Annex A. IPV introduction plan

An IPV introduction plan is required to apply for GAVI support. 
The content of this plan was informed by the forthcoming new vaccine introduction plan template from WHO. 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. Countries are strongly encouraged to build upon or incorporate into existing new vaccine introduction plans the additional considerations which need to be put in place for IPV introduction. 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 program 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 program 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.
Following World Health Assembly (on May 27, 2012) declaration about poliovirus eradication as a programmatic emergency for global public health and endorsement of polio eradication and endgame strategic plan for 2013-2018, SAGE in November 2013 has recommended that all countries should add at least one dose of IPV to the national routine immunization schedule in order to reduce the risk of paralytic polio if exposed to a type 2 virus after OPV2 withdrawal, improve response to the future use of a monovalent type 2 polio vaccine in the case of an outbreak, reduce transmission of a reintroduced type 2 virus and boost immunity to the remaining wild poliovirus serotypes 1 & 3. 

SAGE reaffirms the importance of removing the type 2 component of the oral polio vaccine from routine immunization programs globally in the near term in order to eliminate the most common cause of vaccine-associated polio outbreaks, eliminate the vaccine-associated  paralytic poliomyelitis (VAPP) associated with this serotype, secure the serotype-specific gains that have occurred to date in global eradication and enhance the efficacy of the oral polio vaccine to protect against and eliminate the remaining type 1 and 3 wild virus serotypes. 
Afghanistan is intended to implement the polio endgame strategic plan for interruption of wild polio virus circulation, containment and completing eradication. To hasten the interruption of all poliovirus transmission, prevent new circulating vaccine-derived poliovirus outbreaks, and help strengthening routine immunization services, the country has decided to replace tOPV with bOPV and introduce one dose inactivated polio vaccine into routine immunization programs and withdraw tOPV.   

Afghanistan is close to eradicating polio and the virus has localized mainly in east/southern regions and the rest of the country is almost free of polio. Introduction of a dose of IPV into routine immunization programs will facilitate the interruption of wild polio virus (WPV) transmission and reduce the risk of WPV importation/spread and optimize the management of the immediate and long-term risks of poliovirus. In addition high immunization coverage particularly with IPV is the best strategy for reducing the risk of cVDPV emergence before, during and after the withdrawal of oral poliovirus vaccines. The country is intended to withdraw oral polio vaccine by 2020 and replace it with IPV. 
Introduction of a dose of IPV into routine immunization programs has given topmost priority by Government of Afghanistan. The Polio Policy Dialogue chaired by Minister of Public Health has recommended introduction of IPV into routine immunization schedule and use IPV in low performing districts during SNIDs. The NITAG has recommended to MOPH to introduce one dose of IPV in routine immunization schedule and replace tOPV with bOPV. The technical and programmatic aspects of IPV introduction have been discussing in regular EPI Task Force Meetings and other technical forums. ICC/HSS Steering Committee reviewed and has endorsed Afghanistan’s application to GAVI for its generous support.  
Strengthening routine immunization is critical as it is the foundation to achieving and sustaining high levels of population immunity to polio. Introduction of IPV will be a significant opportunity to strengthen routine immunization system and increase routine vaccination coverage by taking advantages of extensive experience gained in polio eradication including reaching the most difficult-to-reach children and using extensive human and material resources currently deployed for polio eradication in the country. Though, because of frequent polio SIAs and surveillance activities it is not quite easy to exploit this opportunity for strengthening routine immunization system, but at operational level polio funded staff can contribute in broader immunization activities such as working with immunization program managers/supervisors in aligning polio SIAs micro-plans with routine health facility/district micro-plan, monitoring of immunization service delivery activities and surveillance of other vaccine preventable diseases. Since changing of tOPV to bOPV and introduction of IPV into routine schedule is directly linked with polio endgame, the role of polio funded staff will become critical in planning and reaching all eligible children with a dose of IPV. Therefore, it will be a good opportunity  to improve the technical capacity of polio staff in gaining knowledge and skills in undertaking routine immunization-polio micro-plan convergence exercise, management, handling and administration of IPV and all  routine vaccines,  monitoring of immunization coverage and vaccine preventable disease surveillance. Changing polio vaccine used for both routine and supplementary immunization activities require involving polio funded staff to support national program management teams in introduction of IPV into routine schedule and routine immunization as a whole and particularly at health service delivery level will significantly contribute to improving routine immunization system and will help to control polio transmission and complete polio eradication. Even with delay in interrupting polio virus transmission in some parts of Afghanistan, the benefits of reaching eradication continue to contribute in measles elimination, distribution of vitamin A, and surveillance of vaccine preventable diseases. 
IPV introduction has implications for the costs and long-run affordability of Afghanistan’s national immunization programs. New vaccines (Penta, PCV) are the single largest cost driver and as estimated accounting for about 55% of the total immunization cost of the country. Afghanistan has been contributing some 7% of new vaccines introduced into national immunization schedule. Resources required for routine immunization in Afghanistan are expected to be tripled after introduction of IPV.  This will increase in the share of government health expenditure for immunization.  Given the multiple demands for healthcare and limited resources in the country, this share may not be affordable as the immunization programs of the country is depending on UNICEF contributions, GAVI funding support, donors and partners.  Afghanistan’s sizeable population, high fertility rate, budget constraints and service delivery challenges, make the affordability of new vaccines almost difficult.  
Despite the fact that the Government of Afghanistan has planned to gradually increase its contribution for national immunization program (NIP), given the current political and economical condition of the country, support of donors and partners for NIP will be crucial for a few more years. In short term, allocation of more public resources to health sector will not entirely contribute to secure funds for IPV from the government source.  Besides using GAVI opportunity of New Vaccine Support,  the MOPH strategies to increase resource allocations for routine immunization including procurement of IPV take into account advocacy for immunization-specific budget line item an incremental increase in the plan of Ministry of Finance to cover the cost of vaccine/injection supply and operational and development cost of routine immunization and obtaining commitment from UNICEF, other partners, new and traditional donors to continue their support for routine immunization programs. Given the low price of vaccine beyond 2018 the Government of Afghanistan is expected to cover the costs of IPV. 
Considering the high cost of vaccine, major efforts will be directed towards reducing vaccine wastage rates through adequate training of EPI staff on adequate vaccine management; improving social mobilization/IEC approach to direct families to fixed sites to maximize use of existing immunization services; transfer of skills and competences at the health facility/district levels through more training and improve technical capacities of districts level staff; and continue use of DQS tool to improve data quality and enhance use of data timely especially at lower levels. 
The urgency of polio eradication endgame strategy necessitates an accelerated introduction of single dose IPV/with DPT3/OPV3/PCV3 into national immunization programs. Therefore, the IPV will be introduced nationally into Afghanistan’s NIP schedule on 1st January 2015.  Depending on availability of vaccine, the shift from tOPV to bOPV in routine immunization will take place on 1st July 2015. Phased Introduction of IPV and bOPV in Routine Immunization can be considered based on availability of vaccine. 
The following key preparatory activities will be started soon after approval of Afghanistan’s Application by GAVI IRC and Secretariat:

· Strengthen program management & accountability
· Develop detailed introduction plan with deadline for each activity 
· Conduct Effective Vaccine Management Assessment
· Develop and implement cold chain improvement plan 
· Conduct immunization data quality assessment 
· Increase population’s demand for bOPV/IPV through extensive IEC
· Develop/harmonize health facility/district routine immunization micro-plans with polio SIA micro-plans 

· Update/print immunization recording and reporting materials
· Develop IEC materials and print
· Adopt/develop and print training guidelines for different categories of staff

· Update/print  immunization monitoring tools 
· Train all categories of EPI/PEI staff 

· Plan for distribution of vaccine/injection supplies to the sub-national levels
· Official introduction of IPV

· Plan/conduct regular monitoring of immunization activities, local community coverage and vaccine acceptance, social mobilization efforts, availability of health workers, vaccine delivery and other immunization session logistics, overall quality and impact of services and AEFI surveillance. 
As part of new vaccine/s introduction, the capacity of national, regional and provincial vaccine cold stores has been increased to accommodate existing and new vaccines including vaccines for SIAs. With adding three new walking cold rooms, the central vaccine store comprises of 11 walking cold rooms, 10 of which operate at +4°C and 1 operate at –20°C. The capacity of national cold storage facility has increased to 75 cubic meters.  The present capacity is enough to accommodate IPV 10-dose or 5-dose vial vaccine. Shifting from single dose PCV to 2 dose in 2015 and tOPV to bOPV 20-dose and adequate interval between shipments of all routine vaccines will allow national cold storage to have even extra space.   All regional  level cold rooms  are of a standard design, and have a storage capacity of some 12 cubic meters and sufficient for sorage of all vaccines including IPV. 
At provincial level, the NIP is using mainly Ice Lined Refrigerators (ILR) with Ice Pack Freezers (IPF). With introduction of IPV, there will be need for at least one addition ILR and 2 IPF for each provincial cold store. In addition, health facilities  overburdened with clients will require addition RCW50 Refrigerators. About 1500 cold boxes, 100 RCW50EG Refrigerators and 2000 vaccine carries with four ice packes are needed for proper handling and storage of vaccines and expansion of routine immunization services.  The cold chain system is well functional at all levels. 
In order to improve logistics, monitoring/supervision and other routine immunization related activities, the NIP is in need to use some prtion of expected GAVI introduction grant for procuring of at least 8 more pickups.   
The WHO VSSM is used at national, regional and provincial levels. The vaccines and injcetion supplies are released to health facilities based on monthly consumption. The NIP logistic system is operating properly with releasing vaccines/injection supplies to the regions, provinces and health facilities based on standard interval of six months, 3 months and one months respectiveley. The satff engaged in all aspects of vaccine/supply management are well trained at all levels. 
Below are summary of activities to be undertaken: 
· Update National Immunization Strategy and guideline

· Conduct Effective Vaccine Management Assessment
· Develop and implement cold chain improvement plan 
· Procure new cold chain equipment and vehicles
· Conduct immunization data quality assessment

· Develop detailed introduction plan with deadline for each activity 
· Develop IEC materials and print

· Advocacy and communication to increase population’s demand for bOPV/IPV through extensive Advocacy, Education and Communication
· Update/print immunization recording and reporting materials

· Develop IEC materials and print

· Adopt/develop and print training guidelines for different categories of staff

· Update/print  immunization monitoring tools 

· Train all categories of EPI/PEI staff 

· Plan for distribution of vaccine/injection supplies to the sub-national levels
Introduction of IPV in the Routine Immunization Program may entail the followings challenges:
·    Availability of IPV to introduce into national routine vaccination schedule in January 2015. IPV should be introduced at least 6 months before the switch from tOPV to bOPV.  Afghanistan is using only tOPV in its routine immunization programs and should be prepared for a switch from tOPV to bOPV on 1st July 2015. 
·   Adequate updating/rescheduling district micro-plan to reach the target population and particularly the hard-to-reach populations as part of IPV introduction and using this opportunity for strengthening routine immunization system.  
·    Complication of routine vaccination schedule - as recommended, the optimal timing for administering 1 dose of IPV in routine immunization schedule is when third dose of DPT/PCV/tOPV is given, at 14 weeks or at the next contact thereafter. 
·   Public acceptance of IPV/bOPV – increase public awareness taking into account the public confidence in safety/effectiveness of IPV/bOPV and the country has to give up OPV because it has not produced anticipated results.  
·    Financial sustainability - unpredictable financing of IPV by Government after 2018 and the costs associated with expanding the immunization system as a whole.   
Afghanistan is still polio endemic country where wild polio virus is circulating mainly in east and southern regions and there is a high risk of wild polio virus transmission to polio free areas of the country. As IPV introduction is a risk mitigation strategy and Afghanistan is coming under Tier1 countries as per SAGE recommendation, therefore Afghanistan should be a priority country for GAVI support and depending on availability of vaccine the country should receive IPV as planned. The introduction plan will be adjusted if IPV will not be available in country in December 2014.  Close coordination between MOPH and UNICEF is needed for shifting from tOPV to bOPV, forecasting and adjusting bOPV requirement and agree on timeline for shipment of bOPV into the country.    
To have well-formulated health facility/district micro - plan for reaching  target children with IPV and other routine antigens, all EPI staff including field polio officers will be oriented on updating/re-scheduling of existing micro-plan of each district. As a large proportion of population in Afghanistan can only have access to immunization services through outreach and many communities can be reached only by mobile teams, therefore the strategies for reaching the target children will be updated before the introduction of IPV. Special strategy such as accelerated immunization activities will be considered to reach the hard-to-reach populations. Efforts will be made through district councils, religious leaders, and village elders, ICRC, ARCS and NGOs to communicate with opposition leaders to allow EPI staff to in-accessible villages/districts in security-compromised areas for preparing district micro-plan. Such mediators as are accepted by them will be approached to participate in the development and implementation of appropriate strategies aimed at reaching their hard-to-reach populations. 
A tow-day extensive training with practical sessions is planned for all EPI staff with particular attention on immunization health workers.  The training will include all aspects of IPV and particularly timing and correct administration of IPV at the same time with DPT3/OPV3/PCV3 or at the next contact thereafter. After IPV introduction, special attention will be given for observing correct administration, timing, recording and reporting using updated monitoring tool. 
To gain public confidence and community acceptance for IPV/bOPV, a one-hour session will be allocated how to effectively communicate with parents/cater takers, religious/community elders, community councils, and CHWs about the risk of polio and benefits of IPV for achieving polio eradication and all other routine antigens.
In addition to the implementation of communication activities planned for introduction of IPV, the strong and well established polio communication strategies will be in operation for increasing public acceptance and community awareness.   
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
1. Justification for introduction of IPV and national decision-making process
Since the launch of the Global Polio Eradication Initiative in 1997, the incidence of polio has fallen by >90%. Afghanistan is one of the three endemic countries where wild polio virus is circulating mainly in east and southern regions. The total number of polio cases detected in 1998 was 151 and there was significant decrease in number of polio cases with minimum 4 cases in 2004. Due to the deterioration of security situation in south, east and western regions of the country, the number of polio cases has been increasing with a pick of 80 cases in 2011.  It is because of the difficulty to reach >150,000 children aged <5Y during each round of NIDs. There was significant decrease in the number of polio cases in 2012 with 37 cases and in 2013 with 14 cases.   Currently, most of the country is polio free and the wild polio virus circulation is mainly localized in east and southern regions of the country. 
Considering the urgency of global polio eradication endgame strategy and technical recommendation of SAGE, Polio TAG and based on National Immunization Technical Advisory Group (NITAG) recommendation the MOPH with its ICC (ICC has merged with HSS Steering Committee) has decided to introduce IPV in national routine immunization programs as one dose with DPT3/PCV3/tOPV3 or at the next contact thereafter.  The HSS Steering Committee comprises of MOPH line departments, donors such as WB, EC, USAID, and JICA, partners such as WHO, UNICEF, and NGOs that participated in discussion on IPV introduction. 
Afghanistan has introduced three new and underutilized vaccines and has gained sufficient experiences in planning, preparation, vaccine/supply forecasting and management, cold chain management, capacity building, actual introduction, and post introduction evaluation of new vaccines. Therefore, with the support of GAVI, partners such as UNICEF and WHO and other stakeholders, the introduction of IPV is quite feasible both technically and programmatically. 
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

	[10-dose vial]
	[January 2015]
	[5-dose vial]
	[2-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 February 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 country is lacking of NRA and all the routine vaccines for national immunization programs are WHO pre-qualified and without licensures procured through UNICEF. For all traditional vaccines donated by UNICEF and coming into the country for routine immunization UNICEF is consignee except vaccines supported by GAVI. Exceptionally, UNICEF has been accepting to be consignee for GAVI supporting vaccines and it is valid up to the end of December 2014.  Getting certificate of exemption from taxes is one of the top agendas of the Ministry of Public Health of Afghanistan to negotiate with finance ministry to exempt not only IPV but all EPI related vaccines, supplies and equipment. The MOPH will share the certificate of exemption with GAVI in due time. Afghanistan is lacking of functional NRA, receives all WHO-prequalified vaccines for public immunization programs through UNICEF as donation by UNICEF and supported by GAVI, and is not in a position to completely source its vaccines. Therefore, the country doesn’t need expedited procedure for national registration of WHO-prequalified vaccines. The vaccine presentation for public immunization program is requested based on WHO specifications and pre-qualification that NIP/MOPH in consultation with UNICEF and WHO select the preferred presentation.  The country prefer 10 dose vial IPV as 1st option and 5-dose vial as 2nd and 2-dose vial as third option. Though the wastage for 10 and 5 doses presentations will be higher but require less cold space and logistically affordable for the country. 
The procedure for local custom regulations particularly for vaccines and biological is relatively complicated. At least one month before the arrival of shipment the complete shipment documents such as airway bill, invoice or donation letter, packing list, and certificate of analysis/origin should be sent to the consignees (UNICEF, WHO). Based on these documents the consignee applies for import permission and tax exemption certificate to the National Pharmaceutical Department, Ministry of Foreign Affairs (MoFA) and Ministry of Finance (MoF).  The import permission certificate is issued by National Pharmaceutical Department and tax exemption certificate by MoF through MoFA. These two documents are submitted to the customs at Kabul International Airport or any other border point through which the vaccine/supplies coming into the country and the consignee send green light to the shipper for shipping vaccines/supplies. If the consignee is government institution, in addition to the above mentioned procedures there is need for an authorization letter from the highest Government Authority stating tax exemption.     

UNICEF has installed two walking cold rooms at Kabul Airport for stocking vaccines as sometimes the formal procedures for issuing local custom regulations may cause delay in releasing necessary documents.     
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 immunization 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.
According to SAGE recommendation, the IPV single dose will be administered at the age of 14 weeks with DPT3/OPV3/PCV3 or during the contact thereafter. Considering the introduction of IPV and subsequent shifting from tOPV to bOPV, the National Immunization Strategy has updated and the national vaccination schedule for children <1Y in 2015 is demonstrated as below:
	Contact
	Minimum target age of child
	Type of vaccine
	Dosage
	Route of administration
	Site

	First
	At birth
	BCG
	0.05ml
	Intra dermal
	Right upper arm

	
	
	tOPV0/bOPV0
	2 drops
	Oral
	Mouth 

	
	
	HepB0
	0.5ml
	Intra muscular
	Antero- lateral  aspect of thigh

	Second
	6 weeks of age
	Penta1
	0.5ml
	Intra muscular
	Antero- lateral  aspect of thigh

	
	
	PCV1
	0.5ml
	Intra muscular
	Antero- lateral  aspect of thigh

	
	
	tOPV1/bOPV1
	2 drops
	Oral
	Mouth 

	Third
	10 weeks of age
	Penta 2
	0.5ml
	Intra muscular
	Antero- lateral  aspect of thigh

	
	
	PCV2
	0.5ml
	Intra muscular
	Antero- lateral  aspect of thigh

	
	
	tOPV2/bOPV2
	2 drops
	Oral
	Mouth 

	Fourth
	14 weeks of age
	Penta 3
	0.5ml
	Intra muscular
	Antero- lateral  aspect of thigh

	
	
	PCV3
	0.5ml
	Intra muscular
	Antero- lateral  aspect of thigh

	
	
	IPV
	0.5ml
	Intra muscular
	Antero- lateral  aspect of LT

	Fifth
	9 months
	MCV1
	0.5ml
	Subcutaneous
	Left upper arm

	
	
	tOPV4/bOPV4
	2 drops
	Oral
	Mouth

	Sixth 
	18months
	MCV2
	0.5ml
	Subcutaneous
	Left upper arm


Based on NIP readiness and availability of vaccine, IPV will be introduced on 1st January 2015 and the requirement for IPV is estimated based on annual target of reaching 90% of children aged <1y plus 25% buffer stock. In case of changing the month of introduction of IPV, the target will be annualized and the vaccine/injection supplies will be requested based on adjusted target population. 
The country is lack of NRA and all pre-qualified by WHO vaccines; injection supplies and equipment for routine immunization are procured through UNICEF.  
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.

The NIP with partners has updated the national immunization strategy including a one dose of IPV in the national immunization schedule given at the age of 14 weeks with DPT3/OPV3/PCV3 or during any contact thereafter. Since three injectable vaccines are administered intramuscularly at a time, the technical committee has proposed to administer DPT3/PCV3 and IPV at a single visit separating two intramuscular vaccines at least 2.5cm in the body of the muscle to reduce likelihood of local reaction overlapping and decrease missed opportunity. The IPV is recommended to be injected in the left limb. 

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.
Because of urgency of polio eradication endgame strategy, the country has proposed to introduce IPV in January 2015 depending on program readiness, availability of vaccine/injection supplies and GAVI introduction grant. Using past experiences, the coordination committees with its sub-committees at national, regional and provincial levels will be taken up again to coordinate and provide technical and logistic support for planning, implementation, monitoring and evaluation the follow up measles SIAs.  The activities such as EVMA, IDQA, updating national immunization strategy, guidelines, recording and reporting materials are planned to do during the 2nd quarter of 2014. The detailed plan of actions with timeline for introduction of IPV is developed (Annex C). 
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 operation and capital costs for the introduction of IPV are calculated (Annex D) based on US$ 0.80 per child survived in 2015 and included in the application as well as in the immunization comprehensive multi -year plan 2011-1015 that updated annually.  The total estimated number of surviving children in 2015 will be 1,379,348 and based on US$0.8/child the total recurrent and capital costs requested is US$1,013,479. As the NIP is need for procuring of cold chain equipment, GAVI is requested to consider the need of the NIP and increase introduction garn for the needed additional equipment and vehicles.  The key IPV introduction operations include planning, coordination, communication, management, developing guidelines/training materials, reproduction of different materials; training of all categories of staff engaged in routine EPI and vaccine preventable diseases surveillance and AEFI; health facility/district micro-planning, advocacy, education and communication; updating/printing of EPI recording and reporting materials; technical assistance; transportation, monitoring and post-introduction evaluation. Introduction of IPV is a good opportunity to strengthen routine immunization as a general and particularly strengthen vaccine supply, cold chain, and logistics by using IPV introduction grant for procurement of critically needed cold chain equipment such as Ice Lined Refrigerators, RCW50GE Refrigerators, Ice Pack Freezers, Cold Boxes and Vaccine Carriers and Vehicles. 
The costing for introduction of IPV operations is based on past experience and particularly PCV introduction and ground realities. The IPV introduction plan with detailed costing is reflected in Annex D. 
It is expected that the Government contribution to immunization program will increase up to 20% by 2015. Government of Afghanistan desires to achieve financial sustainability for EPI mobilizing additional resources from national sources, potential donors and partners. Based on the current political and economical condition the country is not in a position to co-finance IPV. The Government of Afghanistan appreciates GAVI for financing IPV vaccine/injection supplies and providing grant for vaccine introduction. 
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.

As part of new vaccine introduction, the country has been increasing vaccine cold storage capacity and the storage capacity at national level has reached to 75 cubic meters. The total cold storage capacity including national, regional and provincial has increased to > 250 cubic meters. The central vaccine store comprises of 11 walking cold rooms, 10 of which operate at +4°C and 1 operate at –20°C.  All regional level cold rooms are of a standard design, and have a storage capacity of more than 12 cubic meters.  At provincial level, the NIP is using mainly Ice Lined Refrigerators (ILR) with Ice Pack Freezers (IPF). More than 90% of health facilities providing immunization services are using RCW50EG Refrigerators, Cold Boxes, Vaccine Carriers and ice packs. The remaining 10% of health facilities are still using RCW40EG or Sibir Refrigerators. 
The present capacity is enough to accommodate IPV 10-dose or 5-dose vial vaccine depending on shifting from single dose PCV to 2 or 5 dose in 2015, tOPV to bOPV 20-dose, proper shelving of cold rooms at national level  and adequate interval between shipments.   All regional  level cold rooms  are of a standard design, and have a storage capacity of some 12 cubic meters and sufficient for sorage of all vaccines including IPV.  At provincial level, the NIP is using mainly Ice Lined Refrigerators (ILR) with Ice Pack Freezers (IPF).
With introduction of IPV, there will be need for at least one addition ILR and 2 IPF for each provincial cold store. In addition, health facilities  overburdened with clients will require addition RCW50 Refrigerators. About 1500 cold boxes, 100 RCW50EG Refrigerators and 2000 vaccine carries with four ice packes are needed for proper handling and storage of vaccines, expansion of routine immunization services and replacing the old and non functional equipment. The national vaccine storage facility is connected with city power supply and backed up with powerful generators. The regional and provincial cold rooms are using generators. Majority of RCW50 refrigerators are functioning with Gas. The cold chain/ligistic system is well functional at almost all levels. 
In order to improve logistics, monitoring/supervision and other routine immunization related activities, the NIP is in need for at least 10 more pickups.  
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 IPV will be supplied by UNICEF as other vaccines in the immunization programs. The AD syringes will be used for administration and safety boxes for disposal. The injection equipment will be distributed along with the vaccine as a bundle. Provision of continuous training to all immunization health workers on effective vaccine management and the use and safe disposal of AD syringes and safety boxes, updating and strengthening AEFI surveillance system, improving supervision at all levels using a safe injections checklist for supervisors, adequate disposal of injection materials at each facility and increasing community awareness regarding immunization safety are part of EPI plan for injection safety. There is no need for fund for immunization waste management as the immunization waste disposal is part of each health facility waste management using different types of 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 program, 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.

The adequate method is cascade training. Training for IPV introduction will occur as  below: 

A training plan /schedule for each level will be developed well in advance by the national coordination committee considering the availability of trainers.

In the first stage, Master Level Training of Trainers (ToT) course for National and provincial EPI management teams, staff of line departments, EPI trainers, NGOs EPI supervisors and other identified national and provincial level master trainers will be conducted at national level by central team. The duration of the course will be two days. The facilitators will be resource persons from National EPI and experts from partner organizations. This training of trainers will be completed at least 2 months prior to the actual introduction of IPV. 
The national level trainers will be responsible to develop and finalize the training materials and plans, make necessary printing of training materials and ensure distribution to all field outlets, obtain approval for training plan, budget, and ensure disbursement of funds and provide the necessary logistics, provide master level training to national level trainers and facilitate and supervise both state level and district level trainings. The provincial Master trainer will be responsible to form training teams and obtain necessary master level training from the Central Team and obtain necessary training materials, guidelines, and funds and distribute them to district levels.
In the second stage, ToT course will be conducted at provincial level for District Level Trainers. These would be identified by each district from among EPI trainers and supervisors and provincial polio officers. The national level Master Trainers will facilitate these ToTs. Duration will be two days. The training will be completed at least two weeks prior to the IPV introduction. 

In the third stage, each district will conduct training courses for vaccinators facilitated by provincial /district trainers.   This will be two day training and will be competed at least one week before the IPV introduction. 
The number of participants for each training course would not exceed 20 for all categories of staff. The training will cover all aspects of IPV  vaccine, Cold chain management including VVM, care of the vaccine, transportation, injection technique with hands-on skills training, Immunization safety, safe disposal of vaccination site wastes including sharps, AEFI and its management, recording and reporting, use of vaccination card and tally form and reporting forms; community mobilization and interpersonal communication. 
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.
Afghanistan has gained ample experience introducing three new underutilized vaccines e.g. hepatitis B, Hib and PCV13 during the past few years. However, the NIP is facing numerous challenges in the introduction of new vaccines, foremost among them is unpredictable financing of the new vaccines by Government after 2018 and the costs associated with expanding the immunization system as a whole. Additional key barriers that NIP encountered to achieving immunization targets are inaccurate denominator; inadequate planning capacity at sub-national level; low commitment toward routine immunization at district level, weak Integration of services at delivery points, weak vaccine preventable diseases surveillance system including AEFI; inaccessibility of about 30% of population to immunization services, poor implementation of outreach services due to inadequate micro-plans and shortage of fund; high staff turnover and shortage of immunization health workers; and insecurity that prohibited access to health care services including immunization. The Government of Afghanistan appreciates GAVI for financing IPV vaccine/injection supplies and providing grant for vaccine introduction. 
Afghanistan is facing some challenges in the introduction of new vaccine/s, foremost among them is unpredictable financing of the new vaccines by Government after 2018 and the costs associated with expanding the immunization system as a whole. In particular with IPV introduction, the program might be faced with challenges such as late release of GAVI introduction grant for actual implementation of pre-introduction activities and delay in arrival of IPV. In such situation and based on the current political and economical condition the country might not be in a position to finance IPV pre-introduction activities. the NIP in consultation with GAVI will adjust the IPV introduction plan.

 and particularly  
Introduction of IPV into the Routine Immunization Program may entail challenges specifically the timely availability of IPV to introduce into national routine vaccination schedule in January 2015. The NIP will start preparation for introduction of IPV once  

 Adequate updating/rescheduling district micro-plan to reach the target population and particularly the hard-to-reach populations as part of IPV introduction and using this opportunity for strengthening routine immunization system.  

•
   Complication of routine vaccination schedule - as recommended, the optimal timing for administering 1 dose of IPV in routine immunization schedule is when third dose of DPT/PCV/tOPV is given, at 14 weeks or at the next contact thereafter. 

•
  Public acceptance of IPV/bOPV – increase public awareness taking into account the public confidence in safety/effectiveness of IPV/bOPV and the country has to give up OPV because it has not produced anticipated results.  

•
   Financial sustainability - unpredictable financing of IPV by Government after 2018 and the costs associated with expanding the immunization system as a whole.   

Afghanistan is still polio endemic country where wild polio virus is circulating mainly in east and southern regions and there is a high risk of wild polio virus transmission to polio free areas of the country. As IPV introduction is a risk mitigation strategy and Afghanistan is coming under Tier1 countries as per SAGE recommendation, therefore Afghanistan should be a priority country for GAVI support and depending on availability of vaccine the country should receive IPV as planned. The introduction plan will be adjusted if IPV will not be available in country in December 2014.  Close coordination between MOPH and UNICEF is needed for shifting from tOPV to bOPV, forecasting and adjusting bOPV requirement and agree on timeline for shipment of bOPV into the country.    

To have well-formulated health facility/district micro - plan for reaching  target children with IPV and other routine antigens, all EPI staff including field polio officers will be oriented on updating/re-scheduling of existing micro-plan of each district. As a large proportion of population in Afghanistan can only have access to immunization services through outreach and many communities can be reached only by mobile teams, therefore the strategies for reaching the target children will be updated before the introduction of IPV. Special strategy such as accelerated immunization activities will be considered to reach the hard-to-reach populations. Efforts will be made through district councils, religious leaders, and village elders, ICRC, ARCS and NGOs to communicate with opposition leaders to allow EPI staff to in-accessible villages/districts in security-compromised areas for preparing district micro-plan. Such mediators as are accepted by them will be approached to participate in the development and implementation of appropriate strategies aimed at reaching their hard-to-reach populations. 

A tow-day extensive training with practical sessions is planned for all EPI staff with particular attention on immunization health workers.  The training will include all aspects of IPV and particularly timing and correct administration of IPV at the same time with DPT3/OPV3/PCV3 or at the next contact thereafter. After IPV introduction, special attention will be given for observing correct administration, timing, recording and reporting using updated monitoring tool. 

To gain public confidence and community acceptance for IPV/bOPV, a one-hour session will be allocated how to effectively communicate with parents/cater takers, religious/community elders, community councils, and CHWs about the risk of polio and benefits of IPV for achieving polio eradication and all other routine antigens.

In addition to the implementation of communication activities planned for introduction of IPV, the strong and well established polio communication strategies will be in operation for increasing public acceptance and community awareness.   Availability and affordability of IPV to introduce into national routine vaccination schedule in January 2015. IPV should be introduced at least 6 months before the switch from tOPV to bOPV.  Afghanistan is using only OPV in its routine immunization programs and should be prepared for a switch from tOPV to bOPV on 1st July 2015. 

Complication of routine vaccination schedule - as recommended, the optimal timing for administering 1 dose of IPV in routine immunization schedule is when third dose of DPT3/PCV3/OPV3 is given, at 14 weeks or at the next contact thereafter. Adequate training of health care personnel to communicate effectively and administer the vaccine safely will be a challenging issue. 
To obtain community acceptance for IPV is questionable for the people who have been vaccinating their children for many years with OPV. The public will have to be taken into confidence and explained that the country has to give up OPV because it has not produced anticipated results. 
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 Program.
There has been considerable progress over 12 years in health sector of the country. According to the recent data from Afghanistan Mortality Survey (AMS2010) life expectancy at birth is 64 years. Only 27% of Afghans have access to safe drinking water and 5% to adequate sanitation. About 85% of the population lives in the districts which now have health care providers to deliver basic health services. About 57.4% population lives with one hour’s walking distance form a public health facility. Infant and under 5 mortality in 2010 has declined to 77 and 97 per 1000 live birth respectively, from 111 and 161 per 1000 live births in 2008. The pregnancy related mortality ratio is about 327 per 100,000 births, which means that every two hours, a woman dies in Afghanistan from pregnancy-related causes.
The Government of Afghanistan is committed to achieving the Millennium Development Goals 4 and 5 including eradication of polio and improving immunization system with the available safe vaccines for ensuring a reduction in childhood mortality. The MOPH Strategic Plan identifies 10 Strategic Directions e.g improving the nutritional status of population; strengthen human resource management and development; increase equitable access to quality health services; strengthen the stewardship role of MoPH and governance in the health sector; improve health financing; enhance evidence-based decision making by establishing a culture that uses data for improvement; support regulation and standardization of the private sector to provide quality health services; support health promotion and community empowerment; advocate for and promote healthy environments; and create an enabling environment for the production and availability of quality pharmaceuticals.

The goals of the MoPH are to achieve the following by the year 2015:
· The Basic Package of Health services will be available to more than 90% of the population

· The maternal mortality ratio will be reduced by 15% compared to 2006 

· The under-five year mortality rate will be reduced by 20% compared to 2006

· Infant mortality will be reduced by 20% compared to 2006

· Increased immunization coverage with three doses of DPT vaccine to 90%

· Increased immunization coverage with measles vaccine to 90%

· Achieve and sustain polio eradication  

· Increased case detection of new infectious Tuberculosis (TB) cases

· Reduction of malaria incidence

· Maintained low HIV sero-prevalence rate in the general population
The EPI in the country has a three-tier management system. At the national level, EPI comes under the Preventive Medicine & PHC Directorate together with other programs. At the provincial level, EPI service is integrated into the public health system under the provincial health directorate. There are provincial EPI management teams in each province comprised of provincial EPI managers, supervisors, cold chain technicians and supportive staff. 
At the district level, the District Public Health Officer manages EPI activities. Efforts are going on to establish District Health Management Teams to coordinate all health care services at district level. 
As immunization is one of the important components of BPHS, the planning, staffing, equipping, training, and supervising of immunization at the service level, including fixed center, outreach, and mobile strategies, is now under the responsibility of the contracted NGO implementing BPHS and partly under the responsibility of MOPH. Under the direct supervision of DG of Preventive Medicine. 
The National EPI Management Team is responsible for EPI management which includes policy making and standard setting, planning, co-ordination, information collection and sharing, collaboration with other partners, quality assurance, monitoring and evaluation; financing including identification of long-term funding sources; strengthening human and institutional resources; management of EPI vaccines and supplies, advocacy and communication, disease surveillance and partly delivery of immunization services.
4.2  Geographical, economic, policy, cultural, gender and social barriers to immunization

Please complete Table B2 below to report immunization 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.
Table B2. Trends in national vaccine coverage

	Trends of national vaccine coverage (percentage), 2012

	Vaccine
	Vaccine Used, 2012
	Target population

(number by age and sex,

if available), 2012
	Coverage reported (JRF)

	
	
	
	Most recent year 2012
	Previous year 2011

	BCG
	1354463
	1443139
	94 %
	90%

	OPV 3
	1158416
	1256974
	92%
	89%

	DTP 1 / Penta 1
	1341174
	1256974
	106%
	100%

	DTP 3 / Penta 3
	1158416
	1256974
	92%
	89%

	HPV 1
	[Type text]
	[Type text]
	[Type text] %
	[Type text] %

	HPV 3
	[Type text]
	[Type text]
	[Type text] %
	[Type text] %

	Measles 1
	1067415
	1256974
	85%
	82%

	Measles 2
	677890
	1256974
	54%
	48%

	PCV 1
	[Type text]
	[Type text]
	[Type text] %
	[Type text] %

	PCV 3
	[Type text]
	[Type text]
	[Type text] %
	[Type text] %

	Rota 1
	[Type text]
	[Type text]
	[Type text] %
	[Type text] %

	Rota 2 or 3 
	[Type text]
	[Type text]
	[Type text] %
	[Type text] %


Note: the 2013 reported coverage data is not available yet. 
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 immunization services, please describe any gender and/or equity analyses that have been conducted including actions taken to mitigate barriers. 
Afghanistan, with GDP per-capita income of less than US$ 680 (2012, WB), is among the least developed countries in the world with an estimated 8-9 million population living in poverty. Only 57.4% of the entire population lives in the areas where primary public health care services are provided. Around 40% of populations particularly children and women have no access to regular public health care services. Low BPHS coverage, geographical barriers and insecurity are among the factors that have restricted populations’ access especially women and children to immunization services.
Afghanistan is a country in conflict and periodical eruptions of fighting causes population displacement, disruption of health care services and in many instances closing down of health facilities. Insecurity particularly in south, south-east, east and western areas has restricted mothers/caretakers access to and utilization of immunization services.
Afghanistan is a mountainous country with scattered population over large areas with difficult terrain. The lack of appropriate transport facilities, security arrangements and limited recurrent resources to provide per diem allowances for vaccinators are major barriers to reaching the target children and mothers in distant and hard-to-reach areas. Poor planning and management of these issues is known to hamper the program. 

As revealed through a series of studies, the most common cause for the poor performance of EPI in Afghanistan is the limited access to the immunization services through health facilities. There are around 2200 public health centers throughout the country and only about 1500 provide immunization service. 
According to national immunization strategy every public health center should have a fixed center as well as an outreach team. However, contrary to the national strategy, about one-third of health centers do not have fixed centers and the same proportion of government health facilities does not provide EPI services.  
Currently a large part of immunization services are delivered through outreach extending from fixed centers and a small part by mobile teams in remote areas. The most common strategy in the rural areas is outreach; whereas urban areas rely more on fixed centers. 

Immunization services provided through outreach are expensive and present many logistical problems. Overall, the success of outreach services is dependent on a highly motivated staff, adequate mobility, and good health facility/district micro-plans. The long distance to EPI centers, unaffordable cost to reach these sites, and unavailability of vaccinators and outreach services were the reasons for failing to immunize their children through the routine service.

Gender gaps in Afghanistan are widespread in health and as well as in education and employing opportunities. However, during the past 12 years steps have been taken by Government and civil society organizations to empower women to overcome gender barriers to health care including immunization services. 
In Afghanistan, there are no significant differences in immunization coverage between girls and boys and they have the same likelihood of being immunized. The ratio of girls to boys vaccinated with routine antigens is 49.6%/50.4%. 
4.3  Findings from recent programme reviews

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

Afghanistan has gained enough experience introducing three new underutilized vaccines e.g. hepatitis B, Hib and PCV13 during the past few years. The capacity of national, regional and provincial vaccine cold stores has been increased to accommodate existing and new vaccines including vaccines for SIAs. 

As part of new vaccine introduction, the country has been increasing vaccine cold storage capacity and the storage capacity at national level has reached to 75 cubic meters. The total cold storage capacity including national, regional and provincial has increased to > 250 cubic meters. The central vaccine store comprises of 11 walking cold rooms, 10 of which operate at +4°C and 1 operate at –20°C.  All regional level cold rooms are of a standard design, and have a storage capacity of more than 12 cubic meters.  At provincial level, the NIP is using mainly Ice Lined Refrigerators (ILR) with Ice Pack Freezers (IPF). More than 90% of health facilities providing immunization services are using RCW50EG Refrigerators, Cold Boxes, Vaccine Carriers and ice packs. The remaining 10% of health facilities are still using RCW40EG or Sibir Refrigerators.

The WHO VSSM is used at national, regional and provincial levels. The vaccines and injection supplies are released to health facilities based on monthly consumption. The NIP logistic system is operating properly with releasing vaccines/injection supplies to the regions, provinces and health facilities based on standard interval of six months, 3 months and one month respectively. The personnel engaged in all aspects of vaccine/supply management are well trained at all levels. 
The NIP has gained sufficient experiences from successful introduction of new vaccines into national immunization program. Updating National Immunization Strategy and Guidelines, conducting Effective Vaccine Management Assessment, developing and implementing cold chain improvement plan;   conducting immunization data quality self assessment; developing and implementing new vaccine introduction plan; post-introduction evaluation of new vaccine;  developing IEC materials, advocacy and communication to increase population’s awareness and demand through national and local media; updating immunization recording and reporting materials; adopting/developing training guidelines for different categories of staff; updating and using immunization monitoring tools; managing vaccine/injection supplies and logistics; and adequately planning and conducting cascade training for all categories of EPI staff are among the NIP competencies that will enable the NIP to introduce IPV into national immunization programs. 
However, the recent studies and particularly the Comprehensive EPI Review conducted in 2012 and the EPI Desk Review carried out by GAVI consultants in 2013 have revealed some program weaknesses and provided clear recommendations that some of which require immediate actions and some need mid-term (2-3Y) actions and with the support from Government, GAVI and other partners. The key findings with the recommendations of the studies are summarized as follow: 
·    Target Population and data accuracy - there is a significant mismatch between coverage reports and actual coverage on ground as demonstrated by various surveys.  There is an urgent need that NEPI in consultation with CSO, GMCU and other related ministries and departments agree on the most acceptable estimation of the target population.  In addition the administrative division of the country has been changed during the last 10 years and now officially there are 399 districts. The BPHS contracting out is based on new administrative division and CSO population figure.  The NEPI should plan immunization activities based on the latest administrative division and not 329 districts. 
·    Planning for NIP - despite the fact that the micro planning guidelines are available at national level and trainings to almost all PEMT has been provided, the micro plans at health facility do not confirm with the requirement of a standard plan as per the national guidelines. The micro plans at times do not cover all the communities/ villages in the catchment area. The process of micro planning beginning at HF level should be strengthened through quality trainings and adequate follow up. The consolidation of these plans at provincial /regional and national level should be undertaken using the bottom up approach. The NEPI policy is not fully clear for BPHS NGOs.  
·   The NEPI should fully use cMYP for developing annual plan of action and consequently evaluation of the program. The national annual plan of actions does not include the government budget allocated for EPI.  Strong coordination between BPHS NGOs, GCMU, partners, MOPH GAVI HSS section and NEPI needs to be established for proper planning of EPI services. 
·    Service delivery - the reliance on outreach activities, should gradually be lessened. A thorough plan for expansion of immunization sites using the existing health facilities should be developed considering the realistic situation on ground for each province. This expansion plan should be an integral part of the cMYP.
·   Financial Mechanism & Financial sustainability - It is reported that quite often monitoring and supervisory activities as well as other activities like printing of materials etc could not be undertaken because of cumbersome GOA financial mechanism despite availability of the funds. The current financial mechanism for NEPI should be reviewed for   timely transfer of funds and their utilization without compromising on transparency and accountability. The GAVI ISS funds should be readily available for supporting EPI activities. Currently EPI Afghanistan is highly donor dependent. GOA should start paying the cost of traditional vaccines and gradually increasing the number of staff paid by MOPH as a step towards financial sustainability. The annual NEPI plan of action should be part of annual health plan of MOPH with budget.
·    Human resource - almost half of the technical human resource at national level is on contract and paid by donors. Similarly almost all the service delivery personnel are employee of NGOs. Many vaccinators are dissatisfied with current pay structures.  It is important that as much as possible EPI staff at various levels is taken on government payroll, increased reasonably if possible,  to provide the staff with job security and thus more satisfaction towards performance of their duty.  
·     Vaccine management and cold chain - There had been a few reports of vaccine/supply stock mismanagement and in some HFs action had not been taken to repair/replace out of order cold chain equipment. It is therefore necessary that training on vaccine and stock management is provided to all concerned with effective monitoring and supervision. A plan for training cold chain technicians for repairing of cold chain equipment should be developed and implemented. Cold chain inventory needs to be maintained and periodically updated at all levels.  
Note: The NIP has planned to conduct EVM Assessment during the 2nd quarter of 2014. 
·   Monitoring and Supportive Supervision - The monitoring, supervision and coordination activities by NEPI, REMT, PEMT and NGOs needs to be further strengthened. A plan for the purpose should be developed and the required financial and technical resources need to be provided. Training to staff in these areas is needed. Weak management capacities at province/district to conduct the supervision because of lack of payment for supportive supervision personnel and shortage of transport and fuel cost. Supervision activities should be clearly identified in EPI plans at all levels including the budget requirement. Implementation of the plan should be monitored. Analysis and feedback mechanisms need strengthening. Training on data quality and management for lower levels staff and frequent data verification through regular supportive   supervisory visits are needed to be strengthened.   According to the situation analysis of the province/district; realistic achievable coverage, target should be set every year.  NEPI should have a list of input and process indicators that should be monitored by each level. All specified indicators should regularly be monitored on regular basis by PEMT and results shared with NEPI & GCMU.
Note: The NIP has planned to perform IDQA during the 3rd quarter of 2014. 

·   Advocacy and Social mobilization - Advocacy and social mobilization should be integral part of the HF micro plans and Annual POA at   provincial/region and national level. The implementation of the activities of these plans needs to be ensured. 
·    Adverse Events following Immunization (AEFI) - the system is almost no- functioning in Afghanistan. It is      highly needed to ensure the quality of EPI especially when new vaccines are being added to the immunization schedule. 
Almost all the recommendations are addressed in annual plan of actions and mid-term plan of NIP. Based on the availability of resources, some of the activities are carried out or in progress. The majority of the recommendations require additional resources from BPHS/EPHS donors, GAVI and other partners as the government of Afghanistan cannot afford to cover the cost associated with these recommendations. Steps will be taken to address those issues related to IPV introduction with the existing funds and expected GAVI support to meet the needs of IPV introduction. 
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.
Afghanistan National Vaccine Storage Facility was internationally certified in 2007. The last EVMA conducted in 2011 and the overall score exceeds satisfactory level of 80%. Vaccine wastage is regularly monitored. Vaccine wastage is included in a formal monthly feedback process.  The VSSM tool is used at national, regional and provincial levels and staffs is well trained on using VSSM.  Supportive supervisory visits to the regions and provinces occur once or twice a year.  At the regions, the overall score is 88% which is above satisfactory level. At the provinces, the overall score is 86%. At the Health Centre, the overall score is 93%. At national, regional and provincial levels the vaccine/supply management system is computerized. At health facility/district levels it is done manually. Introduction of IPV will not create any un-predictable issue in stock management and will be managed as part of other routine vaccines at all levels.    
Introduction of IPV will have cost implication only for distribution of 1st shipment of IPV from national level down to regional, provincial and health facility levels before the actual introduction. Afterwards, IPV will be distributed as part of all routine vaccines based on National EPI distribution plan that financially supported by UNICEF.   

Afghanistan receives the consumables through UNICEF. At national level, UNICEF standard VAR is used and satisfactorily completed on arrival of each shipment.  There is a contingency plan available for unexpected arrival delays or any incident. 
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 immunization tracking forms can collect and report vaccine delivery by sex, if current forms do not already do so.
Afghanistan NIP has acquired enough experience in introducing new vaccines including developing/ updating of policies, guidelines, EPI recording/reporting materials and monitoring tools. The National Coordination Committee with its sub-committees will review all the updated materials in advance and recommend for printing and set timeline for distribution prior to introduction of IPV. The updated recording and reporting materials and tools will be part of cascade training at all levels and will be distributed just after national ToTs. 

In Afghanistan, there are no significant differences in immunization coverage between girls and boys and they have the same likelihood of being immunized. All EPI recording and reporting materials already include male and female children separately and that would be considered for IPV. 
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 rumors 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.
The AEFI policy will be updated soon after approval of Application by GAVI. Since the country is lack of NRA, the AEFI surveillance is under national immunization programs. AEFI guideline was developed in 2005 and subsequently updated with introduction of each new vaccine and any relevant development. All staff engaged in EPI was trained and there is good capacity at all levels to detect, investigate and report all AEFI cases and particularly sever forms of AEFI. Standards form available in all health facilities proving immunization services. AEFI is part of all EPI related training courses and this will be one of the important components of training courses on IPV. The existing system AEFI monitoring will be applied for possible IPV related AEFI. All immunization health workers are responsible to immediately report serious AEFI cases to the in charge of health center for adequate management and possible referral. The heads of all health facilities are to report serious AEFI to the provincial level and further to the national level. The provincial AEFI investigation team consisted of provincial EPI manager, CDC officer, DEWS officer, paediatrician and physician is doing full investigation of serious AEFI and if there is need a national team can join the provincial team. The investigation result reported to the national level for final decision depending on the cause of AEFI. 
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 behavior (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 eradication of polio remains as a high level political commitment and administrative ownership for successful introduction of IPV into national implementation schedule and subsequent shifting from tOPV to bOPV. The national, regional, provincial and district Governments, international and national development partners will work together and complement each other's strengths. In order to achieve planned coverage with IPV, the potentially measurable strategies and practices from the previous introduction of new vaccines will be replicated throughout the country. 
Based on the recent EPI KAP and Polio KAP studies and recommendations, appropriate communication and social mobilization interventions will be planned and used to mobilize the increased population’s awareness and demand for the IPV vaccination, create momentum for immunization and address all existing social norms and barriers to immunization. 
To reach all eligible children with one dose of IPV, the following communication strategies will be applied: 
·   The communication materials will be designed and addressed culturally-appropriate messages to promote immunization coverage in the communities. Information and messages will be adapted to acknowledge local health beliefs and views so that the messages are understandable and acceptable to the people.  Information and communication campaign that will be started at least one month before the IPV introduction will try to implicate mothers, fathers, families and communities in improving childhood immunization. 
·   The Polio teams of WHO and UNICEF together with MOPH relevant department, NEPI, and other partners will be engaged in planning, developing communication materials, implementation, monitoring and evaluation of advocacy, education and communication.  
·   The Polio communication system including community mobilizers and supervisors will work face to face in the communities  with fathers, families, religious leaders and community elders to explore reasons for gender based barriers (if exist) and define with communities appropriate solutions to increase access to vaccination. 
·    Since women are mainly decision- makers over child vaccination and at the same time are facing time and resource limitations in getting their children vaccinated, changes in immunization service organization and extended service hours will be considered to facilitate utilization of immunization services. 

·   Attention will be given to involving men in the immunization of their children so that gender disparity to immunization and that will help to slowly change gender difference if that exist the communities.     
·   The national and local women organizations and civil society organizations will be engaged in all steps of IPV introduction to mobilize communities.
·    Communication activities will mainly focus on individuals and communities to understand the value of vaccines and increase demand for measles immunization and all the other routine vaccinations. 
·   The official ceremony of IPV introduction will take place most probably in the presidential palace and the same ceremonies will take place at each provincial level. 
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� 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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