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1. Executive Summary

Yemen shares most of the social ‑economic problems associated with the least developed countries. The GNP per capita is 350 US$. The economy as a whole and the national currency have been relatively stable. GDP increased from US$6.8 billion in 1999 to US$ 9.2 billion in 2000 however, the living standard for many Yemeni families has decreased. The percentage of the population residing in absolute poverty has reached an estimated 30%. Although Yemen's fiscal situation has improved substantially in recent years due to government emphasis on restoring fiscal stability in the second half of the 1990s, overall public expenditure of the health sector in low accounting for only 1.4% of GDP and about 5% of total government spending. The health care system in Yemen consists of a large public sector along with a sizeable private sector. Public health care is organised at these levels: primary health care supported by secondary and tertiary referral care. Although quality of service, coverage and accessibility still represent major challenges, the overall impact on basic health services is demonstrated in a drop in the IMR from 80 in 1996 to 75 in 1998 and in the USMR from 112 in 1996 to 104 in 1998.

Basic Data and indicators
Year
Value

• Midyear population estimates
2000
18.3 million

• Annual growth rate
1998
3.5

• Total fertility rate ( 15‑49)
1997
7.5

EPI fits under PHC and medical services. EPI is considered a successfül public health programme in Yemen. Progress has been achieved specially during the last five years .Improvement has been noted in overall EPI management, functioning of the cold chain, targeting measles and NINT in addition to polio eradication through campaigns. The goverriment is committed to contributing to the cost of vaccines. (currently the Govemment is purchasing, through UNICEF, approximately 24% of all vaccines, safety boxes and auto​ destruct syringes from their own resources ). The Ministry of Public Health (MoPH) has reached an agreement with the NEnistry of Finance to increase the financial contribution to vaccine by 10% yearly.

DPT3 coverage has improved over the last few years from 51% 1997 to 73% in the year 2000. MoPH plans to introduce combined DTP-HepB-Hib vaccine by June 2002 and request GAVI to provide this vaccine. It was decided to submit only for one choice. We believe this choice is the optimal one.

Estimates of the Hepatitis‑ B related disease burden were calculated using seroprevalance data provided by the Yemeni (central Laboratory. It is estimated that over 2,000 Yemeni adults are dying each year from hebatoma and cirrhosis resulting from chronic hepatitis‑B infection .11: is estimated as many as 15,843 of the children born this year will die from those outcomes in the future if not protected from infection. (Yemen Trip Report, WHO/ENIRO/Nov. 2000)

.

The requested number of doses of DTP ‑ Hep B ‑ Hib combination vaccine is approximately

two million doses per year.

Yemen now has an active and functioning inter ‑ agency co‑ordination committee

( ICC) Key partners are represented Meeting of the heads of the country office of WHO and

UNICEF and representative of the Government of Japan and the World Bank have become

more frequent. The Minister of Public Health and Population chairs the meetings. The

Deputy Minister for Health Care and Medical Services is a member of the committee and the

EPI national manager has been assigned as a secretary to the committee

The MoPH produced a strategy document on health sector reform in 1998 and certain

Components of the reform are already being implemented. The reform is focussed on

improving management, decentralizing management functions to districts, implementing cost

sharing and cost recovery with users and strengthening the role of the MoPH in policy making

and supervision while reducing its role in service delivery .

Yemen is resubmitting this application to GAVI after completing what was found to be

insufficient in the previously submitted proposal (last September). An overalll immunization

Assessment was conducted. A multi ‑year strategic plan for immunization was revised and an

introduction plan for the requested under used and new vaccines

(Hep B and Hib) was developed. A plan of action ( 2001 ‑ 2005 ) to improve injection safety

and safe disposal of injection equipment in Yemen EPI was also developed .

2. Signatures of the Government 

The Government of Yemen

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 : Prof. Dr. Abdul Nasser Ali Al-Muniabari

Title:
The Minister of Public Health and population

Date:
April 18, 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, which 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/Organisation
Name/Title
Date              Signature

WHO
Dr. Hashim Al-Zain

WHO Representative


UNICEF
Mr. Leonard De Vos

UNICEF Representative


JAPAN
Mr. Yoshiaki Hata
Councillor, Embassy of Japan


WORLD BANK
Mr. Hashem Awnallah

Operations Officer


















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

Name: MOHAMMED A. KOLAISE   

Title/Address: EPI NATIONAL MANAGER 
Tel No: 967.1.241353  


Fax No.: 967.1.508353 

            
E-mail. : EPIYEM@Y.NET.YE
 

Alternative address:
Name: DR. ABDULKARIM ALI SHIBAN   Title /Address: DEPUTY MINISTER 
Tel No.: 967.1.252246

            
Fax No.: 967.1.252247

            
E-mail: PHCMOPH@Y.NET.YE
3. Immunization-related fact sheet

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


Population
18 300 000

(1)


GNP per capita
350 $US

Surviving Infants* 


592 463
Infant mortality rate 
75/ 1000     (2)

Percentage of GDP allocated to Health
4%
Percentage of Government expenditure for Health Care
4%

* Surviving infants = Infants surviving the first 12 months of life
(1): This is an estimated 2000 population size from the last 1994 population census, Data are provided by  
       The central statistic organization.  (see attached letter for more details)
(2) Source: central statistic organisation. (1999 data)
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

               (3)

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


1999
2000
1998
Age group
1999
Age group

1999
2000
1998
1999

BCG
78
78,2




Tuberculosis





DTP
DTP1
83.5
84,8




Diphtheria
3





DTP3
72
72,8




Pertussis






[(  DTP1 - DTP3)   /   DTP1 ]   x  100
13.4
14,1










OPV3
72
72.8




Polio
24




Measles
74
71,4




Measles
26126 (4)
3046



TT2+ 

Pregnant Women
26
31.3




NN Tetanus
131
173



Hib 






Hib





Yellow Fever






Yellow fever





HepB  

14,8




HepB seroprevalence (if available)
12.7%




(1) The sources of these reports are:

EPI routine immunization surveillance data, MoPH annual report 1999, 2000.
The reporting system include all public health facilities and part of the private sector
(2) These data are collected from the following surveys: 

MoPH did not undertake any cluster survey during the last 3 years
(3) Sources of information’s:
Hepatitis B: A survey conducted in 1988 revealed that HbsAg prevalence in the general population was 12.7%
· Measles, NN tetanus, tuberculosis, diphteria, pertussis: health diseases information system

· HiB: estimation from WHO

· Polio: AFP surveillance system

(4) This figure was reported to WHO by the statistical department,

.
Summary of health system development status:
Organization of the ministry of health:

The Ministry of Health is responsable for all health services in Yemen and is organized into 3 sectors: medical services and primary health care, health development and planning, pharmaceutical and medical supplies. A deputy minister chairs each sector. EPI is part of medical services and primary health care sector.

Health services

Yemen adopted the primary health care approach to health services in 1978. To implement primary care, Yemen has utilized a traditional facility based, three-tier health delivery system of health units, health centers and hospitals.

In the public sector, there are 711 temporary health units in small villages, 1149 fixed health units in medium size villages, 469 health centers in large villages, 79 district hospitals with 2968 beds, 25 governorate hospital with 3517 beds and 14 specialized hospitals with 3814 beds. In 1999, there were 2.16 physicians and 5.9 hospital beds per 10,000 populations.

Health Sector Reform

In 1998, the Yemeni health system was assessed and a strategy was designed (Health Sector Reform) to address current constraints. Some indicators of the crisis facing the public health sector included:

· Per capita health care budget of 3.60 $ in 1996 and public health expenditures representing only 4.2% of total public expenditures;

· Lack of essential drugs and services in government health facilities leading to a bypass rate of between 42 to 73%;

· Low geographic access with only 30% of the rural population having access to health care and only 50% as general access (MOH, 1995);

· The personnel contribution of households to health care costs is 75%;

· A largely unregulated and low quality private sector, with many private facilities unlicensed;

Health Sector Reform has been planned to occur within the overall context of government reform that is based on decentralization, democratization, civil service reform (or modernization), and financial restructuring. The long-term objectives of the health sector reform program are as follow:

· Adequate/universal access to health care services;

· Equity in both the delivery and eventually the financing of health care;

· Improved allocation and technical efficiency of the service delivery system;

· Improved quality of health services;

· Long-term financial sustainability.

The key elements of the reform are:

· Decentralization: the district level administrative structures include, the district health council, district hospital board and district health management team.

· Redefinition of the role of the public health sector: redefining the limits of the public health service system, developing policies for encouraging alternative health care providers and rationalizing the budget with effective and efficient reform strategies 

· District health system: management by teamwork, community authority and participation and management decentralized to district level

· Cost sharing in order to secure sufficient through revenues from fees and charges for services in order to improve maintenance of facilities. 

· Essential drugs policy 

· Intersect oral cooperation at the level of the district and the community

· Encouragement of participation by the private sector and NGOs,

· Encouragement of innovation and 

· Sector wide approach to donor funding and programming

Supporting documents:  (only copies of relevant pages are attached)
· Overall government health policies and strategies: 
Document number…(1)………..

· Structure of the government health services and how it relates to immunization services (with an organisational chart)

Document number…(2)………..

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


Document number…(3)………..

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


Document number……(4)……..

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: Higher Coordination Committee 

In order to improve the coordination in the health sector, the MoPH organizes regular meetings with donors. This inter-agency coordination committee has a sector wide concern, including EPI activities. Regarding EPI questions a technical committee including WHO, UNICEF, Japan, World Bank and MoPH meet regularly in order to coordinate EPI activities. These meetings are more frequent during preparation of NIDs. The MOH has set up a specific department of liaison, and produced "guidelines for development agencies". Since 2000, the ICC is more involved with EPI routine vaccination issues, special meetings were hold to discuss safety of injection, financial sustainability. During 2001, the ICC members were closely involved in preparing GAVI application. Recommendations for previous GAVI reviews were discussed within the ICC, as well as the five-year plan and the plan of introduction of new vaccines.

· Date of constitution of the current ICC: 20/10/1996

· Organisational structure (e.g., sub-committee, stand alone) 
· Frequency of meetings: 4 times/year
· Composition:
Function


Title / Organization
Name

Chair


The Minister of health
Prof Dr. Abdullah A. Nashir

Secretary


The national EPI manager
Mr. Mohammed Ali Kolaise

Members
· Deputy Minister for PHC and medical services

· Representative of WHO

· Representative of UNICEF

· Representative of Government of Japan

· WORLD BANK

Dr Abdulkarim Ali Shaiban 

Dr. Hashim A. El-Zein

Mr. Leonard De Vos

Mr. Makoto Yamatae

Mr. Hashem Awnallah 

During 2001, new members from various ministries and NGOs were invited to join the ICC. (Ministry of finance, representatives of Yemen Women Union)
· Functional relationships of the ICC with other institutions in health sector: 
- University: collaboration in applied research
1. Major functions and responsibilities of the ICC:

1. To coordinate support from government, partner agencies and others to strengthen EPI

2. To assess the EPI program activities 

3. To develop and monitor an EPI communication and social mobilization plan

4. To create a fund raising mechanism both externally and locally (government and private sectors)

5. To ensure co-ordination among key partners and government in planning and implementation of EPI

6. To provide MOH with EPI related technical advices.

· Three major strategies to enhance ICC role and functions in the next 12 months:

1. To mobilise other partners for child health (expand partnership)

2. To reinforce the ICC involvement in monitoring and evaluating performance of immunization services 
3. 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:

1. Drop out rate

2. Vaccine wastage rate

3. Safety injections practices (availability of supplies and equipment, vaccinators’ skills and disposal aspects)
Attached are the supporting documents:

· ICC’s work plan of next 12 months


   Document number…(5)…….

· Terms of reference of the ICC


   Document number…(6)……….

· 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 number……(7)…….

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 assessment
Main participating

agencies
Date

1-Assessment on viral hepatitis

situation
WHO
1998

2-Measles surveillance review
WHO
1998

3-Assessment of safety injections

and disposal
WHO
1999

4- Assessment o the quality of

vaccines and safety of injections
WHO
19-30 Jan 2000

5- Assessment of Hib situation
WHO
9-15 Nov 2000

6- Review of progress in measles surveillance and implementation oh HRA to MNT in Yemen
WHO
9-30 Sept 2000

6- Yemen EPI review
WHO
5-22 Jan 2001

7- EPI cold chain review
WHO
7-22 Jan 2001

8- MNNT in Yemen
WHO
30 June-18 July 2001

9- Measles control assessment in Yemen
WHO
April 2001

10- Safety injection survey
WHO
June 2001

· The three major strengths identified in the assessments:

1. Improvement in coverage rates for all vaccines during the last three years

2. Improvement in cold chain capacity

3. Investment for safety injections  

· The three major problems identified in the assessments:

1. Lack of reliability of the diseases surveillance system

2. Poor accessibility to health facilities in rural areas

3. Insufficient training of EPI workers

· The three major recommendations in the assessments:

1. Improvement of diseases surveillance

2. Reinforcement of training activities and supervisory visits

3. Improvement of managerial skills at the governorate and district levels

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

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


Document  number…(8, 8a, 8b, 8c, )..



· 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…(9)..

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

Title of the assessment
Month/Year

1. Assessment of health surveillance system
01/2002

2. Assessment of immunizations missed opportunity
09/2002

3. Assessment of mother baby transmission of Hep B virus
09/2002

4.   National coverage survey 
03/2003

5. Multi-Year Immunization Plan

Based upon the recommendations of the assessment of immunization services, the Government has developed 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

· Implementing the 5 year plan: achievements in 2001
Document number 10

Document number 10  bis

The attached 5year plan was first designed in 2000. Many expert missions were undertaken after edition of the first draft, and gave numerous recommendations. GAVI review committee gave also comments on the first draft copy. Therefore it was decided to revise that plan in order to incorporate recommendations and plan for actions to be undertaken. The revised document was discussed and commented by ICC members. The situation analysis changed however since the first draft was edited, but for practical reasons we decided to keep it in the main document as it was and to add a new document (10 bis) related to achievements during last year with some updated information on the situation analysis.

· Table 3: Vaccination schedule with traditional and new vaccines (add/correct/fill in as appropriate)


AGE
Visit
Traditional antigens
New vaccines 

     Birth
1
BCG
OPV0






  6 weeks
2

OPV1
DTP1
HepB
DTP-HepB-HiB



10 weeks
3

OPV2
DTP2
HepB
DTP-HepB-HiB



14 weeks
4

OPV3
DTP3
Hep B
DTP-HepB-HiB



  9 months
5



Measles, HepB




· Table 4.1: Baseline and annual targets
   


Baseline
Targets


2000
2001
2002
2003
2004
2005
2006

Total population (thousands)
18 300
18932
19607
20328
21081
21851
22648

# Of births
640500
662620
686245
711480
737835
764785
792680

# Of infants’ deaths
48038
49697
51468
53361
55338
57359
59451

Surviving infants
592436
612924
634777
658119
682497
707426
733229

Drop out rate [(DTP1   - DTP3)   / DTP1] x 100
14,1
12
11
11
10.5
10
10

DTP3 coverage
0.73
0.76
0.78
O.80
0.85
0.90
0.90

Children vaccinated with DTP3  * 
431185
465822
247563  





Children vaccinated with

DTP-HepB-Hib


247563
526495
580123
636684
659906

Children vaccinated with 

HepB3
87558
91938
4760





NB: we plan to introduce the new vaccine by first June 2002, therefore during that year half cohort will receive DTP and half will receive DTP-HepB-Hib.

Number of children to receive HepB is calculated considering 15% coverage 

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

One of our major objectives for the next five-year is to raise immunization coverage for all EPI targeted diseases. Our strategies and action steps are the followings:

Strategies and Action Plans:

1.1 Ensure sustainable and sufficient funding for the EPI program 

1.2 Increase access to public immunizations services

Action plan:
· Conduct a study to assess accessibility to services and participation of private sector and NGOs. 

· Introduce EPI activities in all PHC facilities. 

· Ensure that vaccination is efficiently and regularly delivered in all fixed centres 

· Creation of additional EPI fixed immunization centres in order to reduce the dependence on outreach activities 

· Ensure the necessary equipment for new fixed centers

· Develop a plan for training EPI staff in new services

· Ensure sustainable outreach services for remote, hard to access areas that cannot be covered by fixed centres (revision of national guidelines, more appropriate micro-planning and better supervision)

1.3 Reduce drop out rates


Action plan: 

· Conduct a study to analyse missed opportunies

· Train at the district/service delivery level on ways to reduce missed opportunities and health education techniques

· Provide health facilities with appropriate charts showing immunization days and outreach sites/day:
·  Develop technical committee at national level to provide “Standards of Immunization Practices” to optimise the delivery of immunization services. 

· Request supervisors to check registers, and question on defaulters identification and follow up

· Organize a meeting with regional EPI staff to identify the most appropriate ways to track defaulters

· Revise routine reports to include information on drop out and on actions undertaken to track defaulters

1.4 Reinforce social mobilization for routine immunization 

Action plan:

· Use polio eradication, measles and NNT activities to promote routine immunization

· Conduct training of provincial and regional EPI managers on social mobilization techniques.

· Integrate social mobilization activities in EPI plans at all levels

· Production of appropriate material for mass media and for interpersonal communication 

1.5 Training of governorates and districts program managers on key elements in the five-year plan.

Action Plan:

· Development of a training plan and materials for the introduction of  new strategies in the 5 year plan.

· Organize regular meetings with EPI managers to assess progress in implementing activities and achieving objectives of the 5 year plan

1.6 Improve EPI routine reporting system (see objective)

   Action plan:

· Conduct a study to assess the current reporting sytem 

· Revise forms to incoporate new indicators  (wastage rate…)

· Reinforce training on reporting modalities

· Conduct more frequent focused supervisory visits

· Ensure a regular feed back and actions at all levels, after receiving routine reports

1.7 Involving the private sector in EPI activities

Action plan: 

· Organize a workshop with the private sector to investigate its sensitivity and degree of possible participation

· Define the practical modalities of implementation

· Identify volunteers and begin on an experimental basis with special agreements for vaccination, epidemic surveillance and safe injection practices with the private sector and NGOs.

1.8 Conduct nationwide immunization coverage survey  

Action plan:

· Cluster survey to assess immunization coverage
· Summary of the major action points and timeframe for reduction of vaccines wastage rate
Since DTP will be used since May 2002, we present thereafter the major strategies for reduction of wastage rate. These strategies will continue to apply even after the introduction of DTP-HepB-Hib (2 doses vial, 5% wastage rate).

 
Table 4.2: Estimate of annual DTP and DTP-HepB-Hib wastage rates

Vaccine
1999
2000
2001
2002
2003
2004
2005

DTP  2
25
25
23
20




DTP-HepB-HiB 



5
5
5
5

                   Action plan:
1. Reinforce the application of the open vial policy:

· Open vial policy practices will be added to the supervisory checklist

· New and refresher training will emphases on the open vial policy

2. Improvement of the cold chain equipment and vaccine ordering and distribution 

3. Reinforcing cold chain maintenance 

4. Raising demand for immunization 

5. Diffusion of messages and posters to increase awareness of vaccine wastage among EPI staff 

6. Monitoring of wastage rate at all levels (this indicator will be added to the reporting forms)

· Summary of the safe immunization plan (Guidelines on Country Proposal # 3.):                                                             
1. Continue to provide an adequate supply of AD syringes, safety boxes 

Action Plan:

· Training at district and service delivery level 

· Establish reliable estimates of injection requirements, minimum stock levels and effective supply and distribution systems for injection and disposal equipment.

· Secure the required budget for injection safety including safe disposal of used equipment

2. Reinforce the application of safety injection procedures

Action Plan:
· Conduct a study to assess knowledge, attitude and practices of the EPI workers as well as the availability of the various materials for safety injections.

· Revise and adapt the training material to incorporate appropriate guidelines on injection safety

· Revise supervision checklist to incorporate safe injections procedures 

· Assure a wide distribution of the “injection policy” document
· Reinforce supervision at the health facilities level
· Develop a surveillance system for safety of injections following WHO guidelines
3. Provide training to all EPI workers on injection safety procedures to acquire    

      appropriate skills   using the AD syringe and their proper disposal

Action Plan:

· Advice medical and nursing schools to incorporate safe injection procedures in their training curricula.

· Provide a specific training to all newly appointed EPI workers 

· Ensure on job training on safety injection procedures.

4. Ensure adequate disposal of injection materials at each facility
Action Plan:

· Develop simple guidelines for appropriate waste disposal 

· Ensure all necessary supplies available at every provider location to safely and properly dispose of vaccination materials

· Ensure all materials are properly destroyed after disposal through regular supervisory visits

· Conduct a national workshop involving all relevant ministries to design a strategic plan for waste disposal

· Seek for donor’s support to implement the strategic plan   

.   

5. Reinforce the system for detecting and investigating adverse events following immunization

Action Plan:

· Nominate an expert committee

· Assure proper training of EPI staff

· Revise supervision checklist
· Reinforce supervision 


6. Improve community awareness about safety
            Action Plan:

· Design a strategy for advocating safety of injection targeting decision makers and general population

· Give support to local initiatives

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…(12)

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

In 1996, the government of Yemen committed to eradicate polio by the end of 2000. The eradication activities begun with conducted NIDs in 1996, followed by two rounds of NIDs par year, targeted all children below 5 years. Yemen has so far implemented 5 campaigns. During the first round of the NIDs, 3.1 million children received a dose of OPV, while 3.5 millions children were immunized during the second round. In 1997, even better successes were achieved when 3.4 million children were targeted. During the first round 3.6 million children were immunized, and 4.1 million children during the second round. The following campaigns undertook in 1998, 1999, 2000 were also very successful.  In March 2000, WHO excluded Yemen from the list of endemic countries. The main reasons for the success include, a very high political commitment, cooperation of different government sectors, effective social mobilization, strong community participation, support from international partners and detailed and accurate planning. In addition to achieving a high coverage of OPV, the success of the NIDs had major impact in the effort of revitalizing the EPI: increasing the allocated budget, raising awareness of the community regarding vaccination, boosting the morale of health workers and increase in donors support.

In 1998, a concerted effort was begun to implement active surveillance for Acute Flaccid Paralysis (AFP). In 1999, there were 109 AFP cases reported in Yemen; 25 cases were classified clinically as polio. In 2000, 152 AFP cases were reported and investigated and only one case had been considered as polio compatible case. No wild polio o virus had been isolated. Yemen has had great success in conducting NIDs and it is expected that certification of polio eradication can now be achieved by 2005.

The main constraints to achieve this goal are mainly shortage of transportation and difficult access to some mountainous areas, which is related to the lack of appropriate transportation.
The aaction Steps for the next five years are the followings: 


1. Conduct NIDs in 2001 and 2002.
2. Continue sub-NIDs for high-risk district through 2003. 
3. Conduct mop up campaigns in targeted high-risk areas. 
4. Ensure that indicators for AFP surveillance are met for all governorates by 2003.

5. Reinforcing training and supervisory activities 
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.).

OBJECTIVE 8: IMPROVE SURVEILLANCE FOR EPI TARGETED DISEASES 

Strategies, Issues and Action Plan

8.1 Coordinate surveillance efforts at the central level between the Statistical  



     Department and the Epidemiology and Surveillance Center in MOH.

Action plan:

· Form a surveillance working group to include representatives from the Statistics Department, Communicable Disease Control, Malaria and TB programs, and Primary Care directorate. This working group should revise the current list of reportable diseases and develop national guidelines on surveillance. Revised surveillance forms should be developed and distributed to MOH facilities.

· Training at central level for governorate level on list of notifiable diseases, case definitions, epidemiological concepts, use of computers and feedback of surveillance data.
· Mid-level and district level training on communicable disease surveillance

8.3 Improve the quality of surveillance

 Action plan: 

· Carry out an assessment of the current surveillance system 

· Strengthen and improve existing Information systems by introducing computers and email communication at the governorate level

· Develop and print guidelines for communicable disease surveillance

· Training on list of notifiable diseases, case definitions, epidemiological concepts, use of computers and feedback of surveillance data.

· To strengthen the central lab facilities through the equipment and procurement of reagents.

OBJECTIVE 9: TO ENSURE COMMUNITY PARTICIPATION 
Strategies, Issues and Action Plans:

9.1 Advocacy with local authorities 
Action plan:
· Meetings of EPI teams with authorities at the regional and district levels

· Organize national workshops involving health administrators 
· Activate the local health committee
9.2 Involving health professionals

Action plan: 

· Developing materials for health education 

· Organizing orientation meetings for health professional.

· Organize training for health workers on health education.

·  Provide technical and materiel supports for health education at the local level

· Implement a school health education program in collaboration with the appropriate directory.

9.3 Increase community awareness 
Action plan: 

· Conduct KAP vaccination study and identify the best channels and message to use

· Establish a mass media communication program, using results from sociological studies 

· Support local innovative experiences aiming to increase social mobilization

· Organize national workshop on community awareness. 

· Involve village leaders in local planning activities in order to get their commitment to EPI coverage objectives and their full participation in the planned activities 

9.4 Increase coordination of immunization activities among all partners

Action plan:

· Enlarge ICC members to include representative from different ministries and national NGOs 

· Strengthen provincial coordination in order to be more effective in the field, taking into consideration the local specificity.

· Review the current terms of reference of ICC and revise according to the objectives of the comprehensive EPI plan

· Plan to have fixed regular ICC meetings

·  General EPI booklet may be used for partners at central and local level

OBJECTIVE 10: TO STRENGTHEN EPI LOGISTIC CAPACITIES  

Strategies, Issues, and Action Plans

10.1 Upgrade transportation services
        

Action plan: 

· Assess the exact status of the present fleet and introduce a transport management system (for inventory, monitoring of use, and cost analysis etc

· Define a plan for renewal and maintenance

     10.2  Renew cold chain and improve its storage capacity  

Action plan:

· Establish a plan for renewal considering the procurement of 3 walk‑in cooling and 1 walk‑in freezer rooms for the National Vaccine Store, Sanaa, and 1 combination room for National Vaccine Store, Aden

·  Keep an up graded annual computerized inventory of the cold chain allowing for the identification of needs for new equipment, substitution of equipment, spare parts, fuel and others. 

10.3 Improving communications

Action plan:

· Each governorate should include in their 5 year plan strategies to improve communication
· A national plan to improve communication to be designed and implemented
10.4 Reinforcing cold chain Maintenance

 
Action plan:

· Conduct training on repair of CFC ‑ free equipment for technicians

· Implement the four regional workshops

OBJECTIVE 11: TO REINFORCE VACCINE MANAGEMENT AND QUALITY

Strategies, Issues and Action Plans
11.1 Ensure proper vaccine management 

Action plan:

· Provide training on vaccine forecasting, storage, and handing at all levels

· Strengthen the cold chain surveillance system. through supervision and monthly monitoring

· Introduce a suitable software and computer equipment for implementation of proper stock management, and at the saine conduct training for store keepers, at national and sub‑national levels

11.2 Reduce wastage rate
Action plan:
· Reinforce the application of the open vial policy:

· Open vial policy practices will be added to the supervisory checklist

· New and refresher training will emphases on the open vial policy

· Improvement of the cold chain equipment and vaccine ordering and distribution (see above sections)

· Reinforcing cold chain maintenance (see above sections)

· Raising demand for immunization (see above sections)

· Diffusion of messages and posters to increase awareness of vaccine wastage among EPI staff 

· Monitoring of wastage rate at all levels (this indicator will be added to the reporting forms)

OBJECTIVE 12: TO STRENGHTHEN EPI MANAGERIAL PROCESS

Strategies, Issues and Action Plans:

12.1 Strengthen EPI managerial capacity at all levels

Action plan:

· Use  management tools for district micro plans
· Establish guidelines to assess region, province and district performance

· Develop comprehensive multi year plan for each region

12.2 Strengthen supervision at all levels

Action Plan:

· Assure training for all supervisors through a mid-level management course

· Revise supervisory check lists

· Conduct a study has to assess the current situation of supervision and required training for the supervisors. 

12.3 Strengthen monitoring EPI activities at all levels

Action Plan:

· Assure a regular analysis of data at the provincial and regional levels

·  A revision of the EPI monitoring indicators for each level is indicated

· Revise forms in order to incorporate new EPI indicators and provide appropriate related training

· Organize regular meetings with provincial and regional EPI teams to share experiences and discuss monitoring finding

· Assure feed back for all received reports at all levels

· Review and monitor the implementation, progress and strategies of the current plan 

· Use of  EPI activities monitoring chart in health facilities 

OBJECTIVE 13: ASSURE ADEQUATE FUNDING FOR IMMUNIZATIONACTIVITIES FROM NATIONAL AND INTERNATIONAL PARTNERS

. 
Strategies, Issues and Action Plan

13.1 Ensure efficiency using resources

Action plan: 

· Improve the EPI efficiency by identifying the compressible costs and inefficiencies

· Develop and manage budgets, and allocate funds appropriately 

· Coordinate with financial units to ensure adequate timely release of funds to the regional level

·  Coordinate with neighboring countries to have a global purchase of vaccines (to get reduced prices) 
· Increase demand for EPI activities (refer to relevant objectives in 5 year plan)
· Reinforce district implementation in order to optimize the use of resources between health units 
13.2 Ensure continuous resources mobilization

 Action plan:

· Assure a wide distribution of the five-year plan to all potential donors

· Organize a workshop with all partners to discuss EPI financial sustainability 

· Assess the current cost of EPI and the estimated direct and indirect contribution of each partner

· Gradually increase the government contribution 

· Coordinate with financial units to ensure adequate timely release of funds to the regional level
· Strengthen community participation (volunteers, vehicle landing)

· Convince other ministries to support EPI by sharing some of their own resources

·  Effectively manage external partnerships

·  (if new or under-used vaccines have been already introduced)

Lessons learnt about storage capacity, staff training, cold chain, logistics, drop out rate, wastage rate etc…in relation to the current experience with new and under-used vaccines:
Hepatitis B is highly endemic in Yemen and introduction of HepB vaccine into EPI has been a long-standing goal of the MOH. In November 1998, an experimental introduction of HepB vaccine (plasma derived, 10 doses vial, AD syringes) was conducted in one center in Sana’a. From January to April 1999, actions were undertaken to expand introduction of this vaccine: all registers and immunization cards were revised, new manual was edited, training targeting supervisors and health workers was conducted, a strategy for social mobilization was designed and conducted. In December 1999,Yemen changed to HepB recombinant vaccine. 

The MOH experimented a cost recovery program: HepB vaccine was free for children less than one year, but children aged more than one year and adults were requested to pay the vaccine. HepB vaccine was also provided for the health sector with moderate price. The proposed schedule was 6,10 weeks and 9 months of age. The cost recovery program was high successful in the first year and the MOH collected considerable revenue. The vaccine was first introduced in 23 districts belonging to all governorates (1 district by governorate) and later on expanded to all districts in the country (HepB vaccine is only provided in main urban health facilities of the district) Because of financial constraints Yemen could not introduce the vaccine for the whole country. The HepB vaccine introduction was closely monitored:  frequent supervisory visits, regular meetings of the Hepatitis committee chaired by the Minister. No problem related to the cold chain capacity was reported. This new vaccine was well accepted by the population and health workers, however, since the beginning of 2000, some rumors regarding hypothetical adverse effects of the vaccine were circulated. The impact of these rumors was relatively low on the vaccine calendar observance. Lessons learnt from that experience is the following:

· Social mobilization should be a continuous effort to increase community awareness

· The vaccine should be free of charge free for all children. In fact the recovery program was ended by the government by mid 2001

· Professional mobilization including private sector is essential

· HepB vaccine indirectly increased measles coverage because of the adopted schedule
· Required number of doses and presentations of requested, first preference, new and under-used vaccines: DTP-HepB-Hib
· (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 DTP-HepB-Hib. Vaccine (2 doses vial)y


2002
2003
2004
2005
2006

A
Actual number of children to receive new vaccine* (match with targets in table 4.1)
247563
526495
580123
636684
659906

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

C
Estimated wastage rate in percentage

5
5
5
5
5

D
Wastage factor [= 100 / (100-C)]
1.05
1.05
1.05
1.05
1.05

E
Buffer stock factor 
 for vaccines 
1.25
1.125
1
1
1

F
Total vaccine doses needed [= A x B x D x E]
974779
1865767
1827387
2005555
2078704

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]
974779
1865767
1827387
2005555
2078704

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]
977565
1871098
1832609
2011285
2084643

L
Reconstitution
 syringes [= H / I]
487390
932884
913694
1002778
1039352

M
Total number of syringes requested from the Fund     [= J + L]
1464954
2803982
2746301
3014061
3123995

N
Total number of safety boxes requested from the Fund [= M / 100]
14650
28040
27463
30141
31240

*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.
Buffer stock for 2003: The constitution of the buffer stock will not  be complete in 2002 because the   vaccine will be introduced by June. Therefore a buffer stock factor of 1.25 will be applied to half needed DTP-HepB-Hib vaccine and a buffer stock of 1 is applied for the remaining half quantity of vaccine required for 2003. The global buffer stock factor is calculated as 1.125

(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

HepB
The epidemiology of hepatitis in Yemen
1988
HbsAg: 12.70/o of general




population




* 45.7% had some marker




Of hepatitis B infection

Hib
Assessment of Hib situation
November 2000
Estimate1100 to 4,5 00




Deaths occur every year due




to invasive Hib diseases

· 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 (11)

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.):

Status: Convinced that immunization is  an essential component of child rights, the governemt of Yemen commited itself to make vaccination services free of charge. The government is committed to contributing to the cost of vaccines. In 2000, the government of Yemen funds 24% of funding to support the purchase of vaccines, safety boxes and AD syringes for the EPI program. The Ministry of Public Health has reached an agreement with the ministry of finance to increase the financial contribution to vaccine purchase and EPI activities by 10% yearly. The last EPI review showed that EPI funds were not rapidly released to governorates. 

Strategies, Issues and Action Plan

13.1 Ensure efficiency using resources

Issues: Yemen is planning to submit an application to GAVI in order to introduce HepB and Hib vaccines. GAVI support will be available only for 5 years. Therefore it is crucial for Yemen to design plans to ensure financial sustainability in order to be able to continue providing these vaccines to the population. The financial sustainability plan should identify ways to improve the EPI services efficiency, and to gradually increase the government and donor’s contribution.
Action plan: 

· Improve the EPI efficiency by identifying the compressible costs and inefficiencies

· Develop and manage budgets, and allocate funds appropriately 

· Coordinate with financial units to ensure adequate timely release of funds to the regional level

·  Coordinate with neighboring countries to have a global purchase of vaccines (to get reduced prices) 
· Increase demand for EPI activities (refer to relevant objectives in 5 year plan)
· Reinforce district implementation in order to optimize the use of resources between health units 
13.2 Ensure continuous resources mobilization

Issues: The donor’s contribution was not stable during last 10 years. In order to guarantee delivery of EPI activities, donors should commit to sustainable financing of EP activities. The government of Yemen committed itself to strengthen EPI, and a budget line was created in the national budget. 

 Action plan:

· Assure a wide distribution of the five-year plan to all potential donors

· Organize a workshop with all partners to discuss EPI financial sustainability 

· Assess the current cost of EPI and the estimated direct and indirect contribution of each partner

· Gradually increase the government contribution 

· Coordinate with financial units to ensure adequate timely release of funds to the regional level
· Strengthen community participation (volunteers, vehicle landing)

· Convince other ministries to support EPI by sharing some of their own resources

·  Effectively manage external partnerships

· Tables of expenditure for 1999 and resource needs detailing the sources of funds are attached in Annex 1.
Document number. (12)….

· 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



World Bank
Document number ……


Japan
Document number ……



Document number ……

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

· 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 number NA…

8. Summary of requests to GAVI/GFCV
With reference to all points presented above, the Government of Yemen 

· 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 for 2000 was 73% corresponding to 431185 numbers of children vaccinated with DTP3.

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


· NEW AND UNDER-USED VACCINES SUB-ACCOUNT (tick only one)           
To supply the following vaccines:  DTP-HepB-Hib 

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…

DTP-HepB-HiB
(1) Combination
June 2002
974779



(2) 2 doses/vial





(1) 





(2) 





(2)




* 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                          By GOVERNMENT  

· (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 

There is a need to have a long-term management strategy to protect the EPI program. from

Unforeseen management shake-ups and to ensure that there are enough trained / back‑up personnel

able to continue the progress being made ‑ there is also a need to systematize the approach being

used to secure the annual fund allocation for EPI and the sustainability of the process.

ANNEX 1

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

Table 1
Ref.

#
Category / Line item
Central Govern-ment
Private sector
Donor 1

WHO
Donor 2
UNICEF
Donor 3
JAPAN
Total Expenditure in 1999

1.
Vaccines, AD syringes…









1.1
· Line item 1 (ROUTINE)
230,024


464,170
224,000


1.2
· Line item n  (NIDs, SIA)



400,000
450,000


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







2.1
· Line item 1 (ROUTINE)
283853



1,900,000


2.2
· Line item n…(NIDs, SIA)


111,000

96,000


3.
Other item immunization specific









3.1
· Line item 1 (ROUTINE)
395007

269,900
185,830



3.2
· Line item n… (NIDs, SIA)
565,912
10,000
250,339
195,000



Total expenditure in 1999


$ 1,474,796
$ 10,000
$ 631,239
$ 1,245,000 
$ 2,670,000 
$ 6,031,035 

Table 2
Budget for 1999

(Fill in a similar table for subsequent years)  



Contributions committed by partners
Total projected needs  
Unmet needs

Ref.

#
Category / Line item
Central Govern-ment
Local Govern-ment
Private sector
Donor 11
Donor 2
Donor 3
Donor 

n.. 2



1.
Vaccines, AD syringes…












1.1
· Line item 1










1.2
· Line item n3…










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










2.1
· Line item 1










2.2
· Line item n…










3.
Other item immunization specific












3.1
· Line item 1










3.2
· Line item n…










Total commitment 












1
If 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

ANNEX  2

Summary of documentation
 requested

Background information on Health System Development status

a) Overall government health policies and strategies 
Document number……

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 number……

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


  Document number……

d) Government policies on private sector participation, as it relates to immunization services.
Document number……

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

e) ICC’s workplan of next 12 months
Document number…….



f) Terms of reference of the ICC 


Document number……

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


Document number……

Immunization Services Assessment

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


Document number……

i) Summary of the recommendations of the assessment report with remarks on the status of implementation of each recommendation.


Document number……

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 number……

k) 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)

l) Safe injections Plan


Document number……

Document number……

Unmet needs requiring additional resources

m) Tables of expenditure for 1999 and resource needs (Annex 1)
Document number……

n) Agreement made with other agencies as sustainability strategy (i.e.: VII)
Document number……

o) 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……

YES X






























































YES 











NO





NO X





YES


X





























� Children less than 12 months of age


NB Any required additional AD syringes will be secured by MoPH


3The 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.





4The 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 





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





