents:  (only copies of relevant pages are attached)
· Overall government health policies and strategies: National Health Policies and Strategies 
Document number……1…

· Structure of the government health services and how it relates to immunization services (with an organisational chart):  Ministry of Health and CBoH Organogram

Document number………2…..

· Ongoing or planned health reforms (e.g. decentralisation, integration of functions, changes in financing) and their impact on immunization services National Health Policies and Strategies

Document number 1,  p1-8…..

· Government policies and practices on private sector participation, as it relates to immunization services National Health Policies and Strategies

Document number 1, p24-5…..

4. Profile of the Inter Agency Co-ordinating Committee (ICC) 

Various agencies and partners (including NGOs and Research Institutions) that are supporting immunization services in the country, are co-ordinated and organised through an inter-agency co-ordinating mechanism which is referred to in this document as ICC. (Guidelines on Country Proposal # 4.1.)
· Name of the ICC:  Zambia Inter-Agency Co-ordinating Committee for Child Health 

· Date of constitution of the current ICC:
November 1999 (First as Child Health Advisory Committee that emerged from IMCI Advisory committee which was constituted in April 1997).

· Organizational structure: stands alone

· Frequency of meetings:  Every two months. Minutes are mailed to the participants by the UCI secretariat. The last three meeting minutes are attached in the Annex.  
Function
Organization
Signatories
Supporting members

Chair
Ministry of Health


Dr. K. Bulaya

Permanent Secretary
Mr. A. Malijani, Deputy Permanent Secretary

Mr. V. Musowe, Director of Planning Unit

Ms. M. Siame, IMCI/NIDs Coordinator

Ms. Chivundu, EPI Desk Officer

Ms. E. A. Mtonga, EPI officer –MOH

Mr. A. Din, Cold Chain officer – MOH

Ms. M. Mulenga, Logistician –MOH

Secretary
Central Board of Health
Dr. G.B Silwamba

Director General
Dr. M. R. Sunkutu, Director of Public Health & Research

Ms. J .M. Nyirenda,Child Health Specialist

Mr. J. Chimumbwa, Malaria Control Specialist  

Members
WHO
Dr. E.T. Maganu Representative 
Dr. E. M. Limbambala, Disease Prevention & Control

Dr. P. Mkanda, WHO/ EPI Epidemiologist

A.S. Mtonga, National Surveillance Officer 


UNICEF
Mr. J. Mohan Representative 
Dr. D. Mulenga, A/Head of Health & Nutrition Section 

Dr. J. Conteh, Child Health Project Officer


 University Teaching Hospital - Virology /Bacteriology Laboratories
Dr. F. Kasolo Head of Department

Virology laboratory
Ms G. Mulundu, Virologist

Dr.  M Monze, Virologist

Dr. J Mwansa, Head of Bacteriology Laboratory


Care International – Zambia
Mr. D. Rhody

Country Director
Ms. I. Banda Health Sector Coordinator

Ms. D. Kombe, Deputy Project Coordinator

Ms. M. Mwendafilumba, Clinical Care Coordinator


Zambia Integrated Health Program (ZIHP)/Service (USAID)
Dr. N. Orobarton

Chief of Party
Ms M. Kaoma Training Coordinator, 

Dr. S. Maswenyeho Child Survival Specialist 



ZIHP/System (USAID)
Dr. P. Eerens Chief of Party



JICA
Mr. M. Ishikawa Resident Representative
Mrs. T. Sichone, Project Officer




USAID
Mr. R. Clay   

Director of Population, Health and Nutrition Unit
Dr. S. Hodgins Child Health & Nutrition Advisor




 Danish International Development Assistance (DANIDA) / CBOH
Dr. F.T. Larsen

Chief technical Advisor
Dr. Hansen, Advisor




 Royal Netherlands Embassy
Dr. R. Pepperkon

Health Advisor



Department for International Development (DFID)
Mr. A. Daly

Health Advisor



NFNC
Ms.P. Likwasi A/Executive Director


· Functional relationships of the ICC with other institutions in health sector : 







· Major functions and responsibilities of the ICC:

a) Resource mobilization.

b) Advice and approve plans for routine and supplemental immunizations, IMCI and Child Health promotion week activities. 

c) Advocacy for sustained political commitment.
d) Monitor and evaluate EPI and other child health programmes
· Four major strategies to enhance ICC’s role and functions in the next 12 months :

a) Reduce frequency of full ICC meetings from once every two months to once every quarter, and establish technical sub-groups of the ICC to prepare the technical discussions and decisions

b)  
Timely dissemination of minutes of meetings to all members.

c)  
Place ICC/vaccine financing issues on Health Sector financing agenda .

d) 
Ensure that all EPI plans are discussed and endorsed  by  the ICC.
· Three main indicators (in addition to DTP3 coverage) that are chosen by the ICC to monitor implementation of this proposal :

a) Drop-out rates 

b)   Supply of vaccines and AD syringes at facility level. 

c) 
Disease surveillance: Hib cases detected at the sentinel surveillance site

Attached are the supporting documents :

· ICC’s workplan of next 12 months


Document number…5…

· Terms of reference of the ICC


      Document number…3.

· Minutes of the three most recent ICC meetings or of any other meetings in which partners participated that concerned improving and expanding the national immunization program 


Document no. 4a, 4b, 4c.

5. Immunization services assessment

Reference is made to the most recent assessments of the immunization system that have been completed within the three years prior to the submission of this proposal. (Guidelines on Country Proposal # 4.2.) 

· Assessments, reviews and studies of immunisation services for current reference :

Title of the assessment
Main participating agencies
Dates

1. Sustaining the Benefits of Immunization within Zambia Health Reform - EPI programme review of 1997


WHO, UNICEF, JICA, BASICS/USIAD and MOH. 
Sep. – Oct. 1997

2. Cluster Survey of Measles Cases and Impact of Supplemental measles Immunization in Four Urban Districts in Zambia. 
Tropical Diseases Research Centre, UNICEF, MOH, CBOH
July- Oct 2000

3.  Investigation of Measles Outbreaks in Zambia
CBOH, MOH, WHO, CDC
August 2000

4. EPI Cluster Survey for Zambia
MOH, CBOH, WHO
March2001

· The three major strengths identified in the assessments :
1. EPI Review 1997

· 88 % of the health facilities held fixed immunization session

· 77 % of the health facilities held out -reach sessions

· 85 % of the health facilities maintained good sterilization procedures

· 75 % of the health facilities screened infants appropriately

·  89 % used sterile needles/syringes correctly

· 91% used children’s clinic card as tool for storing information on growth monitoring and immunization

Exit interviews with caretakers revealed that 72% had good knowledge of EPI target diseases and that 72% felt satisfied with the quality of service delivery and interaction with health workers.



2. Cluster Survey of Measles Cases and Impact of Supplemental measles Immunisation in Four Urban  Districts in Zambia.

a) Majority of the children (84%) received measles vaccination at health centres within the routine immunization service.

b) About 84.6% of the cases had been vaccinated. This was an indicator that the vaccination campaign was a success.

3.  Investigation of measles outbreaks in Zambia (Lusaka, Choma & Mazabuka  districts).
a) There were less number of cases (35%) in rural districts, under the age of five years than in the urban area (60%).

b) Higher routine immunisation coverage were achieved leading to a slower build up of susceptibles in the population.

c) The 1999 mass measles campaign in Lusaka resulted in a decrease in the percentage of total cases in the target age group of 9-59 months.

· The three major problems identified in the assessments : 
1. EPI programme review of 1997

· Service delivery and quality assurance – gaps between performance standards and formulated guidelines were identified.

· Logistics and Cold chain system – absence of long-term planning (forecasting).

· Constant break down of old cold chain equipment.

· Communication with care-takers, health information management, disease surveillance and case definitions were weak, unclear and inconsistent.                       

· Importance of surveillance and use of data not known, poor health worker communication skills.

2.    Cluster Survey of Measles Cases and Impact of Supplemental anti measles immunisation in Four Urban  Districts in Zambia.

a) Vaccinations conducted through mass campaigns are rarely recorded on individual children’s cards, thus making verification difficult.

b) Of the age group of 9 – 59 months old children targeted for measles immunization, only 62% were vaccinated on schedule.

c) There is a high rate of measles cases (84%) among vaccinated children, warranting a closer look at the quality of vaccines and the efficiency of the vaccine delivery system and the cold chain system. 

3.   Investigation of measles outbreaks in Zambia (Lusaka, Choma &  Mazabuka  districts).

Zambia continues to have many measles cases with a large and increasing percentage occurring in children over five years of age. Mass campaigns conducted in limited geographic areas and reported low campaign coverage of 81%, yielding limited impact as measles cases still persist in the targeted age group in the post campaign period.

· Many cases were found in unvaccinated children at 9 months of age, reflecting incomplete coverage at this age of immunization schedule. 

· Many more cases (72% - 80%) were found in the children documented or reported to have been vaccinated against measles. This may be due to the weak of cold chain system leading to vaccine failure and tallying problems.

· The three major recommendations in the assessments:

1. EPI programme review of 1997

· Provide training in EPI management and support visits in order to improve performance and communication skills

· Provide simple case definitions and training in surveillance 

· Improve in long term logistics forecasting including the cold chain

2. Cluster Survey of Measles Cases and Impact of Supplemental anti measles Immunisation in Four Urban  Districts in Zambia.

a) Health education, information and communication to focus on timely immunization against measles.

b) Address the need for cold chain logistics especially in districts where little impact is made at controlling measles morbidity in spite of high reported vaccination coverage.

c) In view of the epidemiological shift and the increase in measles cases among the age groups 10-15 years and over 15 years, consider including  these age groups  in future mass measles campaigns.

3. Investigation of measles outbreaks in Zambia (Lusaka, Choma & Mazabuka  districts).

a) Conduct a thorough EPI program review and develop practical strategies to strengthen routine immunization services.

b) Offer a second opportunity for measles immunization through mass campaign to control / eliminate the disease.

c) Invest in logistical support to strengthen the cold chain system, training and supervision of staff.

· Attached is a  complete copy (with an executive summary) of :

· The most recent assessment report on the status of immunization services


Document  number….6



· A list of the recommendations of the assessment report with remarks on the status of their implementation i.e. included in work-plan, implemented, not implemented, in progress….   


Document  number…..7

· Components or areas of immunization services that are yet to be reviewed (or studied). 

Title of the assessment
Month/Year

Injection safety assessment
June 2001

Hib disease burden rapid assessment
July 2001

6.
Multi-Year Immunization Plan

Based upon the recommendations of the assessment of immunization services, the Government has developed (or updated) the multi-year immunization plan or adjusted the health sector plan. (Guidelines on Country Proposal # 4.3)
· Attached is a complete copy (with executive summary) of the Multi-Year Immunization Plan or of the relevant pages of the Health Sector Plan. 


Document number…8

AGE
Visit
Traditional vaccines
New Vaccines

  Birth
1
BCG
OPV0




  6 weeks
2

OPV1
DTP1

DTP-HepB-Hib1

10 weeks
3

OPV2
DTP2

DTP-HepB-Hib1

14 weeks
4

OPV3
DTP3

DTP-HepB-Hib1

  9 months
5

OPV4*

Measles


18 months
6


DTP4











* Fourth dose of OPV given if the birth dose (OPV0) was missed.

· Table 4.1: Baseline and annual targets


Baseline
Targets


1999
2000
2001
2002
2003
2004
2005
2006

# of births
449,544
465,849
479,882
496,678
514,062
532,054
550,676
569,950

# of infants’ deaths
49,000
50,777
52,307
54,137
56,032
57,993
60,023
62,124

Surviving infants
400,544
415,072
427,575
458,030
442,541
474,061
490,653
507,826

Drop out rate [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
-
-
-
-
-
-
-
-

Children vaccinated with DTP3  * 
337,158
349,387
362,311
258,272
-
-
-
-

Children vaccinated with DTP-HepB-Hib



129,137 ***
411,250
441,605
473,581
507,256

  *    While vaccinations with combination vaccines phase in, those with DTP3 only are expected to phase out

*** As the new vaccine will be introduced only from September 2002, only a third of the birth cohort will be vaccinated with the new vaccine.







· Summary of major action points and timeframe for improving immunization coverage:

Action points
2001
2002
2003
2004
2005
2006

 Staff Training 

Conduct EPI /MCH staff training to update knowledge and skills
x
x





Strengthen cold chain system 

Implement cold chain equipment replacement plan
x
x
x
X
X


Improve transport facilities

Improve means of transport Facilities at health centre level e.g. procure/ provide motor bikes and bicycles (when funds are secured)

x
x
X
X


Social Mobilization 

Strengthen social mobilization for routine immunisation services by developing print and electronic media messages.
x
x
x
X
x
x

Personnel allowances

 Provide adequate funds to health workers’ DSA or lunch allowances and fuel for outreach services. 
x
x
x
x
x
x

Child Health promotion weeks 

Continue with established period bi-annual  (Feb & Aug) contacts with under five children for catch up immunisation, SOS,  vitamin A supplementation, deworming and IEC activities etc.
X
X
X
X
X
X

· Summary of the major action points and timeframe for reduction of vaccines wastage rate : 

· “Open vial” policy has been incorporated in the EPI vaccination manual.

· EPI management training/ refresher course for district and facility level staff has been planned to commence during second quarter of year 2001. 

· Upgrading of cold chain equipment infrastructure is planned in 2002 through the JICA grant and is expected to improve vaccine storage.

There is, however, a continuing need to strengthen transport and distribution logistics to protect vaccine shelf life and ensure implementation of actual outreach services. The critical shortage of trained health personnel in most rural health facilities remains a concern in the short/medium term. However, the Ministry of Health is developing a ten-year human resource plan. 

Specific strategies for reducing dropout rates and vaccine wastage include the following:

· Re-training of first level health workers on EPI management to improve knowledge and skills.

· Ensure regular supply of all five EPI antigens, appropriate injection and cold chain equipment and other logistics to all districts.

· Replace 65% of the required cold chain equipment of the five-year plan and procure essential supplies for routine maintenance and repair.

· Prioritize health centres in all districts to receive the new fridges expected from JICA in 2002 as part of replacement plan.

· Districts to conduct regular sessions to all outreach sites and increase the number of sites where necessary.

· Establish and conduct periodic and sustainable outreach services, contact with hard to reach population.

· Prioritize districts with below 70% immunization coverage for measles, hard to reach/ unreached areas and refugee population through provision of extra financial support.

·  Develop, produce and disseminate IEC messages for print and electronic media concerning routine immunization service e.g. radio spots, posters and fliers.

· Improve operational and supervisory capacity of the central-level UCI Secretariat, provincial offices and DHMTs (e.g. transport, communication, office equipment, operating costs for the secretariat, etc.).
· Implement an improved logistics distribution system, from central and provincial to district level and to all health facilities.
Table 4.2 : Estimate of annual DTP-HepB-Hib wastage factors


2001
2002
2003
2004
2005

DTP-HepB-Hib wastage rate 

1.33
1.33
1.25
1.18
1.18

· Summary of the safe immunization plan (Guidelines on Country Proposal # 3.):                                                             

The current policy of Zambian immunization programme is to use sterilisable, reusable needles and syringes.  In order to ensure provision of safe immunization injections, including sustainable supply of appropriate injection and sterilization equipment, the following strategies should be in place:

1. Ensure adequate supply of reusable needles and syringes including steam-sterilizing equipment until auto-disable equipment is universally available at country level on a sustainable basis.

2. Improve health workers knowledge and skills using the newly revised EPI vaccination manual, which includes safe injection safety.

3. Advocate for GAVI to supply auto-disable syringes for universal use, which should not only be for new vaccines but also for traditional injectable antigens in the child health programmes. 

4. Advocate for other donors to invest in childhood immunization programs particularly funding for auto-disable syringes and other vaccine supplies

5. Explore and develop strategies for safe disposal of used auto-disable syringes.

Attached is a copy of the Plan to achieve Safe Injections (including plans for transition to auto-destruct syringes) and Safe Management of Sharps Waste or of the relevant pages of the health plan. 


Document number  9.

· Constraints and planning for Polio Eradication Initiative (Guidelines on Country Proposal # 2.):

1. Supplemental Polio SNIDs
The main constraints to the SNIDs implementation are :

· NIDs fatigue both at community and policy planning levels.

· Erratic and inadequate health care financing resulting from deteriorating economic situation makes it impossible for the nation to contribute to NIDs financially

· Transport/fuel problems to immunize children in hard-to-reach areas.

· Inadequate cold chain equipment/space for outreach services.

· Inadequate funding for personnel costs creates a situation of increased debt burden incurred by district health management teams.
· Late arrival of funds and vaccines into the country
2. AFP surveillance
The main constraints to reaching certification level AFP surveillance are the late detection of cases resulting in the inability to take stool samples in time.

A major threat to the Zambian polio eradication activities is the possibility of importation of wild-type polio virus from endemic bordering countries. This threat is heightened by the large number of refugees coming from these countries.

6. New and under-used vaccines

Summary of those aspects of the multi-year immunization plan that refer to the introduction of new and under-used vaccines (Guidelines on Country Proposal # 4.4.).

· Required number of doses and presentations of requested, first preference, new and under-used vaccines

· (For each one of the requested, first preference new and under-used vaccine, please use provided formulas; see guidelines # 5.2) 
Table 5.1: Estimated number of doses of DPT-HepB-Hib vaccine (specify for one presentation only) :



2002
2003
2004
2005
2006

A
Actual  number of children to receive new vaccine* (match with  targets in  table 4.1)
129,136
411,250
441,605
473,581
507,256

B
Number of doses per vaccinated child 
3
3
3
3
3

C
Estimated wastage rate in percentage

0.25
0.25
0.20
0.15
0.15

D
Wastage factor [ = 100 / (100-C) ]
1.33
1.33
1.25
1.18
1.18

E
Buffer stock factor 
 for vaccines 
1.25
1
1
1
1

F
Total vaccine doses needed [= A x B x D x E]
644,066
1640,888
1656,018
1676,478
1795,684

G
Percentage of vaccines requested from  the Fund (%)
100
100
100
100
100

H
Number of doses requested from the Fund                   [ = F x G / 100 ]
644,066
1640,888
1656,018
1676,478
1795,684

I
Number of doses per vial
2
2
2
2
2

J
AD syringes
 (Include 5%  wastage rate)                      [= A x B x E x 1.053 x G / 100]
509,926
1,299,139
1,395,030
1,496,043
1,602,421

L
Reconstitution
 syringes [= H / I ]
322,033
820,444
829,009
838,239
897,842

M
Total number of syringes requested from the Fund     [ = J + L ]
831,959
2,119,583
2,224,039
2,334,283
2,500,263

N
Total number of safety boxes requested from the Fund [ = M / 100 ]
8,320
21,196
22,241
23,343
25,003

*Target estimates should be adjusted if a phased or mid-year introduction is intended. If targets for hep B and Hib differ from DTP3, explanation of the difference should be provided.

Table 5.2 : Estimated number of doses of  …….. vaccine (specify for the other presentation only if any other presentation of the same vaccine is required) :

· Required number of doses and presentations of requested, second preference, new and under-used vaccines (please use provided formulas) 



2002
2003
2004
2005
2006

A
Actual  number of children to receive new vaccine* (match with  targets in  table 4.1)
129,136
411,250
441,605
473,581
507,256

B
Number of doses per vaccinated child 
3
3
3
3
3

C
Estimated wastage rate in percentage

0.25
0.25
0.20
0.15
0.15

D
Wastage factor [ = 100 / (100-C) ]
1.33
1.33
1.25
1.18
1.18

E
Buffer stock factor 
 for vaccines 
1.25
1
1
1
1

F
Total vaccine doses needed [= A x B x D x E]
644,066
1640,888
1656,018
1676,478
1795,684

G
Percentage of vaccines requested from  the Fund (%)
100
100
100
100
100

H
Number of doses requested from the Fund                   [ = F x G / 100 ]
644,066
1640,888
1656,018
1676,478
1795,684

I
Number of doses per vial
10
10
10
10
10

J
AD syringes
 (Include 5%  wastage rate)                      [= A x B x E x 1.053 x G / 100]
509,926
1,299,139
1,395,030
1,496,044
1,602,421

L
Reconstitution
 syringes [= H / I ]
64,406
164,088
165,802
167,648
179,569

*Target estimates should be adjusted if a phased or mid-year introduction is intended. If targets for hep B and Hib differ from DTP3, explanation of the difference should be provided. 

 (Add any other table 5.3, 5.4…as necessary to calculate required doses of different vaccines in different presentations)
· Summary of the action points that address possible implications for storage capacity, staff training, cold chain, logistics, drop out rate, wastage rate etc… in the Plan for Introduction of New and Under-used Vaccines :
a. Storage capacity

The current storage capacity makes provisions for multi-dose vials of DPT-HepB-Hib. Therefore,  there is adequate storage space at the central and provincial level as long as the vaccine supply is not less than twice a year.

b. Staff training

Financial resources are required for development of training materials, comprehensive training program to orient staff on new technologies

c. Cold chain

There is need for replacement of unrepairable cold chain equipment, and also to provide additional cold rooms at provincial level. In addition, cold boxes and vaccine carriers will be required.

d. Logistics

GAVI to support procurement of injection equipment (ADs, sharps boxes) for traditional vaccines as well as new vaccines, in the improvement of transport for vaccine delivery and outreach, and towards construction of incinerators.

e. Dropout rates

There is need to intensify social mobilization for vaccines, make available resources / supplies for outreach, honour schedules for outreaches to reach those hard to reach, ensure quality services, and encourage community participation in defaulters tracing.

f. Missed opportunities

Introduction of the open vial policy, and introduce immunization services at every health facility in a “supermarket approach”.

g. Wastage rate

There is need for introduction of open vial policy, proper cold chain management, staff training in strategic planning of immunization sessions, and scheduling with intensive community mobilization to attract more clients and reduce wsatage.

· Required number of doses and presentations of requested, second preference, new and under-used vaccines (please use provided formulas) 



2002
2003
2004
2005
2006

A
Actual  number of children to receive new vaccine* (match with  targets in  table 4.1)
129,136
411,250
441,605
473,581
507,256

B
Number of doses per vaccinated child 
3
3
3
3
3

C
Estimated wastage rate in percentage

0.25
0.25
0.20
0.15
0.15

D
Wastage factor [ = 100 / (100-C) ]
1.33
1.33
1.25
1.18
1.18

E
Buffer stock factor 
 for vaccines 
1.25
1
1
1
1

F
Total vaccine doses needed [= A x B x D x E]
644,066
1640,888
1656,018
1676,478
1795,684

G
Percentage of vaccines requested from  the Fund (%)
100
100
100
100
100

H
Number of doses requested from the Fund                   [ = F x G / 100 ]
644,066
1640,888
1656,018
1676,478
1795,684

I
Number of doses per vial
10
10
10
10
10

J
AD syringes
 (Include 5%  wastage rate)                      [= A x B x E x 1.053 x G / 100]
509,926
1,299,139
1,395,030
1,496,044
1,602,421

L
Reconstitution
 syringes [= H / I ]
64,406
164,088
165,802
167,648
179,569

M
Total number of syringes requested from the Fund     [ = J + L ]
574,332
1,463,227
1,560,832
1,663,692
1,781,990

N
Total number of safety boxes requested from the Fund [ = M / 100 ]
5,744
14,633
15,609
16,637
17,820

*Target estimates should be adjusted if a phased or mid-year introduction is intended. If targets for hep B and Hib differ from DTP3, explanation of the difference should be provided. 


(Add any other table to the above format to calculate requested, second preference, doses of different vaccines in different presentations)

· Assessment of burden of relevant diseases (if available) :

Disease
Title of the assessment
Date
Results

Hepatitis B
Horizontal Transmission of Hepatitis B Virus Among Children and Adults in Five Rural Villages in Zambia

Tabor E, Bayley AC, et al.
1985
Residents of five rural villages in rural eastern Zambia were tested for hepatitis B serologic markers to determine whether horizontal transmission of hepatitis B contributes to the high prevalence of this infection in an endemic area.

In this study, new infections in children and adolescents were shown to occur within a five-year period with an incidence rate of 18%, representing an estimated minimum annual incidence of 3.6%. Since the mothers of these children and adolescents with new infection were HbsAg-negative, the new infections were probably acquired through horizontal transmission from someone else other than their mothers.

Throughout the paediatric age groups the prevalence of HBsAg and anti-HBs increased with age. 

Hepatitis B
Antibody Responses of Adults, Adolescents, and Children to a Plasma-Derived Hepatitis B Vaccine in a Rural African Setting. 

Tabor, E., Gerety, R. J., et al. 

Journal of medical Virology 32:134-138


1990
The response rate to HBV vaccine was higher among children (ages 0 to 11 years). All 100% of children receiving three doses of vaccine responded with protective levels of anti-HBs. This was similar to the anti-HBs response in 95% of children in the Gambia receiving hepatitis B Vaccine.

Children in Africa can benefit from hepatitis B vaccination, even if the vaccine is administered later than the newborn period. The use of the recommended three vaccine doses in children is advisable, as significantly more children responded to three doses (100%) than to two doses (78%) (P value < 0. 01).

Use of hepatitis B vaccine in this region where pre-vaccination hepatitis B serologic screening was not available did not appear to increase the number of or severity of adverse reactions.



Hepatitis B
The prevalence of Hepatitis B antigen (HBsAg) and its antibody (Anti-HBS) among London hemophiliacs and blood donors from London and two tropical areas.
1976
Among 12% of the blood donors and 6% of hemophiliacs had HBsAg in Zambia. A high proportion of hemophiliacs (59%) was anti-HBs positive, this being comparable with the Zambian blood donors (53%).



Hepatitis B
The incidence of hepatitis B-antigen and anti-hepatitis-B among blood donors in Ndola, Zambia. Islam M N, et al.
1975
Hepatitis B antigen (HBsAg) was detected in 11.6% of blood donors in Ndola, Zambia, mostly prisoners and students. Incidence rate among prisoners was 15.1% while among students only 1.6%.

Overall anti-HBs was detected in 52.8% of blood donors.

Hepatitis B
Epidemiology of Hepatitis B Infection in Zambia

Sero-prevalence of hepatitis B virus was studied in pregnant women attending antenatal clinics in urban and rural areas of Zambia and in children in urban community of Lusaka.

Zambia is a medium to high endemic area for Hepatitis B virus. Prevalence of HBsAg in pregnant women was 6.65% and HBeAg was present in 16.1% among HBsAg positive women. Both HBsAg and antibodies to HBV were significantly higher in rural than in urban area. The reason for higher prevalence of HBV in rural area is unclear.

In Lusaka HBV infection is not common before the age of five and about 15% of children are exposed to HBV by 15 years. Prevalence of HBV markers increased by age in children of urban community. The prevalence of HbsAg and of any markers to HBV was significantly higher in children aged 6-15 years than in those aged o-5 years.

Horizontal transmission in childhood rather than vertical is a more important mode of transmission in Zambia. History of injection and blood transfusion was significantly correlated with positivity of HBV markers in children of urban community. Medical treatments might be major risk factors for HBV transmission in children of urban community in Zambia. The significant increase of prevalence of HBV infection found after five years of age suggests that injection for immunisation, which given before the age of one year, may not be a major risk factor for HBV transmission in the study population. The reason why injection for treatment rather than for immunisation was an important risk was not clear.

· Attached is the plan of action for vaccinations with new or under-used vaccines (if already contained within the national, multi-year plan, indicate page and paragraphs)
Document number 10

7. Strategic directions to mobilise additional resources for immunization

· Summary of strategies that the Government intends to pursue to increase the resources for immunization of children, (Guidelines on Country Proposal # 4.3, 4.4, 5.) and that will be converted in a comprehensive «Resource Mobilisation Plan» by the time of the mid-term Review (Guidelines on Country Proposal # 6.1.):

8.1  Vaccine Independence Initiative (VII) Proposal

The Vaccine Independence Initiative (VII) proposal suggests a Government contribution of 10 % of the total estimated cost of all immunization supplies in the first year of its contribution.  The figure for this contribution is US $ 100.000. Each subsequent year, it is proposed that the government increases its contribution by an additional 10%, so that by the year 2010 all immunization supplies would be funded by the government.  In the meantime, the Ministry of Health will continue to seek donor support for the procurement of non-GRZ proportion of the country’s required immunization supplies. 

· Tables of expenditure for 1999 and resource needs detailing the sources of funds are attached in Annex 1.
Annex 1

· List of current/projected financing mechanisms for immunization including agreements made with other agencies (i.e.: Vaccine Independence Initiative): (the relevant documents are attached)

Title
Partners


Vaccine Independence Initiative
JICA, UNICEF
Document  11  

Memorandum of Understanding between MOH and Co-operating Partners in Health Sector
Co -operating Partners in Health Sector
Document  12

· Remarks on recurrent cost reduction strategies which contribute to financial sustainability, such as vaccine wastage reduction:

Note: 

Refer to section 6.5: Summary of the major action points and time frame for reduction of vaccines wastage rate

· Summary of support to immunization generated from the poverty reduction strategies (including the use of funds freed by debt relief), of which relevant pages are attached :
Document not available

8. Summary of requests to GAVI/GFCV

With reference to all points presented above, the Government of Republic of Zambia

· being eligible for support from the Global Alliance for Vaccines and Immunization (GAVI) and the Global Funds for Children’s Vaccines (The Fund), 

· considering that its DTP3 coverage (based on the 2001 EPI cluster survey) for 2001 was   75.5%  corresponding to 362,311 number of children vaccinated with DTP3.

here-by requests the Alliance and its partners to contribute financial and technical assistance required to increase immunization of children.

Specifically, the Government does hereby apply to receive support from the Fund :

IMMUNIZATION SERVICES SUB-ACCOUNT (tick only one)  
To fund the immunization services in year 2002 according to the number of additional children that are targeted to be immunized with DTP3 as presented in table 4.1, namely  23,842  ( number of children ). 

· (Only for countries seeking support from the Immunization Services sub-account) 

· Transfer of funds from the immunization services sub-account will be by (tick only one):

Government
 (
A Partner agency (specify name) 

     An independent third party


·  Operational mechanism in place for safeguarding transparency, standards of accounting, long-term sustainability and empowerment of the government in using the funds (Guidelines on Country Proposal # 5.1.):

Since 1999 Government of the Republic of Zambia has established the Health Sector Support Steering Committee. This committee is answerable to the Minister of Health and is chaired by the Permanent Secretary of the Ministry of Health.  The membership consisting of the CBoH and the MOH and representatives of Co-operating Partners in the health sector as follows:

1. Danish International Development Assistance (DANIDA)

2. Department for International Development of the United Kingdom (DFID)

3. German Technical Cooperation

4. Ireland Bilateral Aid Programme

5. SIDA

6. The Commission of the European Union

7. The Netherlands Government

8. UNICEF

9. WHO

10. WFP

11. UNAIDS

12. UNDP

13. UNFPA

14. World bank

15. USAID

The Basket Fund is managed through the MOH/CBoH and in consultation with the Health Sector Support Steering Committee. The Committee holds quarterly meetings to review progress on action plans, accounting/financial reports from the MoH/CBoH, and to review the financial flow in relation to the budget of particular boards.  The Central Board of Health distributed summary financial statements, covering disbursements and actual expenditures from source of funding and item according to each level and cost-centre, together with cost-centre performance appraisals.


· NEW AND UNDER-USED VACCINES SUB-ACCOUNT (tick only one)           
To supply the following vaccines :  (fill in only what is being requested from the Fund in line with tables 5.1, 5.2…)

Table  6




Presentation*


Starting month and year 
Number of doses requested for first calendar  year
Vaccines will also be requested for following years as described in tables 5.1, 5.2…

2003,2004,2005,2006

DTP-hep B-Hib
(1) liquid combination
Sept 2002
644,066



2) 2 doses/vial




* Insert types of presentation requested:
(1) 
Monovalent or combination

  

       



(2)
Number of doses per vial
· (Only for countries seeking support from New and Under-used Vaccines sub-account)

· Vaccines will be procured (tick only one) :  

                               By UNICEF       (                       

· (If vaccines is procured by the Government)

Process and procedures of the National Regulatory Authority to control the purchase and delivery of vaccines into the country, including weaknesses, constraints and planned measures to improve the control system (Guidelines on Country Proposal # 5.2.):    

9.  Additional comments and recommendations from the ICC 

· The Health Sector Support Steering Committee, safe guards the mechanisms to ensure transparency and accountability in handling of funds from all sources. 

· Procuring vaccines at the value of UNICEF’s negotiated price and thereafter get a re-imbursement from the Fund may neither be feasible nor sustainable in the short-medium term. This is because of funding problems and the small amount of vaccines Zambia may purchase at a given time in comparison with the bulk of UNICEF's purchases. Hence the ICC proposes UNICEF to manage the new and under-used vaccines sub-account.

· The issue of introducing A-D syringes for only one or two new vaccines supported by GAVI raises many concerns at operational level.  We request GAVI secretariat to consider supporting A-D syringes for traditional vaccines as well to avoid the EPI programme running a dual system of injection equipment.

· Of great practical concern is what happens after having introduced A-D syringes and subsequently discarding the reusable injection equipment and its sterilisation technology. The ICC will be looking into other ways to sustain the supply of A-D syringes should the GAVI funds stop following at the end of five years.

· Immunisation services for all under-fives are free and the current policy is to use re-usable needles and syringes sterilised under steam in pressure pots. The majority of our mothers cannot afford to buy single use syringe and needle to have their infants given the vaccinations.

· Another unmet need is the transport facilities. The infrastructure for delivery of childhood immunisation services in Zambia is in dire need of bicycles, motorcycles, four-wheel drive vehicles to conduct outreach services to the hard-to-reach areas of remote rural Zambian community. For areas surrounded by masses of water (Luapula & Western Provinces), engine motorboats are required as this is the only safe mode of transport for health workers to reach children living on islands.
ANNEX 1:

Statement of financing and of unmet needs for immunization (USD)

 tc "Statement of financing and of unmet needs for immunization (USD ,000)  " \l 4     Table i : Expenditure in 1999 from different sources ($ USD)

Ref.

#
Category / Line item
Government
WHO
UNICEF
JICA
Total Expenditure

 in 1999

*1.
Vaccines






1.1
BCG


37,200
32,463
69,663

1.2
Measles


209,746
39,550
249,296

1.3
OPV


177,443

177,443

1.4
DPT


160,360

160,360

1.5
TT


57,964

57,964

2.Equipment (cold chain, spare parts, sterilization…)

18,530
35,588

54,118

2.1 Repair of cold room

170


170



2.2 Refrigeration  Technicians' training

4,560
20,000

24,560

Stationery cupboard

630


630

3.Other item immunization specific






3.1. AD syringes…








3.2. Sterilisable (reusable) syringes and needles


32,641

32,641

Total expenditure in 1999



23,890
730,942
72,013
826,845

ANNEX 2:

Table ii: Budget for year 2000  (Fill in a similar table for subsequent years

Category / Line item
Partner
1998
1999
2000
2001
2001
2003
2004
2005

Vaccines and other EPI supplies; 

Equipment (cold chain, spare parts, sterilization)
UNICEF
545,530
642,713
}

} 901,385

}

}
820,170
739,705
650,483 
559,923
419,727


JICA
101,420









Other Partners in Health sector
Basket funding contributions to district grants 


*Private sector


Government
-
-
84,000
173,000
268,000
370,000
479,000
529,000

**Vaccines
Government
-
-
16,000
33,000
50,000
66,000
83,000
101,000

**Other EPI supplies



100,000
208,000
318,000
436,000
562,00
630,000

Government Sub-total



100,000
208,000
318,000
436,000
562,00
630,000

1If basket funding or a similar aggregated funding approach is used, please describe the total funding amounts, and/or detail partner contributions as fully as possible.

2 Please use the electronic version of the document and insert, as many columns for partner contributions as are necessary for your submission.

3 Please use the electronic version of the document to insert as many line items as necessary for your submission.

 * Refer to National Health Policies and strategies - document # 1

** Refer to Estimates of Revenue and Expenditure for the year 1 January to 31st December 2000  -Document # 10

**Refer to Vaccine Independence Initiative  -Document # 11

ANNEX  3

Summary of documentation
 requested

Background information on Health System Development status

a) Overall government health policies and strategies 
Document # 1

b) Structure of the government health services at central, provincial and peripheral levels and how it relates to immunization services (with an organisational chart)

Document # 2

c) Ongoing or planned health reforms (e.g. decentralisation, integration of functions, changes in financing) as they impact immunization services


  Document # 1, p1-8 

d) Government policies on private sector participation, as it relates to immunization services.
Document # 1, p24-25 ; Document # 13, p45

Profile of the Inter Agency Co-ordinating Committee (ICC)

e) Terms of reference of the ICC 


Document # 3…

f) Minutes of the three most recent ICC meetings or any meetings concerning the introduction of new or under-used vaccines


Document # 4a, 4b, 4c……

g)     ICC work plan for next 12 months
Document # 5

Immunization Services Assessment

h) Most recent, national assessment report on the status of immunization services


Document # 6

i) Recommendations from the three surveys: Measles outbreak investigation,  Measles cluster survey (post campaign) and EPI coverage survey.


Document # 7

Multi-Year Immunization Plan

j) Complete copy (with executive summary) of the Multi-Year Immunization Plan or of the relevant pages of the health sector plan.


Document # 8

k) Safe injections Plan
Document # 9

l) Action plan for the introduction of new or under-used vaccines into immunization services (if already contained within the national, multi-year plan, please indicate page and paragraphs)

m) 
Document # 10



Unmet needs requiring additional resources

n) Tables of expenditure for 1999 and resource needs (Annex 1)
Annex 1

o) Proposal for the Vaccine Independence Initiative (V.I.I) in Zambia
Document # 11

p) Memorandum of understanding between government (MoH) and other agencies
Document # 12…

q) National Health Policies
Document # 13

r) The priority given to immunization in the poverty reduction strategies for the use of funds freed by debt relief (for countries targeted in the HIPC initiative)
Document number…

s) Estimates of revenue and expenditure for the year 2000
Document # 14

t) EPI coverage cluster survey, 2001
Document # 15

u) Cold chain capacity in Zambia, April 2001
Document # 16

v) Investigation of measles outbreaks in Zambia
Document # 17

w) Cluster survey of measles cases and impact of supplemental anti-measles immunization in 4 urban districts in Zambia
Document # 18

x) Summary of recommendations and status of implementation for 1997 EPI review
Document # 19







MINISTRY OF HEALTH/		 							NGO


CENTRAL BOARD OF HEALTH                                                         











ICC














BILATERALS &


MULTILATERALS								 UN AGENCIES

































































YES (








NO





NO





YES (




















�  The country would aim for a maximum wastage rates of 25% is set for the first year with a plan to gradually reduce it to 15% by the third year. For vaccine in single or two-dose vials the maximum wastage allowance is 5%. No maximum limits have been set for yellow fever vaccine in multi-dose vials.





� The buffer stock for vaccines is normally set at 25%. This is calculated by using a buffer stock factor of 1.25 that is applied only with the first stock of doses required to introduce the vaccination in any given geographic area. In case the introduction of the new vaccines is done in annual phases, the factor of 1.25 is applied only to the difference in numbers of annual targets of children. The factor is 1 for other following years. If these vaccine wastage rates cannot be achieved immediately, the proposal has to provide a rationale for a higher rate in Section 6, and plan for wastage reduction should be included.





� A maximum wastage rate of AD syringes of 5% (= AD syringes wastage factor of 1.053) is applied to the total number of vaccine doses required, excluding the wastage of vaccines. 





� Only for lyophilized vaccines : Yellow Fever and DTP-hepB-Hib 





� Children less than 12 months of age


� Formula to calculate DTP vaccine Wastage Rate (in percentage): [ ( A – B ) / A ] x 100.                                                               


Whereby : A = The number of DTP doses distributed for use according to the supply  records; B =  the number of DTP vaccinations


�  The country would aim for a maximum wastage rates of 25% is set for the first year with a plan to gradually reduce it to 15% by the third year. For vaccine in single or two-dose vials the maximum wastage allowance is 5%. No maximum limits have been set for yellow fever vaccine in multi-dose vials.





� The buffer stock for vaccines is normally set at 25%. This is calculated by using a buffer stock factor of 1.25 that is applied only with the first stock of doses required to introduce the vaccination in any given geographic area. In case the introduction of the new vaccines is done in annual phases, the factor of 1.25 is applied only to the difference in numbers of annual targets of children. The factor is 1 for other following years. If these vaccine wastage rates cannot be achieved immediately, the proposal has to provide a rationale for a higher rate in Section 6, and plan for wastage reduction should be included.





� A maximum wastage rate of AD syringes of 5% (= AD syringes wastage factor of 1.053) is applied to the total number of vaccine doses required, excluding the wastage of vaccines. 





� Only for lyophilized vaccines : Yellow Fever and DTP-HepB-Hib 














�  The country would aim for a maximum wastage rates of 25% is set for the first year with a plan to gradually reduce it to 15% by the third year. For vaccine in single or two-dose vials the maximum wastage allowance is 5%. No maximum limits have been set for yellow fever vaccine in multi-dose vials.





� The buffer stock for vaccines is normally set at 25%. This is calculated by using a buffer stock factor of 1.25 that is applied only with the first stock of doses required to introduce the vaccination in any given geographic area. In case the introduction of the new vaccines is done in annual phases, the factor of 1.25 is applied only to the difference in numbers of annual targets of children. The factor is 1 for other following years. If these vaccine wastage rates cannot be achieved immediately, the proposal has to provide a rationale for a higher rate in Section 6, and plan for wastage reduction should be included.





� A maximum wastage rate of AD syringes of 5% (= AD syringes wastage factor of 1.053) is applied to the total number of vaccine doses required, excluding the wastage of vaccines. 





� Only for lyophilized vaccines : Yellow Fever and DTP-hepB-Hib 





�  The country would aim for a maximum wastage rates of 25% is set for the first year with a plan to gradually reduce it to 15% by the third year. For vaccine in single or two-dose vials the maximum wastage allowance is 5%. No maximum limits have been set for yellow fever vaccine in multi-dose vials.





� The buffer stock for vaccines is normally set at 25%. This is calculated by using a buffer stock factor of 1.25 that is applied only with the first stock of doses required to introduce the vaccination in any given geographic area. In case the introduction of the new vaccines is done in annual phases, the factor of 1.25 is applied only to the difference in numbers of annual targets of children. The factor is 1 for other following years. If these vaccine wastage rates cannot be achieved immediately, the proposal has to provide a rationale for a higher rate in Section 6, and plan for wastage reduction should be included.





� A maximum wastage rate of AD syringes of 5% (= AD syringes wastage factor of 1.053) is applied to the total number of vaccine doses required, excluding the wastage of vaccines. 





� Only for lyophilized vaccines : Yellow Fever and DTP-hepB-Hib 





� The preferred mechanism is payment directly to a Government account (Guidelines on Country Proposal # 5.1)


� Please submit hard copy documents with an identical electronic copy whenever possible
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