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February 2005  
The Government of

	Papua New Guinea


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 Julian Lob-Levyt, jloblevyt@unicef.org or representatives of a GAVI partner agency.  All documents and attachments must be submitted in English or French.

1.
Executive Summary

The Government of Papua New Guinea seeks support from the Global Alliance for Vaccines and Immunization (GAVI) and the Vaccine Fund for strengthening of routine immunization (ISS) and introduction of new vaccine. Funding is being requested to support the introduction of new combination liquid tetravalent vaccine (DTP-Hib) and for flexible ISS funds for overall strengthening of routine immunization systems.

The expanded Program on Immunization in PNG began in 1977 with vaccines against six diseases—Diphtheria, Pertussis, Tetanus, Measles, Polio and tuberculosis. The program was expanded later with the introduction of hepatitis B vaccine in 1989. Country was certified polio-free in 2000. Despite an excellent health infrastructure and national information health systems, the immunization service delivery systems are struggling to maintain adequate coverage levels for different antigens included in the schedule due to several issues identified in previous EPI reviews: poor systematic outreach, poor community demand, poor transport and communication systems, etc. The ISS funds will be used to address some of these barriers as identified in the attached MYP to optimize performance of the immunization delivery systems. 
For the ISS, the year 2004 baseline data has been taken from the National Health Information Systems. The immunization coverage (%) in 2003 and 2004, respectively, are BCG (76; 74), DTP1 (88; 81), DTP3 (68; 62), OPV3 (53; 49), Measles (54; 51), and HepB3 (67; 60). Accordingly the baseline number of children who received DPT3 in 2004 is: 107146, and targets are--115925 (65%) in 2005, 128838 (70%) in 2006, 151955 (80%) in 2007. These coverage targets are indicated in detailed MYP (2006-2010) attached with this application. As well as increasing coverage, ISS funds will be used to improve the quality of immunization services. This will include improved management of vaccine stocks with reduction in vaccine wastage and cold chain improvement.

Pneumonia and meningitis have much higher incidence in PNG than other countries in Western Pacific Region.  Pneumonia is one of the most common causes of child deaths. Both pneumonia and meningitis figure in the top five causes of mortality. The common causes of these two diseases are H. influenzae, particularly type b (Hib) and S. pneumoniae.  Antibiotic resistance has emerged as a major problem in the last 10 years, with rates of Hib resistance to chloramphenicol increasing from 30% in 1999 to 50-100% in 2005. Considering its public health importance, PNG proposes to introduce Hib vaccine that will lead to dramatic and substantial decline in both preventable childhood morbidity and mortality. PNG proposes to use liquid 10-dose vials of DTP-Hib, as its first preference, as this would just replace the existing liquid 10-dose vial of DTP with minimal disruption of existing immunization schedule and minimal additional requirement of training of health workers. PNG requests the new vaccine from January 2007 to allow sufficient time to use its current stocks of DTP and to prepare for the introduction. There is a plan to phase out the GAVI support slowly from 2nd year of introduction itself as given in table 7.1. The total number of doses of DTP-Hi b vaccine requested is 3,80,5693 between 2007 and 2012. The new vaccine introduction will also be used as an opportunity to improve the overall training of health staff in different aspects of routine immunization service delivery.  In the MYP there is a plan to review potential use of DTP-Hib-HepB from 2009, when the long-term financial impact of Hep B combination is clearer, and the capacity to deal with the associated changes have been strengthened.

Papua New Guinea is already procuring auto-disable syringes (ADs) for all EPI injections, and is not applying for injection support.  However, a review of disposal options is planned, and a future application is planned if funding is needed to help implement the recommended disposal options.

The Immunization Coordination Committee (ICC) has participated in the development of this proposal and endorses the proposal and will support the government of Papua New Guinea in finding the additional funding needed to achieve and maintain the planned increases in coverage and for supporting the introduction of Hib vaccine. 

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

The Government of Papua New Guinea 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 Co-ordinating Committee endorse this proposal on the basis of the supporting documentation which is attached. Signatures for endorsement of this proposal do not imply any financial (or legal) commitment on the part of the partner agency or individual:
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Agency/Organisation
	Name/Title
	Date              Signature



	National Department of Health


	Dr. Nicholas Mann, Secretary for Health
	

	National Department of Health


	Mr. Enoch Posanai, Director, Health Improvement Branch 
	

	AusAID


	Dr Robyn Biti

First Secretary, Development Cooperation
	

	JICA


	Mr. Hiroto Nagai

Project Formulation Officer
	

	WHO


	Dr. Yves Renault

WHO Representative
	

	UNICEF


	Dr. Isiye Ndombi

Country Rep 
	

	Churches Medical Council
	Mr. Nathan Kili
	

	Department of Community Development
	Mr. Joseph Klapat
	


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

Name:  Dr. William Lagani


Title/Address:   SSMO Community Health

Tel.No.:    (675) 3013973   

            National Department of Health

Fax No.  (675) 323 0177 

            PO Box 807, Waigani, NCD, PNG

E-mail: william_lagani@health.gov.pg 

Alternative address:

Name: Mr. Enoch Posanai




Title/Address: Director , 

Health Improvement Branch

NDOH

PO Box 807, NCD, PNG

Tel.No.: 
(675) 301 3703   

        

Fax No
(675) 323 0177

E-mail:  
enoch_posanai@health.com.pg

3.
Immunization-related fact sheet

	Table 1: Basic facts for the year 2004 (most recent; specify dates of data provided)

	Population
	5.7 million (2000 census data + projected growth @ 3.2% )


	GNP per capita
	$US664 (National Department of Health (NDOH), Policy & (P&P) Planning, 2000)

	Surviving Infants* 
	172816 (2000 census data + projected for 2004 )
	Infant mortality rate 
	64/ 1000

	Percentage of GDP allocated to Health
	3.5 (NDOH, P&P 2003)
	Percentage of Government expenditure for Health Care
	9.4 (NDOH, P&P 2003)


* Surviving infants = The National Health Information Systems (NHIS)uses as the denominator for coverage calculation the estimate of the population aged under-12 months based on census data, plus annual projected growth.  The estimate here is from the NHIS (data from the National Statistics Office using the 2000 census plus annual projected growth)

	Table 2: Trends of immunization coverage and disease burden by 12 months of age (as per last two 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

	
	2003
	2004
	2001 
	Age group
	 2003
	Age group
	
	 2003
	 2004

	BCG
	76
	74
	
	
	
	
	Tuberculosis
	6238
	7517

	DTP


	DTP1
	88
	81
	
	
	
	
	Diphtheria
	
	ND

	
	DTP3
	68
	62
	
	
	
	
	Pertussis
	2966
	2050

	OPV3
	53
	49
	
	
	
	
	Polio
	0
	0

	Measles
	53
	50
	
	
	
	
	Measles
	4838
	1385

	TT2+  (Pregnant women)
	88
	86
	
	
	
	
	NN Tetanus
	74
	50

	Hib3
	-
	-
	
	
	
	
	Hib
	-
	-

	Yellow Fever
	-
	-
	
	
	
	
	Yellow fever
	
	

	HepB3
	67
	60
	
	
	
	
	hepB seroprevalence  (if available)
	-
	-

	Vit A supplementation


	Mothers                               ( < 6 weeks after delivery )
	
	
	
	
	
	
	
	
	

	
	Infants              ( > 6 months)
	
	
	
	
	
	
	
	
	


	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: 

Official estimate is the same as reported administrative data.  JRF report is submitted before data were received from all provinces, and hence the data initially reported to WHO & UNICEF were lower especially for DTP3.  The data presented in above in Table 2 (together with earlier adjustments) have recently been reported to WHO as the official estimates, being the latest data from the NHIS.  Note that the data here are not in line with data previously held in the WHO database and included in the 2005 publication.

* No national coverage survey done since 1996. The comprehensive review by WHO & partners in 2001, the In-depth Review in 2003 and the review by WCHP in 2004 do not provide national coverage figures.  


· Summary of health system development status relevant to immunization:

Papua New Guinea achieved independence 30 years ago after being colonized for over 100 years by Britain and Australia.  Since independence, elections have been held on a regular basis for the parliamentary democracy with an elected Prime Minister, and a Governor General who represents the head of state. PNG is a country of many cultures, with 800 distinct language groups residing in over 690 islands and is administratively organized into four regions:  the Southern, Highlands, Momase and the New Guinea Island, 20 provinces and 89 districts.

Health system reforms, funding and current administrative structure

In 1983, the management of public services—including hospital and rural health services—were transferred to 20 provincial governments. In 1995, the New Organic Law on Provincial and Local Level Governments extended decentralization, creating 300 local-level governments within 89 districts. As a result:

 The National Department of Health (NDOH) has limited direct control over lower levels

 Provinces are responsible for health services, but line management responsibility is to the District Administrator with little accountability to the Provincial Health Advisor who is the head of rural health services in the province.

A Functional and Expenditure Review of Health Services (FERHS) in 2001 noticed deteriorating health services in PNG, with immunization suffering from some of the systemic problems.  The FERHS identified the lack of vertical integration of health services following the implementation of the 1995 New Organic Law as the major cause for the deterioration in health services.  

 The capacity and quality of public sector management at all levels, but especially at district level, has long been a cause of concern. A public sector reform program began in 1998 involving extensive retrenchment of peripheral public sector staff. The program was halted in 1999, but there remain many problems in filling existing vacancies in the public sector.

Papua New Guinea has adopted and is currently implementing its own model of Sector Wide Approach (SWAp) since 2000.  Donors place their funds in the Government’s Health Sector Improvement Program (HSIP) trust fund. Receipt of these funds by the provinces requires acquittal to ensure transparency and appropriate use of funds.  Lack of knowledge about the correct procedures for accessing funds, or outstanding acquittals, is limiting the flow of funds to provinces resulting in interruption of service delivery sometimes.
PNG has a comprehensive National Health Plan covering the years 2001-2010.  Immunization is one of the major priorities under the Family Health Program.  More recently, a Medium Term Expenditure Framework (MTEF) has been developed, recognizing the need to apply resources to the highest priority areas which also include immunization.  In the MTEF, immunization is one of the four public health priorities (with malaria, HIV / AIDS, and safe motherhood).

Delivery of health services:

Health services including immunization services are delivered through 21 provincial hospitals and 690 health centres.  Approximately 25% of these health institutions are belong to non-governmental organisations, religious organisations and private practitioners. These facilities  are also encouraged and supported to provide immunisation services, with vaccines and freight costs paid for by the National Government.

Health monitoring

A comprehensive National Health Information System managed by the Monitoring & Research Branch, NDOH has been in place since the 1980s, with the last upgrade in 1996.  All health facilities send monthly reports, through the district / province to the National Department of Health where the data are entered and stored on computers. Summary tables of service statistics including immunization coverage and disease incidence by year, health facility, district and province can be generated from the database. In the absence of complete birth registration, NHIS uses most recent census data plus the projected annual population growth to estimate the number of births every year to calculate different service delivery indicators including immunization coverage. 
EPI in PNG

EPI program in PNG was started in 1977 and is organized under Child Health Unit in the Health Improvement Branch of the Department of Health. An EPI Technical Advisory Committee meets every month to advise the Department of Health on all matters pertaining to immunization. Since 1998 major improvements to immunization service delivery has taken place with the support of AusAID through Women’s and Children’s Health Project,.  These include overhaul of the cold chain system, extensive training for health workers on immunization and improvement in vaccines procurement and distributions.

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

· (1) NHP2001-2010 (Volume I & II)

· (2) Medium Term Expenditure Framework 2004-6

· (3) 2006-8 Health Strategic Plan

· (4) National Policy & Technical Guidelines for the EPI


	Document number 1, 2, 3, 4


 4. 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.
4.1 Profile of the ICC

· Name of the ICC:

Inter-agency Coordinating Committee of Papua New Guinea
· Date of constitution of the current ICC: 
May 7, 2004
· Organisational structure (e.g., sub-committee, stand-alone)
Stand alone.

· Frequency of meetings:
Quarterly and as needed
· Composition:

	Function


	Title / Organization
	Name

	Chair


	Secretary for Health, National Department of Health
	Dr. Nicholas Mann

	Secretary


	Director, Health Improvement Branch, National Department of Health
	Mr. Enoch Posanai

	Members
	· WHO Country Representative

· 1st Secretary, Development Cooperation, AusAID

· Project Formulation Officer, JICA

· UNICEF Country Representative

· Churches Medical Council representative.

· Secretary for Community Development


	Dr. Yves Renault

Dr. Robyn Biti

Mr. Hiroto Nagai

Dr. Isiye Ndombi

Mr. Nathan Kili

Mr. Joseph Klapat




· Major functions and responsibilities of the ICC:

1. To ensure consistency in direction and policies in implementing Expanded Program of Immunization (EPI) in Papua New Guinea

2. To ensure optimal coordination among partners and to facilitate securing necessary resources for EPI in the country

3. Review multi-year plan and annual plans of action for immunization

4. To review and approve proposals for improving/strengthening immunization program in the country

5. To monitor progress in achieving different EPI objectives through review of  performance monitoring reports and oversee the implementation of the programme from time to time

Attached is the supporting document:

	· Terms of reference of the ICC
	        Document number 5


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

1. To hold regular meetings with a predefined agenda

2. Involve ICC in finalizing the multiyear EPI plan including introduction of Hib vaccine with GAVI support

3. Involve ICC fully in reviewing the progress in implementation of different strategies identified in MYP to strengthen immunization services in the country.

4.2 Functioning of the ICC

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

A comprehensive set of indicators has been included in the new multi-year plan.  All of these will be monitored as part of the implementation, with the most important indicator being coverage of all EPI vaccines, including the newly added Hib vaccine.

Attached are the supporting documents:
	· ICC’s workplan for the next 12 months
	        Document number 5

	· Minutes of the three most recent ICC meetings or of any other meetings in which partners participated that concerned improving and expanding the national immunization program 
	        Document number 5


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

	Comprehensive EPI Review
	DoH, UNICEF, WHO, World Bank, CDC, JICA, AusAID
	Nov 2001

	In-depth evaluation of the Expanded Program on Immunization in Papua New Guinea
	Dr. CJ Clements, Consultant to WCHP
	May-July 2003

	Draft EPI Review
	Women’ & Children’s Health Project (WCHP)
	September 2004


· The four major strengths identified in the assessments:

1. A National Health Plan and recent Expenditure Review that gives the highest priority to immunization of children.

2. Well-developed basic health infrastructure that can deliver immunization services through the expanded programme on immunization (EPI) throughout Papua New Guinea.  Proven effectiveness in reducing the burden of tetanus, pertussis, diphtheria; polio free status; virtual elimination of pigbel, using a vaccine that was unique to PNG; and recent marked reduction in measles incidence.

3. A well formulated National Immunization Policy and National Policy on Cold Chain and Logistics published in 2000.  Excellent progress in replacement of cold chain equipment and maintaining a functioning cold chain since 1998.

4. Existence of a supportive partnership for the EPI, including collaboration with WHO, UNICEF, several bilateral donor agencies, government health services, church health services, other NGOs, women’s and other community groups.
· The three major problems identified in the assessments:

1. Difficulty in regularly accessing some of the child population living in remote rural areas, due to difficulties in transport, communication, geographical isolation and widespread poverty.  However much improvement has recently been made to vaccine coverage using innovative methods to deliver vaccines that have international basis for evidence.

2. Organisational structure based on decentralization of the health services to provincial and district levels.  This results in the Department of Health having limited direct control on lower level health structures.  However provincial health services see EPI as one of the highest priorities and EPI is the Number 1 priority on the Mid-Term Expenditure Framework, which applies to all levels of the health service.

3. Irregular and unpredictable financing of health services, which has the greatest impact at lower levels.  The failure of funding to get to health centers for outreach and transport of supplies is a fundamental problem. Budget allocations to provinces and districts are often lower than the budget requests, based on their annual activity plans.

· The four major recommendations in the assessments:

1.  There is urgent need to re-establish comprehensive predictable and well-managed outreach services for remote populations.

2. Strengthening monitoring, supervision and evaluation. Promoting the use of data from National Health Information Systems to inform program management and implementation.

3. Political commitment to the EPI should be demonstrated at all levels with focal points of responsibility for the outcomes and quality of the programme (including injection safety, vaccine stock management, cold chain, etc). A national EPI manager should be appointed. An EPI officer should be appointed for every province and district

4. The National Department of Health should revitalize the EPI Interagency Coordinating Committee chaired by a high-level departmental official and including all partners to generate political commitment, ensure adequate funds in a timely manner and coordinate EPI support through regular reviews.

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

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

· (6) 2001 EPI review by WHO & partners

· (7) 2003 In-depth review by John Clements

·  (8) 2004 EPI review by WCHP
	Document number 6, 7, 8.

	· 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 9


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

	Component or area
	Month/Year

	All areas have been reviewed
	

	
	


6. Multi-Year Immunization Plan

A multiyear plan is being developed for year 2006-2010 based on situation analysis of current situation in PNG and using 'Global immunization Vision and Strategies' as the check list and c-MYP tool developed by HQ as the guiding tool. The multi-year plan includes a plan to add Hib vaccine (as DTP-Hib to replace DTP) with GAVI support and to review other aspects of the immunization schedule, including the timing of the measles doses.  It is planned to implement the new immunization schedule from January 2007.

	· Attached is a complete copy (with an executive summary) of the comprehensive Multi-Year Immunization Plan. 
	Document number 10


	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

	Assistance with developing process and tools for supportive supervision/training to improve service quality and coverage through improved micro planning and delivery
	2006-2010
	WHO

UNICEF

AusAID

	Assistance with the implementation of new vaccine introduction plan (Outcome 7, MYP), primarily the introduction of Hib vaccine into routine EPI.
	2006-2010
	WHO

UNICEF

Paediatric Society of PMG

	Establishing a surveillance system for Hib disease, and improving existing surveillance systems for all vaccine preventable diseases. (Outcome 8.2 MYP)
	2006-2010
	WHO

PNG IMR

Paediatric Society of PNG

	Training tools for the introduction of Hib vaccine (Outcome 7.1.4 MYP)
	2006-2008
	WHO

Other countries that introduced Hib vaccine into the schedule.

Paediatric Society of PNG 

	Assistance with planning,  implementation and evaluation of the 2008 Supplemental Immunization Activities (Outcome 3.1.3) 
	2005-2009
	WHO

AusAID

	Evaluation and monitoring of the cold chain and vaccine delivery systems
	2006-2010
	WHO

AusAID

	Review of the measles vaccine schedule, and other vaccines as part of change in schedule with Hib vaccine introduction.
	2006
	WHO

Paediatric Society

	Overall review of the EPI.  This should be a single comprehensive review after introduction of Hib vaccine, and the 2008 SIA, and should encompass all aspects of the EPI, including potential for including vaccination against S. pneumoniae.
	2009-2010
	WHO

AusAID

PNG IMR

Paediatric Society

Other partners


	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
	Birth
	X
	
	

	OPV
	Birth, 1,2,3 months
	X
	
	

	DTP
	1,2,3 months
	X
	
	

	HepB
	Birth, 1,3 months
	X
	
	

	Measles
	6, 9 months
	X
	
	

	TT
	7, 13 years; pregnancy (2 in first, booster up to five in subsequent pregnancies)
	X
	
	

	Vitamin A
	6,12 months
	X
	
	

	Hib
	1,2,3 months
	X
	
	Proposed (combined with DTP)


Note:  The immunization schedule will be reviewed in 2006, to review possible changes to measles timing, need for OPV birth dose and any other changes that should be coordinated with introduction of Hib vaccine

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

The main focus is to build on the success of the 2003-5 Supplementary immunization activities (SIA) to reach children for routine immunization, using the lessons learnt in micro planning and facilitating funds flow to districts based on updated micro plans.  Considerable support will be needed to help districts translate the lessons from the SIA for the routine programme.  It is proposed to prioritise districts for support in helping develop and implement micro plans. 

It is also planned to make better use of reported data to identify problems and successes, and to use data to motivate health workers’ coverage performance.  Providing basic tools such as monitoring charts and child registers for all facilities are also proposed together with ongoing supportive supervision to improve quality and coverage.

The time frame for improving immunization coverage is provided in the attached MYP for year 2006-2010.

.

	Table 4: Baseline and annual targets

	Number of
	Baseline and targets

	
	Base-year
	Year of GAVI/VF application
	Year 1 of Programme implementation
	Year 2 of Programme implementation
	Year 3 of Programme implementation
	Year 4 of Programme implementation
	Year 5 of Programme implementation
	Year 6 of Programme implementation

	
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011

	Births (GR= 3.2%)
	184633
	190541
	196639
	202931
	209425
	216126
	223042
	230180

	Infants’ deaths (@64/1000)
	11817
	12195
	12585
	12988
	13403
	13832
	14275
	14732

	Surviving infants
	172816
	178347
	184054
	189943
	196022
	202294
	208768
	215448

	Pregnant women (1% Pregnancy wastage)
	186479
	192447
	198605
	204960
	211519
	218288
	225273
	232482

	Infants vaccinated with BCG 
	136628
	152433
	167143
	182638
	198954
	205320
	211890
	218671

	BCG coverage*
	74
	80
	85
	90
	95
	95
	95
	95

	Infants vaccinated with OPV3 
	84680
	107008
	128838
	151955
	166618
	182065
	198329
	204676

	OPV3 coverage**
	49
	60
	70
	80
	85
	90
	95
	95

	Infants vaccinated with DTP3*** 
	107146
	115925
	128838
	151955
	166618
	182065
	198329
	204676

	DTP3 coverage**
	62
	65
	70
	80
	85
	90
	95
	95

	Infants vaccinated with DTP1*** (81% coverage
	139981
	151595
	156446
	170949
	176419
	192180
	204592
	211139

	Wastage
 rate in base-year and planned thereafter (%)
	38
	35
	30
	25
	25
	20
	20
	15

	Infants vaccinated with 3rd dose of HepB**
	103690
	115925
	128838
	151955
	166618
	182065
	198329
	204676

	HepB3 Coverage**
	60
	65
	70
	80
	85
	90
	95
	95

	Infants vaccinated with 1st  dose of HepB** (coverage HepB1 = 73%) 
	134729
	152595
	167576
	183406
	200127
	206894
	213907
	219848

	Wastage1 rate in base-year and planned thereafter 
	40
	35
	30
	25
	20
	15
	15
	15

	Infants vaccinated with 3rd dose DTP-Hib
	0
	0
	0
	151955
	166618
	182065
	198329
	204676

	DTP-Hib3 Coverage***
	0
	0
	0
	80
	85
	90
	95
	95

	Infants vaccinated with 1st dose DTP-Hib***
	0
	0
	0
	149901
	154698
	168517
	173910
	179475

	Wastage1 rate in base-year and planned thereafter 
	0
	0
	0
	25
	25
	20
	20
	15

	Infants vaccinated with Measles 
	103690
	107008
	119635
	132960
	147016
	161835
	177453
	193903

	Measles coverage**
	60
	65
	70
	75
	80
	85
	90
	95

	Pregnant women vaccinated with TT+ 
	170570
	184483
	201270
	208045
	215064
	222336
	237132
	244719

	TT+ coverage
	86
	90
	95
	95
	95
	95
	98
	98

	Vit A supplementation
	Mothers (< 6 weeks from delivery)
	
	
	
	
	
	
	
	

	
	Infants (> 6 months)
	
	123983
	138004
	152838
	168528
	185115
	202649
	219848

	*  Number of infants vaccinated out of total births 
	**  Number of infants vaccinated out of surviving infants

	***  Indicate total number of children vaccinated with either DTP alone or combined
	



 The formula to calculate a vaccine wastage rate (in percentage): [ ( A – B ) / A ] x 100.   Whereby : A = The number of doses distributed for use according to the supply  records with correction for stock balance at the end of the supply period; B =  the number of  vaccinations with the same vaccine in the same period. For new vaccines check table (  after Table 7.1.

	Table 5: Estimate of annual DTP & DTP-Hib drop out rates

	
	Actual rates and targets

	
	 2004
	 2005
	 2006
	 2007
	 2008
	 2009
	 2010
	 2011

	Drop out rate                                    [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
	23.5
	23.5
	22.2
	15.8
	10.5
	5.3
	0
	0

	DTP-Hib
	0
	0
	0
	15.8
	10.5
	5.3
	0
	0


Drop-out rates have been calculated from the DTP1 and DTP3 targets (and actual for 2004) in Table 4.

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

Not applicable. 

· Planning and constraints for the Polio Eradication Initiative:

PNG, as part of Western Pacific Region, was certified polio-free in 2000. Maintenance of high quality AFP surveillance and routine immunization coverage is still an EPI priority for PNG.  The OPV3 coverage level in last three to four years had not been satisfactory.  Apart from less than 80% coverage, there are pockets of very low coverage, although these are less following the SIA of 2004-05.  PNG remains at risk of imported poliovirus, especially in the wake of ongoing polio outbreak in Indonesia.  There is a need to update the response plan for possible importation of wild poliovirus (or circulating VDPV) and increase efforts for low-coverage high-risk areas.  This will be done as part of MYP 2006-10.  Meanwhile the constraints to improving the routine OPV coverage remain the same as for improving the performance of the routine immunization program.

7. Injection safety

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

All the immunizations in PNG are given with AD syringes. Safety boxes are distributed with all vaccine deliveries to vaccination sites. All reviews and assessments including the 2001 EPI review have identified supply and training issues as the main problems for safe injection.  There is also the issue of waste disposal, and the need to develop an acceptable solution.

Strategies to improve injection safety for immunization include:

1. Ensure adequate supply to all health facilities to enable 100% AD use: This will involve establishment of effective supply and distribution systems for injection and disposal equipment based on estimation and requirements with minimum stock at all levels.

2. Use supportive supervision to improve safe injection and disposal practices

3. Training and advocacy with health workers on safe injection practices using different training tools such as posters, handbooks, etc.

4. Review current disposal and destruction practices and develop a plan appropriate for different settings for safe disposal.

5. Ensuring community awareness of dangers of injection wastes: This will involve community education programs though integrated health promotion activities.

6. Ensuring adequate and consistent funding for all immunization safety activities.

7.2  For countries submitting a proposal  for Injection Safety Support.  Summarise the most important findings of a recent assessment of Injection Safety and Waste Disposal. The relevant documents are attached.


Not Applicable as PNG not applying for Injection Safety Support

	· Situation Analysis of Injection Safety and Waste Disposal or Report of the most recent Injection Safety and Waste Disposal Assessment
	Document number: 6.7.8

	· Update of the implementation status of recommendations from recent injection safety assessment or injection safety components from a broader review.
	Document number 9

	· Policy on Injection Safety and Waste Disposal 
	Document number  4 (sect 5)

	· 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 10


7.3
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 supply for safety of vaccination with   ………...   vaccine 

( Use  one table for each vaccine BCG(1 dose), DTP(3 doses), TT(2 doses) 1, Measles(1 dose) and Yellow Fever(1 dose), and  number them from 6.1 to 6.5)

	
	
	Formula
	20…
	20…
	20…
	20…
	20…

	A
	Number of children to be vaccinated 2  
	#
	
	
	
	
	

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	
	
	
	
	

	C
	Number of doses per child 
	#
	
	
	
	
	

	D
	Number of doses 
	A x B/100 x C
	
	
	
	
	

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	
	
	
	
	

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	
	
	
	
	

	G
	Vaccines buffer stock 5  
	F x 0.25
	
	
	
	
	

	H
	Number of doses per vial
	#
	
	
	
	
	

	I
	Total vaccine doses 
	F + G
	
	
	
	
	

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	
	
	
	
	

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	
	
	
	
	

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	
	
	
	
	

	1 GAVI/The Vaccine Fund supports the procurement of AD syringes to deliver two doses of TT to pregnant women. If the immunization policy of the country includes all Women in Child Bearing Age (WCBA), GAVI/The Vaccine Fund will contribute to a maximum of two doses for Pregnant Women (estimated as total births)
2 To insert the number of infants that will complete vaccinations with all scheduled doses of a specific vaccine. 

3 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.

4 A standard wastage factor of 2.0 for BCG and of 1.6 for DTP, Measles, TT, and YF vaccines is used for calculation of  INS support
5 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.

6 It applies only for lyophilized vaccines; write zero for other vaccines.




7.4 For countries requesting GAVI/The Vaccine Fund to provide funds in lieu of the supply calculated above.

Not applicable

List of activities of the injection safety plan funded by The Vaccine Fund and by other sources: 

	Source of fund
	Injection Safety activity
	Month of start of fund utilization

	
	
	

	
	
	

	
	
	


 (Use as many rows as necessary

8.  New and under-used vaccines

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

Summary of section from MYP 2006-2010

	Vision
	Target
	Strategies

	New vaccines added
	Hib3 = DTP3 coverage
	7.1
Add Hib vaccine to EPI

7.2
Secure sustainable funding for Hib

7.3
Evaluate new vaccines (and technologies), as appropriate


1.1. Outcome 7:
New vaccines added

7.1
Add Hib vaccine to EPI

	Activity
	Who?
	Timeframe
	Pri*
	Indicator

	7.1.1
Secure Hib vaccine and confirm formulation and presentation of Hib vaccine to be supplied and new schedule (link with other changes 
	EPI TC, Paed Soc
	Q1 2006
	1
	New immunization schedule 

	7.1.2
Upgrade cold chain capacity, if required by new vaccine [link 2.2.1-2]
	EPI, ICC
	Q1 2006
	1
	Cold chain capacity

	7.1.3
Develop, print, and disseminate guidelines for new immunization schedule; update recording and reporting forms including bebi-buks to include new vaccine [link 8.2.1; 8.2.7; 1.3.4; 2.1.3]
	EPI, M&R, FHS
	Q1-3 2006
	1
	Updated materials

	7.1.4
Develop and implement training materials and methods to improve service delivery, including for the new vaccine [link 2.1.3, 2.15. 2.1.6]
	EPI, HRM, PHO
	2006
	2
	Training materials

	7.1.5
Develop communication plan (including for IEC materials) for uptake of f existing and new vaccines [link 1.3.4] 
	HPB, EPI, 

UNICEF
	2006
	2
	Communication plan 

	7.1.6
Stop supplying DTP to minimise stock by Jan07
	EPI, MSB
	2006
	1
	DTP stock left

	7.1.7
New vaccine in all PVS, DVS and HF
	EPI, PHO, DM
	Dec 2006
	1
	New stock in place

	7.1.8
Implement  new vaccine use nationally
	EPI, PHO, DM
	Jan 2007
	1
	Hib 3 Coverage


7.2
Secure sustainable funding for Hib

	Activity
	Who?
	Timeframe
	Pri*
	Indicator

	7.2.1
Document impact of vaccine on meningitis cases
	DCB, EPI, PMGH, IMR
	2006-10
	1
	Hib meningitis rate

	7.2.2
Explore alternative sources of funds post-GAVI support
	EPI, ICC
	2009
	1
	Funding secured


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

	Disease
	Title of the assessment
	Date
	Results

	Hib
	Shann F, et al. 
	1978-81
	See below

	Hib
	Gratten M, et al, 1991
	1978-87
	See below

	Hib
	Gratten M, et al, 1985
	1980-84
	See below

	Hib
	Lehmann D, et al, 1992
	Review
	See below

	Hib
	Lehmann D, et al, 1999
	1989-1992
	See below

	Hib
	Duke T, et al. 2003
	1997-1999
	Resistance data

	Hib
	Wandi F, et al. 2005
	1990-2000
	Outcome data for meningitis

	Hib
	Duke T, 2002
	
	Cost-effective analysis


PNG has a greater burden of Hib pneumonia and meningitis than most other countries in the Asia-Pacific.  Pneumonia is the commonest cause of hospital admission and child deaths. Meningitis is in the top 5 causes of death, with case fatality rates between 22-50%.  The common causes of these two diseases are H. influenzae, particularly type b (Hib) and S. pneumoniae.  This was established by a series of studies on the aetiology of pneumonia and meningitis in the 1980s.1  Much of the formative research on Hib as a major worldwide cause of pneumonia and meningitis was done in the highlands of PNG.
A study of hospital admissions 1978 and 1987 reported that pneumococcus and Hib were the main etiologies of invasive infectious disease in childhood; these two organisms were identified in 73% of lung aspirates, 82 % of blood, and 92% of CSF. 2  Another study conducted between 1980 and 1984 reported the case fatality of Hib meningitis of 30% and 46% for pneumococcal meningitis.3  

A review in 1992 of data from the highlands of PNG estimated the incidence of Hib ALRI to be as high as 2860 and 7260 cases / 100,000 person-years in children under 5 and under 1 years respectively.  The estimated incidence was 4-5 times higher than that reported from other high incidence populations, such as the indigenous population in Alaska.4

A more recent study based on a prospective hospital survey between 1989 and 1992 reported that Hib accounted for 44% of bacterial meningitis. Hib accounted for 28% of organisms isolated from CSF in children with meningitis.  This disease incidence was a little lower than reported from previous studies, which can be explained by prior use of antibiotics.  The estimated annual incidence of Hib meningitis using population census data, at 63 per 100,000  in children <5 years of age and 278 per 100,000  in children < 1 year.5
Antibiotic resistance has emerged as a major problem in the last 10 years, with rates of Hib resistance to chloramphenicol increasing from 30% in 19996 to 50-100% in 2005.  During this period of increase in resistance to chloramphenicol, rates of death and severe disability from meningitis has been documented to be as high as 60-70% in remote areas.7  Effective antibiotics for treatment of Hib meningitis are not widely available or affordable.7  A comprehensive cost-effective analysis has been done for Hib vaccine in PNG.8
1. Shann F. Gratten M, Germer S, et al.  Aetiology of pneumonia in children in Goroka Hospital, Papua New Guinea.  Lancet 1984; Sept 8: 537-541 

2. Gratten M, Montgomery J. The bacteriology of acute pneumonia and meningitis in children in Papua New Guinea: assumptions, facts and technical strategies. P N G Med J 1991;34(3):185-98.

3. Gratten M, Barker J, Shann F, et al. The aetiology of purulent meningitis in highland children: a bacteriological study. P N G Med J 1985;28(4):233-40.

4. Lehmann D.  Epidemiology of acute respiratory tract infections, especially those due to Haemophilus influenzae, in Papua New Guinea J Infect Dis 1992 ;165(suppl 1):S20-25 

5. Lehmann D, Yeka W, Rongap T, et al. Aetiology and clinical signs of bacterial meningitis in children admitted to Goroka Base Hospital, Papua New Guinea, 1989-1992. Ann Trop Paediatr 1999;19(1):21-32.

6. Duke T, Michael A, Mokela D.  Chloramphenicol or ceftriaxone, or both, as treatment for meningitis in a developing country.  Arch Dis Child 2003 ;88 :536-539

7. Wandi F, Kiagi G, Duke T.  Long-term outcome for children with bacterial meningitis in Papua New Guinea.  J Trop Pediatr 2005; 51:51-3

8.  Duke T. Haemophilus influenzae type b meningitis: how much better is prevention than cure?  PNG Med J 2002;45:213-218

· (For Europe and Asia countries requesting support for Hib Vaccines). WHO advise on Hib introduction is attached:

	· WHO advise on introduction of Hib in this country
	Document number (not required)

	· Articles Supporting the burden of Haemophilus Influenzae Type B in the country
	Document number 11


· (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:

· 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 :
Because of concerns about current capacity of staff and cold chain, and the priority to place all efforts into improving routine immunization coverage, the EPI Technical Committee has advised that Hib should be introduced as 10-dose all-liquid DTP-Hib to enable a simple substitution of the current 10-dose DTP vial.  However, the new vaccine introduction will be used to revitalise the programme by providing a focus for training and promotion for EPI.  Therefore, a long lead-time – to January 2007 – is proposed to enable planning for improving systems to reduce wastage etc. 

· 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     DTP-Hib (all-liquid formulation) vaccine (Specify one table for each presentation of any vaccine and number it 7.2, 7.3, …)

	
	
	Formula
	2007
	2008
	2009
	2010
	2011
	2012

	A
	Number of children to be vaccinated with the first dose 1  
	#
	170949
	176419
	192180
	204592
	211139
	217896

	B
	Percentage of vaccines requested from The Vaccine Fund 2
	%
	100
	95
	90
	85
	80
	50

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

	D
	Number of doses 
	A x B/100 x C
	512847
	502795
	518885
	521711
	506734
	326844

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

	F
	Number of doses ( incl. wastage)
	 D x E
	682087
	668718
	648606
	652138
	597947
	385676

	G
	Vaccines buffer stock 3  
	F (-F of previous year) x 0.25
	170522
	0
	0
	0
	0
	0

	H
	Number of doses per vial
	#
	10
	10
	10
	10
	10
	10

	I
	Total vaccine doses requested
	F + G
	852609
	668718
	648606
	652138
	597947
	385676

	J
	Number of AD syringes (+ 10% wastage)
	(D + G) x 1.11
	758540
	558103
	575962
	579099
	562475
	362796

	K
	Reconstitution syringes (+ 10% wastage) 4
	I / H x 1.11
	na
	na
	na
	na
	na
	na

	L
	Total of safety boxes (+ 10% of extra need) 
	(J + K) / 100 x 1.11
	8420
	6195
	6393
	6428
	6243
	4027

	1 To insert the number of infants that will be vaccinated with the first dose only (as indicated in table 4). 

2 Estimates of 100% of target number of children is adjusted if a phased-out of GAVI/VF support is intended.
3 The buffer stock for vaccines is set at 25%. This is added to the first stock of doses required to introduce the vaccination in any given geographic area. 

4 It applies only for lyophilized vaccines; write zero for other vaccines.
	
	
	8420
	6195
	6393
	6428
	6243
	4027


	· Table ( : Wastage rates and factors Countries are expected to plan for a maximum of 50% wastage rate for a lyophilized vaccine in 10 or 20-dose vial, 25% for a liquid vaccine in a10 or 20-dose vial, 10% for any vaccine (either liquid or lyophilized) in 1 or 2-dose vial, and to reduce it in the following years.

	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


· 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:

There are known to be problems with the denominator as well as poor stock management in some places.  These have led to historically very high wastage rates.  The MYP identifies the monitoring and improvement in wastage rates as one of the key activities.  However, to ensure adequate supply, the initial wastage factor that is used is based on the actual wastage rates for the DTP vaccine of 2.00.  It is planned to reduce wastage rate to achieve a rate of 20% by 2010 .  

· 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) 

No second preference is provided based on the EPI Technical Committee’s advice that the other options for adding Hib vaccine would create additional burdens to logistic and delivery systems that would not be appropriate at this time, when the priority is to improve coverage.  Once the system has been strengthened, it will be appropriate to consider other options.

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


9. Financial analysis and planning 

Assured long term financing is crucial for maintaining program improvements and sustaining the introduction of new vaccines.  Meeting the financial requirements of improved and expanded immunization programs has proven to be the biggest challenge that countries and their partners face.  The financial analysis of the estimated cost of immunization (including the introduction of a new vaccine) is summarised in three major areas for the next years (see the document attached hereby): 

1. Rigorous analyses of the current and projected future costs for the program for next years; 

2. Projected financing from all sources for the same time period; 

3. Description of the highest priority actions that the government/ will take to fill any resource gaps.

· For countries that have already completed a Financial Sustainability Plan (FSP): 

	· The The MYP includes costing and funding data which is considered to be equivalent to a FSP
	Document number 10


Please follow the latest version of the financial analysis tool which is available @ http://www.who.int/immunization_financing/tools/annexes/en/
10.  Summary of requests to GAVI and the Vaccine Fund

With reference to all points presented above, the Government of PAPUA NEW GUINEA, 

considering that its DTP3 coverage for 2004 was 62 %  corresponding to 107146 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):
[image: image2.png]THE GLOBAL ALLIANCE FOR
VACCINES & IMMUNIZATION




· 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 2006 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 8779. Funds will also be requested for following years as estimated in table 4.

· The Government takes full responsibility to manage the in-country transfer of funds through SWAPs (HSIP mechanism).  

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

The funds will be managed using the existing SWAp mechanism, which includes regular audits.  The funds will be credited to the HSIP Trust Funds, and disbursed using existing systems, noting the plan to ensure that the MYP proposes work to improve funding flows for districts to implement microplans (activities 1.1.1 and 1.1.2)

· Countries requesting immunization services support should submit the “Banking Details” form (Annex 2) with their proposal.
10.2  
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: (fill in only what is being requested from the Vaccine Fund in line with tables 7.1, 7.2…)

	Table 8: New and under-used vaccines requested from GAVI and the Vaccine Fund (fill in the annual amount of row “I” of table 7.1.  Specify one additional row for each presentation of any vaccine as per tables 7.2, 7.3, …)

	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 *

	DTP-Hib (liquid form)
	 10
	Jan 2007
	852609
	668718

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	* 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 2) with the proposal, in case you have not yet already done so for other types of support from GAVI/The Vaccine Fund.. 
10.3   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 “J, K and L” of tables 6.1, 6.2, 6.3, 6.4 and 6.5).

	
	ITEM
	20..
	20..
	20..
	20..

	J
	Total AD syringes
	for BCG
	
	
	
	

	
	
	for other vaccines
	
	
	
	

	 K
	Total  of reconstitution  syringes 
	
	
	
	

	 L
	Total  of safety boxes
	
	
	
	


· (In case you request funds equivalent to the above supplies at the prices obtained by UNICEF) Please submit the attached “Banking Form”(Annex 2) 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 

ANNEX  1 

Index of documents attached 

	Section of proposal
	Document Subject
	Document number

	3
	A copy of the relevant section(s) of strategies for health system development

(1) National Health Plan 2001-2010 (Volume I & II)

(2) Medium Term Expenditure Framework 2004-6

(3) Health Strategic Plan 2006-8

(4) National Policy on the Expanded Program for Immunization
	1, 2, 3, 4

	4
	a) The terms of reference of the ICC
	5

	
	b) The ICC’s work-plan for the next 12 months
	5

	
	c) The minutes of the two most recent ICC meetings or any meetings concerning the introduction of new or under-used vaccines or safety of injections
	5

	5
	a) Most recent, national assessment report(s) on the status of immunization services
	6,7,8

	
	b) Summary of the recommendations of the assessment report(s) with remarks on the status of implementation of each recommendation.
	9

	6
	A complete copy (with executive summary) of the comprehensive Multi-Year Immunization Plan or of the relevant pages of the health sector plan
	10

	7
	a) The Situation Analysis of Injection Safety and Waste Disposal or Report of the most recent Injection Safety and Waste Disposal Assessment
	6, 7, 8

	
	b) An update of the implementation status of recommendations from recent injection safety assessment or injection safety components from a broader review.
	6,7.8.9

	
	c) The Policy on Injection Safety and Waste Disposal (Section 5) 
	4 

	
	d) The plan to achieve Safe Injections (including plans for transition to auto-destruct syringes) and Safe Management of Sharps Waste or relevant pages of the health plan.
	4, 10

	8
	a) WHO’s advise on introduction of Hib in this country (for European and Asian countries)
	

	
	b) Articles supporting the burden of Hib diseases in the country 
	11

	
	c) Plan of Action 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)
	10

	9
	Updated Financial Sustainability Plan (or a summary of the relevant financial analysis for preparation of the FSP within the MYP)
	10


ANNEX  2

	GLOBAL ALLIANCE FOR VACCINES AND IMMUNIZATION


	
	Banking  Form

	

	SECTION 1 (To be completed by payee)

	
	

	In accordance with the decision on financial support made by the Global Alliance for Vaccines and Immunization and the  Vaccine Fund  dated . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ,  

the Government of . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . , 

hereby requests that a payment be made, via  electronic bank transfer, as detailed below:

	Name of Institution:

(Account Holder)
	

	Address:
	

	
	

	
	

	City – Country:
	

	Telephone No.:
	
	Fax No.:
	

	Amount in USD:  
	(To be filled in by GAVI Secretariat)
	Currency of the bank account:
	

	For credit to:       Bank account’s title
	

	Bank account No.:
	

	At:                    Bank’s name
	

	Is the bank account exclusively to be used by this programme?
	YES  (   )    NO   (   )

	By whom is the account audited?
	

	Signature of Government’s authorizing official:



	
Name:
	
	Seal:



	Title:
	
	

	Signature:
	
	

	Date:
	
	

	
	
	


	SECTION 2 (To be completed by the Bank) 

	

	FINANCIAL INSTITUTION
	CORRESPONDENT BANK 

(In the United States)

	Bank Name:
	
	

	Branch Name:
	
	

	Address:


	
	

	
	
	

	City – Country:
	
	

	
	
	

	Swift code:
	
	

	Sort code:
	
	

	ABA No.:
	
	

	Telephone No.:
	
	

	Fax No.:
	
	

	
	
	

	I certify that the account No. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . is held by  (Institution name) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .at this banking institution.

	The account is to be signed jointly by at least …… (number of signatories) of the following authorized signatories:
	Name of bank’s authorizing official:



	1  Name:

Title:
	
	Signature:                    
	

	
	
	Date:
	

	2  Name:

Title:
	
	Seal:

	
	
	

	
3  Name:

Title:
	
	

	
	
	

	4  Name:

Title:
	
	

	
	
	


COVERING LETTER

(To be completed by UNICEF representative on letter-headed paper)
TO:    GAVI – Secretariat

                                                           



Att. Dr Julian Lob-Levyt

                                                           



Executive Secretary

                                                           



C/o UNICEF

                                                           



Palais des Nations

                                                           



CH 1211 Geneva 10

                                                           



Switzerland
	On the ……………………………… I received the original of the BANKING DETAILS form, which is attached.

I certify that the form does bear the signatures of the following officials:



	
	Name
	
	
	Title

	Government’s authorizing official
	
	
	
	

	Bank’s authorizing official 
	
	
	
	

	

	                                    

	Signature of UNICEF Representative:



	Name
	

	Signature
	

	Date
	

	
	


THE FOLLOWING CLARIFICATIONS WERE RECEIVED FROM PNG REGARDING THE ABOVE PROPOSAL
RESPONSE OF PAPUA NEW GUINEA ON CONDITIONAL APPROVAL OF INTRODUCTION OF HAEMOPHILUS INFLUENZAE TYPE B VACCINE INTO THE ROUTINE EPI PROGRAM

Papua New Guinea applied for Immunization Services Strengthening (ISS) funds and new vaccine introduction (DTP-Hib) in the last round of GAVI Phase I in October 2005. GAVI granted conditional approval of introduction of DTP-Hib vaccine from 2007 by their letter dated January 4, 2006 subject to meeting of following conditions: 

Provision of financial analysis of introduction of vaccine that includes:

1) Rigorous analysis of the current and projected future costs for the program for the next years

2) Projected financing from all sources for the same period; and

3) Description of highest priority actions that government will take to fill any resource gaps

Change in requested formulation of Vaccine in the application:

PNG requested for liquid DTP-Hib vaccine in its initial application. The rationale behind selection of this formulation was the perceived operational ease of just switching the existing DTP vaccine with DTP-Hib liquid vaccine. However, during subsequent consultations, the country is informed that it may be among the few countries that opted for tetravalent vaccine with the majority of countries adopting pentavalent vaccine. This may have implication on the supply of the vaccine and consequent less probability of price decline compared to that for pentavalent vaccine. In addition, we are also being informed that a liquid pentavalent vaccine is likely to be WHO pre-qualified in mid-2006. 

In view of this new information, we would like to change our initial request to propose liquid pentavalent (DTP-HepB-Hib) vaccine in place of DTP-Hib vaccine. We are still waiting to hear the vial size that may be available for this vaccine and would specify it as soon as this information is available.

Response of PNG to the concerns raised by Review Committee:

a) Introduction of Hib vaccine as part of PNG National Health Plan: 

PNG current health policies and programs are guided by the National Health Plan (2001-2010)—a fully costed health plan with identification of current and potential sources of financing the National Health Plan. Introduction of Hib vaccine was identified as one of the policies and responsibilities of National Department of Health under its ‘Family Health’ program in National Health Plan.  Hence the decision for introduction of Hib vaccine has been long discussed in PNG even before the start of GAVI (the current health plan was developed in 1998-99) and is fully owned by the national government.

b) Current funding of EPI program:  

The national health sector improvement program (HSIP) and the performance-monitoring framework provide the means for the effective management and monitoring of all donor resources. All the donors
 in the health sector provide funds directly to a common HSIP trust fund, which then allocates funds to individual programs, based on annual activity plan (AAP) developed by each program. HSIP trust fund has several sub-accounts for different programs and detailed activity codes to track the sources of funding to individual donors. 

The current EPI program in PNG is fully funded entirely by government, with funds provided through a common HSIP trust fund. The funds for EPI vaccine and injection supplies come as part of overall ‘Medical Supplies and Equipment’ program funds. The annual budget for 2006 for ‘Medical supplies and equipment’ was 135.0 million Kina out of which 3.88 million Kina was earmarked for vaccines and injection supplies and distribution. The operational costs for EPI were provided under ‘Family Health Service’ budget. The total operational cost (which includes funds for training, IEC, supervision) in 2006 was six million Kina.  Please see the annual activity plan of National Department of Health for year 2006 for funding of EPI program in 2006.  

In addition, some operational costs for implementation of EPI program at provincial and district level is provided by provincial and district level local governments. Government procures its vaccine supplies through a competitive tender process independent of UNICEF supply process. 

c) Incremental program costs with introduction of DTP-Hib vaccine: 

A detailed financial analysis of program was undertaken in consultation with different stakeholders (including members from Regional Working Group) again to calculate the total incremental cost to the EPI program due to introduction of new vaccine (see table 1). 

i) Co-financing of DTP-Hib: The total budget for EPI vaccines in 2006 is US$ 953,493 (at an exchange rate of Kina 3.19), out of which the total DTP vaccine cost was US$ 113,258 (11.87% of total EPI vaccine costs). AD syringes for DTP vaccine under the current budge cost $50,987. With the introduction of new proposed vaccine (DTP-HepB-Hib), the EPI program will have total saving of approximately $450,000 to the current budget from no need to procure DTP, need to procure only 1/3 of current hepatitis B vaccine (for birth dose) and need to procure 5 less AD syringes/child as vaccine supplied by GAVI comes bundled with AD syringes, which will be sufficient to buy approximately 20% of DTP-HepB-Hib vaccine needs in 2008 at the current UNICEF price of $3.81. 

Instead of surrendering the money saved from procurement of DTP, hepatitis B vaccine and AD syringes to the national treasury, EPI program will use this money to co-finance DTP-Hib by 20% right from 2nd year of its introduction in 2008, and will slowly increase the level of co-financing in steps to 25% in 2010 and 2011 to 30% in 2013 (the last year of GAVI phase I support under this arrangement). This co-financing arrangement will allow EPI program to keep it original levels of funding and to introduce a budget item for DTP-Hib, which will help them to pick up the costs after 2015. 

PNG is eligible for bridge financing of DTP-Hib under GAVI Phase II till 2015. The co-financing levels from 2014-2015 will depend upon the bridge financing agreement with GAVI. 

It will be hard to make any definite commitments with any reasonable accuracy after 2015, as there is lot of uncertainty about vaccine price and donor structure after 2015. However, since the decision to introduce Hib vaccine is fully owned by government and is reflected in its national health plan, the EPI program is quite optimistic that Hib funding can be secured after 2015 as well after the end of GAVI Phase II support.

ii) Non-vaccine incremental cost to the EPI with introduction of DTP-Hib vaccine:

The vial presentation (vaccine, 10-dose vial) requested for DTP-HepB-Hib is same as that for DTP vaccine currently used in the country. Hence, there will not be any incremental costs for cold chain
 or vaccine distribution or injection supplies. Only other incremental costs will be one time training of the health workers to make them aware of the broader scope of the program (which can help to increase the demand for immunization) and for one time IEC program. In addition, the recording and reporting EPI forms needs to be modified to reflect introduction of new vaccine. These one time incremental costs will be financed from one-time new vaccine grant from GAVI ($100,000), ISS funds, and current operational funds available for this purpose in EPI regular budget. The current operational funds budgeted for EPI in 2006 in addition to supplies (vaccine, syringes, safety boxes and vitamin A) was around $600000 at the national level. In addition, provincial government shares some operational costs.

d) Description of highest priority actions that government will take to fill any resource gaps

The government is committed to introduce Hib vaccine as reflected in its national health plan (2001-2010). Some of the highest priority actions proposed:

· start of co-financing from 2nd year of GAVI funding (2008)

· slowly increasing the level of co-financing during the period of GAVI financing

· advocating with other traditional donors in PNG (AUSAID and JICA) to support the financing of Hib vaccine beyond GAVI support.

Supporting document:

1) National Health Plan (2001-2010), volume II: Page 44/45 on introduction of Hib vaccine. The document sent earlier with the main application.

2) Annual Activity Plan, 2006, National department of Health: Page 36 (for current funding of vaccines under medical supplies and equipment) and page 67, 68 & 71 (for current operational funding under Family Health).

	Table 1: Financial analysis of incremental cost to the EPI program due to introduction of DPT-Hib-HepB in 2007 compared to baseline EPI program costs in 2006

	 
	2006
	2007
	2008
	2009
	2010
	2011
	2012
	2013
	2014
	2015

	Birth cohort
	196639
	202931
	209425
	216126
	223042
	230180
	237546
	245147
	252992
	261087

	Surviving infants
	184054
	189943
	196022
	202294
	208768
	215448
	222343
	229458
	236800
	244378

	Coverage target for DTP1/DTP-Hib
	85
	90
	90
	95
	98
	98
	98
	98
	98
	98

	Coverage target (DTP3)
	70
	40
	0
	0
	0
	0
	0
	0
	0
	0

	Coverage target (DTP-HepB-Hib3)
	0
	40
	85
	90
	95
	95
	95
	95
	95
	95

	# of children immunized (DTP1)_
	128838
	75977
	0
	0
	0
	0
	0
	0
	0
	0

	# of children immunized (DTP-HepB-Hib3)
	0
	75977
	166618
	182065
	198329
	204676
	211226
	217985
	224960
	232159

	# of doses required (DTP) excluding wastage
	386513
	227932
	0
	0
	0
	0
	0
	0
	0
	0

	# of doses required (DTP-HepB-Hib) excluding wastage
	0
	227932
	499855
	546195
	594988
	614028
	633677
	653954
	674881
	696477

	Wastage rate
	30
	25
	25
	20
	20
	15
	15
	15
	15
	15

	Equivalent wastage factor
	1.43
	1.33
	1.33
	1.25
	1.25
	1.18
	1.18
	1.18
	1.18
	1.18

	Vaccine requirement (DTP) including wastage
	552713
	303150
	0
	0
	0
	0
	0
	0
	0
	0

	Vaccine requirement (DTP-HepB-Hib) including wastage
	0
	303150
	664807
	682743
	743735
	724553
	747738
	771666
	796359
	821843

	Total DTP vaccine cost (saving) 1 dose=US$ 0.137)
	76194
	-41791
	-91647
	-94120
	-102528
	-99883
	-103079
	-106378
	-109782
	-113295

	Total hepatitis B vaccine cost (saving) 1 dose=US$ 0.55)
	305125
	-110454
	-244671
	-251272
	-273719
	-266660
	-275193
	-283999
	-293087
	-302466

	Total new vaccine cost (US$) 1 dose=$3.81**)
	
	1155000
	2532916
	2601252
	2833630
	2760545
	2848883
	2940047
	3034129
	3131221

	Injection supplies (5 AD syringes*1.11)
	46768
	-27831
	-61032
	-66690
	-72648
	-74973
	-77372
	-79848
	-82403
	-85040

	 Incremental injection supplies
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Incremental human resources
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	One time training program
	100000
	100000
	0
	0
	0
	0
	0
	0
	0
	0

	One time IEC
	100000
	100000
	0
	0
	0
	0
	0
	0
	0
	0

	Incremental cold chain costs
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Incremental vaccine transportation costs
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Modification and printing of recording and reporting forms
	100000
	100000
	0
	0
	0
	0
	0
	0
	0
	0

	Syndromic hospital based surveillance for pneumonia and meningitis admissions
	50000
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Total incremental cost
	472962
	1274926
	2135565
	2189170
	2384736
	2319030
	2393239
	2469823
	2548857
	2630420


Notes: * under the assumption that DPT-Hib vaccine can be introduced by July 1, 2007

** the price information on the new liquid DPT-HepB-Hib vaccine is not yet available. Hence the average price quoted for two-dose vial for lyophilized pentavalent vaccine is taken into account for calculations.

	Table 2: Financing of new vaccines and other incremental costs

	Financing of new vaccine costs
	2006
	2007
	2008
	2009
	2010
	2011
	2012
	2013
	2014
	2015

	New Vaccine costs
	0
	1155000
	2532916
	2601252
	2833630
	2760545
	2848883
	2940047
	3034129
	3131221

	
	
	
	
	
	
	
	
	
	Bridge financing period

	GAVI financing (%)
	0
	100
	80
	80
	75
	75
	75
	70
	65
	60

	Govt and other donors financing (%)
	0
	0
	20
	20
	25
	25
	25
	30
	35
	40

	Govt financing (US$)
	0
	0
	506583
	520250
	708408
	690136
	712221
	882014
	1061945
	1252488

	One time training program costs
	100000
	100000
	0
	0
	0
	0
	0
	0
	0
	0

	GAVI ISS or new vaccine support (%)
	80
	80
	
	
	
	
	
	
	
	 

	Govt and other donors (%)
	20
	20
	
	
	
	
	
	
	
	 

	One time IEC program
	
	
	
	
	
	
	
	
	
	 

	Govt financing (US$)
	20000
	20000
	
	
	
	
	
	
	
	 

	One time IEC program
	100000
	100000
	
	
	
	
	
	
	
	 

	GAVI ISS or new vaccine support (%)
	80
	80
	
	
	
	
	
	
	
	 

	Govt and other donors (%)
	20
	20
	
	
	
	
	
	
	
	 

	One time IEC program
	
	
	
	
	
	
	
	
	
	 

	Govt financing (US$)
	20000
	20000
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� Except for WHO and EU


� If the final vial formulation offered for new proposed pentavalent vaccine is not 10-dose vial, then additional assessment of cold chain capacity will also be required. However, it is perceived that any increase in space requirement for new vaccine will be offset by spaced freed up by hepatitis vaccine.





