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Application Form for Country Proposals

Providing support for IPV Introduction
Submitted by

The Government of [Nigeria
Date of submission: [30th March 2014]
This form is applicable to applications submitted in 2014
Document date: February2014

This document replaces all previous versions and incorporates revisions to the cover page only. 

The completed application documents must be submitted electronically to the GAVI Secretariat at proposals@gavialliance.org by the application deadline.
Enquiries to: proposals@gavialliance.org or representatives of a GAVI partner agency. The documents can be shared with GAVI partners, collaborators and general public. The application and attachments must be submitted in English, French, Spanish, or Russian.

Note: Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline.

The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents will be shared with the GAVI Alliance partners and the general public.
Application specification
A list of required attachments is included at the end of this form.
Summary
	The Government of:  Nigeria

	Date of Submission: 30th March 2014


	IPV introduction date (December 1,  2014)
	Current DPT (Pentavalent) schedule: 6weeks, 10 weeks and 14 weeks


	Co-financing  No
	If co-financing, please specify amount ($) per dose:



	Procurement mean (UNICEF SD, PAHO, self-procurement): UNICEF SD

	Vaccine preference

(in order of first to third)
	Reason for choice of presentation

	Expected wastage rate*



	1. 5-dose stand-alone IPV
	Balancing wastage and cold chain space considerations
	1. 30%

	2. 10-dose stand-alone IPV
	If 5 dose presentation is not available at the time of introduction
	2. 50%

	3. 1-dose stand-alone IPV
	
	3. 5%

	
	
	* Cannot exceed 50% for 10-dose vials, 30% for 5-dose vials, 10% for 2-dose vials, or 5% for 1-dose vials

	
	
	
	

	Year
	Number in target population for IPV

	Number in birth cohort
	Number of surviving infants

	2014
	492,135
	7,201,973


	       6,661,824.94 



	2015
	6,467,479
	7,433,884


	       6,875,003.34 



	2016
	6,906,353

	7,673,726


	       7,095,003.44 



	2017
	7,129,629

	7,921,810


	       7,322,043.55 



	2018
	7,360,617

	8,178,463


	       7,556,348.95 



	Total
	28,356,213
	38,409,856
	          35,510,224



IPV introduction plan
Using the guidance in Annex A, attach your detailed IPV introduction plan as Attachment 1 to this application form.

Timeline
Using the Excel template provided in Annex C, please complete a detailed timeline for all activities related to the IPV Introduction Plan. The completed Annex C should be attached to this application as Attachment 2.
Budget and financing
Using the Excel template provided in Annex D, please complete the budget template in Table E1 detailing expected expenses and funding sources. An example worksheet (Table E2) is provided to assist with estimating detailed costs for items related to vaccine introduction. The completed Annex D should be attached to this application as Attachment 3.
Fiduciary management arrangement data
Please indicate below whether the one-time vaccine introduction grant for IPV should be transferred to the government, or to WHO or UNICEF. Please note that WHO and/or UNICEF will require administrative fees of approximately 7% which would need to be covered by the operational funds. 
	Vaccine Introduction  Grant should be transferred to the Government of Nigeria through the National Primary Health Care Development Agency



If the vaccine introduction grant for IPV should be transferred to the government, countries which have completed a financial management assessment (FMA) should confirm whether the financial management modalities – including bank details – agreed with GAVI are still applicable, or alternatively provide details of any modification they intend to submit relating to the existing financial management arrangements. 
Countries without an existing signed Aide Memoire derived from an FMA, but who would like the vaccine introduction grant for IPV transferred to the Government, should provide as Attachment 4 a description of their proposed funding mechanism to manage the IPV introduction grant, covering the following processes:

1. Planning, budget and coordination

2. Budget execution arrangements including internal controls

3. Procurement arrangements

4. Accounting and financial reporting

5. External audit arrangements

6. Internal audit oversight

Signatures
Government

The Government of [Nigeria] acknowledges that this new vaccine introduction is intended to contribute to the eradication of polio as reflected the Global Polio Eradication Initiative’s Polio Eradication and Endgame Strategic Plan (http://www.polioeradication.org/resourcelibrary/strategyandwork.aspx#strategyandwork.aspx?s=2&_suid=1382372983385049930892531473775). 

The Government of [Nigeria] requests support from GAVI for the use of inactivated polio vaccine. 

The Government of [Nigeria] commits itself to improving immunisation services on a sustainable basis. The Government requests that the GAVI Alliance and its partners contribute financial and technical assistance to support immunisation of the targeted population with one dose of IPV as outlined in this application.

Annex D attached shows the amount of support requested from the GAVI Alliance as well as the Government of [Nigeria]’s and partner’s financial commitment for the introduction of IPV.

Please note that this application will not be reviewed by GAVI’s Independent Review Committee (IRC) without the signature of the Minister of Health, Minister of Finance, and the ICC membership, or their delegated authority.

Please provide appropriate signatures below.

Enter family name in capital letters.

	Minister of Health

(or delegated authority)

	Name
	Prof C. 0. Oyebuchi Chukwu

	Date
	27th March 2014

	Signature
	


	Minister of Finance

(or delegated authority)

	Name
	Dr Okonjo Iweala
 

	Date
	

	Signature
	


This application has been compiled by:

Enter the family name in capital letters.

	Full Name
	Position
	Telephone
	Email

	Dr. Ado J.G Muhammad
	Executive Director/CEO
	+2348033139096
	dradojg@yahoo.com

	Dr E. A Abanida
	Director
	+2348103686717
	drabanida@gmail.com

	Dr Mahmud M.Z
	Chief Medical Officer 
	+2348122054336
	drmahmudmz@yahoo.com

	Dr Bassey Okposen
	Chief Medical Officer
	+2348032373794
	basenokng@yahoo.com

	Dr Obiora Ezebilo
	Senior Medical Officer
	+2348036766888
	 angels4obi@yahoo.com

	IPV Working team 
membership
	
	
	


National Coordinating Body – Inter Agency-Coordinating Committee (ICC) for Immunisation or equivalent
We the members of the ICC, HSCC, or equivalent committee confirm that a quorum of the committee met on [27th March 2014] to review this proposal. By the terms of reference for our committee, we endorsed this proposal at that meeting, based on the supporting documentation attached.

The endorsed minutes of this meeting are attached as Attachment 5.
Enter the family name in capital letters.

	Name/Title
	Agency/Organisation
	Signature


	Prof C.o. Oyebuchi Chukwu, Minister of Health
	Federal Ministry of Health (FMoH)
	

	Dr Khaliru Alhassan, Minister of State for Health
	Federal Ministry of Health
	

	Dr Ado. J. G. Muhammad, Executive Director
	National Primary Health Care Development Agency
	

	Dr Frank Mahoney, Team Lead
	Centers for Disease Control
	

	Yetunde Adegoke, Project Officer
	European Union 
	

	Ruth Lawson, Seniour Health Advisor
	Department for International Development
	

	Richard Panda
	World Health Organisation
	

	Celeste Carr, Senior planning and programme advisor
	United States Agency for International Development
	

	Madani Thian, Head of Development Cooperation
	DFAID Canada
	

	Dr Okoeguale B., Director Public Health
	FMOH
	

	Chie Shimodaira, Representative JICA
	Japan International Cooperation Agency
	

	Yahaya Hamza, Dep Director Health Desk
	Office of the Senior Special Assistant to the President on MDGs
	

	Ude Chukwendu, Special Assistant 
	Association of Local Governments of Nigeria
	

	Dr Kazim Mustafa, Vice Chairman
	Rotary Plus
	

	Dr Aboubacar Kampo, Chief of Health
	United Nations Children Emergency Fund
	

	Dr Mercy Ahun, Special Representative
	GAVI Alliance, Geneva
	


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

Enter family name in capital letters.

	Name
	[Dr. Ado. J. G. Muhammad]
	Title
	[Executive Director/CEO]

	Tel no
	[+2348033139096]
	
	

	Fax no
	[Nil]
	Address
	[National Primary Health Care Development Agency, Plot 681/682, Port Harcourt Crescent, Area 11, Garki, Abuja]

	Email
	[dradojg@yahoo.com]
	
	


Attachments required
· Attachment 1. IPV Introduction Plan (see Annex A)
· Attachment 2. Detailed timeline for key activities of the IPV introduction plan (see Annex C)
· Attachment 3. Completed budget and financing TablesE1 and E2 (Annex D)

· Attachment 4. Fiduciary management arrangement data (only applies for countries without an existing signed Aide Memoire derived from an FMA but who would like the IPV introduction grant transferred to the Government).
· Attachment 5. Minutes of ICC meeting endorsing the IPV introduction plan

· Attachment 6. A copy of the most recent comprehensive multi-year plan (cMYP). The cMYP does not need to include IPV; however, countries should specify a plan for inclusion of IPV into their next cMYP, including date for revision.
· Attachment 7. A progress report on the implementation of the improvement plan from an EVM conducted within the preceding 36 months. If no EVM has been conducted or if the current EVM was conducted more than 3 years ago, GAVI requires countries to provide a description of the vaccine management system in place and commit to conduct an EVM within six months of the application being approved.
· Attachment 8. GAVI generally procures and delivers vaccines and supplies through UNICEF or the PAHO Revolving Fund. If an alternative mechanism is requested, or the vaccine will be self-procured by the country itself, please document the requirements as listed in Section 2.3 of the Guidelines.
GAVI ALLIANCE

GRANT TERMS AND CONDITIONS

Countries will be expected to sign and agree to the following GAVI Alliance terms and conditions in the application forms, which may also be included in a grant agreement to be agreed upon between GAVI and the country:

FUNDING USED SOLELY FOR APPROVED PROGRAMMES

The applicant country (“Country”) confirms that all funding provided by the GAVI Alliance for this application will be used and applied for the sole purpose of fulfilling the programme(s) described in this application. Any significant change from the approved programme(s) must be reviewed and approved in advance by the GAVI Alliance. All funding decisions for this application are made at the discretion of the GAVI Alliance Board and are subject to IRC processes and the availability of funds. 

AMENDMENT TO THIS PROPOSAL

The Country will notify the GAVI Alliance in its Annual Progress Report if it wishes to propose any change to the programme(s) description in this application. The GAVI Alliance will document any change approved by the GAVI Alliance, and this application will be amended.

RETURN OF FUNDS

The Country agrees to reimburse to the GAVI Alliance, all funding amounts that are not used for the programme(s) described in this application. The country’s reimbursement must be in US dollars and be provided, unless otherwise decided by the GAVI Alliance, within sixty (60) days after the Country receives the GAVI Alliance’s request for a reimbursement and be paid to the account or accounts as directed by the GAVI Alliance.    

SUSPENSION/ TERMINATION

The GAVI Alliance may suspend all or part of its funding to the Country if it has reason to suspect that funds have been used for purpose other than for the programmes described in this application, or any GAVI Alliance-approved amendment to this application.  The GAVI Alliance retains the right to terminate its support to the Country for the programmes described in this application if a misuse of GAVI Alliance funds is confirmed.

ANTICORRUPTION

The Country confirms that funds provided by the GAVI Alliance shall not be offered by the Country to any third person, nor will the Country seek in connection with this application any gift, payment or benefit directly or indirectly that could be construed as an illegal or corrupt practice.

AUDITS AND RECORDS

The Country will conduct annual financial audits, and share these with the GAVI Alliance, as requested. The GAVI Alliance reserves the right, on its own or through an agent, to perform audits or other financial management assessment to ensure the accountability of funds disbursed to the Country. 

The Country will maintain accurate accounting records documenting how GAVI Alliance funds are used. The Country will maintain its accounting records in accordance with its government-approved accounting standards for at least three years after the date of last disbursement of GAVI Alliance funds.  If there is any claims of misuse of funds, Country will maintain such records until the audit findings are final. The Country agrees not to assert any documentary privilege against the GAVI Alliance in connection with any audit. 
CONFIRMATION OF LEGAL VALIDITY 

The Country and the signatories for the government confirm that this application is accurate and correct and forms a legally binding obligation on the Country, under the Country’s law, to perform the programmes described in this application.

CONFIRMATION OF COMPLIANCE WITH THE GAVI ALLIANCE TRANSPARENCY AND ACCOUNTABILITY POLICY

The Country confirms that it is familiar with the GAVI Alliance Transparency and Accountability Policy (TAP) and will comply with its requirements. 

ARBITRATION

Any dispute between the Country and the GAVI Alliance arising out of or relating to this application that is not settled amicably within a reasonable period of time, will be submitted to arbitration at the request of either the GAVI Alliance or the Country. The arbitration will be conducted in accordance with the then-current UNCITRAL Arbitration Rules. The parties agree to be bound by the arbitration award, as the final adjudication of any such dispute. The place of arbitration will be Geneva, Switzerland. The language of the arbitration will be English. 

For any dispute for which the amount at issue is US$ 100,000 or less, there will be one arbitrator appointed by the GAVI Alliance.  For any dispute for which the amount at issue is greater than US $100,000 there will be three arbitrators appointed as follows: The GAVI Alliance and the Country will each appoint one arbitrator, and the two arbitrators so appointed will jointly appoint a third arbitrator who shall be the chairperson.

The GAVI Alliance will not be liable to the country for any claim or loss relating to the programmes described in this application, including without limitation, any financial loss, reliance claims, any harm to property, or personal injury or death.  Country is solely responsible for all aspects of managing and implementing the programmes described in this application.  

Use of commercial bank accounts

The eligible country government is responsible for undertaking the necessary due diligence on all commercial banks used to manage GAVI cash-based support, including HSS, ISS, CSO and vaccine introduction grants.  The undersigned representative of the government confirms that the government will take all responsibility for replenishing GAVI cash support lost due to bank insolvency, fraud or any other unforeseen event.

Annex A. IPV introduction plan

Countries are required to complete and submit a vaccine introduction plan for IPV. WHO has developed guidance to support countries in developing introduction vaccine introduction plans. For a template, please see the WHO web site: 
http://www.who.int/immunization/programmes_systems/policies_strategies/vaccine_intro_resources/nvi_guidelines/en/
This generic template is to guide countries in developing a practical plan for introducing a new vaccine. This template is intended to provide suggestions for key areas to be considered, and as such, may be missing some items relevant to a particular country or to a particular vaccine introduction, or equally may contain some items that are not relevant. Countries should report progress on vaccine introduction planning to GAVI as per activities laid out in the NVIP.
The IPV introduction plan is the primary document that the IRC will use in reviewing the readiness of a country to introduce IPV. Countries are strongly advised to ensure their IPV introduction plan is complete and provides at least the required information as listed in this document.

IPV introduction should not displace other new vaccine introductions planned in the same year. Countries are encouraged to find synergy for IPV introduction with existing plans for other new vaccine introductions scheduled in 2014 or 2015. Potential benefits and challenges of IPV introduction with other new vaccine introductions already scheduled should be carefully considered and planned for.

Executive summary of the introduction plan

· Brief justification for the introduction of IPV and key complementary considerations that have been taken into account, including comprehensive approaches for disease control.

· Outline of the benefits to the population of introducing IPV and the costs to the programme of its introduction and how the country plans to sustain those costs.

· Overview of how the vaccine will be introduced (national or phased introduction) and key milestones and activities, such as when the vaccine will be introduced and when preparatory activities should begin.

· Overview of the capacity of the immunization programme to introduce IPV, including all aspects of supply chain and logistics, health workforce capacity, etc.

· Summary of preparatory activities completed or to be undertaken.

· Brief description of main risks/challenges associated with the introduction of IPV and outline of the mitigating strategies put into place to address these risks.

This document covers the following areas:

1. Justification for introduction of IPV and national decision-making process

2. Overview of IPV

3. Introduction and implementation considerations 

4. Situational analysis of the immunisation programme

5. Monitoring and evaluation

6. Advocacy, communication, and social mobilisation

Foreword

Nigeria’s pledge to the world to rid itself of polio is fast becoming a reality.  Already, wild polio virus type 2 disease has disappeared and since November 2012, wild polio virus type 3 disease has not been detected. In 2013, type 1 wild polio virus cases have been reduced by more than 50% and genetic clusters by 83%. The disease is boxed to the north east corner of the country where security challenge is hindering access to the children.  This remarkable progress has put the country far ahead of the other endemic countries (Afghanistan and Pakistan).  The triple benefits accruable from the use of inactivated polio vaccines (risk mitigation against wild polio type 2 disease, boosting immunity effect on types 1 and 3 disease and tackling the risk of cVDPV and VAPP) provides a leap frogging opportunity for Nigeria in the polio eradication end game strategy. The country therefore intends to seize this opportunity effectively by rapidly introducing the vaccine to end the polio game in the polio free areas and interrupt transmission in endemic areas.

Realizing that a strong routine immunization is the bedrock on which IPV introduction would be successful, the first ever National Routine Immunization Strategic Plan (NRISP 2013-2015) launched in 2013 by Mr. Gates and others clearly articulated strategies to be employed in getting sustainable high coverage levels for all antigens. Emphasis is placed on reaching every ward, accountability and health systems strengthening. Impressively, quick wins implementation resulted in a national penta 3 (DPT3 containing) coverage of 83 percent being achieved in 2013. Thus in 2014, on the eve of the MDGs it is very important for the nation to accelerate introduction of vaccines to reduce child mortality by tapping on our experience with penta.  We envisage the planned PCV introduction in October would be less difficult and by extension the planned IPV in December will be a smooth sail.  These introductions as carefully articulated in the strategic plan, would be more impactful in strengthening the routine immunization services. Given that the cold chain capacity had been prepared long ago to hold out for PCV and Rota which is 40% more than what is needed for IPV, cold chain issues would not affect the IPV nationwide introduction. 

As we embark on our accelerated match to catch up with the rest of the world that have eradicated polio and achieved the MDGs, it is our understanding that other donors would support Nigeria as a friend in critical need of support in the same manner that GAVI and BMGF are doing in supporting our quest for IPV. Rota virus diarrhoea still remains a major cause of mortality in children and the earlier we protect the children by vaccination the better. 

On this note, I wish to appeal to all our partners to stand firmly by us so that together we will deliver the country with respect to polio endgame and the health MDGs. 

Thank you.
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Dr. Ado J. G. Muhammad

Executive Director/CEO

National Primary Health Care Development Agency 

Executive summary 

Nigeria remains one of the three countries in the world with endemic polio transmission. Tremendous efforts have been put in the programme in Nigeria to halt the transmission of the virus. The Presidential Taskforce on Immunization was formed solely to oversee the polio eradication program in Nigeria, guide it and report to the President of the Federal Republic of Nigeria. Similarly State and LGA level Task Forces were also formed to oversee the programme at State and LGA level respectively.  In the area of Supplemental Immunization Activities (SIAs), a number of innovations and activities were conducted to ensure improvement in quality of the campaigns.  The program in Nigeria took a right turn after these and other interventions.  In 2013, Nigeria reported 53 WPV1 cases compared to 122 in 2012 representing a more than 50% reduction in polio cases.  The country has also not recorded a single case WPV3 since November 2012. The number of circulating cVDPVs decreased by 83% in 2013 compared to 2012.
  OPV coverage data have also improved significantly over the years with cumulative OPV3 of 87% nationally as at Dec. 2013.

As part of the polio end-game strategy, Nigeria decided to include Government decision to use IPV for routine immunization (RI) at the WHO-AFRO Regional Committee meeting of Health Ministers in September 2013. The Nigerian EPI schedule which stipulates that BCG, OPV, Penta-valent, MV, Yellow Fever and Hepatitis B vaccines should be administered to every child in their first year of life in five routine contacts with primary health care services, and will add pneumococcal vaccine in Q4 2014. 

This document describes two plans that are occurring in parallel but are distinct activities with different timelines:

NATIONWIDE INTRODUCTION: The primary intent of the introduction plan described in this document is the application for GAVI support for the nationwide introduction of the 5-dose vial of the stand-alone IPV in December 2014. 

ACCELERATED LIMITED INTRODUCTION:  This document also provides a brief overview of a parallel activity that is led by the Nigeria Polio Emergency Operations Center (EOC) of an accelerated limited introduction in the highest risk polio states in Northeast Nigeria and potentially a small state in South Nigeria no later than June 2014.  The purpose for this accelerated introduction is to halt transmission of WPV and stop circulation of cVDPV by December 2014 in security compromised areas and underserved populations that may not be reached all the time.  Simultaneous accelerated introduction in a Southern state will be an opportunity to document the process and lessons learned used to scale up the use of IPV in the country for RI as part of the polio end-game strategy.  This application is not seeking GAVI support for the accelerated introduction, but is described herein to capture the comprehensive strategy taken by Nigeria to achieve polio eradication and endgame goals.  The funding source for this is to be determined.

Nigeria’s RI system has been substantially strengthened in the past year particularly after the Pentavalent vaccine introduction and preparations for the PCV introduction, and has adequate capacity to introduce one dose of IPV. Positive storage capacity requirements for the National and state levels respectively is 113,367 L and given FIC volume of 0.069 L for current schedule + PCV+IPV for four shipments, there is excess capacity at all these levels. Meningitis A vaccine was introduced for campaigns in 2011.  Pentavalent vaccine was introduced through a phased rollout beginning in 2012.  More recently, a National Immunization Strategic Plan 2013-2015 was developed to map out strategies to achieve high national coverage (>87% sustained national coverage) of lifesaving childhood vaccines.  GAVI has already approved the introduction of pneumococcal vaccine into the routine immunization program for Nigeria in the end of 2014. 

The Government of Nigeria (GoN) is requesting full support from GAVI for one dose of IPV and supplies without any country co-financing.  Nigeria would need an estimated 11,560,620 doses during the first year, assuming vaccine costs ($1 per dose), target infants in 2015 (7,433,884), target coverage of 87%, wastage rate of 30%, and accounting for 25% buffer stock for year 1.  Thus, GAVI will pay USD 12,138,651 to cover the IPV cost and freight (5%).  The GoN also requests to receive the Vaccine Introduction Grant (VIG) at USD 0.80 per child targeted for a total of $ 5,947,107.20.  These funds will be important for meeting the accelerated IPV timeline and, in addition to leveraging existing resources and partnerships; they will support the preparation activities described in the introduction plan.

The cMYP feeds into the National Strategic Health Development Plan (NSHDP) 2010 – 2015 which presents interventions to improve health outcomes in line with national and global targets. It articulates key strategies to achieve EPI goals and objectives and includes capacity building as critical to strengthening immunization service delivery. Training for immunization personnel will occur at all levels with due emphasis on improving capacity at LGAs and health facilities.

The cMYP is estimated to cost US$2.4 billion over the 5-year period of which 25% of the cost is contributed by vaccines and injection supplies and one-third of the cost is due to SIAs. The funding gap based on secure funds averages 63% over the 5-year period while that based on secure and probable funds, including potential GAVI support, averages 21% over the same periods. Using secured funds only, there is an almost 10-fold increase with significant variations in the cost components of the funding gap between 2011 and 2015. In 2011, less than 10% of the funding gap is contributed by vaccines and injection supplies while an estimated 70% is due to SIAs. The situation is reversed by 2015 with about 50% of the funding gap being contributed by vaccines and supplies while SIAs contribute less than 25%. Mechanisms for mobilizing resources from government, development partners, extra-budgetary sources, the private sector, etc, to bridge the funding gap are described in the plan. 

Key milestones during the process from decision to implementation of IPV nationwide include: establishing and developing TORs for a national introduction planning team; development of the introduction strategy and timeline; approval from the inter-agency coordinating committee (ICC) on immunization; stakeholder engagement.  Other activities for the new vaccines introduction, also described in the cMYP and in the introduction plans, include cold chain readiness; advocacy, communications, and social mobilization; pharmaco-vigilance; training; and monitoring and evaluation. 
The fact that 40% of causes of death among children under 5 in Nigeria are vaccine preventable, underscores the country is not likely to attain the fourth Millennium Development Goal (MDGs) to reduce mortality among children <5 years of age to 64/1000 by 2015; and hence the urgent need to step up immunization programs to reduce the pool of unimmunized children and reverse regional inequities in the coverage.  The GoN has been approved for GAVI support for the introduction of pneumococcal vaccine and substantial efforts have been made to ensure country readiness to introduce pneumococcal vaccine.  The GoN wants to ensure that the accelerated efforts to introduce IPV in Nigeria do not derail the plans to introduce pneumococcal vaccine and future plans to introduce rotavirus vaccines, which will help Nigeria reduce childhood mortality and reach the MDGs.  Inadequate funds to meet the operational preparedness needs of the IPV introduction could be a barrier to successful introduction.  Mitigation strategies have included engaging donors, partners, and stakeholders to leverage existing partnerships and collaborations to coordinate ongoing and recent efforts and investments toward new vaccine introductions and RI strengthening.  

National positive and negative cold storage capacity is adequate to accommodate the planned introduction of new vaccines (Penta, MenAfriVac, Pneumo) and traditional vaccines for routine and supplemental activities until the end of the revised Country Multi-year Plan (cMYP) 2011-2015.  The storage capacity needs for IPV are small in volume (@5-7% of total volume for a fully immunized child
 and with the recent expansion of the cold storage capacity to accommodate penta-valent and the planned pneumococcal introduction, Nigeria has substantially improved the cold chain storage capacity.  More importantly, because these improvements have been against a future rotavirus introduction as a benchmark that is much greater in volume than one dose of schedule of multi-dose IPV, Nigeria has adequate storage capacity to include IPV by the end of this year considering that more cold chain capacity gaps will be bridged with ongoing cold chain equipment procurement nationally and in states.

The 2010 Effective Vaccine Management Assessment (EVMA) identified good infrastructure and cold chain equipment; satisfactory knowledge of vaccine management and temperature monitoring at most national and state storage facilities as strengths of the cold chain system. It however revealed inadequacies in transport facilities; temperature monitoring systems; and operational and management issues in the cold chain system especially at the LGA and health facility levels. Based on the EVMA findings, an improvement plan was developed and is being implemented to mitigate the challenges. The plan emphasizes supportive supervision of personnel at lower level stores and provision of transport and cold chain equipment where required.  The GoN with support of donors (GAVI, EU, and JICA) have substantially increased efforts to ensure adequate storage space and sufficient supplies of quality bundled vaccines and devices at all levels at all times.
  These efforts have led to remarkable improvements in the vaccine supply and logistics situation and include among others: expansion of the National Strategic Cold Store, procurement of solar direct drive refrigerators, and investments in improvements in knowledge and skills of cold chain personnel at all levels.

The EPI injection safety policy stipulates 100 percent bundling of all vaccines with auto disable syringes and safety boxes. Waste management for EPI is a subset of a country-wide health care waste management policy at early stages of implementation which promotes the use of waste disposal units at LGAs.


Nigeria has an approved HSS phase I grant (2009-2011) and as of December 2013, approximately 74% of the proposed activities were implemented with a target to implement >95% by end of June 2014.  In addition, a revision of the HSS phase II grant (2014-2019) proposal has been submitted.  The Phase I activities and those proposed in Phase II have markedly improved and will continue to enhance demand creation, service delivery, RI coverage (DTP3 containing antigen coverage >80% at the end of 2013), data quality, and cold chain storage capacity for new vaccine introduction as shown by the recent EVM progress report
.   The cold chain has been substantially strengthened through the recent pentavalent introduction and the planned pneumococcal introduction and in anticipation of applying for support to introduce rotavirus vaccine in the near future.  
The Government of Nigeria has IPV included in the National Routine Immunization Strategic Plan 2013-2015 which was aligned with the cMYP and updates its strategies. Therefore IPV will be included in the next cMYP in 2015 when it is revised along with the NSHDP this year in the third quarter.  Similarly, the next EVM will be conducted in September  2014.  Section 4.3 describes findings from the previous EVM assessment and the recent EVM improvement plan and progress.  Section 4.4 provides a description of the vaccine management system in Nigeria.  
Beyond the cold chain system, additional impacts on the health system from the introduction of IPV include concerns surrounding increased workload on frontline health workers, perceptions and attitudes surrounding multiple injections, and application of the multi-dose vial policy (MDVP) of discarding IPV vials after 6 hours or at session end, whichever comes first.  These issues will be monitored and evaluated through training, follow-up supervisory visits, surveys, strong advocacy, communications, and social mobilization efforts.
1. Justification for introduction of IPV and national decision-making process

Provide evidence that all key decision-makers in relevant agencies (e.g., Ministry of Health, Ministry of Finance, etc.) have been participating in discussions on the introduction, have been involved in making the final decision about introducing IPV and have endorsed its introduction.

Describe the involvement of other relevant stakeholders, e.g. Civil Society Organizations, community representatives, national regulatory authorities, academic and training institutions and, as applicable, the private sector, in the decision-making process.

Describe the technical and operational feasibility of introducing IPV, based on country experience with other new vaccine introductions.

In 2013, the World Health Assembly endorsed The Polio Eradication and Endgame Strategic Plan
 which addresses the eradication and containment of polio caused not just by wild viruses but also cases associated with oral polio vaccine (OPV).  To address risks associated with OPV use, the Plan calls for a phased withdrawal of OPV globally beginning with removal of the type 2 component of tOPV through a switch globally from trivalent OPV (tOPV) to bivalent OPV (bOPV, containing only types 1 and 3) in 2016.  To ensure that a substantial proportion of the population is protected against type 2 polio after OPV2 withdrawal, the WHO’s Strategic Advisory Group of Experts (SAGE) has recommended that all countries introduce at least one dose of inactivated polio vaccine (IPV) in their routine immunization programs before end of 2015, prior to the tOPV-bOPV switch.  SAGE recommends that all polio endemic and high-risk countries develop a plan for IPV introduction by mid-2014.

Nigeria remains one of the three countries in the world with endemic polio transmission. Tremendous efforts have been put in the programme in Nigeria to halt the transmission of the virus. The Presidential Taskforce on Immunization was formed solely to oversee the polio eradication program in Nigeria, guide it and report to the President of the Federal Republic of Nigeria. Similarly State and LGA level Task Forces were also formed to oversee the programme at State and LGA level respectively.  In the area of Supplemental Immunization Activities (SIAs), a number of innovations and activities were conducted to ensure improvement in quality.  The program in Nigeria took a right turn after these and other interventions.  In 2013, Nigeria reported 53 WPV1 cases compared to 122 in 2012 representing a more than 50% reduction in polio cases. 
 The country has also not recorded a single case WPV3 since November 2012. The number of circulating cVDPVs decreased by 83% in 2013 compared to 2012.  The GoN wants to capitalize on these significant gains, interrupt transmission of polio once and for all, and complete the eradication and endgame of polio.  

As part of the polio endgame strategy, Nigeria subscribed to the decision to use IPV for routine immunization (RI) at the WHO-AFRO Regional Committee meeting of Health Ministers in September 2013. Pursuant to this commitment, the  National Primary Health Care Development Agency (NPHCDA), which has the mandate of integrating inputs from the Interagency Coordinating Committee (ICC) working groups and providing oversight, on behalf of the ICC for the planning and implementation of all immunization activities in Nigeria, reviewed the SAGE recommendations and the WHA mandate in December 2013 in the context of the Nigerian polio and RI situation and agreed to pursue GAVI support for the introduction of IPV according to the Endgame timelines.
  The Executive Director of NPHCDA directed the immediate constitution of an IPV Introduction Working Team with broad representation from the GoN, Development Partners, and stakeholders (Pediatric Association of Nigeria and Nigeria Academy of Sciences).
The Steering Committee of the “Saving of One Million Lives (SOML) Initiative” had a meeting on 13 February 2013 and reemphasized the need to rapidly introduce IPV in Nigeria.

There is an inter-agency coordinating committee (ICC) on immunization with the mandate to co-ordinate Development Partners (WHO, UNICEF, Rotary International, USAID, DFID, EU, JICA, CHAI and others) supporting various aspects of the EPI programme in the country. The Core Group as the technical arm of the ICC meets every two weeks will preview the plan ahead of any ICC meeting to endorse the plan. Endorsement is being sought from the ICC that will be convened in March or April (opportunity to tap into the March or May GAVI application window), where members will review and ratify the IPV introduction plan.  significantly, the plan was packaged by a multi-agency working team comprising of NPHCDA, WHO, UNICEF, BMGF, IVAC, CDC, PRRINN MNCH, Nigerian Academy of sciences and Paediatric association of Nigeria, Engagement of States, LGAs, civil society, scientific organizations, traditional , religious  and other stakeholders was an integral part of the decision making process to introduce IPV in Nigeria.

Health systems strengthening across all levels have likely contributed to the improvement in DTP3 coverage above 80% in 2013.
  One specific contribution is related to the phased introduction of pentavalent vaccine which had associated improvements in service delivery, cold chain system across all levels, data reporting, stock management, demand for vaccines, and health workers’ knowledge through training and supportive supervision.  The introduction plan for IPV will capitalize on these gains but also continue the trend in RI strengthening with emphasis on aspects of the system that are still relatively weak. The National Routine Immunization Strategic Plan (NRISP) 2013 – 2015 had envisaged IPV introduction and as a strategy emphasized health system strengthening and accountability, for which quick wins were already being implemented
2. Overview of IPV

2.1 Vaccine preference
Please specify vaccine preferences in Table B1 below. 

Table B1. IPV vaccine preferences and estimated date of introduction

	Preferred IPV vaccine
	Month and year of first vaccination
	Preferred second presentation
	Preferred third presentation

	5-dose stand-alone IPV
	December 2014
	10-dose stand-alone IPV
	1-dose stand-alone IPV


The planned date of IPV introduction nationwide will be December 1, 2014.

Nigeria prefers to use the WHO prequalified stand-alone IPV in the order of preference of 5-dose, 10-dose and 1-dose vials (Table 1).  This preference strikes a balance between reducing cost and wastage, and optimizing storage capacity.  The estimated gross capacity required for IPV during 2015 was 82 m3 (82,000litres) for the 5-dose presentation (@7.6% of total cold space) compared to the required estimated gross capacity of55 m3 (55,000litres) for the 10-dose presentation (@5.3% of the total space).

At an estimated cost of $1 per dose for projected  2015 infant population  of 7,433,884, the estimated vaccine cost is $11,560,619 for 5-dose, which assumes 30% wastage rates versus$16,168,698for the 10-dose vial which assumes 50% wastage
.

The additional cost for IPV thus would be an extra $4,608,079 per year for the 10-dose vial compared to the 5-dose vial.  Meanwhile, the incremental cold storage space investments of the 5-dose vial would only be an additional 2% of the total cold space. Given that the recent cold chain improvements in Nigeria have been against a future rotavirus introduction that is much greater in volume than the incremental space requirements of 5-dose vial of IPV, the benefits of the cost-savings of 5-dose vial outweighs the benefits of the small saving in space from the 10-dose vial.
For more information on vaccine presentations, please consult the UNICEF Product Menu:  http://www.unicef.org/supply/index_66260.html. A list of final product presentations will be available after the UNICEF tender has concluded (by March 2014) and will depend upon WHO pre-qualification processes.

More information on current WHO pre-qualified IPV vaccines can be found at:  http://www.who.int/immunization_standards/vaccine_quality/PQ_vaccine_list_en/en/index.html.
2.2 Country licensure status

Provide information on the status of the NRA in the country, i.e. whether functional and/or WHO-certified.

State whether national vaccine licensure will be needed for IPV, in addition to WHO prequalification, and if so, describe the procedure and its duration. State whether the country accepts the Expedited Procedure for national registration of WHO-prequalified vaccines.

Provide the actual licensure status of the preferred presentation and of any alternative presentations.

Describe local customs regulations, requirements for pre-delivery inspection, special documentation requirements that may potentially cause delays in receiving the vaccine. If such delays are anticipated, explain what steps are planned to handle these.

The National Agency for Food and Drugs Administration and Control (NAFDAC) is a functional national regulatory authority (NRA) responsible for licensure of biological and pharmaceutical products in Nigeria.  NAFDAC is not yet WHO certified, although this is not a pre-requisite for IPV licensure in Nigeria.  Two processes exist for importation of vaccines that meet WHO prequalification, such as stand-alone IPV, both of which require NAFDAC approval.  
Expedited Registration:  NAFDAC does follow WHO expedited procedures for registration by the manufacturer.  
Waiver:  NPHDCA may apply for a waiver to import the WHO prequalified vaccine, which is the current practice for many prequalified vaccines in the Nigerian EPI, and will also be done for procuring IPV.  Shipment of each batch to the country requires a request for waiver that is submitted to NAFDAC by NPHDCA. 

The IPV product already licensed in Nigeria is the 1 – dose presentation from Bilthoven Biologicals which is in use in the private sector.  Once a product is registered in-country, no specific local customs regulations, requirements for pre-delivery inspection, or special documentations requirements are required whereas vaccines with waivers undergo pre-delivery inspection by NAFDAC. 

All vaccines for the country are purchased through UNICEF.

2.3  Target population and vaccine supply

Provide estimates of the target population for a single dose of IPV to be given with OPV3 at the DTP 3/Penta 3 health contact (or DTP 2, depending upon alignment with current DTP dosing schedule, as illustrated in section 2.3 of the IPV Guidelines) by year through 2018, starting with the first year of IPV introduction. Please adjust the targets for the first year of IPV introduction for the month when vaccinations begin.

GAVI procures and delivers vaccines through UNICEF or the PAHO Revolving Fund. If an alternative mechanism is requested, or the vaccine will be purchased by the country itself, please document the following:

Other vaccines or immunisation commodities procured by the country and descriptions of the mechanism used; and 

The functions of the National Regulatory Authority (as evaluated by WHO) to show they comply with GAVI requirements for procurement of vaccines and supply of assured quality.

	Number
	Targets

	
	2014
	2015
	2016
	2017
	2018

	Total infant population
	7,201,973
	7,433,884
	7,673,726
	7,921,810
	        8,178,463 

	OPV3 coverage (%)
	82%
	87%
	90%
	90%
	90%

	DTP3 coverage (%)
	82%
	87%
	90%
	90%
	90%

	IPV target in <1 (with DTP3/OPV3)
	7%
	87%
	90%
	90%
	90%

	Number of infants  to be vaccinated) with IPV
	492,135
	6,467,479
	6,906,353
	7,129,629
	7,360,617


3. Introduction and implementation considerations 

3.1 Policy development

Describe any need to alter the National Immunization Policy to include IPV in the national immunization schedule, including any changes in schedule and the likely impact on existing vaccination contacts this may have. Be sure to clearly describe the timing of IPV to align with the current DTP dosing schedule (see section 2.3 of the IPV Guidelines).

Provide information on immunization practice decisions, e.g. injection site, order of injections, and which limb for two or more injections.

Describe any integrated delivery of other health interventions that are planned.

National Strategic Health Development Plan (NSHDP2010-2015) is a five year strategic plan from which annual operational plans are derived. National planning and budgeting is done annually (January - December). The content of the cMYP 2010-2015 is aligned with the NSHDP. These plans articulate key strategies to achieve EPI goals and objectives, among which include the introduction of new vaccines.  It is expected that the cMYP will be updated in line with the development of the next NSHDP when the current one ends in 2015.  Incorporation of new vaccines into these plans would have no impact on existing vaccines.  

Nationwide introduction (GAVI support):  This application for GAVI support is for the nationwide introduction of stand-alone IPV beginning in December 2014, to meet the Endgame objective and support the global withdrawal of OPV use after the eradication of polio.
One dose: As recommended by SAGE, Nigeria elects to use one dose of IPV for risk mitigation as type 2 component is removed from OPV in 2016

Administered at 14 weeks with Penta-valent and OPV3:  The dose would be administered along with Penta 3 and OPV3 at 14 weeks of age to maximize the immune response of the single dose of IPV.  The trade-offs of missing children due to dropout from Penta-valent 1 to Penta-valent 3 is outweighed by the gains in immunogenicity to a single dose of IPV administered at 14 weeks of age when interference from maternally transferred antibodies is lower.  

No catch-up: Children who have received their Penta 3 by the date of IPV introduction will NOT be eligible.  The rationale is two-fold.  First, infants born before the introduction of IPV and cessation of type 2 component of OPV would have received tOPV and thus be sufficiently immunized against type 2 polio virus.  Therefore, only children born after the date of introduction would be eligible for IPV.  Second, this policy is practical and in-line with the supply and cost considerations, and will improve stock management and minimize stock-outs.

Injection site:  IPV should be administered by intramuscular (IM) injection along with PCV at the right thigh  at least 2 cm apart.  For example, if IPV, penta-valent vaccine, and pneumococcal vaccine are to be given during the same visit, IPV may be given with Pneumococcal vaccine in the same thigh at least 2 cm apart; the penta-valent vaccine which is more reactogenisis currently be given in the left thigh.

The fact that 40% of causes of death among children under 5 in Nigeria could be attributable to vaccine preventable conditions such as Pneumococcal pneumonia, Rota diarrhoea, measles, tetanus and Hib (Haemophilus  influenza type b) bacterial meningitis underscores the country is not likely to attain the fourth Millennium Development Goal (MDGs) to reduce mortality among children <5 years of age to 64/1000 by 2015;
 and hence the urgent need to step up immunization programs to reduce the pool of unimmunized children and reverse regional inequities in the coverage.  The GoN has been approved for GAVI support for the introduction of pneumococcal vaccine and substantial efforts have been made to ensure country readiness to introduce this vaccine.  The GoN wants to ensure that the accelerated efforts to introduce IPV in Nigeria do not derail the plans to introduce rotavirus vaccines, which will help Nigeria, reduce childhood mortality and reach the MDGs.  

Limited-scale accelerated introduction (non-GAVI support)

This section provides a brief overview of a parallel activity that is led by the Nigeria Polio Emergency Operations Centre (EOC) of an accelerated limited introduction in the highest risk polio states in Northeast Nigeria and potentially a small state in South Nigeria no later than June 2014.  

Note:

This planned limited scale introduction of IPV is for the purposes of facilitating interruption of polio transmission in endemic areas of Nigeria and has to occur on an accelerated timeline compared to the GAVI support for nationwide introduction which is for the purposes of the Endgame.  

The limited scale introduction is not a component of application for GAVI support but is described herein to capture the comprehensive strategy taken by Nigeria to achieve polio eradication and endgame goals.  

In addition to the nationwide introduction, the Core Group recommended that the introduction of IPV in Nigeria will address two important needs of the country:  the polio-free areas and polio-endemic areas.  To address the pressing needs of interrupting polio transmission in the Northern Nigeria and preventing spread to polio-free areas, the proposal calls for an incremental accelerated process that will include limited introduction of IPV in the highest risk areas of Northeast Nigeria no later than June 2014 before the peak season for polio begins in August. The Core Group also proposed that consideration should be given to a simultaneous small-scale introduction in a Southern State for socio-political reasons and balancing (as described below).

To achieve this objective, a separate protocol of activities, occurring in parallel and on an accelerated timeline compared with the GAVI application process, will be developed by the EOC to map out the accelerated introduction, with the following possible considerations:
Main Objective

The main objective will be to raise population immunity in children living in areas that are mostly inaccessible due to either insecurity and underserved hard to reach areas to rapidly achieve interruption by end of 2014.

Specific Objectives

Halt transmission of wild poliovirus in security compromised areas and underserved populations that may not be reached all the time by December 2014

Stop circulation of cVDPV by December 2014 as part of early implementation of the polio end-game strategy

To document the process and lessons learned used to scale up the use of IPV in the country for RI as part of the polio end-game strategy

Considerations

Introduction before June 2014: For this strategy to succeed, the introduction of IPV in these high-risk areas would have to occur no later than June 2014, before the onset of the peak polio season in August.

Availability of limited number of doses:  Due to the short-lead time, only a limited number of doses are likely to be available (to be defined, but perhapsaround200,000 doses as 1 dose presentation initially until the 5 dose becomes prequalified) thus limiting the scope of this introduction to areas with the most convincing epidemiological need.
Focusing on the highest risk LGAs: Limited availability of IPV doses due to the short lead time before introduction no later than June 2014 warrants consideration of identifying the highest risk security compromised areas (lowest OPV coverage) to maximize the per contact immunogenicity with IPV and OPV.

Immunizing children <5 years of age: Special epidemiological concerns such as the gap in vaccine coverage or surveillance in recent years in these high risk areas warrants that consideration be given to immunize all children <5 years of age with IPV and OPV during the immunization contact in areas with pockets of low OPV coverage.

Socio-political considerations:  A limited number of the available doses could be applied simultaneously beginning in June 2014 in RI schedule of a small Southern state (one dose at 14 weeks of age alongside Penta-valent3/OPV3).  This strategy could foster:

Balance the country’s socio-political context. 

An opportunity to document the process and lessons learned used to scale up the use of IPV in the country for RI as part of the polio end-game strategy.  

Advocacy, communication, and stakeholder consultation: extensive consultations with key stakeholders and buy in before introduction of IPV in the country is crucial because of misconceptions of polio vaccines in the country: linkage to infertility, HIV infection etc., led to halting the polio programme in some northern states in 2003 which resulted in resurgence of polio cases.

Procurement challenges:  If the available product is not registered, ensuring a waiver of request is filed and granted in a timely manner to NAFDAC with the IPV presentation and batch number will avoid any vaccine importation delays.  Procurement could be directly through the manufacturer or through UNICEF, whichever meets this important accelerated timescale.
3.2 National coordination mechanism to ensure the successful introduction

Summarize the IPV introduction timeline, as presented in Annex C.

Describe the national level management process to oversee IPV introduction, including any steering committee and/or subcommittee tasked with various activities for the introduction.

Key milestones during the process from decision to implementation are included in Table 3 and include: Pre-implementation planning and decision-making activities such as establishing and developing TORs for a national introduction planning team, under the guidance of Nigeria’s Core Group; development of the introduction strategy and timeline; approval from the inter-agency coordinating committee (ICC) on immunization; stakeholder engagement.  

Additional activities to ensure a successful introduction include reviewing RI data and improvement plans; identifying weak components of the immunization system and plans to rectify; identifying poor performing and high risk LGAs and targeted activities planned for improving their performance; establishing technical subcommittees for cold chain and vaccine management, training, monitoring and evaluation, advocacy/communications/social mobilization, and adverse events following immunization monitoring and mobilizing human resources and developing a budget and ensuring availability of sufficient funds for the operational costs of a successful IPV introduction process. Institutional strengthening activities are also required in the areas of operational research, social mobilization; logistics supply chain and pharmaco-vigilance.

Proposed timeline of activities for the NATIONWIDE introduction of IPV
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3.3 Affordability and financial sustainability

Summarize the budget and financing of IPV introduction, as presented in Annex D.

Provide the method used to estimate these costs.

Include the identification of the non-vaccine operational costs for introduction and whether funds are secured.

Discuss the overall trend of country immunization financing, of both government funding and donor funding (if applicable), and plans to absorb the additional costs of IPV.

If co-financing, please indicate how the co-financing amounts will be paid (and who is responsible for this).

The Government of Nigeria (GoN) is requesting full support from GAVI for one dose of IPV and supplies without any country co-financing.  Nigeria would need as estimated 11,560,620 doses during the first year, assuming vaccine costs ($1 per dose),  infants population  in 2015 (7,433,884), target coverage of 87%, wastage rate of 30%, and accounting for 25% buffer stock for year 1.  Thus, GAVI will pay USD 12,138,651.00 to cover the IPV cost and freight of 5%.  

The GoN also requests to receive the Vaccine Introduction Grant (VIG) at USD 0.80 per child
 targeted for a total of $5,947,107.06.  These funds will be important for meeting the accelerated IPV timeline and, in addition to leveraging existing resources and partnerships; they will support the preparation activities described in the introduction plan. If these funds could be released before October target date for PCV introduction it could facilitate integration of introduction activities for PCV and IPV thus saving paying twice.
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NOTE: Please provide further details for each cost category using Table E2. The totals for cost categories in Table E1 should match the disaggregated cost category totals in Table E2.
Government support Partners support® GAVI support
TOTAL COST Amount Amount Amount requested
Cost Name
Category Us$ Us$ Us$ Us$
1 |Program management and coordination 188,860.19 | $ 127,410.19 | UNICEF (33,318.75) &WHO(28,131.25)| § 61,450.00 | $ -
2 |Planning and preparations 6,011,913.22 5712500 CHAI 66000 233,413.22
3 |Training and meetings 1,859,312.50 1,562.50 | WHO. 62,500.00 1,795,250.00
4 |Social mobilization, IEC and advocacy 1,708,812.50
1,875.00 | CDC(31,250.00) UNICEF(3,125.00) 34,375.00 1,672,562.50
5 |Reproduction of materials 10,272,812.50 ‘GAVI PCV VIG-2.2m, WHO 71m, GAVI
- HSS2 3.9m, PCV VIG 3.6m, CHAI 12.5k 9,915,781.25 357,031.25
6 |Per diems for staff and volunteers 481,000.00 - - - 481,000.00
7 |cold chain equipment & maintenance 4,682,312.50 425,437.50 | GAVI Hss2 3,640,000.00 613,875.00
8 |Vehicles and Transportation 125,000.00 - - - 125,000.00
9 |Immunisation session supplies 1,656,625.00 1,656,625.00 - - -
10 |Waste management 4,728,125.00 4,728,125.00 - - -
11 |Surveillance and monitoring 967,625.00 482,405.00 | EU 193k, GAVI HSS2 291k 485,220.00 -
12 |Post-introduction evaluation 400,000.00 - - - 400,000.00
13 |Technical assistance 300,000.00 - - - 300,000.00
14 |Other (please specify) 2,157,551.75 62,500.00 | WHO 413k & UNICEF 600k 2,076,301.75 18,750.00
Total 35,539,950.15 | § 13,201,440.19 UNICEF,WHO,CDC,CHAI $  16,341,628.00 5,996,881.97

* If more than one partner is providing financial support to a specific cost category, please list all partners for that category and the amount of support provided.





The GAVI support for IPV without co-financing and provision of the VIG substantially facilitates the decision to introduce and the introduction process of IPV in Nigeria according to the rapid Endgame timelines. To ensure a successful introduction and a significant uptake of IPV post introduction, the following responsibilities are expected from differing government levels:-
Federal: Provision of Inactivated Polio Vaccines, injection devices and safety boxes and distribution to state stores. Development of data tools, training materials and support for Health Care Worker (HCW) training 

State: Support for vaccine distribution and cold chain management within states, social mobilization and demand generation activities, support for HCW training. 

LGA: Support for vaccine distribution and cold chain management within LGAs and HFs, social mobilization activities.

In addition, many ongoing efforts supported by government and donor funding are directed towards strengthening of RI to improve coverage of traditional vaccines and prepare for the introduction of pneumococcal vaccine within the next year and rotavirus vaccine in the future. These efforts will be leveraged to help defray any additional non-vaccine costs for introduction of IPV.  In Table 4, the overall trend of Nigeria's immunizaton and funding sources for the immunisation program costs are stratified by source of funding and type of costs.
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Estimated costs per annum in US$ (in thousand US$)

 

Cost category

 

Funding source

 

Base Year

 

Year 1

 

Year 2

 

Year 3

 

Year 4

 

2008

 

2012

 

2013

 

2014

 

2015

 

Routine Recur

rent Cost

 

Vaccines (Routine Traditional)

 

Government

 

17,000

 

11,865

 

12,641

 

13,694

 

16,827

 

Vaccines (Underused)

 

Government/GAVI (Co financing)

 

5,300

 

26,865

 

44,566

 

72,831

 

83,929

 

Vaccines (New)

 

Government/GAVI Co financing

 

0

 

0

 

31,883

 

65,189

 

121,032

 

Injection

 

supplies

 

Government (GAVI INS till 2010)

 

7,014

 

4,425

 

4,584

 

4,768

 

5,136

 

Personnel

 

Govt, WHO, UNICEF, EU, GAVI (ISS)

 

40,821

 

51,364

 

57,727

 

64,631

 

72,637

 

Transport

 

Govt, UNICEF, GAVI (ISS)

 

5,392

 

10,645

 

12,802

 

16,073

 

19,844

 

Maintenance and overhead

 

Govt, UN

ICEF, USAID, GAVI(ISS)

 

5,086

 

9,631

 

12,100

 

12,704

 

14,124

 

Short term training

 

Govt, UNICEF, WHO, GAVI (HSS)

 

1,675

 

2,271

 

2,643

 

3,017

 

3,608

 

IEC/Social mobilization

 

Govt, UNICEF, Rotary, GAVI (ISS) B&MGF

 

4,668

 

5,346

 

5,284

 

5,689

 

6,456

 

Disease surveillance

 

WHO

 

1,477

 

19,289

 

23,216

 

26,722

 

31,608

 

Programme management

 

Govt, WHO, USAID, UNICEF, EU, DFID

 

614

 

13,713

 

16,822

 

20,480

 

24,765

 

Routine Capital Costs

 

Vehicle

 

Govt, WHO, UNICEF

 

789

 

1,866

 

1,209

 

1,569

 

1,998

 

Cold chain equipment

 

Govt, UNICEF 

 

1,112

 

4,470

 

4,258

 

4,166

 

4,166

 

Other capital equipment

 

Govt UNICEF EU

 

11

 

447

 

447

 

447

 

447

 

Campaigns

 

Polio

 

Govt, World Bank, B&MGF, WHO, Rotary, KFW, UNICEF

 

102,601

 

139,229

 

151,070

 

100,930

 

106,494

 

Measles

 

Govt, Measles Partners, UN Foundation

 

29,468

 

0

 

0

 

33,282

 

0

 

TT

 

Govt, 

UNICEF & WHO

 

0

 

3,433

 

0

 

0

 

0

 

Meningitis

 

Govt& GAVI, WHO, MVP, & UNICEF

 

0

 

28,264

 

25,675

 

0

 

0

 

GRAND TOTAL

 

223,028

 

333,123

 

406,927

 

446,192

 

513,071

 



The cMYP is estimated to cost US$2.4 billion over the 5-year period of which 25% of the cost is contributed by vaccines and injection supplies and one-third of the cost is due to SIAs.
 The funding gap based on secure funds averages 63% over the 5-year period while that based on secure and probable funds, including potential GAVI support, averages 21% over the same periods. Using secured funds only, there is an almost 10-fold increase with significant variations in the cost components of the funding gap between 2011 and 2015. In 2011, less than 10% of the funding gap is contributed by vaccines and injection supplies while an estimated 70% is due to SIAs. The situation is reversed by 2015 with about 50% of the funding gap being contributed by vaccines and supplies while SIAs contribute less than 25%. Mechanisms for mobilizing resources from government, development partners, extra-budgetary sources, the private sector, etc, to bridge the funding gap are described in the plan.

3.4 Overview of cold chain capacity at district, regional and central levels

· Describe adequacy of storage capacity for IPV at each level of the cold chain, based on the vaccine supply and distribution system planned for the introduction. 

· Where capacity is deficient, provide an estimate of needs and budget for increased transport and cold chain at central level (cold rooms, refrigerators, cold boxes and icepacks, vaccine carriers) to accommodate IPV. 

· Provide evidence of availability of sufficient funding at local levels for the ongoing power supply and maintenance of any new cold chain equipment.

The Cold Chain System

The cold chain system consists of the National Strategic Cold Store (NSCS) in Abuja, six zonal cold stores located in each of the six geo-political zones, 36 States vaccine cold stores plus the Federal Capital territory (FCT) and 774 Local Government Area (LGA) vaccine stores serving about 20,630 health facilities providing immunization services. The NSCS and the zonal cold stores constitute the national level cold storage capacity which operates as a single entity.
The cumulative total capacity of the cold chain system in all 36 states and FCT and LGAs is 320,827 and 229,960 litres for positive and negative volumes respectively
.

National Strategic Cold Store (NSCS) and Zonal Stores


The National Strategic Cold Store is located in Abuja and receives all nationally procured vaccines coming into the country. In addition there are six zonal cold stores for vaccine and dry materials storage located in the six geopolitical zones (Table 5). Together these stores provide the total nationally available cold storage capacity of 210,420L positive storage and 83,665L negative but flexible
 storage. Vaccines and dry materials are distributed to the thirty-six States and the Federal Capital Territory from the NSCS and/or zonal stores, coordinated by the NSCS. The routine immunization buffer stock (3months of national supplies), campaign vaccines and strategic vaccines for emergencies and disease outbreaks are held in national and zonal stores. The distribution of routine vaccines and supplies from the NSCS to state stores occurs quarterly based on state requests determined by current stock levels in state stores.

Table 5: Cold chain capacity of national level stores

	Cold Chain capacity at the National Strategic Cold Store Cold Store
	Net storage Litres (+2°C to +8°C) 
	Net storage Litres (-15°C to -25°C)

	NSCS, Abuja
	42,858 
	23,810

	SW Zone, Lagos
	50,298
	19,021

	NC Zone, Minna
	26,786
	12,262

	SS Zone, Warri
	28,572
	9,524

	NE Zone, Bauchi
	19,048
	4,762

	SE Zone, Enugu
	23,810
	14,286

	NW Zone, Kano
	19,048
	0

	TOTAL 
	210,420
	83,665


Zonal stores in all locations are now fully functional. The negative storage is flexible in the sense that it can be converted to positive storage anytime the need arises. Additional expansion in national storage capacity is also anticipated with installation of 40m3 cold rooms; 3 at the NSCS and 2 for each planned vaccine hub.  A cold house will be built for the NSCS. This is an additional positive storage capacity of 47,620Litres which could greatly increase if the planned vaccine hubs become fully implemented. Eventually a cold house of 500m3if built as proposed in the GAVI HSS phase 2  proposal will  take care of all future new vaccines (PCV, Rota, HPV, 2nd dose Measles along with Rubella) and vaccine switches (Td, bOPV, Measles Rubella vaccines) that will occur up to 2020.

State Cold Stores

Each State and the FCT in Nigeria has a functional cold store which is run and maintained by the State Ministry of Health. The State government, NPHCDA and Development Partners, provides cold chain equipment in state cold stores. The cumulative total capacity of the cold chain system in all 36 states and FCT is 320,827and 229,960 litres for positive and negative volumes respectively
.

LGA Cold Stores


There is progress in addressing the capacity gaps at LGAs to accommodate new vaccines through GAVI, JICA, EU-SIGN supported cold chain equipment (CCE) procurements and repairs of CCE. The LGAs have adequate cold chain capacity to store one-month’s routine and supplemental vaccines requirements for the LGA. The predominant cold chain equipment in the LGAs are refrigerators and deep freezers. Each LGA has at least 2 solar refrigerators providing additional 40 litres to the cold storage capacity and greatly improving vaccine management at the LGA and Health Facility (HF) levels where frequent power outage is major challenge. There is progress in addressing this challenge where state governments, with support from the Federal Government, provide funds to run back-up electric power generators. 

Government policy specifies that at least 1 HF in each of the 9,555 political wards nationwide must be fully equipped to provide regular routine immunization services. As of 2013, only 30% of ward health facilities have refrigerators while others have cold boxes but plans are being implemented to equip all HFs with solar refrigerators. Presently, government at all levels with support from development partners provides funding for this expansion: GAVI Health Systems Strengthening Support (HSS 1) grant funded the provision of 485 solar refrigerators; the Federal Government procured 644; and UNICEF additional 400 solar refrigerators.  With re-programmed ISS funds, HSS1 is adding additional 1656 SDDs and repairing 1150 broken down SRs.


Storage capacities available compared to needs


Nigeria is on course to ensure that national positive and negative cold storage capacity is adequate to accommodate the planned introduction of new vaccines (MenAfriVac, Pneumococcal, and Rotavirus) and traditional vaccines for routine and supplemental activities until the end of the revised Country Multi-year Plan (cMYP) 2011-2015.  Because the storage capacity needs for IPV are small in volume (@5-7% of total volume for a fully immunized child) and the recent expansion of the cold storage capacity to accommodate penta-valent, the planned pneumococcal and rota virus vaccine introduction, Nigeria has adequate storage capacity to include IPV as computed in the table below.

Table 6: Cold chain capacity requirements

	
	 National 
	 States 
	 LGAs 

	Target population under consideration 
	  7,433,884 
	  7,433,884
	  7,433,884 

	Frequency of shipments 
	                 4.00 
	                 4.00 
	               12.00 

	 Positive storage requirements (current schedule+PCV+IPV+25% buffer) per FIC@ 0.069L
	     160,293
	160,293
	       53,385

	 Available positive storage in litres
	     210,420
	     320,827
	97,347

	 Gap in capacity in litres  
	        (50,127)
	   (160,534)
	   (33,889)


The adequacy in national storage capacity has been achieved through integration of the six zonal stores with the National Strategic Cold Store using a highly responsive, effective mechanism for re-distributing vaccines at this level to optimize capacity utilization. This will also help prepare the country for additional future new vaccines introductions like HPV and Rotavirus.
The process of procurement of the CCE under the GAVI HSS Phase one programme / re-programming support to the tune of USD 18,477,368 is on-going; and the last set of the equipment ordered is expected to be delivered in the country latest by September 2014. Items to be procured include the following: standard direct drive solar refrigerators (1,656), 2-3L capacity vaccine carriers (30,566), walk-in cold rooms (6), incinerators (24), electronic fridge tags (6,000), SMS-capable fridge-tags (200); and computerized temperature monitoring devices (32).Furthermore, the NPHCDA plans to continue with  phased procurement and installation of 1334  Direct Drive solar refrigerators with HSS phase 2 commencing in July 2014 to attain 8,140 wards
with solar refrigerators   by 2015. NPHCDA’s efforts to repair the faulty cold chain equipment have so far resulted in repair of 28% of broken refrigerators at all levels for the procurement of cold chain equipment to support the country.  All these efforts will guarantee over 80% EVM standards at the periphery. 

Investments in cold chain are quite huge and needs to be guaranteed over a long period of time. The present maintenance culture is poor especially in our setting. The need for a proper maintenance scheme has led to the development of SOPs, total cost of ownership approach in procurement and a planned preventive maintenance manual. Provision of funds for guaranteed maintenance contract has been made in the GAVI HSS proposals.

3.5  Waste management and injection safety 

· Describe existing injection safety and waste management activities and detail whether any changes are needed to accommodate IPV in line with national policies and how and when this will be ensured.

· If a country self-procures vaccine delivery devices, provide information on whether these devices are WHO pre-qualified, and if not, the process in use at national level for the licensure of their use in country.

The EPI injection safety policy stipulates 100 percent bundling of all vaccines with auto disable syringes and safety boxes. Waste management for EPI is a subset of a country-wide health care waste management policy at early stages of implementation which promotes the use of waste disposal units at LGAs. With the GAVI HSS support the frontiers for waste management has been advanced by provision of incinerators  100kg per hour burning rates for every one million vaccination injections in the 2011 – 2015 MenAfriVac campaign, the 2013 integrated measles campaign and 2013 – 2017 yellow fever preventive campaign and the GAVI HSS reprogramming. Of 130 incinerators needed 41 have been delivered, 24 more is on its way leaving a gap of 89
 incinerators

3.6 Health worker training and supervision

· Describe the current adequacy of trained human resources to introduce IPV across all sectors of the immunization programme, e.g. for vaccine storage and management, in-country distribution, training of healthcare workers at peripheral levels, supervision, delivery, etc.

· Describe how any additional need will be addressed.

· Provide information on the development and provision of training materials for IPV, e.g, handbook for health workers, FAQs, fact sheets, training video, posters, pre- and post-knowledge tests, etc.

· Describe the training plan, method, and any refresher training on immunization practices (e.g. injection safety, AEFI communications, etc.).

· Outline any plans for increased supervision activities before, during and after the introduction of IPV.
Training of health workers (HWs) followed by supportive supervision across all sectors of the immunization program is a top priority in Nigeria.
  The introduction of IPV offers an opportunity to close some of the barriers with regard to training of health workers and managers, and to reinforce this by supportive supervision and reporting requirements.  Previous assessments have identified several barriers and plans are in place through the implementation of National Routine Immunization Strategic Plan 2013-2015 to address these, which will facilitate the introduction of IPV in Nigeria.  One overarching objective of NRISP 2013-2015 is to strengthen EPI related capacity of frontline workforce in at least 80% of the service points by 2015.  Ongoing work on this objective through a training working group at NPHCDA and the trainings associated with the recent penta-valent introductions will ensure adequately trained human resources across all sectors of the immunization program to introduce IPV.

Top priorities and approaches on training with regard to IPV introduction include:

Training materials: A technical and an operational manual that cover policy, scientific, and operational aspects related to introduction of IPV; a handbook for HWs; FAQs; fact sheets on operational aspects including application of the multi-dose vial policy and multiple injections; case-studies on introduction experience from other settings; training videos; and posters.  Technical assistance from partners will be required.

Training methods:  Of particular interest to NPHCDA is the development of innovative training methods, such as self-directed learning and m-learning (“mobile learning”).   In states and LGAs where these methods are inappropriate, cascade training will be used through a series of workshops.  The effectiveness of the appropriate training methods will be evaluated through pre- and post-knowledge tests and surveys of its acceptability and usefulness such that it facilitates ongoing and future training/retraining efforts.  Specific emphasis will be placed on inter-personal communication as a key vaccinator skill.

Integrated training: Training will be offered as an integrated package to combine material and better utilize training time, to re-train the frontline (old and new) HWs on immunization practices such as injection safety, AEFI communications, cold chain management, data collection, analysis, and use for action).  

NPHCDA has already implemented strategies to strengthen current mechanisms for supportive supervision by integrating RI with other components of PHC, regularizing it using standardized checklists and outlining mechanisms for feedback and follow-up.  During IPV introduction, supportive supervision is intended to reinforce the messages provided during the training to health workers. Emphasis will be placed on skill improvement for the staff to ensure provision of quality services, assessment of the performance of the EPI and its staff, and provision of feedback and necessary remedies, including on-the-job training.  Each supervisory team will be expected to carry out a debriefing to facility staff at the end of each visit.  It is recommended that the national level should undertake supervision at least once every two months, states once a month and LGAs three times a month.  The supervisory visits will include a review of the monitoring data, injection practices, social mobilization, logistics, stock management, and vaccine handling practices at the healthcare centre.  

3.7 Risks and challenges

· Identify risks and challenges to the new vaccine introduction – e.g. financial, mobilization of communities, programmatic, etc., - and outline the plans to address them.
Key risks/challenges to the introduction of IPV in Nigeria and mitigation strategies/evaluations that will be employed include:

Financial:  The short Endgame timeline will require rapid mobilization of resources to ensure that programmatic concerns are addressed in a timely manner before the introduction of IPV in Nigeria.  The VIG will be tremendously useful for ensuring system readiness however there could be short lead time between the receipt of the VIG and planned introduction date.  

Mitigation: To address this potential risk, preparatory activities will be initiated before the VIG leveraging existing resources, partnerships, and consultations that could support the preparation activities described in the introduction plan.  NPHCDA will welcome partner support to realize this important task of IPV introduction according to the Endgame timelines.

Community acceptability of IPV:  The gains toward polio elimination in Nigeria are fragile.  Misconception of polio vaccines in the country as a cause of infertility and HIV infection led to halting the polio programme in some northern states in 2003 that resulted in resurgence of polio cases.  

Mitigation:  NPHCDA in coordination with regional and global partners will develop a strong advocacy and communication strategy.   Key strategies will include:

Extensive consultations with key stakeholders have already begun to obtain buy in before introduction of IPV in the country is crucial.  

A crisis communication plan will be developed.  

Surveys will be conducted to inform messages and tailor the strategies to improve vaccine acceptance.  These surveys
 will:

Document the attitudes and practices of caretakers towards the addition of IPV 

Document the attitudes and practices of healthcare providers towards the addition of IPV

Safety profile of IPV:  While having local data can improve vaccine acceptability, it must be recognized that a large global body of evidence already exists on the safety of IPV.  IPV has been used globally for decades without any causal reports of serious adverse events.  WHO’s Global Advisory on Vaccine Safety (GACVS) has reviewed the available safety data and is reassured that IPV and IPV-containing vaccines have a very safe profile.
For logistical reasons, an adequately powered safety trial may not be feasible to complete and provide data that would be of use in the context of the Endgame timeline.  However several approaches could be considered as described below.

Mitigation:  Ensuring a proper review of the safety profile of IPV has been conducted and effective communication of this information to the appropriate partners, stakeholders, and the community is envisaged to be a critical component.  In addition development and implementation of a strong advocacy and communication strategy described above, key additional activities to consider include:

Literature review:  Conduct a Desk/literature review on the OPV to IPV switch and IPV safety, drawing lessons from other countries

Workshops: Scientific workshops for members of scientific professional organizations could increase awareness and knowledge about the safety profile of IPV and provide an opportunity to solicit feedback that would be useful for tailoring communications and advocacy strategies.

Pre and post-licensure sero-surveys& post-introduction safety monitoring: the accelerated introduction of limited scope in high risk Northeast parts of Nigeria and a polio-free Southern state provides an opportunity to document the process and lessons learned used to scale up the use of IPV in the country for RI as part of the polio end-game strategy.  A pre- and post-introduction evaluation could be conducted to assess these issues.  In particular, a pre-introduction sero-survey and attitudes/knowledge survey could be conducted in these areas where existing polio resources already exist.  Following the introduction of vaccine, intensive active surveillance for potential adverse events could be conducted using the AEFI monitoring plan.  In addition, a post-introduction sero-survey could also be considered.  This strategy would not only be logistically feasible, but also provide “real-world” data on the safety, tolerability, and acceptance of IPV that could be instrumental for successful introduction of IPV in the RI program nationally.

Programmatic risks:  

Cold chain--Freezing: As previously outlined, the cold chain storage is adequately prepared for the introduction of IPV.  However, IPV is freeze-sensitive and this is one specific area that warrants attention at the health facility and outreach level.  

Mitigation:  Conduct a pre-introduction and post-introduction temperature monitoring study to assess whether vaccines are subjected to below freezing (and/or high temperatures) at the peripheral health centers.  These evaluations will specifically incorporate brief intervention strategies (e.g., novel training approach) and the evaluation will be designed to evaluate the effectiveness of the intervention on reducing exposure to extreme temperatures at the peripheral health centers.
LGAs with ineffective cold-chain: Struggles with failing cold chain equipment and non-functional equipment that has highlighted the need for substantial cold chain procurement and a planned preventive maintenance policy.  Substantial progress has been made but LGAs with struggles still exist.  One particular challenge in some of these LGAs is keeping vaccines cool until administration.

Mitigation:  IPV is heat-sensitive and vials have a VVM7 for monitoring of cumulative heat exposure.  IPV is stable for 4 years at 4°C and one month at 25°C.  Significant loss of potency occurs at 37°C as early as 1-2 days of exposure.  In targeted LGAs with the greatest cold chain struggles to keep vaccines cool until administration, use of fast cold-chains could be considered as a stop-gap measure until functioning cold chain equipment is ensured at all levels.

Multiple injections:  IPV will be the second injection (third with the introduction of pneumococcal vaccine).  While data from middle and high-income countries support the safety and acceptability of multiple injections, generating local evidence will be crucial to avoid compromising the new introduction as well as the existing RI system.
Mitigation:  Provide emphasis on the safety and acceptability of multiple injections during HW training, advocacy, and communications messaging.  Additional surveys will be done to:
Document strategies used to overcome barriers to acceptance of IPV as an additional injection

Document impact of non-simultaneous injections on vaccination rates by 1 year of age in a selected cohort of infants

Provide specific recommendations on strategies for maximizing acceptance of IPV during infant immunization visits

Multi-dose Vial Policy:  Multi-dose vials of stand-alone IPV must be discarded after being open for 6 hours or at the end of the session.  A previous Nigerian vaccine wastage study in 2010 showed inadequate knowledge of health workers on the national immunization policy at LGA and HF levels on the application of MDVP as only 38% of health workers at HF level knew how to apply it correctly. The inappropriate application of MDVP resulted in turning away many mothers (30%) when they brought infants for vaccination at HFs in the 2 years prior to the study.  The primary reported reason for the reluctance to open vials was high wastage rates in the setting of stock-outs.

Mitigation: Emphasis will be placed on improved stock management and better community mobilization to reduce stock-outs thus avoiding the situation where infants are not vaccinated due to staff efforts to reducing wastage over concerns of stock-out.  Nationally-developed stock management forms (e.g. the VM1, VM2, VM3 forms) have since been distributed, along with written instructions on their use. 
During IPV introduction, messages will be reinforced through training and supportive supervision of health facility staff on how to accurately calculate wastage rates, be aware of wastage targets and understand the need to avoid missed opportunities to vaccinate a child. With IPV health worker and LGA staff trainings, immunization policies will be reinforced, particularly on the multi-dose vial policy, when to open a vial and ages of eligibility for routine vaccinations.  
Close monitoring of the situation, including consideration of post-introduction assessment to document wastage rates across routine vaccines and assess wastage-related knowledge, attitudes and practices at the health facility and LGA levels.
Emergencies & Security compromised access risks:  Internal and external threats to environment is a real risk that poses a threat to the larger RI program for all VPDs and has particularly jeopardized the gains towards interruption in polio transmission.
Mitigation:  The introduction of IPV could be leveraged to ensure that adequate consideration is directed towards this important risk to the RI program and includes strengthening the Emergency Preparedness and Response Plan, with functional committees, to address these issues at all levels, and specifically ensuring vaccines and response commodities are stockpiled to respond in the event of an emergency.  In security challenged areas and disaster zones, collaboration with security and rescue agencies, including local vigilante groups, will be needed to deliver vaccines.
4. Situational analysis of the immunisation programme

4.1 General context of the country

· Summarize the country context, health system, health priorities, and organizational structure of National Immunization Programme.

Nigeria is an emerging economy with a GDP per capita of US$ 1,452 and a total population of about 180million in 2014 projected from the 2006 census. The country is made up of 36 States plus the Federal Capital Territory, divided into 774 LGAs and further sub-divided into 9555 political wards. It operates a three-tier system of government comprising the Federal, States and Local Governments Areas (LGAs). The national healthcare delivery system is also organized as a three-tier system of primary, secondary and tertiary care with the Federal Government providing tertiary health care services through its teaching hospitals and federal medical centres (73); State governments providing secondary health care (969); and Local Governments delivering primary health care through an estimated 21,808 public health care facilities
. In 2008, under-5 mortality rate (U5MR) was 128per 1000 live births indicative of insufficient progress towards achieving the Millennium Development Goal (MDG) 4 to reduce U5MR to 75 per 1000 live births in 2015.


There have been significant variations in Expanded Programme on Immunization (EPI) performance with peaks and drops in DPT3 coverage in the 80s and 90s. Consequently, the National Programme on Immunization (NPI) established in 1996 to foster national ownership of the EPI, merged with the National Primary Health Care Development Agency (NPHCDA) in 2007 where its functions are now being discharged by the Department of Disease Control & Immunization. The DPT3 coverage by survey, administrative reporting and WHO/UNICEF estimates show progressive increase from 24% in 2002 (WHO/UNICEF coverage estimate 2002-2009) to 68% (NICS 2010) in 2010.   In 2012, the country recorded low national coverage of DPT3 <60 %, with only 3 states achieving a coverage of > 80 %.  Following the various interventions from the GoN and partners, there was significant improvement in the national DPT3 coverage above 80% in 2013.

4.2 Geographical, economic, policy, cultural, gender and social barriers to immunization

· Please complete Table B2 below to report immunisation coverage data for the two most recent years. As a part of the priority for gender parity and equity, please report coverage data disaggregated based on sex if available.

In past years, substantial strides have been accomplished to address several major barriers to RI through implementation of strategic multiyear plans such as NSHDP, NRISP, cMYP with financial and technical support from the GoN, GAVI, donors, and partners.  Nigeria has some serious RI demand challenges particularly in the northern states that have 64% of the total population. In 2012, eight (42%) of the 19 northern states had immunization coverage below 50% for DPT3.
 Some of the reasons for this low coverage include: poor community involvement in planning and implementation of RI services, Demand-Supply mismatch, poor attitudes, and behaviours and skills of health workers. Other reasons include social and cultural barriers to access (ignorance of potential benefits of vaccinations), minimal strategic allies’ involvement in communication-related activities and lack of funding for sustained communication interventions. 

Poor engagement of the community members is invariably linked to the poor population demand for immunization services, especially as noticed in the northern states. The Landscape Analysis of RI in Nigeria (LARIN) identified low or non-existent community engagement as one of the numerous barriers for service delivery. NPHCDA cited poor community involvement in planning and implementation of RI services, minimal strategic involvement of allies in communication-related activities and the lack of funding for sustained interventions as additional barriers for community demand for RI.  The national government through NPHCDA has been making efforts to address these issues through implementing Volunteer Community Mobilizer (VCM), Maternal, New-born and Child Health Weeks (MNCHW), developing information Education and Communication (IEC) materials and IPC skills training for 4,500 PHC service providers. 

Inadequate human resources for health constitute another major challenge for the routine immunization program in Nigeria. The system is suffering from inadequate staffing, rapid turnover and limited training and capacity at the health facility level, especially rural communities. Most of the trained health workers prefer to stay in urban areas than the rural areas, thereby populating the urban health facilities and leaving gap at the rural health facilities.   Most times the states / LGAs do not have budget to train their health workers; and so very common to see only one or two trained staff in a health facility, especially at the rural area. And when the one or two officer(s) is/are transferred a gap is left with other officers without the required knowledge and skills for immunization and other primary health care service delivery. 

Limited immunization service delivery in the country has resulted in the failure to vaccinate significant proportion of children and missed opportunities. The 2012 routine immunization program report shows that 80% of the nationally planned fixed and 74% of outreach sessions were implemented. This figure widely varies between states and LGAs. The baseline assessment done by CDC in November 2011 across Katsina, Bauchi, Niger, Kaduna, Kano, Jigawa, Sokoto and Zamfara reported that out of 311 health facilities (HFs) in the 7 LGAs included in the assessment, only 246 (79%) of the HFs provided RI services and 186 (52%) conducted outreach immunization sessions. 

The majorities of HFs in densely populated and urban areas do not hold daily immunization sessions; and do not open a multi-dose vial until they have an adequate presence of eligible children in the HF. These practices prevent many mothers attending the HFs with their eligible children from getting them vaccinated. The outcome of such immunization practices contributed to the low RI coverage reported in Lagos and FCT for 2012 (where coverage was less than 50%). The Nigerian Vaccine Wastage Study reported that at the LGA level only 59% of health workers knew that a vial should be opened for any eligible infant as stated in the national policy. 

There are no substantial gender inequities to immunization in Nigeria.  In the 2013 Nigeria Demographic and Health Survey, 39.4% of males 12-23 months received DPT3 compared to 37.0% of females.

Table B2. Trends in national vaccine coverage

	Vaccine
	Vaccine type Used 
	2012 Target population

(number by age and sex,
if available)
	Coverage reported

	
	
	
	2013

	2012


	BCG
	Staten, Japan lab, Serum Institute
	5,640,210
	94 %
	87% 

	tOPV 3
	Sanofi, Glaxo, Haffkine
	4,991,910
	87 %
	77%

	DTP 1/Penta 1
	Biopharma
	4,343,610
	96% (penta)
	67% (DPT)

	Penta3
	Biological E
	3,695,310
	87%
	57 %

	Measles 1
	Serum Institute
	5,056,740
	94 %
	78% 


· Please describe any specific geographical, economic, policy, cultural, gender and social barriers to immunization. Given the priority of GAVI to ensure gender parity and reduce inequity in immunisation services, please describe any gender and/or equity analyses that have been conducted including actions taken to mitigate barriers. 
4.3 Findings from recent programme reviews

· Highlight key competencies/strengths of the immunization programme that make it feasible to carry out IPV introduction – including recent changes to address any weaknesses previously identified.

· Summarize findings from recent programme reviews, indicating whether the recommendations are part of a subsequent national Plan of Action, and describe the status of implementation of recommendations and ​​ how these will impact on the proposed new vaccine introduction. 

· Highlight whether there are resource constraints in implementing recommendations from recent reviews and how these will be overcome. 

· Describe any previous experience with introducing a new vaccine and how lessons learnt will be used to ensure a smooth introduction of the new vaccine under consideration.

A vaccine audit of the RI programme of Nigeria was conducted by the WHO Country Office in 2012.  Overall, the audit exercise has corroborated the findings and recommendations made by the EVM assessment of December 2010 in the area of vaccine stock management. Both evaluations have highlighted occurrences of irregular vaccine supply. Although adequate quantities of vaccines are supplied by the NSCS to the state stores, lower quantities are found at the LGA stores, and antigens become scarcely available at Health Facilities.

There were obvious similarities between the findings and recommendations of the audit of December 2012, and those of the EVM of 2010 regarding the indicators of vaccine stock management.  And both exercises traced the root causes of stock management issues to the same string of weaknesses of the cold chain and logistics system.  The critical factors causing disruptions in the supply of vaccine and devices are:

Incomplete establishment of SMT at state vaccine stores
Poor establishment of DVD-MT at LGA stores 
Weak planning of vaccination operations
Lack of dissemination of norms and standards on stock management
Lack of financial and logistical support to LGAs and Health Facilities
Lack of training of managerial and technical staff
Absence of guides for private HFs providing RI 
Limited private sector use in operational functions
The 2013 cold chain assessment report identified

43 of LGA vaccine stores do not have sufficient capacity to store RI, pneumococcal and rotavirus vaccines.

Cold chain capacities at Wards do not reflect national policy of one solar refrigerator per ward.  

49% of CC is non-functional, although 75% of units are believed to be economically repairable.

Cold chain quality is challenged at LGA and HFs because of generally poor electricity supply.

The following recommendations emerged and are being implemented as described in prior sections:

Adopt solar direct drive refrigerators as the best suitable type CC equipment for LGA and HFs 

Procure and install SDD cold chain equipment to address storage gaps at LGAs and HFs

Conduct a technical audit of non-functional equipment to document the scope of repair required

Procure spare parts needed to repair faulty equipment

Drive a nation-wide rapid repair program, preferably in a phased manner

Map the deployment of CC at ward level for optimum efficiency of distribution to other HFs
EVM assessment findings and improvement plan


In December 2010, Nigeria concluded an Effective Vaccine Management Assessment (EVMA) which comprehensively reviewed the country’s vaccine supply chain from vaccine arrival into the country to service delivery points. Seventy-five facilities at National, State, LGA and facility levels were assessed. The main positive findings were good infrastructure including buildings and cold chain equipment; good knowledge of vaccine management; and satisfactory knowledge of temperature monitoring at most national and state storage facilities. However, the LGAs and HFs did not fare so well and the assessment revealed inadequacies in transport facilities; comprehensive temperature monitoring systems; and operational and management issues. As a result, of the EVMA results, an improvement plan which includes supportive supervision to lower level stores to entrench a preventive maintenance culture was developed and is being implemented to mitigate some of these challenges. Where gaps exist in the availability of cold chain equipment, steps have been taken to hasten the delivery of relevant equipment, temperature monitoring devices and refrigerator trucks as part of the cold chain revamping plan.

Progress report on the EVM improvement plan: The EVM process is about entrenching good storage and distribution practices. The package has been designed so that it can also be used both as an assessment tool for the systematic analysis of strengths and weaknesses across the supply chain and also as a supervisory aid to monitor and support the long-term progress of individual facilities.  

Subsequent to the EVM Assessment conducted in 2011, an improvement plan was developed based on the EVMA recommendations to systematically address weaknesses in the vaccine supply chain in Nigeria. Activities have been assigned to each tier of the supply chain. Although significant progress has been made, particularly at National level, there are still some high priority activities that need to be carried out at all levels of the supply chain.
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National Level Progress: At the National level, great progress has been made with several of the improvement activities having been achieved (84%), partly achieved (9%) or in progress (5%). Of concern is that there has been no progress on rehabilitation of the existing dry store with the fitment of organised shelving and the provision of step ladders. 

State Level Progress: Improvements at the state level have been less impressive, with only 53% of tasks achieved, 22% partly achieved, 12% in progress and 12% not achieved. Dry storage areas at state level are still a concern, with 41% of states and zonal stores still lacking sufficient storage capacity and 82% lacking adequate shelving. Personal Protective Equipment for working in cold rooms has also not been provided. The accurate recording of wastage remains an issue. This needs to be raised with the Data Harmonization Committee for incorporation into data collection tools and ultimately DHIS2. Temperature monitoring has improved, with a number of activities underway, including a temperature monitoring study. A number of state cold rooms have also had continuous temperature loggers with SMS alert capability installed. Majority of states have developed contingency plans which were introduced in the vaccine management training. Storage capacity is currently being addressed under the introduction plan of the new vaccines. Maintenance guidelines are in the process of being developed and basic user maintenance was introduced as a module in the vaccine management training undertaken in quarter 4 of 2013. Majority of the states have developed distribution plans and share these with the LGAs. Job aids and finalisation of the existing SOPs is also in progress.

LGA Level Progress: Improvements at the LGA level have been steady, with 69% of tasks achieved, 21% in progress and only 10% not achieved. Again adequate, well organised dry storage capacity remains an issue. Supportive supervision has improved, with many states now performing supervisory visits on a routine basis. Vaccine storage capacity remains a challenge, but should be addressed with the plans to procure battery and solar directive drives refrigerators for each ward. Planning for the state level vaccine management training (where the LGA level will be trained) is underway, with a few states having confirmed their training dates. This should be finalised by April 2014.

Health Facility Level Progress: At the Health Facility level, 56% of tasks have been achieved, 19% partly achieved, 10% in progress and 6% not achieved. One of the most notable achievements is the revision of the supportive supervision checklist to include monitoring of vaccines and devices. The repair of solar refrigerators and the development of job aids are partly achieved. Training on vaccine management, development of planned preventative maintenance policies and vaccine disposal SOP are in progress and should be achieved shortly. A significant challenge has been the renovation of health facilities and addressing the poor drainage systems and other infrastructure inadequacies.

4.4 Stock management 

· Provide a brief overview of the stock management system in use in the country, i.e. whether computerized, manual or other, highlighting foreseeable issues in stock management with IPV introduction and how these will be addressed.

· Provide a description of the transport system available for delivery of vaccines to the periphery, how this will accommodate IPV, whether the frequency of deliveries  needs to be increased, and if so, whether there are sufficient funds, e.g. for vehicles, drivers, fuel, and per diem for distribution of the new vaccine at all levels.

As part of the recording and reporting system, various record books and vaccine movement forms are available. Ledgers are available at the national, zonal, state and in some cases LGA levels. In addition, the vaccine management tools (VM tools) are used to record vaccine movement between the LGA and the HFs. Also at the national, zonal and state levels, the stock management tool (SMT) is used to document vaccines movement and utilization. The District Vaccine Data Management Tool (DVD-MT) is also used at the state and national levels to monitor vaccine utilization at the LGA level. Some LGAs also use it to monitor vaccine utilization within the LGA. Stores requisition, issue and receipt vouchers are used for documenting movement of vaccines and other immunization supplies. Reporting is done mainly using the VM tools and the DVD-MT. Other tools used include the monthly stock balance reporting forms which tracks vaccine balances at the state level including temperature of vaccines within the month. The DVD-MT also reports vaccines received, used and balance from the LGA as well as the temperature of storage within the reporting month. Data from the VM tools are used to report vaccine stock balances and utilization from the HF to the LGA and from the LGAs to the states. From here, the data are inputted into the DVD-MT along with the immunization coverage data for the month and the minimum and maximum storage temperature reached in the LGA within the reporting month. 

The states then transmit the DVD-MT to the national level along with the updated stock balance report forms for the state. These are then analyzed at the national level and a feedback is made for each month detailing the core indicators of vaccine management and their status for each state as aggregates for the LGAs. These include vaccine utilization, wastage rates, quality of storage and bundling principle. This provides information for corrective actions to be taken where indicated. The monthly feedback is shared with all relevant authorities including government, partners and IST. The SMT at the national level is also shared with the management and partners and the IST.  There are ongoing plans by the NPHCDA and partners to harmonize data reporting platforms through implementing the use of the DHIS for reporting data from health facilities. There are also ongoing projects to implement the automation of stock management systems (Navision) at National, state and LGA level stores.

Transport at the national level consists of cold vans for vaccine distribution. Since the vans cannot accommodate vaccines for each distribution route unless multiple trips are made, third-party transport providers are usually contracted to supplement movement of vaccines and dry materials especially during campaigns when large volumes are involved. A utility truck is also available for day to day operations of the NSCS and also at each zonal store.  States have a utility vehicle each, procured by the Federal Government. However, these vehicles are only used for supervision and other EPI activities as the LGAs pull vaccines from the states. The LGAs make monthly trips to the states to collect vaccines and dry materials for immunization. Most LGAs have programme vehicles that are used for vaccine collection. In a few cases, vehicles are hired for the monthly vaccine collection. The HFs collect vaccines on scheduled immunization days using either cold boxes or Giostyle vaccine carriers where storage facilities are not available at the Health Facility levels. In Health Facilities with cold storage capacity, vaccines are collected on a monthly basis and stored for use during sessions. Most Health Facilities use motor cycles for vaccines collection and in some cases bicycles are also used. Cold boxes in form of rush and RCW25 and vaccine carriers are used for vaccine transportation at the various levels. Monitoring of temperatures during transport is not traditionally done as conditioned icepacks are used for vaccine transport.  According to the recent EVM Progress report, the transport capacity improvement is expected to meet current programme need and future new vaccine introduction plan if the change is expected to take place in the coming 3 years, as it has been strengthened to accommodate penta-valent and the planned pneumococcal vaccine. Recent supply chain redesign efforts in Lagos and Kano states have resulted in outsourced delivery of vaccines directly to health facilities in pilot LGAs and there are ongoing plans to scale this process up state wide in Lagos and Kano states.
5. Monitoring and evaluation

5.1  Updating of monitoring tools

· Describe measures to update, print and distribute EPI monitoring and supervision tools (recording and reporting formats, including tally sheets, registers, immunization cards, wall charts, computerized database, other) to include IPV and other new vaccines envisioned in the current cMYP, prior to the launch of IPV.
· In line with GAVI’s policy advocating for gender equality as a means to improve coverage and access to services, please be sure all immunisation tracking forms can collect and report vaccine delivery by sex, if current forms do not already do so.
In Nigeria, EPI monitoring, evaluation, and supervision are basic processes that facilitate the collection and analysis of the data required to verify whether activities planned under the program are being implemented effectively, or to what extent the objectives and targets defined have been achieved.   

Information systems will be updated to facilitate collection of core indicators related to IPV introduction as described in following sections.  This section provides a broad overview of plans for monitoring and evaluation in the context of IPV introduction, in the context of the Endgame Plan.  

As these new vaccines (IPV, pneumococcal and rotavirus vaccines) are introduced, the GoN emphasizes the need to evaluate administrative data to document trends in indicators of routine immunization.  Identifying key predictors of RI strengthening will be important through a combination of evaluation designs such as surveys of caretakers, health workers, immunization managers, and key informants; ecologic evaluations of RI indicators; coverage assessments.  It will be particularly important for identifying key predictors of RI strengthening, so that future efforts in areas of weaker systems can employ similar interventions for improving immunization coverage.
Plans for updating monitoring tools

To accommodate the addition of IPV, NPHCDA will update immunization forms, vaccination cards, or electronic databases used for recording and reporting vaccine administration, forms for ordering vaccines, and vaccine stock ledgers, and any other forms that list the national immunization program vaccines.  These include:

Child immunization registers 

Vaccination cards

Tally sheets

Summary sheets

Stock ledgers

Vaccine Management Tools

Electronic databases

In addition to the forms, the various information systems that use these data will also be updated to reflect the addition of IPV.  This includes systems that aggregate immunization coverage data from LGA level upwards, including reporting at the national level to UNICEF/WHO.  Early communication with the national health information system is needed to ensure adequate lead-time to change the system.

The introduction of IPV in Nigeria will be an opportunity to review how information is gathered and used for the immunization program and to improve the quality of routinely reported data in the DVDMT and the DHIS 2.2 as well as using that data to improve program performance at all levels.

Evaluation of IPV introduction will be based on monitoring vaccine coverage and other indicators of successful introduction activities (e.g., vaccine stockouts, wastage) and not on disease burden.  Thus, emphasis will be placed during training that record keeping of IPV use must not be aggregated with OPV use.

The main recording tools that are used for immunization-related activities will be adapted to include IPV vaccine.

Immunization or child health card: The IPV dose should be recorded on the child’s immunization card, which is kept with the child to report their vaccination status, and other information such as monitoring of growth.  The updated card will clearly indicate the clinic where the IPV dose was received and date of administration should be entered.  If a child already has an older card without space for recording IPV administration, the information should be transferred to a new updated card.  

Tally sheet: Tally sheets are important for monitoring vaccine demand by supervisors. 
Using the new tally sheets, record the monthly tally and the count for children immunized with IPV, alongside all other vaccines.  
Also record the number of open vials and unopened vials with reason (VVM change, expiry, freezing, breakage, other)
Register: New books with a column for IPV will be provided for recording the date when IPV is administered, alongside all other vaccines at the same contact.  

Stock record:  Accurate vaccine forecasting and ordering depends on knowing the quantity of vaccines in stock at all times
Integrated monthly report: Stock record forms will vary for the health facility versus the LGA  and sub-national levels.  
Monitoring the introduction of IPV will be done through:

Weekly coordination meetings by the EPI focal persons to verify that all introduction activities are occurring on time in a quality manner

Regular monitoring of core indicators of the implementation of the IPV immunization plan to identify achievements and gaps that need to be addressed.  These core indicators will include:

IPV doses administered in relation to the target population under 1 

Vaccine stock & wastage

5.2 Adverse Event Following Immunisation (AEFI) monitoring and reporting

· Provide information on the national AEFI policy, e.g. describe the national capacity to implement pharmaco-vigilance, AEFI investigation and response to AEFIs, to address relevant rumours and potential allegations.

· Provide information on a national AEFI Expert Review Committee (if available) and methods of establishing causality assessments of AEFIs.

· Describe process and procedures for monitoring adverse events following IPV introduction at local, district, region/provincial, and national levels.

Adverse events following immunization (AEFI) monitoring in Nigeria will be a critical component of the IPV introduction strategy and the introduction will be leveraged to strengthen the existing national pharmaco-vigilance efforts.  

A national committee on pharmaco-vigilance, AEFI investigation, and response to AEFIs to address relevant rumors and potential allegations was inaugurated with the MenA campaigns in 2011

The committee was strengthened during the phased penta-valent introduction with the formation of an Expert Committee that is responsible for causality assessments of reported AEFIs.

IPV presents an opportunity to continue strengthening of this critical component of Nigeria's immunization program. 

According to the national AEFI policy, aIl that should be reported to the relevant manager by mobile phone immediately upon detection by a health worker, include: 

1. Serious AEFI (i.e., untoward medical occurrence that at any dose results in death, requires inpatient hospitalization or prolongation of existing hospitalization, results in persistent or significant disability/incapacity, or is life-threatening); 

2. Signals and events associated with a newly introduced vaccine; 

3. AEFIs that may have been caused by an immunization error; 

4. Significant events of explained cause occurring with 30 days after a vaccination; 

5. Events causing significant parental or community concern; 

6. Swelling, redness, soreness at the injection site IF it lasts for more than 3 days or swelling extends beyond nearest joint. 

Although serious AEFI caused by IPV are extremely rare, coincidental occurrence of a serious AEFI and sensational media coverage may seriously undermine immunization activities. Program managers have been trained to plan in advance a special communication strategy regarding AEFI, so that the program is prepared to respond if there is a problem.

The policy emphasizes that risk communication is important to build trust with the public. Development of materials prior to introduction will include information on possible side effects, education and communications (IEC) materials and when communicating with parents and the community. Efforts will also be placed on increasing awareness among health workers and the public of possible adverse events which will also facilitate early recognition and treatment of side effects, which may reduce their consequences. As part of the national AEFI policy, Nigeria has in place a crisis plan, the basic elements of which include: 

an AEFI committee at different levels that can meet immediately to discuss an action plan;  identified, well-respected spokespersons at all levels; 

clear channels of communication with various media; 

engaging with credible opinion and traditional leaders to address misconceptions and rumors; 

training of health workers in how to communicate with the public about AEFIs and safety concerns; 

and having an AEFI action plan with specific roles for immunization program partners. 

6. Advocacy, communication, and social mobilisation

· Describe plans to sensitize political and opinion leaders at national, regional, and district levels on IPV introduction, benefits to the population, and contribution to the polio Endgame Strategy.

· Describe development of a communication strategy for IPV introduction at the community level with identification of key messages, communication channels, and methods for greatest impact. If relevant, describe how results of knowledge, attitude, practice, and behaviour (KAPB) and/or barriers to immunization studies were used to inform the communication strategy for IPV introduction.  

· Describe development of information, education and communication (IEC) materials, focus groups and anthropological assessments, and media outlets for key target audiences as appropriate. 

· Describe plans for a national launch ceremony, if required, and sub-national ceremonies if appropriate including the potential promotion of immunization in general, as well as of relevant comprehensive approaches to disease control.

The gains toward polio elimination in Nigeria are fragile.  Misconception of polio vaccines in the country as a cause of infertility and HIV infection led to halting the polio programme in some northern states in 2003 which resulted in resurgence of polio cases.  Academicians and clerics preaching against OPV in 2013 led to the killing of polio workers during February IPDs and huge set-back to the programme in Nigeria.

A critically important component of the IPV introduction plan includes development of a robust national communication and advocacy strategy geared towards different audiences, partners, stakeholders, communities, and parents. 

Emphasis will be placed on ensuring a well-defined and executed communication and advocacy strategy with the following aims:

To create awareness and demand for IPV

To foster trust

To avoid rumors and misinformation 

To improve immunization coverage

To enhance reporting and detection of potential AEFI

To build strong community support for the immunization program

To bring positive attitude change on immunization

NPHCDA in coordination with regional and global partners, particularly with agencies that have a vast amount of global experience with new vaccines (e.g., UNICEF, IVAC) and other agencies with broader communications & advocacy expertise (e.g Save the Children, Christian Aid) have been consulted and engaged early to develop and deploy the advocacy and communication strategy. In addition to this communication experts within the country will be engaged on contractual basis.  Key strategies will include:

Extensive consultations with key stakeholders which have already begun to obtain buy in before introduction of IPV in the country is crucial.  

Engagement of traditional leaders

Workshops with  members of scientific professional organizations

Leverage and customize existing tools, including advocacy and global communications materials, to be packaged in a way that is useful for regional and country level advocacy activities

Selecting and leveraging potential advocates for training (pediatricians, researchers, civil society)—providing them advocacy, communications, and media relations training.
Developing a crisis communications plan

Surveys will be conducted to inform messages and tailor the strategies to improve vaccine acceptance.  These surveys will:

Document the attitudes and practices of caretakers towards the addition of IPV 

Document the attitudes and practices of healthcare providers towards the addition of IPV

IPV introduction also offers a unique opportunity to identify partners (e.g, IVAC, Save the Children) to help NPHCDA build on the foundation established by the MenA and pentavalent introduction by substantially developing the advocacy and communications expertise at NPHCDA, including a functional working group with adequate staff and resources that can develop a longer term vision and policy for the RI program, including the introduction of new vaccines.  
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� NPHCDA RI & Logistic monthly feedbacks Dec. 2013


�Introduction of IPV in Routine Immunizations.  Available at �HYPERLINK "http://www.who.int/immunization/diseases/poliomyelitis/inactivated_polio_vaccine/en/index.html"�http://tinyurl.com/ipv-intro �


� HSS Cash Support Phase II application, 


� EVM Progress Report 2013
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� Assuming projected infants population in 2015 (7,433,884), target coverage of 87%, and accounting for 25% buffer stock for year 1


� GAVI will calculate vaccine and AD syringe supply based on target population totals given and vaccine preference specified, factoring in appropriate wastage rates for the vaccine preference in this application and buffer stock allowances (25% in the first year). If there are differences between country and WHO-UNICEF coverage estimates, the Secretariat will default to the latter when estimating vaccine requirements.
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� Cold chain capacity assessment, 2013


�Inventory Repair and Replacement Planning tool, March 2014
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� NLWG assessment update


�Inventory Repair and Replacement Planning tool, 2013)


� Existing functional solar refrigerators 2800, JICA 400, HSS phase 1 1656, repairs 1150, HSS phase 2 1334, EU SIGN 800


� Analysis by National Logistics Working Group


� NRISP 2013-2018


� Community acceptability studies in annex 


� WHO, GACVS meeting on IPV safety, December 12 2013


� A directory of health facilities in Nigeria 2011


�NDHS Preliminary Report 2013 & 2008, SOCW 2009


� NPHCDA Administrative Data 2013


� NRISP 2013-2018


� 2013 Nigeria Demographic and Health Survey


� Surviving infants x 2012 coverage


� NPHCDA Routine EPI Coverage using administrative data


� Official Country Estimates: http://apps.who.int/immunization_monitoring/globalsummary/countries?countrycriteria%5Bcountry%5D%5B%5D=NGA&commit=OK


� Routine Immunization Program of Nigeria; Vaccine Audit Report 2012





25

_1457599338.xls
Chart1

		Achieved

		Partly Achieved

		In Progress

		Not Achieved



National %

0.8448275862

0.0862068966

0.0517241379

0.0172413793



EVM IMPROVEMENT PLAN NATIONAL

		

				EVM improvement plan														Date:		Sunday, December 12, 2010		National Level

																												Responsible

				Item no.		EVM code		Task description		Priority		Responsibilty		Budget		Target start		Target completion		Completion indicator		Status		Target completion		Remarks				Q2.2011		Q3.2011		Q4.2011		Q1.2012		Q2.2012		Q3.2012		Q4.2012		Q1.2013		Q2.2013

				1		E1		E1_11a: Develop and make use of  a standardized arrival form for consumables (syringes, safety boxes, etc)		Medium		NPHCDA/Partners		$200		Apr-2011		Jul-2011		The use of standard arrival form for syringes and safety boxes		Achieved		Jul-2011

				2		E1		E1_17&18: Develop a written contingency plan in case of unexpected arrival delays due to flight delays, transport failure, etc.		Medium		NPHCDA/Partners		$200		Apr-2011		Jun-2011		Availability of written contingency plan and staff know what to do in case of emergencies		Achieved		Jun-2011

				3		E1		Establish a  standard record keeping and filing system for the vaccine pre-shipment and arrival procedures ( box files, forms, shelves)		Medium		NPHCDA		$500		Apr-2011				Availability and use of a good record keeping and filing system		Achieved		Jun-2011

				4		E2		Calibration of temperature monitoring equipment at ZCS														Achieved		Mar-2012		Technical expertise available and activity scheduled.		Ranjit Dhiman

				5		E2		E2_01a: Conduct a cold chain monitoring study in accordance with WHO/IVB/05.01 study protocol at the NVS and other levels following the vaccine supply chain ( 24 data loggers, two days training, follow-up cost, data analysis and report)		High		NPHCDA/Partners		$20,000		Aug-2011		Nov-2011		Systematic temperature monitoring study conducted and recommendation implemented		In Progress		Sep-2012		Draft concept note		Ranjit Dhiman

				6		E2		E2_02a: Conduct a temperature map for all freezer rooms and cold rooms used for storing vaccines.(12 temperature data loggers, analysis and report)		High		NPHCDA/Partners		$10,000		Aug-2011		Nov-2011		Temperature mapping carried out  for all freezer rooms and cold rooms and recommendations implemented		In Progress		Mar-2012		Technical expertise available and activity scheduled.		Ranjit Dhiman

				7		E2		E2_08a: Fitting the vaccine cold and freezer rooms with a continuous temperature monitoring device linked with the computers ( Multi channel device with computers, installation)		High		NPHCDA/Partners		$20,000		Jun-2011		Dec-2011		Availability and use of continuous temperature monitoring device		Achieved		Jun-2012		Devices procured. Technical expertise available. Awaiting nprocurement and activation of the sim cards.		EKK

				8		E2		E2_09a: fitting the refrigerated vehicle with a set of temperature recorder tracer, If the NVS is planning to use the refrigerated vehicles to transport vaccines.		Medium		NPHCDA/Partners		$5,000		Jun-2011		Aug-2011		Availability and use of temperature recorder tracer  the refrigerated vehicle		Closed				Not Applicable		MD/ OO

				9		E2		E2_12a: Establish a formal system  to review temperature records on a monthly basis and to use this review as a management tool		High		NPHCDA		$0		Mar-2011		Sep-2011		A formal temperature records  review process in place		Achieved		Sep-2011

				10		E2		Establish a  standard record keeping and filing system for the vaccine storage temperature record and review process.		High		NPHCDA		$500		Mar-2011		May-2011		Availability and use of a good record keeping and filing system		Achieved		May-2011

				11		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2011		High		NPHCDA/Partners		$800,000		Mar-2011		Dec-2015		Availability of 800m3 +2°C to + 8°C net vaccine storage capacity.		Achieved		Sep-2011

				12		E3		E3_01a: Repair of WIC/F room in SW zonal cold store														Achieved		Aug-2011

				13		E3		E3_01a: Procure additional WICRs for SW zonal cold store														Achieved		Aug-2011

				14		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2011		High		NPHCDA/Partners		$100,000		Mar-2011		Dec-2015		Availability of 800m3 -15°C to -25°C net vaccine storage capacity		Achieved		Sep-2011

				15		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes )  to meet the  immunization programme need for  2011		High		NPHCDA/Partners		$280,000		Mar-2011		Dec-2015		Availability of 800m3 net dry storage capacity		Achieved		Sep-2011

				16		E3		E3_03a: Expansion of the dry storage capacity in SW zonal cold store														In Progress		Jun-2012		Site identified and administrative process on-going to secure it.		MD/ OO

				17		E3		E3_03a: Completion of the construction work on the NW zonal cold store														Achieved		Aug-2011

				18		E3		E3_03a: Provide a refrigerated vehicle for each zonal cold store														Partly Achieved		Jun-2012		Four out of six trucks delivered covering both national and zonal.

				19		E3		E3_08a:Expansion of the transport capacity  to meet the immunization programme need for 2011.		High		NPHCDA/Partners		$266,667		Mar-2011		Dec-2015		Availability of 800m3 +transport capacity for vaccines, syringes and safety boxes		Achieved		Dec-2011		Two out of six trucks delivered covering both national and zonal.  LTA in place with haulage contractors.

				20		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2011.		High		NPHCDA/Partners		$396,284		Mar-2011		Dec-2011		Availability of 800m3 net passive container capacity		Achieved		Dec-2011

				21		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2011		High		NPHCDA/Partners		$200,000		Mar-2011		Dec-2011		Availability of 800m3 net icepacks/chilled water pack capacity		Achieved		Dec-2011

				22		E3		E3_11: Develop an SOP which sets out a contingency plan in the event of equipment failure or other emergency		High		NPHCDA		$200		Apr-2011		Sep-2011		Availability and use of an  SOP which sets out a contingency plan in the event of equipment failure or other emergency		Achieved		Sep-2011

				23		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2012      (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of 800m3 +2°C to + 8°C net vaccine storage capacity		Achieved		Jun-2012

				24		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2012         (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of 800m3 -15°C to -25°C net vaccine storage capacity		Achieved		Jun-2012

				25		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes)  to meet the  immunization programme need for  2012(+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of 800m3 net dry storage capacity		Achieved		Jun-2012

				26		E3		E3_08a:Expansion of the transport capacity  to meet the immunization programme need for 2012 (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of 800m3 +transport capacity for vaccines, syringes and safety boxes		Achieved		Jun-2012

				27		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2012 (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of 800m3 net passive container capacity		Achieved		Jun-2012

				28		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2012 (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of 800m3 net icepacks/chilled water pack capacity		Achieved		Jun-2012

				29		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2013      (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of 800m3 +2°C to + 8°C net vaccine storage capacity		Partly Achieved		Jun-2013		Introduction of Rota under review

				30		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2013         (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of 800m3 -15°C to -25°C net vaccine storage capacity		Partly Achieved		Jun-2013		Introduction of Rota under review

				31		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes)  to meet the  immunization programme need for  2013(+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of 800m3 net dry storage capacity		Partly Achieved		Jun-2013		Introduction of Rota under review

				32		E3		E3_08a:Expansion of the transport capacity  to meet the immunization programme need for 2013 (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of 800m3 +transport capacity for vaccines, syringes and safety boxes		Achieved		Jun-2013		Introduction of Rota under review

				33		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2013(+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of 800m3 net passive container capacity		Achieved		Jun-2013		Introduction of Rota under review

				34		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2013 (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of 800m3 net icepacks/chilled water pack capacity		Achieved		Jun-2013		Introduction of Rota under review

				35		E4		E4_10a: Rehabilitation of the existing dry store fitting with well organized shelving and safe and stable step ladders as a minimum. (shelves and steps to be designed and re-estimated)		High		NPHCDA/Partners		$   50,000.00		Apr-2011		Dec-2011		Existing dry storage capacity rehabilitated		Not Achieved		Jun-2012		Plan to review the layout and arrangement of the dry store and implement measures to enable optimum utilisation.		MD

				36		E4		E4_12a: Procurement of warm clothing for cold store workers.     ( four set cloths)		High		NPHCDA		$14,000		Apr-2011		Sep-2011		Availability and use of warm cloth in the cold store		Achieved		Sep-2011

				37		E4		E4_12a: Rehabilitation of the existing 4 refrigerated vehicles for appropriate use. refrigeration unit maintenance)		Medium		NPHCDA		$10000		Jun-2011		Dec-2011		All four refrigerated vehicles used appropriately for transportation of vaccines		Achieved		Dec-2011

				38		E5		E5:01a & 03a: Establish a planned preventive maintenance programme for building and vehicle  and provide evidence that this plan is being followed.		Medium		NPHCDA		$200		Jun-2011		Dec-2011		A planned preventive maintenance programme for building and vehicle developed and implemented.		Achieved		Dec-2011		Renovation and general maintenance is part of the general NPHCDA administrative schedule.

				39		E5		E5_02a: Review the existing cold chain equipment maintenance schedule to reflect the details PPM checklist that specifies the tasks to be carried out and implement.		Medium		NPHCDA		$200		Jun-2011		Dec-2011		A planned preventive maintenance programme for equipment   reviewed and implemented.		Achieved		Dec-2011

				40		E5		E5:02a & 04a: Repair the panel joint for leak-free, door lock and defrosting system for all cold and freezer rooms.		High		NPHCDA		$4000		Apr-2011		Aug-2011		Cold room and freezer room enclosure are free of leak and all door lock works perfectly from inside		Achieved		Aug-2011

				41		E5		E5: Develop an SOPs on planned preventive maintenance for cold chain equipment and make use of it.		Medium		NPHCDA/Partners		$200		Jun-2011		Dec-2011		Availability and use of SOPs for  planned preventive maintenance on cold chain equipment.		Achieved		Dec-2011

				42		E5		E5: Establish a standard maintenance recording form, standard record keeping and filing system  for building, cold chain equipment and vehicles.		Medium		NPHCDA		$200		Jun-2011		Dec-2011		Availability and use of a good record keeping and filing system for maintenance		Achieved		Dec-2011

				43		E6		E6_03a: Record all vaccines arrivals, dispatches and stock balance within one working day of the transaction.		High		NPHCDA		$0		Mar-2011		Jun-2011		All records of vaccines arrivals, dispatches and stock balance are updated within one working day of the transaction.		Achieved		Jun-2011

				44		E6		E6_06a: Prepare a monthly and or quarterly routine reports on internal vaccine distributions.		High		NPHCDA		$0		Mar-2011		Jun-2011		Routine report prepared		Achieved		Jun-2011

				45		E6		E6_15a & 19a: Establish a records of damaged vaccines and an internal review of the vaccine loss/ damages records.		High		NPHCDA		$0		Mar-2011		Jun-2011		A system established to record damaged vaccines and an internal review process.		Achieved		Jun-2011

				46		E6		E6_21a: Establish a vaccine arrival and distribution schedules review process to ensure that vaccine stocks remain between the maximum and safety (reserve) stock levels.		High		NPHCDA/Partners		$0		Mar-2011		Jun-2011		A system established to review a vaccine arrival and distribution schedules.		Achieved		Jun-2011		However maintaining Min and Max has been challenged by funding

				47		E6		E6_22a: Carry regular physical stock counts a minimum of four times a year; the stock count should include diluents, syringes and safety boxes. The stock records should be adjusted to match the physical count.		High		NPHCDA		$0		Mar-2011		Jun-2011		Physical stock counts takes place in a regular established intervals.		Achieved		Jun-2011

				48		E6		E6:Q15 to 17 – Develop an SOP  on the recording and subsequent management of damaged and expired vaccines.		Medium		NPHCDA		$200		Jun-2011		Dec-2011		An SOP developed and implemented		Achieved		Feb-2012

				49		E6		E6: Stock control principles – Introduce policies and practices aimed at eliminating stock outs and overstocking.		High		NPHCDA/Partners		$0		Mar-2011		Jun-2011		Stock level policy introduced and implemented		Achieved		Jun-2011		Policy introduced. Need to monitor implementation.

				50		E7		E7_01a: Establish annual programme for the distribution of vaccine and share with the  receiving stores. The information should include the time, and the principles that sets the quantity to be distributed.		High		NPHCDA		$0		Mar-2011		Jun-2011		Annual programme for the distribution of vaccine prepared and shared with the receiving stores.		Achieved		Jun-2011

				51		E7		E7_01a:Establish a system enabling the NVS to regularly receive the stock balance of each receiving store two weeks prior distribution of supplies to them.		High		NPHCDA		$0		Mar-2011		Jun-2011		The receiving stores send regularly their stock balance prior receiving the supplies.		Achieved		Jun-2011

				52		E7		E7_04a:Establish a reporting system which monitored actual vaccine distributions and compared these with planned distributions		High		NPHCDA		$0		Mar-2011		Jun-2011		A reporting system established form monitoring  actual vaccine distributions with planned distributions.		Achieved		Dec-2011

				53		E7		E7_13a: Establish a written transport contingency plan which describes how to deal with emergencies such as vehicle breakdown, refrigerator units' failure, lack of fuel, etc. during vaccine collection from the airport.		High		NPHCDA		$200		Mar-2011		Sep-2011		A transport contingency plan in place		Achieved		Sep-2011		LTA with haulage contractors in place.

				54		E7		E7_07a:Develop an SOP showing how the refrigerated vehicle or passive containers should be packed and make use of it.		High		NPHCDA		$200		Mar-2011		Sep-2011		An SOP on how the refrigerated vehicle or passive containers to be packed is in use.		Achieved		Dec-2011		Need for reprinting of Job Aids and posters

				55		E8		E8_13a:Establish a means for recording wasted vaccines and  vaccine wastage calculation at the NVS to monitor the compliance of wastage rate being less 1%.		Medium		NPHCDA				Jun-2011		Aug-2011		Vaccine wastage at the NVS level calculated and compliance monitored.		Achieved		Aug-2011

				56		E8		E8_05a: Provide a written instructions on the use of VVM availability (posters)		Medium		NPHCDA		$30		Mar-2011		Aug-2011		VVM posters available		Achieved		Aug-2011

				57		E8		E8: Develop a plan and associated training materials and supervisory activities to ensure that all storekeepers and health workers receive basic training in vaccine store management.       ( 10 NVS workers 4 days training on vaccine store management)		Medium		NPHCDA/Partners		$10,000		Jun-2011		Aug-2011		Training materials prepared and training for 10 NVS workers conducted		Achieved		Jun-2012		Among the requirements, the Agency was supposed to increase the number of staff in all zonal cold stores and then training follows		AA/ KA

				58		E9		E9_10a % 11a: Establish inventory recording system for cold chain equipment, and vehicles at NVS, Zonal, states and LGA levels  and keep up-to-date.		Medium		NPHCDA/Partners		$50,000		Jun-2011		May-2012		Up-to-date inventory data available		Achieved		May-2012

				59		E9		E9_01a to 04a:Review the existing SOPs for further  updates and inclusion of new SOPs and produce copies for dissemination		Medium		NPHCDA/Partners		$15,000		Aug-2011		Jun-2012		Updated SOPs document developed and is in use		Partly Achieved		Jun-2012		Week startng 23rd April 2012		AA/ KA

														$2,194,581

								Progress Summary

								Achieved														49		84%

								Partly Achieved														5		9%

								In Progress														3		5%

								Not Achieved														1		2%

								Total														58		100%
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EVM IMPROVEMENT PLAN STATES

		

				EVM improvement plan						Sunday, December 12, 2010												State Level

				Item no.		EVM code		Task description		Priority		Responsibilty		Budget		Target start		Target completion		Status		Target completion		Remarks		Responsible		Q2.2011		Q3.2011		Q4.2011		Q1.2012		Q2.2012		Q3.2012		Q4.2012		Q1.2013		Q2.2013

				1		E2		E2_01a: Conduct a cold chain monitoring study in accordance with WHO/IVB/05.01 study protocol at the state cold chain stores and other levels following the vaccine supply chain ( 24 data loggers, two days training, follow-up cost, data analysis and report)		High		NPHCDA/Partners		$15,000		Jun-2011		Sep-2011		In Progress		Sep-2012		Draft concept note		Ranjit Dhiman

				2		E2		E2_02a: Conduct a temperature map for all freezer rooms and cold rooms used for storing vaccines.(40 temperature data loggers, analysis and report)		High		NPHCDA/Partners		$10,000		Apr-2011		Jul-2011		Partly Achieved		Mar-2012		Technical expertise available and activity scheduled.		Ranjit Dhiman/EKK

				3		E2		E2_08a: Fitting the vaccine cold and freezer rooms with a continuous temperature monitoring device linked with the computers ( Multi channel device with computers, installation)		High		NPHCDA/Partners		$20,000		Jun-2011		Aug-2011		Partly Achieved		Jun-2012		Devices procured. Technical expertise available. Awaiting procurement of additional accessories.		EKK

				5		E2		E2_12a: Establish a formal system  to review temperature records on a monthly basis and to use this review as a management tool		High		NPHCDA		$0		Mar-2011		May-2011		Partly Achieved		Feb-2012		System implemented at national level to be rolled out to States.

				6		E2		Establish a  standard record keeping and filing system for the vaccine storage temperature record and review process.		High		NPHCDA		$500		Mar-2011		May-2011		Achieved		May-2011

				7		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2011		High		NPHCDA/Partners		$495,000		Mar-2011		Dec-2011		Achieved		Dec-2011

				8		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2011		High		NPHCDA/Partners		$74,000		Mar-2011		Dec-2011		Achieved		Dec-2011

				9		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes )  to meet the  immunization programme need for  2011		High		NPHCDA/Partners		$1,466,667		Mar-2011		Dec-2011		Partly Achieved		Jun-2012		Plan to review the layout and arrangement of the dry store and implement measures to enable optimum utilisation.		MD/OO

				10		E3		E3_08a:Expansion of the transport capacity  to meet the immunization programme need for 2011.		High		NPHCDA/Partners		$1,973,333		Mar-2011		Dec-2011		Achieved		Dec-2011		States do not transport vaccines

				11		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2011.		High		NPHCDA/Partners		$301,920		Mar-2011		Dec-2011		Achieved		Dec-2011

				12		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2011		High		NPHCDA/Partners		$222,000		Mar-2011		Dec-2011		Achieved		Dec-2011

				13		E3		E3_11: Develop an SOP which sets out a contingency plan in the event of equipment failure or other emergency		High		NPHCDA		$200		Apr-2011		Jul-2011		Not Achieved		Mar-2012		Adopt model implemented at national level and roll out to States

				14		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2011      (+ Pentavalent vaccine)		High		NPHCDA/Partners				Mar-2011		Dec-2011		Achieved		Dec-2011		EU Cold Rooms in 3 States (Jigawa, Kaduna and Kwara) to be supplied with a power source to get them running

				15		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2011         (+ Pentavalent vaccine)		High		NPHCDA/Partners				Mar-2011		Dec-2011		Achieved		Dec-2011

				16		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes)  to meet the  immunization programme need for  2011(+ Pentavalent vaccine)		High		NPHCDA/Partners				Mar-2011		Dec-2011		Not Achieved		Jun-2012		Plan to review the capacity, layout and arrangement of dry stores and implement measures to enable optimum utilisation.

				17		E3		E3_08a:Expansion of the transport capacity  to meet the immunization programme need for 2011 (+ Pentavalent vaccine)		High		NPHCDA/Partners				Mar-2011		Dec-2011		Achieved		Dec-2011		States do not transport vaccines

				18		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2011 (+ Pentavalent vaccine)		High		NPHCDA/Partners				Mar-2011		Dec-2011		Achieved		Dec-2011		States do not transport vaccines

				19		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2011 (+ Pentavalent vaccine)		High		NPHCDA/Partners				Mar-2011		Dec-2011		Achieved		Dec-2011

				20		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2012      (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Achieved		Jun-2012		EU Cold Rooms in 3 States (Jigawa, Kaduna and Kwara) to be supplied with a power source to get them running

				21		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2012         (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Achieved		Jun-2012		EU Cold Rooms in 3 States (Jigawa, Kaduna and Kwara) to be supplied with a power source to get them running

				22		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes)  to meet the  immunization programme need for  2012(+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Not Achieved		Jun-2012		Plan to review the capacity, layout and arrangement of dry stores and implement measures to enable optimum utilisation.

				23		E3		E3_08a:Expansion of the transport capacity  to meet the immunization programme need for 2012 (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Achieved		Jun-2012		States do not transport vaccines

				24		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2012 (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Achieved		Jun-2012		States do not transport vaccines

				25		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2012 (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Achieved		Jun-2012

				26		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2013      (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Partly Achieved		Jun-2013		Introduction of Rota under review

				27		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2013         (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Partly Achieved		Jun-2013		Introduction of Rota under review

				28		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes)  to meet the  immunization programme need for  2013(+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Partly Achieved		Jun-2013		Introduction of Rota under review

				29		E3		E3_08a:Expansion of the transport capacity  to meet the immunization programme need for 2013 (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Partly Achieved		Jun-2013		Introduction of Rota under review

				30		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2013(+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		In Progress		Jun-2013		Introduction of Rota under review

				31		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2013 (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		In Progress		Jun-2013		Introduction of Rota under review

				32		E4		E4_10a: Rehabilitation of the existing dry store fitting with well organized shelving and safe and stable step ladders as a minimum. (shelves and steps to be designed and re-estimated)		High		NPHCDA/Partners		$50000		Apr-2011		Jul-2011		Not Achieved		Jun-2012		Plan to review the capacity, layout and arrangement of dry stores and implement measures to enable optimum utilisation.

				33		E4		E4_12a: Procurement of warm clothing for cold store workers.     ( four set cloths)		High		NPHCDA		$2000		Apr-2011		Jul-2011		Not Achieved		Mar-2012		Procurement to be based on specifications used at national level.

				35		E5		E5:01a & 03a: Establish a planned preventive maintenance programme for building and vehicle  and provide evidence that this plan is being followed.		Medium		NPHCDA		$200		Jun-2011		Dec-2011		Partly Achieved		Mar-2012		A planned preventive maintenance programme for building and vehicle developed and implemented adopting practice at national level..

				38		E5		E5: Develop an SOPs on planned preventive maintenance for cold chain equipment and make use of it.		Medium		NPHCDA/Partners		$200		Jun-2011		Dec-2011		In Progress		Mar-2012		Maintenance guidelines being developed at the National level for adoption by states

				39		E5		E5: Establish a standard maintenance recording form, standard record keeping and filing system  for building and  cold chain equipment .		Medium		NPHCDA		$200		Jun-2011		Dec-2011		Partly Achieved		Mar-2012		System implemented at national level to be rolled out to States.

				40		E6		E6_03a: Record all vaccines arrivals, dispatches and stock balance within one working day of the transaction.		High		NPHCDA		$0		Mar-2011		Jun-2011		Achieved		Jun-2011

				41		E6		E6_06a: Prepare a monthly and or quarterly routine reports on internal vaccine distributions.		High		NPHCDA		$0		Mar-2011		Jun-2011		Achieved		Jun-2011

				42		E6		E6_15a & 19a: Establish a records of damaged vaccines and an internal review of the vaccine loss/ damages records.		High		NPHCDA		$0		Mar-2011		Jun-2011		Achieved		Jun-2011

				43		E6		E6_21a: Establish a vaccine arrival and distribution schedules review process to ensure that vaccine stocks remain between the maximum and safety (reserve) stock levels.		High		NPHCDA/Partners		$0		Mar-2011		Jun-2011		Achieved		Jun-2011

				44		E6		E6_22a: Carry regular physical stock counts a minimum of four times a year; the stock count should include diluents, syringes and safety boxes. The stock records should be adjusted to match the physical count.		High		NPHCDA		$0		Mar-2011		Jun-2011		Achieved		Jun-2011

				45		E6		E6:Q15 to 17 – Develop an SOP on the recording and subsequent management of damaged and expired vaccines.		Medium		NPHCDA		$200		Jun-2011		Dec-2011		Achieved		Feb-2012

				47		E7		E7_01a: Establish annual programme for the distribution of vaccine and share with LGA stores. The information should include the time, and the principles that sets the quantity to be distributed.		High		NPHCDA		$0		Mar-2011		Jun-2011		Partly Achieved		Apr-2012		Distribution Plan shared with States. Supervisory visits or feedback required to monitor how distribution plans are shared with the LGAs.

				48		E7		E7_01a:Establish a system enabling the State store  to  receive  stock balances from LGAs prior distribution of supplies to them.		High		NPHCDA		$0		Mar-2011		Jun-2011		Achieved		Jun-2011

				49		E7		E7_04a:Establish a reporting system which monitored actual vaccine distributions and compared these with planned distributions		High		NPHCDA		$0		Mar-2011		Jun-2011		In Progress		Mar-2012		Both planned and actual distribution records exist. Need to formalise the analysis and reporting.

				51		E7		E7_07a:Develop an SOP showing how  passive containers should be packed and make use of it.		High		NPHCDA		$200		Mar-2011		Aug-2011		In Progress		Mar-2012		Development of job aids in progress

				52		E8		E8_13a:Establish a means for recording wasted vaccines and  vaccine wastage calculation at the States' stores.		Medium		NPHCDA				Jun-2011		Aug-2011		Not Achieved		Apr-2012		Raise at Data Harmonization meeting for incorporation into DHIS2

				53		E8		E8_05a: Provide a written instructions on the use of VVM  and make available in all stores.(posters)		Medium		NPHCDA		$30		Mar-2011		Aug-2011		Achieved		Aug-2011

				54		E8		E8: Develop a plan and associated training materials and supervisory activities to ensure that all storekeepers and health workers receive basic training in vaccine store management.       ( 74 States' cold chain store workers 4 days training on vaccine store management)		Medium		NPHCDA/Partners		$10,000		Jun-2011		Aug-2011		Achieved		Apr-2012

				55		E9		E9_10a % 11a: Maintain inventory recording system for cold chain equipment , validate at least once a year , and ensure it is  kept up-to-date.		Medium		NPHCDA/Partners		$50,000		Jun-2011		May-2012		Achieved		May-2012

				56		E9		E9_01a to 04a:Review the existing SOPs for further  updates and inclusion of new SOPs and produce copies for dissemination		Medium		NPHCDA/Partners		$15,000		Aug-2011		Jun-2012		In Progress		Jun-2012		To be done at national level and disseminated.

														$4,634,450

								Progress Summary

								Achieved												26		53%

								Partly Achieved												11		22%

								In Progress												6		12%

								Not Achieved												6		12%

								Total												49		100%
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EVM IMPROVEMENT PLAN LGAs

								re

				EVM improvement plan						Date								Sunday, December 12, 2010				LGA Level

				Item no.		EVM code		Task description		Priority		Responsibilty		Budget		Target start		Target completion		Completion indicator		Status		Target completion		Remarks		Responsible		Q2.2011		Q3.2011		Q4.2011		Q1.2012		Q2.2012		Q3.2012		Q4.2012		Q1.2013		Q2.2013

				1		E2		E2_12a: Establish a formal system  to review temperature records on a monthly basis and to use this review as a management tool .		High		NPHCDA		$0		Mar-2011		May-2011		A formal temperature records  review process in place		Achieved		May-2011		National feedback on vaccine management made to all levels monthly

				2		E2		Conduct Supportive Supervision to the LGAs cold chain store and use this to strenghten capacity,		High		NPHCDA		$500		Mar-2011		May-2011		Availability of supportive supervision reports  indicating improvements being made by staff at this level.		Partially achieved		Dec-2012		Schedule for supervisory visits is currently being developed including resources and costs.		ZCCO/State

				3		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2011		High		NPHCDA/Partners				Mar-2011		Dec-2011		Availability of  +2°C to + 8°C net vaccine storage capacity.		Achieved		Sep-2012		A contract has been awarded for solar refridgerators to be supplied to LGAs identified as having inadequate capacity.

				4		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2011		High		NPHCDA/Partners				Mar-2011		Dec-2011		Availability of  required -15°C to -25°C net vaccine storage capacity		Closed		Jun-2012		LGAs are not by policy obliged to keep vaccines at negative temps

				5		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes )  to meet the  immunization programme need for  2011		High		NPHCDA/Partners				Mar-2011		Dec-2011		Availability of required net dry storage capacity		Not Achieved		Jun-2012		Plan to review the capacity, layout and arrangement of dry stores and implement measures to enable optimum utilisation.

				6		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2011.		High		NPHCDA/Partners				Mar-2011		Dec-2011		Availability of requirednet passive container capacity		Achieved		Dec-2011

				7		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2011		High		NPHCDA/Partners				Mar-2011		Dec-2011		Availability of required net icepacks/chilled water pack capacity		Achieved		Dec-2011

				8		E3		E3_11: Develop an SOP which sets out a contingency plan in the event of equipment failure or other emergency		High		NPHCDA		$200		Apr-2011		Sep-2011		Availability and use of an  SOP which sets out a contingency plan in the event of equipment failure or other emergency		Achieved		Sep-2011

				9		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2012      (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of required +2°C to + 8°C net vaccine storage capacity		Achieved		Jun-2012		Cold chain assessment conducted in 17 states to identify gaps in capacity. Cold chain equipment to be repaired or purchased as necessary.

				10		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2012         (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of required -15°C to -25°C net vaccine storage capacity		Closed		Jun-2012		LGAs are not by policy obliged to keep vaccines at negative temps

				11		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes)  to meet the  immunization programme need for  2012(+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of required net dry storage capacity		Not Achieved		Jun-2012		Plan to review the capacity, layout and arrangement of dry stores and implement measures to enable optimum utilisation.

				12		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2012 (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of required net passive container capacity		Partially achieved		Jun-2012		Cold chain assessment conducted in 17 states to identify gaps in capacity. Cold chain equipment to be repaired or purchased as necessary.

				13		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2012 (+ Pentavalent + PCV)		Medium		NPHCDA/Partners				Mar-2011		Jun-2012		Availability of required net icepacks/chilled water pack capacity		Achieved		Jun-2012		Cold chain assessment identified sufficient icepacks available

				14		E3		E3_01a: Expansion of the vaccine storage  capacity of the +2°C to + 8°C to meet the immunization programme need for 2013      (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of reqiured +2°C to + 8°C net vaccine storage capacity		Partially achieved		Jun-2013		Introduction of Rota under review

				15		E3		E3_02a: Expansion of the vaccine storage  capacity of the -15°C to -25°C to meet the immunization programme need for 2013         (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of required -15°C to -25°C net vaccine storage capacity		Closed		Jun-2013		LGAs are not by policy obliged to keep vaccines at negative temps

				16		E3		E3_03a: Expansion of the dry storage capacity need to store consumables: syringes, safety boxes)  to meet the  immunization programme need for  2013(+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of required net dry storage capacity		In Progress		Jun-2013		Introduction of Rota under review

				17		E3		E3_08a:Expansion of the transport capacity  to meet the immunization programme need for 2013 (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of required  +transport capacity for vaccines, syringes and safety boxes		In Progress		Jun-2013		Introduction of Rota under review

				18		E3		E3_09a:Expansion of passive containers requirement to meet the immunization programme need in 2013(+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of required net passive container capacity		In Progress		Jun-2013		Introduction of Rota under review

				19		E3		E3_10a:Expansion of icepacks/chilled water packs capacity to  meet maximum demand in 2013 (+ Pentavalent + PCV+ Rota)		Medium		NPHCDA/Partners				Jun-2011		Jun-2013		Availability of required net icepacks/chilled water pack capacity		In Progress		Jun-2013		Introduction of Rota under review

				20		E4		E4_10a: Rehabilitation of the existing dry store fitting with well organized shelving		High		NPHCDA/Partners		$50000		Apr-2011		Dec-2011		Existing dry storage capacity rehabilitated		Not Achieved		Jun-2012		Plan to review the capacity, layout and arrangement of dry stores and implement measures to enable optimum utilisation.

				21		E5		E5_01and E5_02a: Develop a planned preventive maintenance for buildings, CCE and vehicles and discuss with the authorities for implementation		Medium		NPHCDA		$200		Jun-2011		Dec-2011		A planned preventive maintenance programme for building and vehicle developed and implemented.		In Progress		Jun-2012		Partially implemented at national level (vehicles). The procedures once fully adopted at national level and states will be rolled out to LGAs.

				22		E6		E6_04a:  LGA stores to review stock control records to include required stock information.		High		NPHCDA		$0		Mar-2011		Jun-2011		All records of vaccines arrivals, dispatches and stock balance are updated within one working day of the transaction.		Achieved		Jun-2011		National review of stock management records done

				23		E6		E6_05a:  LGA stores to immediately start recording movements for diluents .		High		NPHCDA		$0		Mar-2011		Jun-2011		Availability of records of movement of diluents in the LGAs' stores.		Achieved		Jun-2011

				24		E6		E6_15a & 19a: Establish a records of damaged vaccines and an internal review of the vaccine loss/ damages records.		High		NPHCDA		$0		Mar-2011		Jun-2011		A system established to record damaged vaccines and an internal review process.		Achieved		Jun-2011

				25		E6		E6_20a: LGA store to immediately establish their respective critical stock levels for estimation and distribution of supplies.		High		NPHCDA/Partners		$0		Mar-2011		Ongoing (qtrly)		Availability of respective critical stock levels in all LGAs' stores.		Achieved		In progress		Done quarterly

				26		E6		E6_22a: Carry regular physical stock counts a minimum of four times a year; the stock count should include diluents, syringes and safety boxes. The stock records should be adjusted to match the physical count.		High		NPHCDA		$0		Mar-2011		Jun-2011		Physical stock counts takes place in a regular established intervals and reported through the states, zones to National		Achieved		Jun-2011

				27		E6		E6_23a: Ensure timely recording of stock movements (within 24 hours) to reduce disparity in the quantities of freeze dried vaccines and their corresponding diluents.		High		NPHCDA				Jan-2011		Mar-2011		Evidence of recording of stock movements within 24 hours of receipts and issues from the LGAs stores.		Achieved		Mar-2011

				28		E6		E6:Q15 to 17 – Develop an SOP  on the recording and subsequent management of damaged and expired vaccines.		Medium		NPHCDA		$200		Jun-2011		Dec-2011		An SOP developed and implemented		Achieved		Dec-2011

				29		E7		E7_01a: Establish annual programme for the distribution of vaccine and share with health care facilities. The information should include the time, and the principles that sets the quantity to be distributed.		High		NPHCDA		$0		Mar-2011		Jun-2011		Annual programme for the distribution of vaccine prepared and shared with the receiving health facilities.		Achieved		Jun-2011

				30		E7		E7_06a:Supportive supervision to encourage  staff and  ensure passive containers are properly packed and make use of		High		NPHCDA		$200		Mar-2011		Aug-2011		Specialised supportive supervision undertaken and reports available..		Partially achieved		Dec-2012		Schedule for Supervisory Visits is currently being developed including resources and costs.

				31		E8		E8_13a:Establish a means for recording wasted vaccines and  vaccine wastage calculation at the LGAs' stores and discuss same with health facilities' staff.		Medium		NPHCDA				Jun-2011		Aug-2011		Vaccine wastage at the NVS level calculated,compliance monitored and discussed with health facilities.		Achieved		Aug-2011

				32		E8		E8_06a: Provide a written instructions on the use of VVM  and make available in all stores.(posters)		Medium		NPHCDA		$30		Mar-2011		Aug-2011		VVM posters available, distrubted to all LGAs' stores.		Achieved		Aug-2011

				33		E8		E8: Develop a plan and associated training materials and supervisory activities to ensure that all storekeepers and health workers receive basic training in vaccine store management to include how to perform and interpret shake test.       ( 74 States' cold chain store workers 4 days training on vaccine store management)		Medium		NPHCDA/Partners		$10,000		Jun-2011		Aug-2011		Training materials prepared and training organised for LGAs cold chain staff.		Achieved		Jun-2012

				34		E9		E9_10a % 11a: Maintain inventory recording system for cold chain equipment , validate at least once a year , and ensure it is  kept up-to-date.		Medium		NPHCDA/Partners		$50,000		Jun-2011		May-2012		Up-to-date , validated , inventory of cold chain equipment  data available.		Achieved		May-2012

				35		E9		E9_01a to 04a:Review the existing SOPs for further  updates and inclusion of new SOPs and produce copies for dissemination		Medium		NPHCDA/Partners		$15,000		Aug-2011		Jun-2012		Updated SOPs document developed and is in use.		In Progress		Jun-2012		To be done at national level and disseminated.

				36		E9		E9_ 07a and E9_ 08a: All LGAs should forecast their needs using nationally approved tool(s).		Medium		NPHCDA/Partners		$75,030		Aug-2011		Jun-2012		Availabilty of forcasts from LGAs collaed by  states.		Achieved		Jun-2012

								Progress Summary

								Achieved														20		69%

								Partly Achieved														0		0%

								In Progress														6		21%

								Not Achieved														3		10%

								Total														29		100%
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EVM IMPROVEMENT PLANS HFs

		

				EVM improvement plan						Sunday, December 12, 2010						HF Level				Sunday, December 12, 2010

				Item no.		EVM code		Task description		Priority		Status		Budget		Target Completion		Remarks		Completion indicator		Sign off date		Q2.2011		Q3.2011		Q4.2011		Q1.2012		Q2.2012		Q3.2012		Q4.2012		Q1.2013		Q2.2013

				1		E2		Training/retraining (mostly on the job) of HWs on appropriate storage temperature for vaccines in 50% of HFs providing RI services		Medium		In Progress				Dec-2012		Schedule for supervisory visits is currently being developed including resources and costs.

				2		E2		Print and distribute standard temperature monitoring charts		Medium		Achieved				Aug-2011

				3		E2		Provide files and cupboards for archiving of monitoring charts and other reports generated at the HF level		High		Achieved				Sep-2011

				4		E3		Conduct an inventory of CCE at this level and categorize HF according to needs		High		Achieved				Dec-2012		Cold chain assessment conducted in 17 states to identify gaps in capacity. Cold chain equipment to be repaired or purchased as necessary.

				5		E3		Repair broken down solar refrigerators		High		Partly Achieved				Jun-2012		2nd round of repairs being planned with placement of new equipment contingent on repair of broken down equipment

				6		E4		Renovate dilapidated HFs and Improve on the drainage system surrounding HFs.		Medium		Not Achieved				Dec-2012

				7		E4		Liaise with the Fire service to assess appropriate type of fire extinguishers  and provide same.		Medium		Achieved				Sep-2011

				8		E5		Develop a multi-year planned preventive maintenance and implement it		Medium		In Progress				Jun-2012

				9		E6		Review standardized recording tools (store receipt/issue vouchers and VM1 forms) to include more information.		High		Achieved				Jun-2011

				10		E6		Production and distribution of standardized recording tools (store receipt/issue vouchers and VM1 forms)		High		Achieved				Jun-2012		Standardised tools are available. Remains to replicate and distribute.

				11		E6		Provide separate ledger for diluents and record all movements of diluents		High		Achieved				Aug-2011

				12		E6		Ensure HFs submit the completed VM1 tool at the end of the month along with the RI data		High		Achieved				Jun-2011

				13		E7		Training on vaccine management - part of REW		High		Partly Achieved				Jun-2012		State level training has been conducted. A plan is required to cascade down to lower levels.

				14		E8		Print and distribute VVM posters		Medium		Partly Achieved				Jun-2012		Job aids being developed for production and distribution to all levels

				15		E8		Develop and produce management policy for safe disposal of used vaccine vial.		Medium		In Progress				Jun-2012		Policies are available at national level. Need to tailor and distribute to lower levels.

				16		E8		Construct appropriate waste disposal sites at the HF level.		High		Closed				Jun-2012		Waste Disposal now to be centralized at the state level with the procurement of incinerators using GAVI funds available in the GAVI HSS reprogramming.

				17		E8		Include critical vaccine and dry material indicators in the existing monitoring and supervisory checklist used at the HF level.		High		Achieved				Jun-2012		Revision of the SS checklist still ongoing

								Progress Summary

								Achieved				9				56%

								Partly Achieved				3				19%

								In Progress				3				19%

								Not Achieved				1				6%

								Total				16				100%
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Status Summary

		

				Achievement		National #		National %		State #		State %		LGA #		LGA %		HF #		HF %

				Achieved		49		84%		26		53%		20		69%		9		56%

				Partly Achieved		5		9%		11		22%		0		0%		3		19%

				In Progress		3		5%		6		12%		6		21%		3		19%

				Not Achieved		1		2%		6		12%		3		10%		1		6%

				Total		58		100%		49		100%		29		100%		16		100%

				Achievement		National %				Achievement		State %				Achievement		LGA %				Achievement		HF %

				Achieved		84%				Achieved		53%				Achieved		69%				Achieved		56%

				Partly Achieved		9%				Partly Achieved		22%				Partly Achieved		0%				Partly Achieved		19%

				In Progress		5%				In Progress		12%				In Progress		21%				In Progress		19%

				Not Achieved		2%				Not Achieved		12%				Not Achieved		10%				Not Achieved		6%

				Total		100%				Total		100%				Total		100%				Total		100%
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