[image: image1.png]THE GLOBAL ALLIANCE FOR
VACCINES & IMMUNIZATION



[image: image2.png]THE GLOBAL ALLIANCE FOR
VACCINES & IMMUNIZATION




10


Revision  5 



February 2005  
The Government of

	Malawi


Proposal for Safe Injection 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

Synopsis of the proposal including the specific requests for support from GAVI and The Vaccine Fund. The figures essential for the calculation of award amounts should be presented here, including: baseline data, current DTP3 coverage and targets for increased coverage, strategies for reaching all children, requested number of doses of vaccine(s) and their presentations (drawn from the tables in this form). Summarise also the nature of ICC participation in developing this proposal.
The Government of Malawi places great importance in the provision of sound health care services to its population. The high immunization coverage registered during the UCI was a result of government’s commitment and the financial and technical support towards improving the welfare of the children of  Malawi.  

The reduction of vaccine-preventable diseases such as measles and neonatal tetanus since the inception of EPI in the country is a clear testimony of the importance of strengthening the immunization activities. It is on this background that the government  with its collaborating partners are asking for support in safe injection in order to ensure provision of quality immunization services.

Following the experiences from the national measles and vitamin A campaign in 1998 and the observations made during the EPI Comprehensive Review  in 1999, the Malawi EPI programme decided to change its policy on safe injection in line with WHO/UNFPA policy on safe injection.  The government in collaboration with ICC  decided to shift from the use of re-usable syringes to AD syringes bundled with vaccines in routine and supplemental immunization activities. This policy has been in effect for all injectable vaccines except BCG since 2002.  ADs for BCG were introduced in 2003. Since 2002 the injection materials except for DPT-HepB+Hib,  were made available with support from DFID and KFW through UNICEF. Injection materials for DPT-HepB+Hib were supplied by GAVI during the same period 

Currently support for injection materials has been mobilized up to 2006. Injection materials for measles and TT will be supported by DFID and KFW through UNICEF while those for DPT-HepB+Hib will be obtained from GAVI.

The ICC has been very instrumental in the preparation of this safe injection proposal. The endorsement of this proposal by ICC members  is a clear demonstration of their full support for the safe injection policy and health care waste management policy through  continued  use of AD syringes in immunization services in Malawi.

The Government of Malawi is therefore submitting this proposal to solicit support  for  injection materials starting from 2006 to 2008 as outlined in section 12. 
Signatures of the Government and the Inter-Agency Co-ordinating Committee

The Government of Malawi 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: Director of Preventive Health Services

Date:
24th January, 2005



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:

	Agency/Organisation
	Name/Title
	Date              Signature

	Ministry of Health
	Dr H.S. Somanje

Director of Preventive Health Services
	

	WHO 
	Dr C.N. Mwikisa

WHO Representative
	

	UNICEF


	Ms Aida Girma

UNICEF Representative
	

	DFID


	Mr Christopher Phiri
Health Coord
	

	JICA


	Mr Evans Kachale


	

	NORAD


	Dr Michael Tawanda

First Secretary
	

	USAID


	Mr Maxon Nyirongo

Team Leader
	

	
	
	


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

Name: Dr H.S. Somanje
Title/Address: Director of Preventive Health Services

Tel.No.: (265) 1 789400   
          

Ministry of Health,.

Fax No.:………………………….. 

P.O. Box 30377,
          

E-mail: hsomanje@Malawi.net    
Lilongwe 3 

Alternative address:

Name: Mrs A.D. Katsulukuta
Title/Address: National EPI Programme Manager
Tel.No.: (265) 1 725637   

           

EPI Unit,

Fax No.:………………………….. 


P.O. Box 30377,

E-mail: epimwi@malawi.net     


Lilongwe 3


	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	












2. Immunization-related fact sheet

	Table 1: Basic facts (For the year 2000 or most recent; specify dates of data provided)

	Population
	11,258,060


	GNP per capita
	$US170

	Surviving Infants* 
	562,903
	Infant mortality rate 
	104/ 1000

	Percentage of GDP allocated to Health
	3.0
	Percentage of Government expenditure for Health Care
	7.0


* 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

	
	2002 
	2003 
	2002 
	Age group
	 2003
	Age group
	
	 2002
	 2003

	BCG
	78
	90
	NA
	NA
	90
	<1yr
	Tuberculosis
	26531
	28234

	DTP


	DTP1
	94
	100
	NA
	NA
	93
	<1yr
	Diphtheria
	0
	0

	
	DTP3
	73
	84
	NA
	NA
	84
	<1yr
	Pertussis
	0
	0

	OPV3
	79
	85
	NA
	NA
	87
	<1yr
	Polio
	0
	0

	Measles
	69
	77
	NA
	NA
	72
	<1yr
	Measles
	92
	167

	TT2+  (Pregnant women)
	60
	87
	NA
	NA
	70
	Preg
	NN Tetanus
	7
	7

	Hib3 
	NA
	NA
	NA
	NA
	NA
	NA
	Hib
	NA
	NA

	Yellow Fever
	NA
	NA
	NA
	NA
	NA
	NA
	Yellow fever
	NA
	NA

	HepB3  
	NA
	NA
	NA
	NA
	NA
	NA
	hepB seroprevalence  (if available)
	NA
	NA

	 Vit A supplementation  


	Mothers                               ( < 6 weeks after delivery )
	46
	21
	NA
	NA
	5
	PNM
	
	
	

	
	Infants              ( > 6 months)
	75
	62
	NA
	NA
	51
	<1yr
	
	
	


	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: Immunization data from all health facilities are submitted to national EPI Unit where the data is computerized. The coverage against each antigen is calculated against target population of under one year (5%) projected by Health Management Information System (HMIS). The decline in the immunization coverage in the year 2002 was largely due to introduction of new HMIS forms and a system of reporting on quarterly basis. A lot of EPI data got missed during the first 6 months.  The programme has however reverted to vertical monthly reporting. 


	

	
	
	
	

	
	
	
	

	
	
	
	



	

	
	

	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


	


· Summary of health system development status relevant to immunization:

The Joint Programme of Work for Health Sector Wide Approach (SWAp), 2004-2010 outlines the core bussines of the MOH to deliver health services, the essence of which is to contribute to the achievement of sustainable poverty reduction through the enhancement of health (human capital) development. In this regard, the MoH supports Government’s efforts in poverty reduction as outlined in the Malawi PRSP, and in addressing one of the root causes of poverty in Malawi – i.e. low human capital development. Improved access to the Essential Health Package (EHP) and other health-related activities are considered key to the improvement of the health status of Malawians. 
The program will be implemented on the basis of the SWAp guided and governed by a code of conduct and Memorandum of Understanding amongst the stakeholders in the joint POW.

The program of work has been divided into six components or program areas as follows:-

· Human Resources

· Pharmaceutical and Medical Supplies.

· Essential Basic Equipment.

· Infrastructure – Facilities Development

· Routine Operations at Service Delivery level.

· Central Operations, Policy and Systems Development. 

Each component consists of a description of the various strategic objectives and categorization of activities to achieve the stated targets over the plan period. 
	· Attached are the relevant section(s) of strategies for health system development
	Document number 1


3.  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.
3.1 Profile of the ICC

· Name of the ICC:


Malawi
· Date of constitution of the current ICC: 29th April, 1998
· Organisational structure (e.g., sub-committee, stand-alone
The Chairperson for the ICC is the Controller of Preventive Health Services. In his absence, the WHO Representative presides over the meeting. The committee has several sub-committees such as:

i) Technical

ii) Publicity and Social Mobilization 

iii) Transport

iv) Logistics

These committees are mandated to conduct certain activities that are planned by the main committee.  

· Frequency of meetings: The ICC is mandated to meet every quarter. However, extra-ordinary meetings are called for by the chairperson whenever there is an urgent issue to be discussed by members. 

·  Composition:

	Function


	Title / Organization
	Name

	Chair


	Controller of Preventive Health Services, Ministry of Health
	Dr H.S. Somanje

	Secretary


	National EPI Programme Manager, EPI Unit, Ministry of Health
	 Mrs A.D. Katsulukuta

	Members
	· WHO

· UNICEF

· DFID

· NORAD

· JICA

· USAID


	Dr C.N. Mwikisa
Ms Aida Girma

Mr Christopher Phiri

Dr Michael Tawanda

Mr Evans Kachale

Mr Maxon Nyirongo


· 
· 
· 
· 
· 
	

	
	

	

	
	

	

	
	

	
	
	


· Major functions and responsibilities of the ICC:

i) Coordination: The ICC coordinates the support for EPI from various partners to ensure efficient and effective functioning  of the EPI programme in line with SWAp.

ii) Advocacy: The committee advocates for EPI at higher political level in the country and international level in order to effectively and efficiently execute all planned activities.

iii) Social mobilization: The committee is mandated to ensure that there is wide publicity of the programme for maximum community utilization of the immunization services.

iv) Transparency and Accountability: The committee mobilizes resources for the immunization activities and therefore is obliged to review and monitor the use of funds and other resources together with the EPI Unit and gives continuous feedback to donors and communities as need arises.

Attached is the supporting document:
	· Terms of reference of the ICC
	        Document number 3


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

i) Ensuring that quarterly meetings with all ICC members are conducted as planned. Whenever need arises, ad-hoc meetings are conducted. The minutes and agenda are circulated to members in time.

ii) Ensuring that resources are mobilization for the proposed measles SIAs for 2005.
iii) Facilitating the implementation of the plans of action for injection safety and health care waste management in relation to immunization services.
3.2 Functioning of the ICC
· Three main indicators (in addition to DTP3 coverage) that are chosen by the ICC to monitor implementation of this proposal :

i) The drop-out rate: To ensure that there is improvement in the immunization services, the ICC will monitor the reduction of drop- out rate in multi-dose antigens. 

ii) The ICC will monitor immunization coverage by district

iii) Wastage Rate: The committee will emphasize the need to reduce vaccine wastage rate to the accepted minimal level.

Attached are the supporting documents :

	· 
	

	· ICC’s workplan for the next 12 months
	        Document number 2

	· 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 4


4. 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

	Lot Quality Assurance Survey (LQA)
	UNICEF, WHO, MOH
	March, 2002

	National EPI Comprehensive Review Report
	UNICEF,WHO,MOH
	October, 2003


	
	
	

	
	
	

	
	
	


· The three major strengths identified in the assessments:

i) Immunization coverage for all childhood antigens have been maintained at < 80%

ii) Malawi attained an NNT elimination status through LQA.

iii) Sustenance of high quality disease surveillance activities (AFP ,Measles, NNT and Hib)
· The three major problems identified in the assessments:

i) Irrational distribution of vaccines and injection materials at peripheral units.

ii) Inadequate knowledge and skills among health workers regarding EPI management systems. 

iii) Inadequate supportive supervisory visits especially to health centre levels.

· The three major recommendations in the assessments:

i) DHMT should ensure timely distribution of vaccine and injection material according to target population

ii) Periodic in-service training of health workers on EPI management systems. 

iii) DHMT to Intensify supportive supervision to health facilities. 

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

	· The most recent assessment reports on the status of immunization services (LQA & Comp. EPI Survey)
	Document  number 5

	· 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 6


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

	Component or area
	Month/Year

	Malawi Demographic Health Survey  
	Aug,2004- Mar. 2005


	
	

	
	

	
	


5. 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 comprehensive Multi-Year Immunization Plan or of the relevant pages of the health sector plan. 
	Document number 7


	· 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

	i) Implementation of the 5 year plan of action and yearly plan of actions
	5 years
	MOH, EPI Unit and all ICC members

	ii) Procurement of vaccines and other EPI supplies
	5 years
	GAVI, UNICEF, KFW, WHO, JICA, MOH, EPI Unit and all ICC members



	iii) Procurement of transport
	2 years
	Collaborating partners and donors such as WHO,UNICEF,KFW,JICA

	iv) Rehabilitation of cold chain system
	Over 5 year period
	UNICEF, JICA, DFID, KFW

	v) Training of health workers 
	Over 5 year period
	Collaborating partners and donors such as 

 WHO, UNICEF, MOH

	vi) Development of promotional materials
	5 years
	Collaborating partners and donors, ICC, MOH, EPI Unit.



	vii) Measles campaign
	One time support
	UNF, WHO, UNICEF, JICA, USAID, NORAD, DFID


	

	
	
	

	
	
	

	
	
	


	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 or during first contact
	x
	
	

	DPT

(DPT-HepB+hib)
	6, 10, 14 weeks
	x
	
	DPT-HepB+Hib vaccine was officially launched on 29th January, 2002

	OPV
	Births(0), 6, 10, 14 weeks
	x
	
	

	Measles
	At 9 months
	x
	
	

	TT (15-49 yrs and pregnant)
	First contact, 4 weeks, 6 weeks, 1 year, 1 year.
	x
	
	

	Vitamin A (children)
	At 6 months and every 6 months up to 59 months
	x
	
	

	Vitamin A

(post-natal Mothers)
	Up to 2 months after delivery
	x
	
	


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

	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Major Action Points
	Responsible Office
	Time frame

	i) Timely procurement and delivery of vaccines and other EPI supplies
	EPI Unit, ICC members, donors and partners
	Over 5 year  period

	ii) Rehabilitation of EPI cold chain system at all levels
	EPI Unit, ICC members, donors and partners
	Over 5 year  period

	iii) Training of health workers on EPI mid-level management that shall include new policies such as AEFI, VVM, CCM, MDVP, Safe injection and waste management.
	EPI Unit, ICC members, donors and partners
	Over 5 year  period

	iv) Strengthening advocacy and communication for EPI
	EPI Unit, ICC members, donors and partners
	Over 5 year  period


· 
	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

	
	1999
	2000
	 2002
	 2003
	 2004
	 2005
	 2006
	 2007

	Births
	434467
	562221
	589,903
	599,074
	621,445
	633,252
	645,284
	657,544

	Infants’ deaths
	45185
	58471
	61,142
	62,304
	64,630
	65,858
	67,110
	68,385

	Surviving infants
	393539
	509258
	532,521
	542,637
	562,903
	573,598
	584,496
	595,601

	Pregnant women
	434467
	562221
	587,903
	599,074
	621,445
	633,252
	645,284
	657,544

	Infants vaccinated with BCG 
	377986
	422863
	457607
	543,542
	605848
	633252
	645284
	657544

	BCG coverage*
	87
	75
	78
	91
	94
	100
	100
	100

	Infants vaccinated with OPV3 
	303025
	369942
	422984
	458,781
	526521
	534,758
	550,654
	561,116

	OPV3 coverage**
	77
	73
	79
	85
	94
	93
	94
	94

	Infants vaccinated with DTP3*** 
	325822
	382587
	
	
	
	
	
	

	DTP3 coverage**
	83
	75
	
	
	
	
	
	

	Infants vaccinated with DTP1***
	
	498579
	
	
	
	
	
	

	Wastage
 rate in base-year and planned thereafter
	ND
	ND
	
	
	
	
	
	

	Infants vaccinated with 3rd dose of DPT-HepB+Hib 
(use these four  rows for any new vaccine)
	
	
	386,772
	458,403
	499463
	534,758
	550,654
	561,116

	DPT-HepB+Hib3  Coverage**
	
	
	73
	84
	89
	93
	94
	94

	Infants vaccinated with 1st  dose of   DPT-HepB+Hib
	
	
	503206
	547300
	595995
	633252
	645,284
	657544

	Wastage1 rate in base-year and planned thereafter 
	
	
	16
	4
	4
	10
	10
	10

	Infants vaccinated with Measles 
	322702
	369707
	368294
	415,230
	451146
	534,758
	550,654
	561,116

	Measles coverage**
	82
	73
	69
	77
	80
	93
	94
	94

	Pregnant women vaccinated with TT+ 
	273714
	311373
	354,573
	521,700
	380427
	569,927
	593,661
	618091

	TT+ coverage
	63
	55
	60
	87
	61
	90
	92
	94

	Vit A supplementation
	Mothers (< 6 weeks from delivery)
	ND
	ND
	181,164
	112,546
	175132
	160,607
	175,350
	208,460

	
	Infants (> 6 months)
	ND
	ND
	476,729
	285,694
	432832
	344,159
	362,390
	381,185

	*  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
	


	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 

	16
	4
	10
	10
	10
	10
	10
	10

	Drop out rate                                    [  (  DTP1   -    DTP3   )   /    DTP1   ]   x  100
	15
	16
	14
	12
	10
	10
	10
	10



	

	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


· 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:

· NIDs held in 1996 and 1997 for polio eradication

· High quality AFP surveillance system

· Challenge for sustaining AFP certification status.

6. Injection safety

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

· Introduction of auto-disable syringes into both routine and supplemental immunization services.

·  Use of safety boxes for disposal of used syringes.

· Ensure implementation of correct waste management as stipulated in Malawi’s health care waste management policy document.

· Improve injection practices through careful handling of syringes and needles at each stage of injection administration as stipulated in the injection safety policy document.

· Ensure that reconstituted vaccines such as measles, BCG and DPT-HepB+Hib are discarded after 6 hours or at the end of the immunization session, which ever comes first.

· In-service training of health workers on injection safety practices and the use and disposal of AD syringes as outlined in Injection safety and HCWM POAs.

· Collaboration with potential donors and partners for soliciting adequate funds for continuous supply of AD syringes.

· Collaborate and coordinate with environmental health section to promote construction and provision of incinerators in  health facilities in order to promote efficient waste management as outlined in IS and HCWM POAs.
6.2  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
Government of Malawi through the Ministry of Health, in collaboration with World Bank, WHO and UNICEF planned to develop a national policy and a 5-year strategic plan of action for health care waste management and injection safety. In order to achieve this goal, the MOH commissioned a consultancy to develop the documents. The MOH hosted the policy task force, which provided guidance to the consultancy.

To establish the situation on the ground, an assessment of injection safety (IS) and health care waste management (HCWM), within the public and private health services was carried out from November 2002 to January 2003 using the WHO standard tool. Additionally literature review was carried out on existing policies, plans, strategies and guideline as well as interviews with key stakeholders. A joint report on the “Assessment of Injection Safety and Health Care Waste Management in Malawi” was produced, which provides the basis for the development of the policy. 

After the assessment the results were presented at national and district consultative meetings, which provided key elements for the policy draft. The draft was reviewed at the national workshop, externally by UNICEF and WHO, and finally by the Chief Technical Advisor to MOH. The following are the key findings:
· In Malawi injection safety practices varies from one hospital to another. From the findings of the assessment of the health facilities, which appeared to be doing well were those supported by specific projects through training and provision of supplies. However, on the whole, poor injection practices  expose patients, health workers, and community to unnecessary health risks.
· Training and capacity building in injection safety is minimal taking place in specific health facilities through support by specific projects. None of the health training institution curricula includes injection safety.

· Procurement of injection equipment is centralised in the public services where it is done through the central medical stores and EPI. Injection equipment is mainly procured as single equipment except in EPI where “bundling” is practised. 

	· Situation Analysis of Injection Safety and Waste Disposal or Report of the most recent Injection Safety and Waste Disposal Assessment
	Document number  9

	· 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 or a Draft Policy awaiting endorsement
	Document number 9

	· 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 9


	· 
	


6.3
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   BCG   vaccine 



	
	
	Formula
	2005
	2006
	2007
	2008
	

	A
	Number of children to be vaccinated  with BCG2  
	#
	633252
	645284
	657544
	674536
	

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	100
	100
	100
	100
	

	C
	Number of doses per child 
	#
	1
	1
	1
	1
	

	D
	Number of doses 
	A x B/100 x C
	633252
	645284
	657544
	674536
	

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	2
	2
	2
	2
	

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	1266504
	1290568
	1315088
	1349072
	

	G
	Vaccines buffer stock 5  
	F x 0.25
	
	
	
	
	

	H
	Number of doses per vial
	#
	20
	20
	20
	20
	

	I
	Total vaccine doses 
	F + G
	1266504
	1290568
	1315088
	1349072
	

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	702910
	716266
	729874
	748735
	

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	70291
	71627
	72988
	74874
	

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	8583
	8746
	8912
	9142
	

	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.



	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Table 6.2: Estimated supply for safety of vaccination with   Measles   vaccine 



	
	
	Formula
	2005
	2006
	2007
	2008
	

	A
	Number of children to be vaccinated  with measles2  
	#
	534,758
	550,654
	561,116
	580,443
	

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	100
	100
	100
	100
	

	C
	Number of doses per child 
	#
	1
	1
	1
	1
	

	D
	Number of doses 
	A x B/100 x C
	534,758
	550,654
	561,116
	580,443
	

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	1.6
	1.6
	1.6
	1.6
	

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	855614
	881046
	897786
	928710
	

	G
	Vaccines buffer stock 5  
	F x 0.25
	
	
	
	
	

	H
	Number of doses per vial
	#
	10
	10
	10
	10
	

	I
	Total vaccine doses 
	F + G
	855614
	881046
	897786
	928710
	

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	593582
	611226
	622840
	644300
	

	K
	Reconstitution syringes (+ 10% wastage) requested 6 
	I / H x 1.11
	94980
	97800
	99660
	103090
	

	L
	Total of safety boxes (+ 10% of extra need) requested
	(J + K) / 100 x 1.11
	7580
	7800
	8020
	8300
	


	Table 6.2: Estimated supply for safety of vaccination with   TT   vaccine 



	
	
	Formula
	2005
	2006
	2007
	2008
	

	A
	Number of children to be vaccinated  with BCG2  
	#
	569,927
	593,661
	627,318
	640,809
	

	B
	Percentage of vaccines requested from The Vaccine Fund 3 
	%
	100
	100
	100
	100
	

	C
	Number of doses per woman 
	#
	2
	2
	2
	2
	

	D
	Number of doses 
	A x B/100 x C
	1,139,654
	1,187,322
	1,254,636
	1,281,618
	

	E
	Standard vaccine wastage factor 4
	Either 2.0 or 1.6
	1.6
	1.6
	1.6
	1.6
	

	F
	Number of doses ( incl. wastage)
	 A x B/100 x C x E
	1823450
	1899715
	2007420
	2050590
	

	G
	Vaccines buffer stock 5  
	F x 0.25
	
	
	
	
	

	H
	Number of doses per vial
	#
	20
	20
	20
	20
	

	I
	Total vaccine doses 
	F + G
	1823450
	1899715
	2007420
	2050590
	

	J
	Number of AD syringes (+ 10% wastage) requested
	(D + G) x 1.11
	1265020
	1317930
	1392650
	1422600
	

	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
	14050
	14630
	15460
	15800
	


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

List of activities of the injection safety plan funded by The Vaccine Fund and by other sources: 
	Source of fund
	Area of support
	Start of fund utilization

	DFID through UNICEF
	AD syringes and waste disposal boxes
	2002

	GAVI/Vaccine Fund
	AD syringes and waste disposal boxes
	2006-2008

	
	
	


 (Use as many rows as necessary

Malawi introduced AD syringes in routine and supplemental immunization activities in 2002 through support from DFID. BCG ADs were introduced in 2003 because in 2002, they were not on the market. Since then all vaccine support from our potential donors are bundled with injection materials. GAVI is therefore asked to supply injection materials for traditional vaccines from 2006 to 2008, a period of three years.

7. 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.

i)
Section 4.1.3 of the multi year plan of action talks about introduction of innovation in the     EPI    programme.  The sections outline the desire and commitment of the government of Malawi to introduce pentavalent DPT-HepB+Hib in routine immunization activities by 2001. The plan further proposes necessary areas that need to be looked before the introduction of new vaccines such as training of health workers, modification of recording and reporting forms, adequate publicity to communities and other stakeholders. The new vaccine was however introduced in January, 2002.

ii)
Section 4.1.4 talks about the introduction of auto-disable syringes in routine and supplemental immunization and how they can be disposed off in order to ensure safe injection practices. These were introduced in 2002 except for AD syringes for BCG which were introduced in 2003.

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

The Hepatitis B study was done in one of the referral hospitals in the country and was basically targeting blood donors. The burden of Hib study has been done by an organization known as “Welcome Trust” at the Medical School. The Hib surveillance sentinel site that has been established following the introduction of the new vaccine, collaborates with this organization on the collection and analysis of the specimens.
	Disease
	Title of the assessment
	Date
	Results

	HepatitisB 
	Hepatitis B in Blood Donors at Queen Elizabeth Central Hospital
	1998
	10% of  blood donors had hepatitis B

	Hib
	Major Causative Organisms in Paediatric meningitis
	1996-2001
	30% were due to Hib


· (For Europe and Asia countries requesting support for Hib Vaccines). WHO advise on Hib introduction is attached: Not Applicable
	· WHO advise on introduction of Hib in this country
	Document number……


·  (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:

· Due to limited funding, few health workers were trained on the introduction of new vaccines and they in turn briefed the colleagues at health centre level.
· Funds for training were released late. 

· Cascade approach for training was adopted in order to speed up the activity. However, in order to maintain quality of information, training materials were produced at central level and in some cases, supervisors from central and regional levels attended these district based training sessions.

· Health workers were told not to store DPT-HepB vials close to the evaporator or at the bottom of the ice-lined refrigerators.

· During transportation, DPT-HepB vials are not recommended to be kept in a vaccine carrier that has frozen ice pack. The ice packs are supposed to be reconditioned before putting them in the vaccine carrier.

· At the beginning, some health workers experienced problems when withdrawing second dose of the vaccine from the vial. 

· Storage of AD syringes posed a challenge at national level and in some district hospitals with small storerooms. 

· Vaccine storage capacity at all levels was adequate. This was as a result of procurement of refrigerators through funding from DFID and JICA before the introduction of the new vaccine. These refrigerators were distributed to needy health facilities.
· 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 :
· Other health workers were briefed by their colleagues in health centres.

· In order to ensure quality of information during cascade training sessions, supervisors at both national levels attended some of the district sessions using training guides.

· Post introduction checklist was developed to assess the implementation status and management of new vaccine.

· A national warehouse was constructed for dry store materials.

· Districts with small dry storage facilities created additional storerooms. 

· Reporting forms were revised to incorporate new vaccine.
· The training of health workers focussed on safe injection and waste management as the introduction of new vaccine generated more injection material waste.
· 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
	2003
	2004
	2005
	2006
	2007
	2008

	A
	Number of children to be vaccinated with the first dose 1  
	#
	599,074
	621,445
	633,252
	645,285
	657,544
	674,536

	B
	Percentage of vaccines requested from The Vaccine Fund 2
	%
	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
	1,797,222
	1,864,335
	1,899,756
	1,935,855
	1,972,632
	2,023,608

	E
	Estimated vaccine wastage factor
	see list in table (
	1.11
	1.11
	1.11
	1.11
	1.11
	1.11

	F
	Number of doses ( incl. wastage)
	 D  x E
	1,994,920
	2,069,420
	2,108,730
	2,148,800
	2,189,630
	2,246,210

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

	H
	Number of doses per vial
	#
	2
	2
	2
	2
	2
	2

	I
	Total vaccine doses requested
	F + G
	1,994,920
	2,069,420
	2,108,730
	2,148,800
	2,189,630
	2,246,210

	
	
	
	
	
	
	
	
	

	J
	Number of AD syringes (+ 10% wastage)
	(D + G) x 1.11
	1,994,920

	2,069,420
	2,108,730
	2,148,800
	2,189,630
	2,246,210

	K
	Reconstitution syringes (+ 10% wastage) 4
	I / H x 1.11
	1,107,180
	1,148,530
	1,170,350
	1,192,590
	1,215,250
	1,246,650

	L
	Total of safety boxes (+ 10% of extra need) 
	(J + K) / 100 x 1.11
	34,500
	35,725
	36,400
	37,100
	37,800
	38,750

	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.


	· 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:
· 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) 

Malawi preferred DPT-HepB+Hib formulation and this is what is being administered to children.
	· 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 8


8. 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): 
The Government  of  Malawi is committed to ensuring the provision of sound health care to the children. It is on this background that it has pledged to contribute 15% towards the procurement of vaccines every year. The Ministry of Health will continue with its efforts to mobilize adequate resources for immunization from its own allocation and  from its collaborating partners and donors through SWAp and in line with the FSP. The ICC on the other hand will ensure mobilization of adequate resources in order to improve and sustain the immunization services. 

Periodic review of the immunization activities will be conducted in order to assess the performance of the programme. Findings will be discussed and disseminated to all stakeholders. Districts with low immunization coverage will be identified through a monitoring system that has been put in place and appropriate actions will be instituted in order to improve coverage in those areas.

1. 
2. 
3. 
· For countries that have already completed a Financial Sustainability Plan (FSP): 
	· The attached document is an update of the program costs, financing projections and the plan of action for addressing the financial gap (if already contained within the national, comprehensive  multi-year plan, indicate pages)
	Document number 8


· For countries that have not completed a FSP:

Malawi FSP document got submitted to GAVI

	· The attached document summarises the results of most recent efforts to conduct the needed financial analyses and prepare a FSP. (if already contained within the national, comprehensive  multi-year plan, indicate pages)
	Document number……


Please follow the latest version of the financial analysis tool which is available @ http://www.who.int/immunization_financing/tools/annexes/en/
· 
	· 
	


· 
9. Summary of requests to GAVI and the Vaccine Fund

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

considering that its DTP3 coverage for 2004 was 89%  corresponding to 499463 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
SUPPORT FOR IMMUNIZATION SERVICES 

GAVI and the Vaccine Fund are requested to fund the strategies for strengthening immunization services in year 20…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 ………… (number of children). 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. 

(In case an alternative mechanism is necessary please describe it and the reasons for it:)
Not applicable
· Operational mechanism that is followed for safeguarding transparency, standards of accounting, long-term sustainability and empowerment of the government in using the funds:

Not appilcable
· Countries requesting immunization services support should submit the “Banking Details” form (Annex 2) with their proposal.
11
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…)
Malawi introduced the new vaccine  in 2002 after its application got approved in the first round of the review for applications in 2000.

	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 *

	DPT-HepB+Hib
	2
	Jan, 2002
	1,887,121
	1,572,568

	
	
	
	
	

	* 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:
 Malawi’s application for new vaccines was approved in September, 2000 and the vaccines are being received through UNICEF procurement process.

· (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.. 
12 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
	2005
	2006
	2007
	2008

	J
	Total AD syringes
	for BCG
	702910
	716266
	729874
	748735

	
	
	for other vaccines
	1858602
	1929156
	2015490
	2066900

	 K
	Total  of reconstitution  syringes 
	165271
	169427
	172648
	177964

	 L
	Total  of safety boxes
	30213
	31176
	32392
	33242


Note that the total injection material supplies do not include those of DPT-HepB+Hib since these are already bundled with the new vaccine shipment.
· (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.
13 Additional comments and recommendations from the ICC 

· The ICC fully supports this application for safe injection and is looking forward to its approval by the GAVI secretariat. The supply of these injection materials will ensure the MOH commitment in the implementation of safe injection and health care waste management policies. 

· The ICC reiterates the total government commitment to ensuring improving and strengthening EPI services in the country.




	

	

	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	





	

	

	
	
	
	

	
	
	
	
	
	
	
	
	

	
	

	
	
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	· 
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	




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

	4
	a) The terms of reference of the ICC
	3

	
	b) The ICC’s workplan for the next 12 months
	2

	
	c) The minutes of the three most recent ICC meetings or any meetings concerning the introduction of new or under-used vaccines or safety of injections
	4

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

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

	6
	A complete copy (with executive summary) of the comprehensive Multi-Year Immunization Plan or of the relevant pages of the health sector plan
	7

	7
	a) The Situation Analysis of Injection Safety and Waste Disposal or Report of the most recent Injection Safety and Waste Disposal Assessment
	9.1-9.4

	
	b) An update of the implementation status of recommendations from recent injection safety assessment or injection safety components from a broader review.
	9.1-9.4

	
	c) The Policy on Injection Safety and Waste Disposal or a Draft Policy awaiting endorsement
	9.3-9.4

	
	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.
	9.1-9.2

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

	
	b) 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)
	8

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


	

	a) 
	

	

	b) 
	

	c) 
	

	d) 
	

	

	e) 
	

	f) 
	

	

	g) 
	

	h) 
i) 
	


	

	j) 
	


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
	

	
	


DOCUMENT NUMBER 1

A JOINT PROGRAMME OF WORK FOR HEALTH SECTOR WIDE APPROACH, 2004-2010

Executive Summary

The Program of Work has been developed through a consultative process and consolidation of the work programs from the various programs and central Ministry of Health (MoH) departments. In addition various document sources have been reviewed to facilitate the prioritisation process. The MoH has adopted the Sector Wide Approach to health development as the overarching strategy for the implementation of the Programme of Work (POW). 

The priorities of the joint POW revolve around the provision of the Essential Health Package as part of the Malawi Poverty Reduction Strategy. The broad objective of the POW is to raise the level of health status of all Malawians by reducing the incidence of illness and occurrence of premature deaths in the population.

The POW has been developed in an uncertain environment of poor macro-economics, increasing levels of poverty, a shortage of drugs and other essential supplies, a critical shortage of human resources and the devastating impact of HIV/AIDS.  Preventable causes of morbidity and mortality constitute the major contributors to the disease burden in Malawi. 

The other challenges include the need to strengthen the strategic and operational capacity of the MOH to implement and fulfil the objectives of the POW and achieve the set targets.

Strategies
The program will be implemented on the basis of the SWAp guided and governed by a code of conduct and Memorandum of Understanding amongst the stakeholders in the joint POW.

The program of work has been divided into six components or program areas as follows:-

Programme 1

Human Resources

Programme 2

Pharmaceutical and Medical Supplies.

Programme 3

Essential Basic Equipment.

Programme 4

Infrastructure – Facilities Development

Programme 5

Routine Operations at Service Delivery level.

Programme 6

Central Operations, Policy and Systems 

                                           Development. 

Each component consists of a description of the various strategic objectives and categorization of activities to achieve the stated targets over the plan period. Where possible, baseline information and targets to be achieved have been included. An output to purpose level log-frame is attached. 

An analysis of the Strengths, Weaknesses, Opportunities and Threats to the implementation of the POW is presented.
DOCUMENT NUMBER  2

GANTT INTER-AGENCY COORDINATING COMMITTEE (ICC) WORKPLAN FOR 2005

	No
	Activities
	Jan
	Feb
	Mar
	Ap
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec

	1
	Finalization of Injection Safety Proposal 
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Mobilization of resources for proposed national measles SIAs
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Monitoring implementation of EPI activities eg RED, MLM, Supportive Supervisory Visits, Surveillance Activities
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Ensuring Completion of Polio Certification Documentation Activities
	
	
	
	
	
	
	
	
	
	
	
	

	5
	Ensuring adequate funds for the implementation of the planned activities are sourced
	
	
	
	
	
	
	
	
	
	
	
	


ICC’s role is to ensure that all planned activities are carried out as planned and that adequate funds are lobbied for the effective implementation of the activities. Assessment will be done through reports that will be submitted by the EPI Unit during regular and ad-hoc ICC meetings.

DOCUMENT NUMBER  3

ESTABLISHMENT OF AN INTER-AGENCY COORDINATING COMMITTEE AND TERMS OF REFERENCE

BACKGROUND

As a follow up to the polio eradication national immunization days and the increasing occurrence of measles epidemics, it was considered essential to focus efforts in the control of measles.  The Ministry of Health decided that measles national immunization days should take place in due time, it became known that substantial amount of funds was available from donors for such an initiative.  It also became clear that the funds have a limited life span meaning that these have to be spent within a short period of time.  Because of the unique situation that exists as result of such limitations and constraints, it became all the more important that a task force and an inter-agency coordinating committee be established.

In one of the previous meetings between donors and Ministry of Health, it was recommended that the task force that dealt with the polio NID, again be entrusted with the similar task for the measles immunization campaign and that an inter-agency coordinating committee (ICC) be established.  The inter-agency shall be a permanent committee and it shall assist in decision making for the overall functioning of the Expanded Programme on Immunization (EPI).

Membership of the ICC

For the time being, it is suggested that the following be members of the ICC although the list  may be increased in the future:

WHO, UNICEF, DFID, ROTARY, JICA, USAID, NORAD, Ministry of Health.

Terms of Reference:

The following are the terms of reference of the ICC.

A. Coordination:

The inter-agency Coordinating Committee will:

· Coordinate the support for EPI from various partners to ensure efficient and effective functioning of the EPI programme.

· Support and participate in the implementation, monitoring and evaluation of short, medium and long term EPI plan.

· Analyse and advise on the plan of action of national EPI programme relating to specific NIDs and routine EPI Services.

· Invite other partners to support the programme by participating in the ICC.

B. Fund Raising:

· To assist in raising funds for the running of the EPI programme.

C. Mode of Operation for ICC:

· Regular ICC meetings, quarterly; but during  campaigns the ICC shall meet monthly

· Ad-hoc meetings whenever necessary

· Participate in NID National Task Force (NTF) meetings if required.
DOCUMENT NUMBER  4: MINUTES OF THE ICC MEETINGS

Minutes of The  Inter-Agency Coordinating Committee (ICC) Meeting held at WHO Board Room on 22nd  June, 2004

1. Present

Dr H. Somanje

CPHS –Chairperson,

Mr C. Phiri


DFID

Mr E. Kachale

JICA

Mr H. Mdebwe

UNICEF

Dr J. Muita


UNICEF

Mr B. Chandiyamba

WHO

Mr A. Chirwa


USAID

Mrs A. Katsulukuta

MOH, EPI

Mr M.J.M. Valle

MOH, EPI

Apology


NORAD
Minute 1/06/2004
Welcome Remarks

The Chairperson welcomed everybody to what he called as an ad-hoc meeting. He later read the agenda  which  was approved by all the members.

Minute 2/06/2004
Matters Arising

Members noted that the previous minutes did not indicate members who had sent apologies and those who did not turn up for the meeting.

It was reported that the National EPI Meeting that will be attended by DHOs, MCH Coordinators and Administrators might take place some time in August, 2004. This would be the time when the Village Register would be out from printing.

Members suggested that the technical assistance for FSP be requested in August, 2004.

The Programme Manager reported about the measles mop up campaigns that were being conducted in the border districts and would be completed by the first week of July, 2004. Members however noted with concern the poor results of the measles mop up campaign that was conducted in some parts of Blantyre City. The poor performance was attributed to poor planning and implementation of the activity.  New cases of measles were being reported in some parts of the city. On this note, members recommended that a mop up campaign for the entire Blantyre City be conducted targeting all under five children. The ICC members suggested that the activity should be properly planned and coordinated in order to achieve high coverage.

Members then discussed about how to deal with the two prominent religious groups (Zion and Apostolic Faith)  that do not allow its members to receive  medicines and vaccinations.  Due to its complexity, members suggested that the matter be dealt on individual basis either through the village headmen or other influential leaders. The Ministry was asked to review the Public Health Act on issues relating to vaccinations.

A suggestion was made to compile a report on suspected measles cases and deaths by affected districts and present it during the next ICC meeting.

Minute 3/06/2004
Proposed Visit by GAVI Executive Secretary, Dr Tore Godal

UNICEF reported that the Executive Secretary was expected to arrive in the country on 18th July, 2004 and members were expected to plan for the visit. A draft programme was presented and members made some changes. It was reported that the PS had suggested the DPHS to facilitate the preparations and that other members might be suggested by the PS to be included in the task force.  Some of the suggested members included MOF, MOFA, OPC, MOH, WHO, UNICEF etc.  The EPI Unit was requested to prepare a power point presentation on EPI activities including the introduction of the new vaccine.

Members then proposed that the press conference should be held at the MOH conference room.

Minute 4/06/2004
Progress on Polio Certification Activities

The Chairperson begun by thanking all those involved in the preparation of the documentation report. He then briefed the members about what had transpired during the meeting which took place in Tanzania in June, 2004.  He explained that the ARCC had conditionally approved Malawi’s documentation report with major changes. It was reported that the ARCC  wanted the report to be compiled using the WHO generic format  and be re-submitted by July 2004, a deadline which was not accepted by the country due to other pressing needs.

Minute 5/06/2004
Vaccine procurement

UNICEF reported that  KFW and DFID are currently supporting EPI with vaccines and injection materials. It was reported that DFID had made available £231,000 for EPI assistance. However, KFW have not yet released XEU500,000  for procurement of  part of the vaccines and injection materials. After a lengthy discussion, members resolved that UNICEF should again write a letter indication the remaining quantities of vaccines and injection materials for the year 2004. It was also suggested that KFW should be informed about the concerns of the ICC members for the delay in the release of funds.

On vaccine and injection materials requirement for 2005, UNICEF reported that there has not been any commitment from potential donors. It was suggested that the MOH should submit the requirements with a budget and ask DFID to release the funds directly to UNICEF.

The excess TT would be sent to any needy country on loan and UNICEF would facilitate the process.

Minute 6/06/2004
Closing Remarks

Having no any other business to transact, the Chairperson thanked all members for their active participation and declared the meeting closed at 12.50pm.

MINUTES OF THE  INTER-AGENCY COORDINATING COMMITTEE (ICC) MEETING HELD AT WHO BOARD ROOM ON 21st   JULY, 2004

2. Present

Dr H. Somanje

DPHS –Chairperson

Dr Tore Godal

GAVI

Dr W. Aldis


WHO

Mr C. Umberto

GAVI

Ms Cherry Karmin

DFID

Mr E. Kachale

JICA

Mr H. Mdebwe

UNICEF

Dr J. Muita


UNICEF

Dr S. Kambale

WHO

Mrs A. Katsulukuta

MOH, EPI

Mr M.J.M. Valle

MOH, EPI

Minute 1/07/2004
Welcome Remarks.

The Chairperson first thanked the GAVI Executive Secretary Dr Tore Godal for coming to Malawi to see how the EPI services were being run. He also thanked all members present and later asked the EPI Programme Manager to give a brief presentation on EPI services

Minute 2/07/2004
Main Issues in the Presentation

Malawi was entitled for safe injection support and the application will be re-submitted. 

Dr Godal reported that GAVI was doing an assessment on delivery of health systems in some countries and asked if Malawi could participate in 2005. 

It was also suggested to look at the implications when SWAp is introduced.  The Chairperson assured members and the visitors that EPI services would not be affected when SWAp is introduced. He further mentioned that decentralization was deliberately delayed and slowly implemented. He said some activities would still be centrally done. This would try to avoid decentralization that would collapse the activities that are functioning well. 

On FSP, the Chairperson said that the application would be re-submitted although exact donor commitment was still a major problem. The chairperson however said that there was commitment by donors to support SWAp and EPI is one of the activities to be supported. Dr Godal then emphasized the need for the FSP to spell out what was possible and what may not be possible to be funded.

Minute 3/07/2004
Closing Remarks.

The Chairperson thanked all members in particular the visitors for participating in the discussions. He hoped that the EPI would get adequate resources in order to implement the planned activities. He finally wished the visiting team a safe trip back to Geneva.

MINUTES OF THE  INTER-AGENCY COORDINATING COMMITTEE (ICC) MEETING HELD AT WHO BOARD ROOM ON 16th DECEMBER,  2004

3. Present

Dr H. Somanje

DPHS –Chairperson

Dr Libambala


WHO

Mr E. Kachale

JICA

Mr H. Mdebwe

UNICEF

Dr R. Banda


WHO

Mrs A. Katsulukuta

MOH, EPI

Mr M.J.M. Valle

MOH, EPI

Minute 1/12/2004

Welcome Remarks

The chairperson welcomed all members and asked the EPI Programme Manager to present the agenda for the meeting which was to endorse the proposed 2005 measles supplemental immunization activities (SIAs).

Minute 2/12/2004

Proposed Measles SIAs




The Programme Manager reported that the target for measles SIAs was from 6-59 months. This was a result of the observation made during the measles outbreak, where 10% of the affected children were those from 6-8 months. It was from this background that the target was suggested to be from 6-59 months. 

The total budget for the SIAs is US$1,941,188.00 which is MK207, 707,116.00. 

UNICEF presented an e-mail from ESARO which indicated that Malawi was not a priority country for funding the SIAs in 2005 by measles partnership.  After a lengthy discussion, members agreed that the ICC members should endorse their signatures and then submit the proposal to WHO/AFRO for consideration with a covering letter. The committee further agreed that  if  WHO would not accept  funding the SIAs, the country would proceed with the plan and try to mobilize resources locally. 

Minute 3/12/2004

Progress on FSP

The Programme Manager   reported that the FSP was submitted to GAVI Secretariat for review but the signatures for the Minister of Health and Minister of Finance have not yet been obtained.  A follow up was made and the document was still at the ministry of health to be signed by the Minister.

Minute 4/12/2004

Closing Remarks





The Chairperson thanked all members present for their constructive contributions and wished everybody safe trip back to working stations.


DOCUMENT NUMBER  5

NATIONAL EPI COMREHENSIVE REVIEW REPORT, 2003

Executive Summary

The Government of Malawi through the Ministry of Health in collaboration with UNICEF and WHO carried out a national EPI comprehensive programme review in October, 2003. This was the sixth annual review conducted nationwide by the Ministry of Health and its partners. The last review was conducted in July, 1999

The purpose of the review was to identify the achievements and constraints facing the EPI programme and come up with recommendations for effective programme management. The main areas reviewed were EPI service delivery and vaccination coverage. Data was collected using questionnaires and review of immunization cards. Children were checked for presence of BCG vaccination scar.

Since the last review in 1999, the programme has rehabilitated most of the cold chain equipment in the health facilities through support from its collaborating partners and donors such as KFW, DFID, JICA and UNICEF. 

Malawi was one of the first few African countries that got support from GAVI for the introduction of new vaccines. The application was approved in August, 2000 and the new vaccine ( DPT-HepB+Hib) was introduced in January, 2002. Auto-disable syringes were introduced in both routine and supplemental immunization activities in the same year, 2002. The Department for International Development (DFID) assisted the programme with the initial supply of auto-disable syringes for all   injectable vaccines for a period of 2 years.  From 2002 KFW  has been supporting the programme with all traditional vaccines bundled with injection materials.

Malawi introduced measles case based surveillance in November, 1999 and since then all suspected measles cases are investigated and blood samples taken for IgM testing. A successful measles catch-up campaign was conducted in October, 2002 where >95% coverage was achieved by all districts. The measles incidence rate has dramatically been reduced in all the districts.  The Lot Quality Assurance (LQA) survey conducted in 2002 showed that Malawi has eliminated neonatal tetanus. On AFP, quality surveillance has been maintained since 2000. Haemophilus influenzae type b (Hib) sentinel surveillance site was established at Queen Elizabeth Central Hospital soon after introduction of the new vaccine.

The assessment noted a number of weaknesses on service delivery, institutional and human capacity most prominently at peripheral level. Documentation of doses administered was in some cases not done well and knowledge and skills regarding immunization services were inadequate among health workers. Immunization policies were not followed by some health workers.

 Supervisory visits were not effectively and frequently done. Distribution of vaccines, injection materials and other EPI essentials to health centres was not consistently and timely done.

The review has therefore recommended that institutional and human capacity be strengthened in particular at health centre levels. Refresher courses on EPI be conducted periodically in order to improve knowledge and skills of health workers. District Health Management Teams should ensure that vaccines, injection materials and fuel for refrigerators are distributed timely to all health centres and that supervisory visits are conducted regularly to health centres. Health workers should be reminded to adhere to stipulated EPI policies. All health facilities should analyze immunization data against vaccine used during that period.

DOCUMENT NUMBER  6 :MAJOR RECOMMENDATIONS OF THE REVIEW REPORT

	No
	Activity
	Implementation Status

	1
	The Central level should ensure that all health workers involved in EPI activities are knowledgeable on EPI policies
	Enforced through supervisory visits

	2
	The booking system for vaccinations should be discourages as it promotes missed opportunities and drop-out rates
	The system is being stopped in health facilities

	3
	The survey also recommends that monitoring of vaccines at all levels should be intensified
	Being implemented in all districts

	4
	Vaccine stocks should be monitored monthly and distributed timely to avoid stocks running out. Delivery of vaccines should be bundled with equal quantities of injection materials
	Being implemented by all districts 

	5
	All health workers involved in EPI should periodically be involved in in-service training.
	Planned to conduct EPI Mid-Level Management (MLM) courses and RED in selected districts in 2005

	6
	Health workers should be encouraged to adhere to recommended immunization schedules.
	Being done by most health workers and to be enforced during supervisory visits


DOCUMENT NUMBER 7
: MULTI-YEAR PLAN OF ACTION 

The document was submitted during the application for the new vaccine (DPT-HepB+Hib) in 2000. The document outlines key issues to be focussed during the five year period and these are:

· Sustaining and improving immunization coverage for all antigen.

· Vaccine supply and logistics stock management

· Introduction of new vaccine

· Safe injection: introduction of AD syringes in routine and supplemental immunization activities

· Monitoring of AEFIs

· Rehabilitation of cold chain system

· Strengthening of disease surveillance activities

· Conducting supplemental immunization activities

DOCUMENT NUMBER 8 :ACTION PLAN FOR THE IMPLEMENTATION OF THE NEW VACCINE

1.
Background Information

The overall objective of the EPI programme in Malawi is to reduce infant morbidity and mortality rates.  The programme achieved Universal Child Immunization (UCD) of 80% coverage for all antigens in 1989 a year earlier than targeted.  This remarkable achievement has since been sustained.  As a result of high immunization coverages, the incidence of EPI priority diseases has markedly reduced.  The country has never reported any confirmed case of Polio since 1992.  Measles cases have drastically reduced from 31,000 to 80 cases by December 1999.  Before the introduction of Tetanus Toxoid  Vaccination in 1983, Malawi had an incidence rate of 12 NNT cases per 1,000 live births.  A survey conducted in 1989 revealed a reduction of 6.5 cases per 1,000 live births.

The success achieved has been possible through support in the form of funds, vehicles, motorcycles, bicycles, vaccines, syringes, needles, sterilizers, stoves and cold chain equipment from various partners and donors agencies.

Malawi successfully conducted her Polio NIDs in 1996 and 1997.  The country initiated AFP surveillance in 1996 to be able to detect, investigate and report suspected polio cases as a strategy for polio global eradication.  In 1998, there was measles NID which resulted in the attainment of coverage over 90%.  The idea of implementing NIDs came about to contain the Measles outbreaks which occurred across the country in 1997 and in all NIDs, Vitamin A supplementation was included as a way to accelerate the reduction of malnutrition through UNICEF supported programmes.   Measles outbreaks persisted in urban areas and the Ministry of Health with financial support from UNICEF, carried out Measles immunization and Vitamin A supplementation mid 1999, Malawi conducted SNIDs in seven districts which border with neighbouring countries in order to prevent importation of wild polio virus.  Previously, there was no virological testing for measles case-based surveillance was strengthened through the introduction of laboratory component which is able to test by 1gM suspected measles cases.

As a means of moping up and aborting outbreak in densely populated areas, Measles immunization and Vitamin A supplementation SNIDs was successfully conducted in Urban Areas.  Towards the end of 1999, Malawi conducted SNIDs in seven districts which border with neighbouring countries in order to prevent importation of wild polio virus.

Social mobilization has been highly effective in the implementation of EPI activities over the years.  This strategy has enabled the community to be aware of the EPI activities and their importance.  The high routine and supplemental activities have been achieved as a result of high level of community awareness for EPI services.

The projected population for the year 2000 is as follows:

Total population


:
10,215,900

Under one year population

:
408,636

Under five population

:
1,722,401

Women of child bearing age
:
2,247,498

The annual growth rate was calculated at 1.9%

Under one population represents 4% of the total population while under five represents 16.86%.

2.
National Coordination Committee On GAVI

The meeting was held at the national EPI unit on 3rd February 2000 where a proposal for GAVI was discussed.  Present were members from Ministry of Health Population, UNICEF and World Health Organization

Below was the outline of the proposal.

3.
Malawi’s Eligibility In Terms Of GAVI Requirements

Malawi conducted a national comprehensive EPI assessment in July 1999.  The summarized national statistics and findings are as follows:

	
	GAVI REQUIREMENTS
	MALAWI’S CURRENT STATUS

	GNP per capita
	<US$1,000
	US$170

	Total population
	<150 million
	9.8 million

	DPT coverage
	>50%
	88%

	EPI ICC Committee
	Functional
	Functional (last meeting held on 31 May 2000)


A UNICEF sponsored study conducted in 1998 in blood transfusion units in Malawi revealed that over 10% of the blood from healthy donors tested positive for Hepatitis B (more than the WHO recommended 8% prevalence for introducing Hepatitis B vaccine in countries).  From clinical and laboratory data in selected hospitals haemophilus influenza type B is the leading cause of meningitis in children below 3 years of age.  However, a study would be appropriate to quantify the burden of the problem in Malawi.

4. Aim

The aim of this proposal is:

· To extend the protection of Malawi’s infants to include 2 important new vaccines (Hepatitis B and haemophilus influenzae type b) in the routine immunization services;

· To avoid additional contacts with infants and additional injections by selecting a formulation of the new vaccines which fits seamlessly with existing practices;

· To improve EPI infrastructure for better delivery of services.

5.
Implementation Strategies

MOH proposes to switch from the current use of DPT vaccine to the new liquid penta-valent DPT-HepB-Hib vaccine, maintaining the same infant immunization schedule of giving this vaccine at 6, 10 and 14 weeks of age, and maintaining the same 2-dose vial presentation, for the following 3 reasons:

· Since this strategy will imply no additional contacts with infants and no additional injections, experience in other countries demonstrates that the general public may be expected to readily accept this change;

· Since the same vaccine presentation will imply no change in vaccination practices, experience in other countries demonstrates that health workers may be expected to readily accept this change, and costs associated with additional staff training may be minimised;

· Since the same vaccine presentation will require little additional vaccine storage capacity, costs associated with additional cold chain equipment may be minimised.

A second potential drawback to this choice is that the DPT-HepB-Hib penta-valent vaccine is currently only offered by a single manufacturer, so that costs remain relatively high (that is, a little more than the 3 components, DPT, HepB and Hib vaccines might cost individually).  However, it is reliably believed that new manufacturers will become able to offer penta-valent vaccine, thus introducing competition which should drive down prices, in the next year or two.

MOH is not required to license new vaccine products if they are supplied from WHO-UNICEF approved manufacturers.  Hence, no licensing procedure will be required for the introduction of the new penta-valent vaccine, so long as it is procured from an approved supplier.

6.  Implementation Plan

MOH is committed to strict adherence to the principles of injection safety in order to:

· Prevent risk of contamination to vaccine recipients, by using single-use syringes and needles;

· Prevent risk of contamination to vaccinators, by avoiding recapping or stripping of needles;

· Prevent risk of contamination of the environment, by ensuring effective disposal of used sharps, generally through incineration and burning and burying the remains.

Hence, MOH will combine the introduction of the new penta-valent vaccine with the nationwide and simultaneous adoption of auto-disable injection technology and effective sharps disposal.

In a recent survey, it was found that 78% of the health facilities were using sterilizable syringes and needles, 13% were using disposable syringes, and 8% were using auto-disable syringes (mostly left over from previous measles catch -up campaign.  Since it will be practically unfeasible to sustain two different injection technologies, Ministry of Health, recognizes the need to change to giving measles vaccine with auto-disable syringes and BCG vaccine with disposable syringes (because no auto-disable syringe is yet available in BCG size).   

Incineration boxes will also be required for the effective disposal of all used sharps.

All health workers in Malawi have experience with auto-disable syringes from the measles catch-up campaign conducted in 1998, and their subsequent use, as noted above, in a third of health facilities.  Hence, MOH believes that, through focused health worker orientation and supervision, health workers should be able to make the switch to autodisable injection technology with minimal disruption.  

DOCUMENTS NUMBER  9.1-9.4

INJECTION SAFETY POA,  HEALTH CARE WASTE MANAGEMENT POA, AND INJECTION SAFETY POLICY,  HEALTH CARE WASTE MANAGEMENT POLICY

9.1
SAFE INJECTION POA

Executive Summary

The Ministry of Health through its Injection Safety Policy is committed to reduce unsafe injection burden in Malawi, as such promote the economic growth of the nation. This commitment compliments the already existing efforts by the MOH like the introduction of Auto Disable syringes in all EPI injectable vaccines, which also complements the WHO, GAVI, UNICEF, UNFPA and SIGN efforts to make injections safe globally. 

This plan of action serves to guide the implementation of the Injection Safety Policy and to elaborate the objectives and their collateral strategies including implementation of activities. Additionally it provides for the strategic costing of the plan. To present these aspects the plan has a section, which elaborates each objective and its specific strategy. It also has a logical framework, which elaborates the objectives, strategies, activities in depth, objectively verifiable indicators, and means of verification including costs for the activities. The costing has also been expressed strategically in another table, which expresses the cost per year. In the first year the cost is higher than the subsequent years because most activities occur in that year including implementation framework set up initiation of activities. 

The process of the plan development involved assessment of the injection safety situation in the country, reviewing of existing plans, policies, strategies and guidelines as well as interviews with key stakeholders. Additionally national and district consultation meeting were conducted to build consensus on activities of injections safety. Lastly the draft plan of action was reviewed at the national workshop and finally by the Chief Technical Advisor to the MOH.

Objectives and Strategies

The vision for the Malawi Injection Safety Policy is to ensure that all people in Malawi have safe injections the year 2008. The mission is to ensure injection safety in the delivery of healthcare in Malawi through implementation of the Injection Safety Policy. The goal is to strategically guide the implementation of Injection Safety Policy in Malawi.

The policy objectives covers the following areas (1) implementation frameworks which looks at improving institutional and legal framework; (2) training and capacity building which looks at improving health care skills at all levels; (3) behaviour change intervention which looks at achieving safe injection practices, preventing injection overuse and raising public awareness on injection safety; (4) equipment and supplies which looks at protecting health workers from unsafe injections, providing sterile injection equipment and ensuring that injection safety equipment is available in all health facilities at all times; (5) sharps waste disposal which looks at integrating sharps waste management into a comprehensive national health care waste management.  

9.2 HEALTH CARE WASTE MANAGEMENT POA

Executive Summary

ThE strategic plan of action  is a result of the assessment of HCWM and injection safety initiated by the Ministry of Health and its partners UNICEF, WHO, and World Bank, in Nov 2002 – Jan 2003 in response to the introduction of AD syringes and the subsequent formulation of a HCWM Policy. The HCWM policy  focused on four main priority areas: institutional and legal framework, capacity building and training, infrastructure , and public awareness and involvement of public sector in HCWM. In order to adequately address these priority areas and put in place a sustainable health care waste management system,  a five year strategic implementation plan has been developed.

The strategic plan outlines the rationale, national goals and steps in achieving the objectives of a clean environment for all Malawians. The strategic plan has been summarized in two logical frameworks. The first logical framework is a summary five year implementation framework which explains the objectives, key targets, objectively verified indicators and their means of verification, expected total cost of activity over five years and further identifies sources of funding. The second logic framework outlines the strategies and their specific yearly targets and budgeted activities.

In the initial  years, the strategic plan of action has taken into consideration the gaps in the current health care waste management system as revealed in the findings of  the HCWM assessment and the thrust of HCWM and Injection Safety policies.

9.3 INJECTION SAFETY POLICY
Executive Summary

The Ministry of Health through this Injection Safety Policy is committed to reduce unsafe injection burden in Malawi, as such promote the economic growth of the nation.

This policy serves to guide the health sector in injection safety protocols and to set priority areas for activities to implement injection safety in Malawi through plan of action. Its formulation was based on National Injection Safety Assessment, which used adapted WHO standard tool including review of existing policies, plans, strategies and guidelines as well as interviews with key stakeholders.

9.4  HEALTH CARE WASTE MANAGEMENT POLICY

Executive Summary

An assessment of health care waste management carried out in 29 health facilities (public, CHAM and private) between November 2002 and January 2003 identified some key problems that exist in the health care system in Malawi. These include; (i) a deficient institutional and legal framework; (ii) mediocre behaviour and practices of health care workers and waste handlers; (iii) insufficient financial resource allocation to HCWM; (iv) Lack of private agencies that deal with health care waste collection and treatment; (v) lack of clarity given to HCWM in the National Health Policy and; (vi) non- performing organizational structure and equipment within the health care system. In order to address the problems thereof, the MOH undertook to develop this policy.

The policy is structured around the following: (i) introduction that covers the geographical and demographic data of Malawi, the existing health care system, existing plans and policies and the methodology used to compile the document, (ii), the main body covers policy vision, mission, goal, objectives, strategies, (iii) policy guiding principles, rationale, and policy statements.

The policy finally outlines the roles and responsibilities of different stakeholders.

DOCUMENT NUMBER 10:
MALAWI FSP
Baseline Costs

The baseline expenditure referred to in the GAVI Application for Malawi was for the year 2000. The cost estimates for this year are presented in table 3.1 of the FSP document. The expenditure includes costs for vaccines, cold chain supplies and equipment, transport, social mobilization and communication services, shared salaries for EPI staff and disease surveillance activities. Much of the support for EPI before the vaccine fund was largely on staff costs, procurement of vaccines and improvement of cold chain. Staff costs accounted for up to 60% of the total program costs.

 In the year 2000, Malawi did not plan for any supplementary immunization activities The last national supplementary immunization activities before the year 2000 were conducted in 1998 for measles where a national coverage of >95% for measles vaccination and vitamin A supplementation were achieved.

Programme Costs After Initiation of Vaccine Fund Support-2002

With the initiation of the GAVI support, the total program costs increased significantly by over 200%. This was a result of:
· Introduction of the pentavalent vaccine,
· The measles campaign that was carried out in this year, and

· The significant cold chain investment in this year.
There were a series of preparatory activities for introduction of new vaccines including procurement of safe injection supplies, vaccines, cold chain equipment and transport costs.

Sources of financing of the program

The total costing and financing  for 2000 and 2002 is shown in table 3.2 and 3.3 of the FSP document.  Prior to vaccine fund support, the program costs were largely funded through 2 sources; Government (75%) and DfID, through UNICEF (22%). WHO and UNICEF provided the rest of the support to the program. DfID support was for vaccine procurement, while Government supported staff costs, transport and some maintenance activities. Each of these sources of funds was targeted at areas where they provided a comparative advantage over the other partners.

By 2002, with the advent of the GAVI support, the proportion of the program costs funded by Government dropped significantly, down to 28% of the total costs. In addition to GAVI, there was a diversification of the sources of funds, with resources coming in through KFW, UNF, and JICA in addition to the above-mentioned sources of support. UNF support was largely for the measles campaign conducted in this year. On the other hand, JICA support was largely for capital investments in the cold chain and transport. KFW also provided support to the cold chain investments.
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� 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.


<1 year proportion was changed from 4% to 5% in 2000 as advised by HMIS


Data for vaccine wastage for 2003 was not complete and therefore not reliable.


� 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. 


� 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. 


� GAVI/The Vaccine Fund will fund the procurement of AD syringes to deliver 2 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 2 doses for Pregnant Women (estimated as total births). 


� 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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