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APRIL 2003

The Government of

	Zimbabwe


Proposal for support submitted to the

Global Alliance for Vaccines and Immunization (GAVI)

and the Vaccine Fund

This document is accompanied by an electronic copy on diskette for your convenience. Please return a copy of the diskette with the original, signed hard-copy of the document to

GAVI Secretariat; c/o UNICEF, Palais des Nations, 1211 Geneva 10, Switzerland.

Enquiries please to: Dr Tore Godal, tgodal@unicef.org or representatives of a GAVI partner agency.  All documents and attachments must be submitted in English or French.

1. Executive Summary

The Zimbabwe Expanded Programme on Immunisation (ZEPI) was launched in 1981 under the auspices of the Primary Health Care (PHC) programme. The PHC programme sought to improve the accessibility of health services and quality of life and health of the general population. Over the years, the immunisation programme has benefited from government and political commitment at all levels. Working with its partners, government embarked on the Universal Child Immunisation (UCI) programme and achieved coverage exceeding 80% for all six antigens in 1990. 

This proposal has been developed in consultation with the Inter-agency Coordinating Committee (ICC). The ICC discussed and endorsed the intention of the country to apply for support for New Vaccines and Injection Safety from GAVI. Furthermore the ICC has reviewed and endorsed this proposal.

Immunisation coverage has declined over the past years as the Health and Demographic Survey of 1999 revealed. According to the survey, DPT3 coverage for 1999 was 74.8%. The denominators were derived from projections of the population based on the 1992 Census. The results of the 2002 Census are being awaited. A number of EPI Assessments have been done and the findings including the recommendations are included herein.

An Injection Safety Assessment was conducted in 2000. The survey found that most health facilities were using disposable syringes while a minor proportion used reusable ones. Some workers had experienced needle stick injuries but the disposal of injection waste not satisfactory. The study found that injections were generally safe in Zimbabwe but it was still appreciated that children, health workers and communities were at risk from unsafe injection practices. 

The antigens offered in the immunisation programme include DPT-HepB, BCG, OPV, and Measles. Hepatitis B was re-introduced in 1999 in the tetravalent DPT-HepB combination and was fully funded by the government up to 2002. However, there are plans to introduce DPT and monovalent HepB in the second quarter of 2003 in a bid to reduce costs. As earlier indicated, Zimbabwe can no longer to continue supporting its immunisation programme hence this application. 

The country hereby applies for the pentavalent vaccine (DPT-Heb+Hib) and injection safety support. The number of doses required for 2005 is 573,101 to cover 106,872 children. The number of AD syringes is 801,183 including reconstitution syringes while the number of safety boxes is 8,893. It should be noted that pentavalent will be introduced in the fourth quarter of 2005. In 2006 the requirements will be 1,915,485 doses for 446,500 children, with 2,549,939 AD and reconstitution syringes and 28,304 waste disposal boxes. Regarding injection safety support for routine immunisation, the country seeks 657,036 AD syringes for BCG and 4,928,947 for other vaccines, 342,312 reconstitution syringes, and 65,805 safety boxes in 2004. The requirements for 2005 will be 542,500 AD syringes for BCG, and 4,156,136 for other vaccines, 357,065 reconstitution syringes, and 56,118 safety boxes.  

2. Signatures of the Government and the Inter-Agency Co-ordinating Committee

The Government of Zimbabwe commits itself to developing national immunization services on a sustainable basis in accordance with the multi-year plan presented with this document. Districts’ performance on immunization will be reviewed annually through a transparent monitoring system. The Government requests that the Alliance and its partners contribute financial and technical assistance to support immunization of children as outlined in this application.

Signature:

Title:       

Date:      

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

We, the undersigned members of the Inter-Agency Coordinating Committee endorse this proposal on the basis of the supporting documentation, which is attached. Signatures for endorsement of this proposal do not imply any financial (or legal) commitment on the part of the partner agency or individual:

	Agency / Organization
	Name/Title
	Date 
	Signature

	Rotary Zimbabwe


	Mr A.D. MacDonald

ICC Chairperson
	
	

	EU


	Mrs P Darikwa

ICC Member
	
	

	UNICEF
	Dr F Kavishe

ICC Member 


	
	

	WHO


	Dr E K. Njelesani

ICC Member 
	
	

	Riders for Health (Private)


	Mr N  Mashonga

ICC Member 
	
	


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

Name: Dr Davis Dhlakama             Title/Address: Director, Technical Services, MoH&CW

Tel.No.:  (263-4) 793412 
   Ministry of Health and Child Welfare 
            





   P.O. Box CY 1122, Causeway, Harare, Zimbabwe

Fax No.:  (263-4) 790554

            

E-mail: dhlakama@africaonline.co.zw

Alternative address:

Name: Mrs Egleah Mabuzane
       Title/Address: National EPI Manager

Tel.No.:  (263-4) 705974 or 790579    Ministry of Health and Child Welfare 
            

Fax No.: (263-4) 708699

        P.O. Box CY 1122

E-mail: zepi@healthnet.zw
        Causeway, Harare, Zimbabwe


3. Immunization-related fact sheet

	Table 1: Basic facts 

	Population
	(Year 2001)

13 956 210
	GNP per capita(Year 2001)
	480 $US

	Surviving Infants* 
	392.383
	Infant mortality rate 
	65/1000

(DHS 1999)

	Percentage of GDP allocated to Health 

(Year 2001)
	2.7%
	Percentage of Government expenditure for Health Care (Year 2001)
	10.5%


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

	Table 2: Trends of immunization coverage and disease burden by 12 months of age (as per annual WHO/UNICEF Joint Reporting Form on Vaccine Preventable Diseases)

	Trends of immunization coverage (in percentage)
	Vaccine preventable disease burden

	Vaccine
	Reported
	Survey 
	Disease
	Number of reported cases

	
	2001 
	2002 
	2001 
	Age group
	 2002
	Age group
	
	 2001
	 2002

	BCG
	52
	76
	NR
	
	NR
	
	Tuberculosis
	741021
	441537

	DTP


	DTP1- Hep B 1
	46
	65
	NR
	
	NR
	
	Diphtheria
	0
	0

	
	DTP3 – Hep B 3
	36
	58
	NR
	
	NR
	
	Pertussis
	0
	0

	OPV3
	52
	74
	NR
	
	NR
	
	Polio
	0
	0

	Measles
	43
	58
	NR
	
	NR
	
	Suspected Measles
	529
	304

	TT2+  (Pregnant women)
	45
	46
	NR
	
	NR
	
	NN Tetanus
	13
	59

	Hib3 
	N/A
	N/A
	NR
	
	NR
	
	Lab confirmed

Hib meningitis
	*47
	*37

	Yellow Fever
	N/A
	N/A
	NR
	
	NR
	
	Yellow fever
	N/A
	N/A

	HepB3  
	N/A
	N/A
	NR
	
	NR
	
	HepB seroprevalence  (if available)
	N/A
	N/A

	 Vitamin A supplementation  


	Mothers                               (< 6 weeks after delivery)
	N/A
	N/A
	N/A
	
	N/A
	
	
	
	

	
	Infants              (> 6 months)
	N/A
	N/A
	N/A
	
	N/A
	
	
	
	


Source:MOH & CW,NHIS

*  HIB cases are from one sentinel site (One major paediatric hospital in Harare) 

** TT coverage is apparently low yet proportion of children being born procteted against tetanus is signicantly much higher. This due to inclusion of mother who are no longer eligilible for TT vaccination in denomitor 

	The best official estimate: Indicate the best official estimate of coverage among infants as reported in WHO/UNICEF Joint reporting form. Provide explanatory comments on why these are the best estimates: 




	BCG
	80%
	DPT -
HepB3
	75%
	Hib3
	NR
	
YF
	NR
	TT2+
(among pregnant women)
	60%

	HepB-birth dose


	NR
	
Polio 3
	75%
	MCV1
	60%
	VitA1

	NR
	VitA2
	NR

	DTP1
	NR
	HepB3


	NR
	MCV2


	NR
	Other, specify

______
	NR
	
VitA (among post-partum women
	NR


Please provide explanatory comments on why these are your official estimates:
	These are our best estimates as supported by trends in our vaccination coverage. The 1999 DHS  survey reflected coverage in line with the above estimated coverage. In Zimbabwe ,survey results always show higher coverage than administrative , routine data.

Although data from Provinces to National level was 100% complete , data from Districts to Provinces was incomplete.

The 2002 census has indicated a decrease in the total population but the official figures were not yet available for use during preparation of this report   .

Under tallying remains a problem at some of the Health facilities.  




· Summary of health system development status relevant to immunization:

 OVERALL GOVERNMENT HEALTH POLICIES AND STRATEGIES
· The Government of Zimbabwe through the Ministry of Health and Child Welfare is committed to improving the health status and quality of life of the general population.

· Public health interventions like the immunization program are being monitored closely and supported within the Government’s economic ability.

As from 1996 the Government has met all the costs for vaccine procurement for all the seven antigens in use (BCG, DTP-HB, Polio, Measles and Tetanus Toxoid for women in the childbearing age.

       All recipients receive vaccine free of charge.

· Primary health care is the cornerstone of health services delivery with a thrust on improving access to health services and community participation recognising the centrality of communities in promoting their own health.

· To date, 85% of the population live within 8km of a health facility.  An attempt is made to reach disadvantaged populations without access to health facilities through conducting monthly outreach services for immunization and basic curative care.

· As an effort to expand health services to the poor, the Government has defined threshold for payment of hospital fees.  All patients earning below US$7.14 (Z$400,00) per month are exempted from paying hospital fees.  Also no fees are charged at rural health centers (clinics) for all patients.

· Wider participation of other sectors in Government and non-governmental organizations in health matters is encouraged at all levels under the leaderships of the public health sector, which is the largest provider of health services.

· Considerable attention is given to rational resource allocation targeting the most vulnerable populations and those programs such as immunization, which make a difference in the quality of life of children and the general population.


-
To guide the development of health services, a ten-year national health strategy is in place covering the period 1997 to 2007.

A total of 1257 health institutions (run by Government, local authority missions and private sector) serve the Zimbabwean population.



The population/doctor ratio is 6732:1 whilst the population/nurse ratio is 843:1.

	· Attached are the relevant section(s) of strategies for health system development
	Document numbers

	· Overall government health policies and strategies: 
	Document number…3

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

	Document number…4

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


	Document number…5 

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


	Document  number…6 


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

Various agencies and partners (including NGOs and Research Institutions) that are supporting immunization services are co-ordinated and organised through an inter-agency co-ordinating mechanism, which is referred to in this document as ICC.
· Name of the ICC: Zimbabwe Expanded Program on Immunization (ZEPI) ICC
· Date of constitution of the current ICC: 1996

· Organisational structure (e.g., sub-committee, stand-alone): Stand alone 

· Frequency of meetings: Quarterly

· Composition:

	Agency / Organization
	Name/Title

	Honourable Minister of Health and Child Welfare
	Dr P David Parirenyatwa

	Permanent Secretary for Health and Child Welfare
	Dr E Xaba

	Director of Technical Services, MoHCW
	Dr Davis Dhlakama

	EPI Manager, Ministry of Health
	Mrs Egleah Mabuzane

	Rotary Zimbabwe
	Mr A.D. MacDonald

	Health Sector Support, Programme EU
	Mrs P. Darikwa

	Riders for Health (Private)
	Mr  N Mashonga

	Ministry of Information
	Mr C.B.C. Mutero

	UNICEF
	Dr F Kavishe

	WHO
	Dr E.K. Njelesani

	JICA
	Mr  O Ohira

	NORAD
	Mr Kadowaki

	DFID
	Ms  M Kelly

	SIDA
	Mr A. Foum

	USAID
	Dr  P Halpert

	CIDA
	Mr J. Copland

	Member of Parliament
	Ms O. Muchinguri

	Ministry of Finance
	Mrs Maeresera

	UNFPA
	Ms E. Tadessa


Major functions and responsibilities of the ICC:

1) Coordination with all Partners and resource mobilisation for EPI.

2) Review and endorse EPI plans in line with programme targets.

3) Advocacy and social mobilisation to ensure wide publicity of the programme.

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

1) To reorganise the ICC to include a high level policy and decision making body composed of The Director of Technical Services (MoH), and heads of partner agencies and to create a technical sub-committee composed of the National EPI Manager and technical representatives from the partner agencies.

2) The high-level ICC will meet twice a year, while the technical sub-committee will continue to meet quarterly.

3) The ICC will review implementation of EPI planned activities annually and give direction for the following year.

4) Efforts will be made to strengthen resource mobilization role of the ICC for the programme.

· Three main indicators (in addition to DTP3 coverage) that are chosen by the ICC to monitor implementation of this proposal:

1) Completeness and timeliness of disease surveillance reports.

2) Proportion of AFP cases with 2 stools collected <15 days.

3) Proportion of measles case investigated including lab investigation.

Attached are the supporting documents:

	· Terms of reference of the ICC
	Document number ….7

	· ICC’s work plan for the next 12 months
	Document number ….

	· Minutes of the three most recent ICC meetings or of any other meetings in which partners participated that concerned improving and expanding the national immunization programme 
	Document number ….8-10


5. Immunization services assessment(s)

Reference is made to the most recent assessments of the immunization system that have been completed within the three years prior to the submission of this proposal.

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

	Title of the assessment
	Main participating agencies
	Dates

	1. Assessment of immunization injection safety practices in Zimbabwe
	MOH

UNICEF

WHO
	2000

	2. Cold Chain Inventory 
	MOH
	2000

	3. DHS
	Central Statistic Office

Micro International

USAID

UNICEF
	1999

	4. Maternal and Neonatal Tetanus 

Assessment
	MOH

WHO

UNICEF
	2000

	5. Zimbabwe National Maternal and Child Health Family Planning Survey
	MOH

UNICEF

WHO
	1997


· The three major strengths identified in the assessments:

1) Immunization injection practices are generally safe in Zimbabwe.

2) Maternal and neonatal tetanus has been eliminated.

3) All health facilities have appropriate and adequate cold chain equipment.

· The three major problems identified in the assessments:

1) Stagnation or decline in EPI coverage in some provinces.

2) Health workers’ poor compliance with recommended time intervals between doses

3) 12 to 17% of children without child health cards (poor card retention).

· The three major recommendations in the assessments:

1) Assess provinces and districts with low coverage to determine reasons for low performance.

2) Train health staff to adhere to recommended EPI practices, reduce missed opportunities, reduce drop out rates and improve coverage.

3) Increase community mobilisation to raise immunisation awareness.

Action taken:


-Assessment was done for the 16 EPI low coverage districts in May 2001


-Training of health workers in all levels - provincial nursing officers, district nursing officers and other relevant 


 health workers on the following:

· The five components of EPI (logistics, vaccine quality, surveillance, advocacy and communication and service delivery)

· Multidose policy for EPI 

· Strategies to reduce vaccine wastage

· Conduct GAVI training with emphasis on increasing access to vaccines thereby improving EPI coverage

· GAVI District Micro planning


-Increased Community mobilisation through:

· Training of health workers on community mobilisation as a key to the success of immunization in order to increase community demand for EPI



· Advocacy for EPI – State President, Parliament and Community Leaders.

· Production of Information, Education and Communication (IEC) materials

· Attached are complete copies (with an executive summary) of:

	· the most recent assessment reports on the status of immunization services
	   Document number…11-14 

	· a list of the recommendations of the assessment reports with remarks on the status of their implementation i.e. included in work-plan, implemented, not implemented, in progress….   
	   Document number…11-14 


· Components or areas of immunization services that have been reviewed (or studied). 

	Title of the assessment
	Month/Year

	Assess low performing districts
	September 2001

	EPI coverage survey
	February 2003 – report to be finalised

	National EPI Review
	April 2003 – report to be finalised


6. Multi-Year Immunization Plan

Based upon the recommendations of the assessment of immunization services, the Government has developed (or updated) the multi-year immunization plan or adjusted the health sector plan.

	· Attached is a complete copy (with an executive summary) of the Multi-Year Immunization Plan or of the relevant pages of the health sector plan. 
	Document number 


	Technical support required for implementation of the immunization plan (expert consultants, training curricula, managerial tools…)

	Type of technical support
	Period for the support
	Desired from which agency

	Training on New Vaccines
	2005
	WHO and UNICEF

	
	
	


	Table 3: Schedule of vaccinations with traditional and new vaccines, and with Vit A supplementation

	Vaccine (do not use trade name)
	Ages of administration                (by routine immunization services)
	Indicate by an “x” if given in:
	Comments

	
	
	Entire country
	Only part of the country
	

	BCG
	At birth
	X
	
	

	DTP-HepB1, OPV1

DPT-HepB+Hib1
	3 months
	X
	
	

	DTP-HepB2, OPV2

DPT-HepB+Hib2
	4 months
	X
	
	

	DTP-HepB3, OPV3

DPT-HepB+Hib3
	5 months
	X
	
	

	Measles
	9 months
	X
	
	

	DPT Booster

OPV Booster 
	18 months
	X
	
	

	OPV Booster

DT Booster 
	5 years
	X
	
	


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

· Training Health workers on the reduction of missed opportunities and drop out rates

· Conducting multi-antigen supplementary vaccination campaign to reach zero dose children who have been difficult to reach through routine immunisation i.e. three times annually

· Strengthening social mobilisation so as to increase immunisation service utilisation

	Table 4: Baseline and annual targets

	Number of
	Baseline and targets

	
	 2002
	 2003
	 2004
	 2005
	 2006
	 2007
	 2008
	2009

	Births
	488,972
	499,240
	514,717
	525,526
	536,562
	547,830
	559,334
	571,080

	Infants’ deaths
	31,783
	32,451
	33,457
	34,159
	34,877
	35,609
	36,357
	37,120

	Surviving infants
	457,189
	466,789
	481,260
	491,367
	501,685
	512,221
	522,977
	533,960

	Pregnant women
	488,972
	499,240
	514,717
	525,526
	536,562
	547,830
	559,334
	571,080

	Infants vaccinated with BCG* 
	440,075
	454,308
	473,540
	488,739
	504,368
	520,439
	536,961
	553,960

	Infants vaccinated with OPV3** 
	370,323
	387,435
	409,071
	427,489
	446,500
	466,121
	486,369
	507,262

	Infants vaccinated with DTP3** 
	370,323
	387,435
	409,071
	427,489
	446,500
	466,121
	486,369
	507,262

	Infants vaccinated with**: 

DPT-HepB 3
	370,323
	387,435
	409,071
	427,489
	446,500
	466,121
	486,369
	507,262

	Infants vaccinated with Measles** 
	365,751
	382,767
	404,258
	422,576
	441,483
	460,999
	481,139
	501,922

	Pregnant women vaccinated with TT+ 
	303,163
	319,514
	350,008
	378,379
	407,787
	438,264
	469,841
	502,550

	Vit A supplementation
	Mothers (< 6 weeks from delivery)
	NR
	NR
	NR
	NR
	NR
	NR
	NR
	NR

	
	Infants (> 6 months)
	NR
	NR
	NR
	NR
	NR
	NR
	NR
	NR

	*  Target of children out of total births 
	**  Target of children out of surviving infants


Summary of major action points and timeframe for reduction of vaccine wastage. If maximum allowance of wastage rates cannot be achieved immediately, the proposal has to provide a rationale for a higher rate: 

· Targeted outreach services

· Training on the Multi-dose vial policy

· Reinforcement of the Multi-dose vial policy during supportive visits

	Table 5: Estimate of annual DTP wastage and drop out rates

	
	Actual rates and targets

	
	 2002
	 2003
	 2004
	 2005
	 2006
	 2007
	 2008
	2009

	Wastage rate 

	30
	25
	20
	20
	15
	15
	10
	10

	Drop out rate                                    [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
	10%
	10%
	10%
	10%
	10%
	10%
	10%
	10%


· Countries requesting YF vaccine have to present the same table for measles vaccine wastage rates.

· Planning and constraints for the Polio Eradication Initiative:

1) Shortage of transport in districts for conducting supportive/supervisory visits and follow up of AFP cases.

2) Staff shortage.

3) High staff turnover, requiring continuous sensation of clinicians on EPI disease surveillance.

7. Injection safety

7.1 Summary of the injection safety strategy for immunization (for all countries):                                                             

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


7.2
Injection safety equipment (For countries submitting a request for injection safety support). GAVI’s support is only for three years of routine immunization. 

The following tables calculate the amount of supplies requested for injection safety:

	Table 6.1: Estimated supplies for safety of vaccination with BCG (Use one table for each vaccine BCG, DTP, TT, measles and Yellow Fever, and number them from 6.1 to 6.5)

	
	
	Formula
	2003
	2004
	2005
	2006

	A
	Target of children for BCG Vaccination
	Match with targets in table 4
	454,308
	473,540
	488,739
	504,368

	B
	Number of doses per child 
	#
	1
	1
	1
	1

	C
	Number of BCG doses
	A x B
	454,308
	473,540
	488,739
	504,368

	D
	AD syringes (+10% wastage)
	C x 1.11
	NA
	525,629
	542,500
	559,848

	E
	AD syringes buffer stock  
 
	D x 0.25
	NA
	131,407
	0
	0

	F
	Total AD syringes
	D + E
	NA
	657,036
	542,500
	559,848

	G
	Number of doses per vial
	#
	20
	20
	20
	20

	H
	Vaccine wastage factor 

	Either 2 or 1.6
	2
	2
	2
	2

	I
	Number of re-constitution 
 syringes (+10% wastage)
	C x H x 1.11 / G
	NA
	52,563
	54,250
	55,985

	J
	Number of safety boxes (+10% of extra need)
	(F +  I ) x 1.11 / 100
	NA
	7,293
	6,624
	6,836


	Table 6.2: Estimated supplies for safety of vaccination with DPT (Use one table for each vaccine BCG, DTP, TT, measles and Yellow Fever, and number them from 6.1 to 6.5)

	
	
	Formula
	2003
	2004
	2005
	2006

	A
	Target of children for DPT Vaccination
	Match with targets in table 4
	485,502
	409,071
	427,489
	446,500

	B
	Number of doses per child 
	#
	3
	3
	3
	3

	C
	Number of DPT doses
	A x B
	1,456,506
	1,227,213
	1,282,467
	1,339,500

	D
	AD syringes (+10% wastage)
	C x 1.11
	NA
	1,362,206
	1,423,538
	1,486,845

	E
	AD syringes buffer stock  
 
	D x 0.25
	NA
	340,552
	0
	0

	F
	Total AD syringes
	D + E
	NA
	1,702,758
	1,423,538
	1,486,845

	G
	Number of doses per vial
	#
	10
	10
	10
	10

	H
	Vaccine wastage factor 

	Either 2 or 1.6
	1.6
	1.6
	1.6
	1.6

	I
	Number of re-constitution 
 syringes (+10% wastage)
	C x H x 1.11 / G
	        NA
	217,953
	227,766
	237,895

	J
	Number of safety boxes (+10% of extra need)
	( F +  I ) x 1.11 / 100
	NA
	21,320
	18,329
	19,145


	Table 6.3: Estimated supplies for safety of vaccination with HepB (Use one table for each vaccine BCG, DTP, TT, measles and Yellow Fever, and number them from 6.1 to 6.5)

	
	
	Formula
	2003
	2004
	2005
	2006

	A
	Target of children for HepB Vaccination
	Match with targets in table 4
	485,502
	409,071
	427,489
	446,500

	B
	Number of doses per child 
	#
	3
	3
	3
	3

	C
	Number of HepB doses
	A x B
	1,456,506
	1,227,213
	1,282,467
	1,339,500

	D
	AD syringes (+10% wastage)
	C x 1.11
	NA
	1,362,206
	1,423,538
	1,486,845

	E
	AD syringes buffer stock  
 
	D x 0.25
	NA
	340,552
	0
	0

	F
	Total AD syringes
	D + E
	NA
	1,702,758
	1,423,538
	1,486,845

	G
	Number of doses per vial
	#
	10
	10
	10
	10

	H
	Vaccine wastage factor 

	Either 2 or 1.6
	1.6
	1.6
	1.6
	1.6

	I
	Number of re-constitution 
 syringes (+10% wastage)
	C x H x 1.11 / G
	0
	0
	0
	0

	J
	Number of safety boxes (+10% of extra need)
	( F +  I ) x 1.11 / 100
	NA
	18,901
	15,801
	16,504


N.B. Zimbabwe plans to phase out DPT-HepB and introduce DPT and monovalent HepB from April 2003 as a cost saving measure.  

	Table 6.4: Estimated supplies for safety of vaccination with TT (Use one table for each vaccine BCG, DTP, TT, measles and Yellow Fever, and number them from 6.1 to 6.5)

	
	
	Formula
	2003
	2004
	2005
	2006

	A
	Target of pregnant women for TT Vaccination
	Match with targets in table 4
	3,113,745
	350,008
	378,379
	407,787

	B
	Number of doses per woman 
	#
	2
	2
	2
	2

	C
	Number of TT doses
	A x B
	6,227,490
	700,016
	756,758
	815,574

	D
	AD syringes (+10% wastage)
	C x 1.11
	NA
	770,018
	840,001
	905,287

	E
	AD syringes buffer stock  
 
	D x 0.25
	NA
	192,505
	0
	0

	F
	Total AD syringes
	D + E
	NA
	962,523
	840,001
	905,287

	G
	Number of doses per vial
	#
	10
	10
	10
	10

	H
	Vaccine wastage factor 

	Either 2 or 1.6
	1.6
	1.6
	1.6
	1.6

	I
	Number of re-constitution 
 syringes (+10% wastage)
	C x H x 1.11 / G
	1,106,002
	0
	0
	0

	J
	Number of safety boxes (+10% of extra need)
	( F +  I ) x 1.11 / 100
	NA
	10,684
	9,324
	10,049


	Table 6.5: Estimated supplies for safety of vaccination with Measles (Use one table for each vaccine BCG, DTP, TT, measles and Yellow Fever, and number them from 6.1 to 6.5)

	
	
	Formula
	2003
	2004
	2005
	2006

	A
	Target of children for Measles Vaccination
	Match with targets in table 4
	485,502
	404,258
	422,576
	441,483

	B
	Number of doses per child 
	#
	1
	1
	1
	1

	C
	Number of Measles doses
	A x B
	485,502
	404,258
	422,576
	441,483

	D
	AD syringes (+10% wastage)
	C x 1.11
	NA
	448,726
	469,059
	490,046

	E
	AD syringes buffer stock  
 
	D x 0.25
	NA
	112,182
	0
	0

	F
	Total AD syringes
	D + E
	NA
	560,908
	469,059
	490,046

	G
	Number of doses per vial
	#
	1
	10
	10
	10

	H
	Vaccine wastage factor 

	Either 2 or 1.6
	1.6
	1.6
	1.6
	1.6

	I
	Number of re-constitution 
 syringes (+10% wastage)
	C x H x 1.11 / G
	868,252
	71,796
	75,049
	78,407

	J
	Number of safety boxes (+10% of extra need)
	(F +  I ) x 1.11 / 100
	NA
	7,023
	6,040
	6,310


7.1 
Areas for injection safety funds (For countries requesting funds equivalent to the supplies calculated above).

List of areas of injection safety funded by different sources: (For the GAVI/The Vaccine Fund support, fill in “areas of support”. For AD syringes and waste disposal, fill in “source of funds”.)
	Source of fund
	Area of support
	Start of fund utilization

	GAVI/Vaccine Fund 
	AD syringes and waste disposal boxes
	January 2004

	
	
	

	
	
	


 (Use as many rows as necessary

8. New and under-used vaccines

· Summary of those aspects of the multi-year immunization plan that refer to the introduction of new and under-used vaccines.

· Target group and schedule

The target group is the children under the age of one year and the schedule will be the same as that for DPT and OPV

· Injection Equipment and Sharps Waste Management

A detailed plan has been developed following the injection safety assessment that was conducted. The injection safety plan is one of the documents that have been submitted together with this proposal

· Surveys/Mid term reviews

 Aside from the GAVI DQAs and Mid Term Reviews, there will be other surveys and reviews of the programme

· Assessment of burden of relevant diseases (if available):
	Disease
	Title of the assessment
	Date
	Results

	HepB
	Sero-prevalence among adults
	1998
	13% positive

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


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

Lessons learnt about storage capacity, protection from accidental freezing, staff training, cold chain, logistics, drop out rate, wastage rate etc. as per current experience with new and under-used vaccines:

In 1997, prior to the introduction of Hepatitis B vaccine, the Government of Zimbabwe obtained assistance from SIDA (Swedish Assistance) and was able to replace all EPI refrigerators with the new CFC type.  In view of that, the program had and still has adequate cold chain equipment in all health facilities.

There was no additional storage need since the new vaccine was a combination vaccine (DTP/HB).

Training of health workers was crucial in giving them information about the new vaccine and to enable them to dispel rumours and be on the look out for adverse effects following immunization.  The health workers’ training also included strategies for the reduction of drop out and wastage rates.

· Summary of the action points that address possible implications for storage capacity, staff training, cold chain, measures to avoid freezing of vaccines, logistics, drop out rate, wastage rate etc… in the Plan for Introduction of New and Under-used Vaccines:
The government hopes to use the combination vaccine when introducing Hib vaccine in 2003.  That should minimise the need for additional storage capacity.  Training of health workers will be needed on the new vaccine.  These will be included in the detail plan for introduction of Hib vaccine and will be submitted later.

· First preference: required number of doses and presentations of requested new and under-used vaccines. (For each one of the requested first preference of new and under-used vaccine, please use provided formulae) 
Table 7.1: Estimated number of doses of   DPT-HepB+Hib vaccine (Specify one table for each presentation of any vaccine and number it 7.2, 7.3,)
	
	
	Formula
	2005
	2006
	2007
	2008
	2009
	2010

	A
	Number of children to receive new vaccine 

	#
	106,872
	446,500
	466,121
	486,369
	507,262
	523,366

	B
	Percentage of vaccines requested from The Vaccine Fund 
	%
	100%
	100%
	100%
	100%
	100%
	100%

	C
	Number of doses per child 
	#
	3
	3
	3
	3
	3
	3

	D
	Number of doses 
	A x B/100 x C
	320,616
	1,339,500
	1,398,363
	1,459,107
	1,521,786
	1,570,098

	E
	Estimated wastage factor 
 
	see list in table (
	1.43
	1.43
	1.33
	1.25
	1.18
	1.11

	F
	Number of doses (incl. wastage)
	 A x C x E x B/100
	458,481
	1,915,485
	1,859,823
	1,823,884
	1,795,707
	1,742,809

	G
	Vaccines buffer stock 

	F x 0.25
	114,620
	0
	0
	0
	0
	0

	H
	Total vaccine doses requested
	F + G
	573,101
	1,915,485
	1,859,823
	1,823,884
	1,795,707
	1,742,809

	I
	Number of doses per vial
	#
	2
	2
	2
	2
	2
	2

	J
	Number of AD syringes (+ 10% wastage) 

	(D + G) x 1.11
	483,112
	1,486,845
	1,552,183
	1,619,609
	1,689,182
	1,742,809

	K
	Reconstitution syringes (+ 10% wastage) 

	H / I x 1.11
	318,071
	1,063,094
	1,032,201
	1,012,256
	996,617
	967,259

	L
	Total of safety boxes (+ 10% of extra need) 

	(J + K) / 100 x 1.11
	8,893
	28,304
	28,687
	29,214
	29,812
	30,082


	Table ( : Wastage rates and factors

	Vaccine wastage rate
	5%
	10%
	15%
	20%
	25%
	30%
	35%
	40%
	45%
	50%
	55%
	60%

	Equivalent wastage factor
	1.05
	1.11
	1.18
	1.25
	1.33
	1.43
	1.54
	1.67
	1.82
	2.00
	2.22
	2.50


NB. Pentavalent will be introduced in the fourth quarter of 2005 hence the target of 106,872 children in 2005

· Second preference: Required number of doses and presentations of requested new and under-used vaccines, if first preference is not available. (Please use provided formulae as per table 7.1) 

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


9. Strategic directions to mobilise additional resources for immunization

· Summary of strategies that the Government intends to pursue to increase the resources for immunization of children, and that will be converted in a comprehensive Financial Sustainability Plan. Highlights of the agreements made with donor agencies (i.e.: Vaccine Independence Initiative) and the use of funds freed by debt relief:

· High level commitment :  The government of Zimbabwe is committed to resource mobilisation in an endeavour to support the immunisation programme.  EPI is now separate line item in the national health budget.

· The decentralised health services fund generated from the clinic fees is ploughed back into the health system.

· The National Health Insurance Plan, which is at an advance stage, will also contribute towards health financing.

· Support for routine immunisation and polio eradication initiative is being received through both the local Rotary club and Rotary International.

· The American Rotary International club has committed to provide assistance with vehicle that will be used for EPI activities.

· Tables of expenditure for 1999 and resource needs detailing the 

Sources of funds are attached in Annex 1.





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

	Title
	Partners

	Vaccine Procurement
	Government of Zimbabwe

	Provision of foreign currency for vaccines
	WHO/AFRO

	Vehicle for EPI
	Rotary International

	Training
	UNICEF

	EPI Diseases Surveillance
	WHO


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

· Combined DPT/HB vaccine rather than the monovalent reduces the number of injections

Per child resulting in reduced costs and vaccine wastage.

· Multi-dose policy will reduce wastage.

· Summary of support to immunization generated from the poverty

Reduction strategies (including the use of funds freed by debt relief),



of which relevant pages are attached:

10. Summary of requests to GAVI and the Vaccine Fund

With reference to all points presented above, the Government of Zimbabwe

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

considering that its DTP3 coverage for 2001 was   corresponding to    number of children receiving 3 doses of DTP, requests the Alliance and its partners to contribute financial and technical assistance required to increase immunization of children.

Specifically, the Government hereby applies for the following types of support from GAVI and the Vaccine Fund. (Circle “YES” or “NO” according to the requests submitted with this proposal):

· Support for Immunization Services                       

        YES           NO


· Support for New and Under-used vaccines                                  YES           NO


· Support for Injection Safety                                                          YES           NO

10.1
SUPPORT FOR IMMUNIZATION SERVICES 

GAVI and the Vaccine Fund are requested to fund the strategies for strengthening immunization services in year 2003 according to the number of additional children (as compared to the baseline) that are targeted to be immunized with DTP3 as presented in table 4, namely 387 435. Funds will also be requested for following years as estimated in table 4.

· Operational mechanism that is followed for safeguarding transparency, standards of accounting, long-term sustainability and empowerment of the government in using the funds:

The Ministry of Health and Child Welfare shall account for the fund on a 6 monthly basis in the following manner:

· A financial report will be produced every 6 months and be reviewed by the ICC I as part of its monitoring responsibility.

· The Government Comptroller and Auditor General shall audit the funds and examine all documented evidence on an annual basis.

· A technical report will be produced every 6 months and reviewed by the ICC in its monitoring capacity.

· Countries requesting immunization services support should submit the “Banking Details” form (Annex 3) with their proposal.
10.1 SUPPORT FOR NEW AND UNDER-USED VACCINES 

GAVI and the Vaccine Fund are requested to fund the introduction of New and Under-used Vaccines by providing the following vaccines:  DPT – Hep B + Hib vaccine
	Table 8: New and under-used vaccines requested from GAVI and the Vaccine Fund

	Vaccine presentation


	Number of doses per vial
	Starting month and year 
	Number of doses requested for first calendar year
	Number of doses requested for second calendar year *

	DPT-HepB+Hib
	2
	October 2005
	573,101
	1,915,485

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	* Vaccines will also be requested for following years as described in tables 7.1, 7.2…


· Vaccines will be procured (tick only one): 

· By UNICEF                                               By GOVERNMENT

· (If vaccines are proposed to be procured by the Government) 
Process and procedures of the National Regulatory Authority to control the purchase and delivery of vaccines into the country, including weaknesses, constraints and planned measures to improve the control system:
· (In case you are approved, you will be entitled to receive a lump-sum of US$ 100,000 to facilitate the introduction of new vaccines) Please submit the attached “Banking Form”(Annex 3) with the proposal, in case you have not yet already done so for other types of support from GAVI/The Vaccine Fund.
10.2 SUPPORT FOR INJECTION SAFETY 

GAVI and the Vaccine Fund are requested to support the injection safety plan by providing: 

(Tick one choice only):



·                   The amount of supplies listed in table 9






The equivalent amount of funds
	Table 9: Summary of total supplies for safety of vaccinations with BCG, DTP, TT, MEASLES and YF, requested from GAVI and the Vaccine Fund for three years (fill in the total sums of rows “F”,  I and  J of tables 6.1,6.2, 6.3, 6.4 and 6.5).

	
	ITEM
	2003
	2004
	2005
	2006

	F
	Total AD syringes
	for BCG
	NA
	657,036
	542,500
	559,848

	
	
	for other vaccines
	NA
	4,928,947
	4,156,136
	4,369,023

	 I
	Total of reconstitution syringes 
	NA
	342,312
	357,065
	372,827

	 J
	Total of safety boxes
	NA
	65,805
	56,118
	58,844


· (In case you request funds equivalent to the above supplies at the prices obtained by UNICEF) Please submit the attached “Banking Form”(Annex 3) with the proposal, in case you have not yet already done so for other types of support from GAVI/The Vaccine Fund.
11.  Additional comments and recommendations from the ICC 

While both the Government of Zimbabwe and the ICC understand the concern of the Independent Review Committee regarding the ICC, we would like to have the ICC continue to be independent.  However,, we have accepted the recommendation to have a higher level representation from the MoH on the committee.  The Permanent Secretary, MoHCW will represent the MoHCW in the committee.

The ICC has been very active in the support of the program and promises to continue its efforts and commitment.  In view of the new challenges for the ICC, the committee has decided to re-organize its structure in the following manner:  The ICC will now have two main components: the policy and decision making body (the actual ICC), composed of the Permanent Secretary for Ministry of Health and Child Welfare and Heads of Partner Agencies.  This body will meet at least twice a year.  A technical sub-committee of the ICC, composed of technocrats, who shall meet at least quarterly to handle the day-to-day activities of the program, advise the main ICC and make technical reviews for consideration by the main committee.

The ICC has been fully involved in this application process and endorses its content.

ANNEX 1

Statement of financing and of unmet needs for immunization (USD, 000) 

Table 1

	Expenditure in 2001 from different sources

	Ref.

#
	Category / Line item
	Central Govern-ment
	Local Govern-ment
	PVT sector
	WHO


	UNICEF
	JICA
	Basket1
	Danida 


	Total Expendi-ture

	1.
	Vaccines
	US$ 2581818
	Nil
	Nil
	Nil
	Nil
	Nil
	Nil
	Nil
	U $

2581818

	1.1
	Training of health workers
	US$ 9091
	Nil
	Nil
	
	Nil
	Nil
	Nil
	US$ 2727
	US$ 11 818

	1.2
	· *EPI disease surveillance activities
	
	
	
	US$

94494
	
	
	
	
	US$

94494

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

	2.1
	· Line item
	
	
	
	
	
	
	
	
	

	2.2
	· Line item3
	
	
	
	
	
	
	
	
	

	3.
	Other item immunization specific
	
	
	
	
	
	
	
	
	

	3.1
	· Line item
	
	
	
	
	
	
	
	
	

	3.2
	· Line item3
	
	
	
	
	
	
	
	
	

	Total expenditure
	
	
	
	
	
	
	
	
	

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

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

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


*EPI disease surveillance activities include:

Training of health workers, active surveillance, sensitization of clinicians on EPI activities, transportation of AFP/measles specimens, salary for surveillance officer, procurement of a photocopying machine.   

Table 2

	Expenditure in 2002 from different sources

	Ref.

#
	Category / Line item
	Central Govern-ment
	Local 

Gvt
	PVT sector
	WHO
	UNICEF
	JICA
	Basket1
	GAVI
	Total Expendi-ture

	1.
	Vaccines
	US$ 

4909090
	Nil
	Nil
	Nil
	Nil
	Nil
	Nil
	Nil
	U$ 

4909090

	1.1
	Disposablesyringes for measles NIDs
	
	
	
	US$ 50 000
	US$ 18 818
	
	
	I

US$ 98 000
	US$ 166818

	1.2
	Training of health workers
	US$

 36 364
	
	
	
	US$ 18 818
	
	
	
	US$ 55182

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

	2.1
	Procurement of  x 4 air conditioners
	
	
	
	
	US$ 9 785
	
	
	
	US$ 9 785

	2.2
	Procurement of  x 1000 vaccine  carriers
	
	
	
	
	US$ 4 000
	
	
	
	US$ 4 000

	3.
	Other item immunization specific
	
	
	
	
	
	
	
	
	

	3.1
	Social mobilisation for measles NIDs  and vitamin A supplementation
	
	
	
	
	US$ 300 000
	
	
	
	US$ 300 000

	3.2
	· *EPI disease surveillance activities
	
	
	
	US$

135328
	
	
	
	
	US$135328

	Total expenditure
	
	
	
	
	
	
	
	
	

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

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

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


*EPI disease surveillance activities include:

Active surveillance, sensitization of clinicians on EPI activities, transportation of AFP/measles specimens, maintenance of surveillance vehicles, salary for surveillance officer.  

Table 3

	Budget for 2003                  (Fill in a similar table for subsequent years) 

	Ref.

#
	Category / Line item
	Contributions committed by partners
	Total projected needs 

(USD)
	Unmet needs

(USD)

	
	
	Central Government

(USD)
	Local Govern-ment
	GAVI

(USD)
	WHO

(USD)
	UNICEF

(USD)
	JICA

(USD)
	Basket
	
	

	1.
	Vaccines
	Nil
	Nil
	318 000
	UNDP 
 400 000


	535 725
	
	
	2 198 390
	425 737.4

	1.1
	Training and capacity development
	364 078

 
	
	
	
	
	
	
	364 078
	0

	1.2
	· EPI Mid-level management training
	
	
	
	50 000
	
	
	
	50 000
	0

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

	2.2
	Cold chain spare parts
	364 078
	
	
	
	
	
	
	364 078
	0

	2.3
	Procurement of EPI gas
	
	
	
	59 000
	237 000
	
	
	195 781
	162 550

	3.
	Other item immunization specific
	
	
	
	
	
	
	
	
	

	3.2
	Measles mop up campaign
	
	
	
	
	 305 000  
	
	
	305 000
	0

	
	*EPI disease surveillance activities
	
	
	
	146000
	
	
	
	146 000
	0

	Total commitment 
	728 155
	NIL
	318 000
	655 000
	1 077 725
	NIL
	NA
	**3 623 327
	588 287

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

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

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


*EPI disease surveillance activities include:

Active surveillance, sensitisation of clinicians on EPI activities, transportation of AFP/measles specimens, maintenance of surveillance vehicles, salary for surveillance officer 

** Budget prepared in Zimbabwean Dollars and converted to US Dollars at the official rate of USD1.00 = Z$824.  Total projected needs using UN rate (USD1 to Z$1 210) would much lower.  The budget for EPI for 2003 is Z$600 million.  

ANNEX 2

Summary of documentation
 

	Background information on Health System Development status

	a) Attached are the relevant section(s) of strategies for health system development
	Document number  1

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

	b) ICC’s work plan for the next 12 months
	Document number  2

	c) Terms of reference of the ICC 
	Document number  3

	d) Minutes of the three most recent ICC meetings or any meetings concerning the introduction of new or under-used vaccines or safety of injections
	Document number  4

	Immunization Services Assessment

	e) Most recent, national assessment report(s) on the status of immunization services
	Document number  5

	f) Summary of the recommendations of the assessment report(s) with remarks on the status of implementation of each recommendation.
	Document number  6

	Multi-Year Immunization Plan

	g) Complete copy (with executive summary) of the Multi-Year Immunization Plan or of the relevant pages of the health sector plan.
	Document number  7

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

i) A copy of the Plan to achieve Safe Injections (including plans for transition to auto-destruct syringes) and Safe Management of Sharps Waste or of the relevant pages of the health plan.
	   Document number  8
Document number   9

	Unmet needs requiring additional resources

	j) Tables of expenditure for 2003 and resource needs (Annex 1)
	Document    10


� Formula to calculate DTP vaccine wastage rate (in percentage): [(A – B) / A] x 100.   Whereby: A = The number of DTP doses distributed for use according to the supply records with correction for stock balance at start and end of the supply period; B = the number of DTP vaccinations. 


� The buffer stock for vaccines and AD syringes is set at 25%. This is calculated with the first stock of doses required to introduce the vaccination in any given geographic area. Write zero for other years.


� Standard wastage factor will be used for calculation of re-constitution syringes. It will be 2 for BCG, and 1.6 for measles and YF.


� Only for lyophilized vaccines. Write zero for other vaccines


� The buffer stock for vaccines and AD syringes is set at 25%. This is calculated with the first stock of doses required to introduce the vaccination in any given geographic area. Write zero for other years.


� Standard wastage factor will be used for calculation of re-constitution syringes. It will be 2 for BCG, and 1.6 for measles and YF.


� Only for lyophilized vaccines. Write zero for other vaccines


� The buffer stock for vaccines and AD syringes is set at 25%. This is calculated with the first stock of doses required to introduce the vaccination in any given geographic area. Write zero for other years.


� Standard wastage factor will be used for calculation of re-constitution syringes. It will be 2 for BCG, and 1.6 for measles and YF.


� Only for lyophilized vaccines. Write zero for other vaccines


� The buffer stock for vaccines and AD syringes is set at 25%. This is calculated with the first stock of doses required to introduce the vaccination in any given geographic area. Write zero for other years.


� Standard wastage factor will be used for calculation of re-constitution syringes. It will be 2 for BCG, and 1.6 for measles and YF.


� Only for lyophilized vaccines. Write zero for other vaccines


� The buffer stock for vaccines and AD syringes is set at 25%. This is calculated with the first stock of doses required to introduce the vaccination in any given geographic area. Write zero for other years.


� Standard wastage factor will be used for calculation of re-constitution syringes. It will be 2 for BCG, and 1.6 for measles and YF.


� Only for lyophilized vaccines. Write zero for other vaccines


� Please adjust estimates of target number of children to receive new vaccines, if a phased introduction is intended. If targets for hep B3 and Hib3 differ from DTP3, explanation of the difference should be provided


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


� The buffer stock for vaccines and AD syringes is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. Write zero under other years. In case of a phased introduction with the buffer stock spread over several years, the formula should read: [ F – number of doses (incl. wastage) received in previous year ] * 0.25.


� A wastage factor of 1.11 is applied to the total number of vaccine doses requested from the Fund, excluding the wastage of vaccines.


� It applies only for lyophilized vaccines. Write zero for other vaccines.


� A multiplying factor of 1.11 is applied to safety boxes to cater for areas where one box will be used for less than 100 syringes


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