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Report on progress made during 2004

To be filled in by the country for each type of support received from GAVI/The Vaccine Fund.

1.1 Immunization Services Support (ISS)
1.1.1
Management of ISS Funds                          
Please describe the mechanism for management of ISS funds, including the role of the Inter-Agency Co-ordinating Committee (ICC).

Please report on any problems that have been encountered involving the use of those funds, such as delay in availability for programme use.

	Management of the ISS funds followed the same mechanism as reported in previous reports, i.e., GAVI funds are lodged in the dollar account of the Ghana Health Service (GHS). This account is a pooled one and has funds from other donors lodged in it.  The signatories are the Director General and the Financial Controller of the Ghana Health Service. A proposal for the disbursement of GAVI funds for 2004 was presented by the EPI secretariat to the ICC. The proposal was extensively discussed and endorsed by the ICC. The release of funds follows the procedures of the Ministry of Health with checks by Internal Audit/External Audit and also from Health Partners.  This mechanism for management of the ISS funds is working well.

However we shall  appreciate if copies of letters from the GAVI Secretariat to the Minister of Health about  release of  the funds could be given to the Director Public Health, ( Dr George Amofah:   gamofah@africaonline.com.gh) and the EPI Manager (Dr K. O. Antwi-Agyei:  epighana@africaonline.com.gh). This will be helpful to us in following up of the funds as well as timely utilization to achieve our set targets.



1.1.2
Use of Immunization Services Support

In 2004, the following major areas of activities have been funded with the GAVI/Vaccine Fund Immunization Services Support contribution.

Funds received during 2004 ____$70,500________

Remaining funds (carry over) from 2003 ___$303,633_________

Table 1: Use of funds during 2004
	Area of Immunization Services Support
	Total amount in US $
	AMOUNT OF FUNDS

	
	
	PUBLIC SECTOR
	PRIVATE SECTOR & Other

	
	
	Central
	Region/State/Province
	District
	

	Vaccines
	
	
	
	
	

	Injection supplies
	
	
	
	
	

	Personnel
	
	
	
	
	

	Transportation (Boats)
	51,718.79
	 
	 
	100%
	

	Maintenance and overheads
	6,218
	100%
	 
	 
	

	Training
	 
	 
	 
	 
	

	IEC / social mobilization
	 
	 
	 
	 
	

	Outreach (Includes Regional and district level supervision and operations)
	75,913
	 
	5%
	95%
	

	Supervision (National level)
	 
	 
	 
	 
	

	Monitoring and evaluation
	18,589
	52.00%
	48.0%
	 
	

	Epidemiological surveillance
	 
	 
	 
	 
	

	Vehicles (2 pick-ups and 1 saloon car)
	77,177.39
	32%
	 
	68%
	

	Cold chain equipment
	
	
	
	
	

	Other ………….   (specify)

Printing works ($26,574.8)

Scanner ($633.30)

Computers and UPS ($7,305.4)
	34,514
	92%
	8%
	
	

	Total:
	264,129
	27%
	6%
	67%
	

	Remaining funds for next year:
	110,004
	 
	 
	 
	


*If no information is available because of block grants, please indicate under ‘other’.
Please attach the minutes of the ICC meeting(s) when the allocation of funds was discussed.(ICC minutes of 11th Aug 2004, 20th May 2003 and 8th April, 2003 enclosed) NB; Some of the activities were carried over from 2003 to 2004.
Please report on major activities conducted to strengthen immunization, as well as, problems encountered in relation to your multi-year plan.

	1.  Routine Immunization  


· We continued with implementation of Reaching Every District strategy. Low performing districts were targeted for special support and supervision. The WHO supported 10 districts to implememt the RED strategy while the support through the GAVI funds for the RED strategy is  summarized below
                                                  GAVI FUND SUPPORT TO DISTRICTS AND REGIONS IN 2004
ITEM

AMOUNT (IN CEDIS)

AMOUNT (IN US $)

REMARKS

1

       40,000,000 

      4,479.28 

 To support Techiman District maintain vehicle 

2

    444,100,000 

   49,731.24 

 To support Bole District in the Northern Region, 4 districts in the Brong Ahafo Region; Jomoro District in the Western Region; ALL 6 districts in the Upper East Region and Districts with islands in the Eastern Region)  

3

    113,375,000 

   12,695.97 

 Support to the Northern Region for immunizations in weak sub-districts 

4

       72,290,000 

      8,095.18 

 To increase immunization coverages in the Greater Accra Region 

5

 1,912,800,000 

 214,199.33 

 Miscellaneous support to hard to reach districts and to strengthen immunization 

TOTAL

 2,582,565,000 

 289,201.01 

NB:  Some of the payments were carried out in 2005 after the delivery of the items hence the disparity with the Table in 1.1.2 above

· We continued to implement lessons learnt to reduce missed opportunity; intense social mobilization and communication on EPI antigens for care takers and Health workers. 
· Supply of vaccines and other logistics to regions is quarterly and regular from  the national level.

· Consistent monitoring at all levels ensured to avoid waste.

2.    Accelerated control of VPDs

· Strengthen Surveillance for EPI target diseases using the framework of IDS

· Implemented 4 rounds of Polio NIDs.

· Supported NPEC, NCC meetings and Polio Lab 

· Implemented 3rd  round of quality TT SIAs in 17 selected high risk districts  in 6 Regions whilst 13 new districts conducted 2 rounds of MNT campaign

· Sustained the Paediatric Meningitis sentinel site surveillance reporting (Korle Bu and KATH).  Only 1 case was detected out of 1049 samples. (was this an unvaccinated case?
· Continued with laboratory surveillance reporting of yellow fever, measles, and AFP regularly

· Monthly data feedback and quarterly surveillance meeting with Regional  Surveillance officers

3.
EPI review/assessment and evaluation activities

3.1  EPI ASSESSMENT - Ghana Immunization Services Review Report

A. Purpose of Review 

The last comprehensive review of the Expanded Programme on Immunization (EPI) in Ghana was conducted in 1992.  A rapid assessment of the child survival programme, which included immunisation, was conducted with support of USAID in 1998.  Although this assessment looked at various components of EPI, it was not an in-depth study of programme management at various levels.  It also did not address the challenges of EPI in the advancement of new technologies and vaccines nor the potential impact on EPI of decentralization and health sector reforms that have occurred in Ghana as a result of the implementation of the Sector Wide Approaches (SWAp) since 1997.  

As of 2002, the country has successfully introduced the new pentavalent (DPT-HepB+Hib) vaccine with Global Alliance for Vaccine and Immunization (GAVI) assistance. In 2003, several studies were conducted, including a post introduction evaluation for the new vaccine, a sector-wide injection safety assessment, as well as a WHO African Region mid-term review of the 2001-2005 EPI strategic plan during which Ghana was selected for a  country visit.

A  multi-agency supported  review  was done in 2004 to complement the above studies and  document the level of the EPI performance and achievements over the past years, shortfalls, challenges and key areas for strategic advances in the future.  Findings from this review will also be used to develop the next Ghana EPI five year plan and shared as  lessons learned for immunization programmes in other countries.

The external review team, supported by WHO, UNICEF and BASICS, in collaboration with national experts carried out the review during 17-28 May 2004. Based on the review findings, recommendations were made to further improve programme performance.

B. Strengths of the EPI in Ghana

The review team observed the following opportunities and strong features of  Ghana Expanded Immunization Programme:  

· High political commitment by the Government of Ghana (GOG) demonstrated by substantial financial, human and material resource allocations to immunization programme.

· Visibility of the immunization programme in the Government of Ghana (GOG) policy documents and strategic multi-year plans.

· Existence of various managerial options for the programme to capitalize on the health reform process such as: 

· decentralization, Community health and planning services (CHPS) 

· integration of services into health care provision packages and clusters

· embarking on SWAp

· retention of Internally generated Funds (IGFs) at the point of collection

· provision of free immunization services for children and women (exemption policy)

· Genuine drive by the leadership of MOH and GHS to achieve EPI milestones and ultimate targets which has resulted in:

· achieving high immunization coverage rates

· establishing a reliable cold chain system

· countrywide introduction of safe injection and waste management practices

There is a strong community involvement in the programme through District Assemblies and community structures/community volunteers. Some of the examples are:

· DPT3/Penta 3 has been selected as a major indicator for monitoring the district assemblies performance

· Number of innovations and best practices across the country (e.g. Annual Health Summit, Child Health Week and others)

The Review Team congratulates Government of Ghana for these significant achievements and encourages all partners and stakeholders to continue support in reaching every child for immunization. 

Immunization service delivery in Ghana has been faced with many challenges over the past years such as:
· Poor access to services in hard-to-reach populations in districts of Volta Lake basin; urban communities (e.g. Accra Metropolitan) which are influenced by high economic-oriented activities that keep them from prioritizing use of health services for preventive care; and some in-land areas which are characterized by difficult terrain and other physical features.

· Inadequate resources – human, financial, material and equipment to meet the high demand of immunization services in the remote and difficult to reach areas.
· Poor quality of services and management of resources such as vaccine, data and logistics (cold chain) management to ake programmatic improvements at peripheral levels.  

· It has been difficult for the review team to come up with reasonable national immunization coverage rates for EPI antigens due to lack of clarity concerning the proportion of the target population to be used. Following the 2000 census, the Ghana Statistical Services revised the former proportion of children <1 year from 4% to 2.8%. There is consensus among programme managers that this new rate is too low, and eventually will affect planning and monitoring of programmes. This change has resulted in a sharp increase of reported vaccination coverage rates throughout the country.
(COPY OF FULL REPORT ENCLOSED)
3.2   EPI COVERAGE SURVEY (See Page 9 Section 1.1.3.1 for summary: Copy of report enclosed)

3.3  EPI SYSTEM-WIDE BARRIER STUDY (See Page 11 Section 1.1.3.2 for summary: Copy of report enclosed)
3.4    HIB IMPACT STUDY(See Page 13 Section 1.1.3.3 for summary: Copy of report enclosed)
4.    PROGRAMME SUPPORT

4.1 Supportive supervision

Supervision was intensified at the national level to region and district levels for both EPI and Surveillance activities. Any opportunity in the region or district was used to provide technical support at that level. 

4.2 Linking services with communities.

Community mobilization and education activities have been well organized at the district and sub-district levels most especially during the 4 round nationwide NID programme and TT SIAs in the country. There are community based volunteers who are very much involved in the AFP and measles investigation programmes in all districts. 

4.3 Monitoring for Action

Monthly monitoring of district activities has been very encouraging for coverage, wastage, vaccine stock and drop out rates. These form the basis for most of the visits to the district for supportive supervision. Feedback is provided and also discussed at managers quarterly review meetings.

            Four (4) EPI/Surveillance managers meetings were held in the year. Through monitoring, review and feedback to districts on monthly reports,        

            timeliness of reporting has improved to 85% and completeness as at end of the year is 100%.
 


1.1.3 Immunization Data Quality Audit (DQA) (If it has been implemented in your country)
Has a plan of action to improve the reporting system based on the recommendations from the DQA been prepared?

If yes, please attach the plan.

[image: image4.emf]FormulaFor 2006

A

Infants vaccinated/to be vaccinated with 

1st dose of …………  (new vaccine)*769,920

B

Percentage of vaccines requested from 

The Vaccine Fund taking into 

consideration the Financial 

Sustainability Plan%55%

C

Number of doses per child3

D

Number of doses A x Bx C1,270,368

E

Estimated wastage factor(see list in table 3)1.11

F

Number of doses (incl. Wastage)A x C x E x B/1001,410,108

G

Vaccines buffer stockF x 0.25352,527

H

Anticipated vaccines in stock at start of 

year 2006 (including balance of buffer 

stock)

I

Total vaccine doses requestedF + G - H1,762,636

J

Number of doses per vial2

K

Number of AD syringes (+10% wastage)

( D + G – H )  x 1.11

1,801,414

L

Reconstitution syringes(+10% wastage)

I / J x 1.11

978,263

M

Total safety boxes (+10% of extra need)

( K + L ) / 100  x 1.11

30,854

[image: image5.emf]FormulaFor 2006

A

Infants vaccinated/to be vaccinated with 

1st dose of …………  (new vaccine)*721,800

B

Percentage of vaccines requested from 

The Vaccine Fund taking into 

consideration the Financial 

Sustainability Plan%55%

C

Number of doses per child1

D

Number of doses A x Bx C396,990

E

Estimated wastage factor(see list in table 3)1.33

F

Number of doses (incl. Wastage)A x C x E x B/100527,997

G

Vaccines buffer stockF x 0.25131,999

H

Anticipated vaccines in stock at start of year 

2006 (including balance of buffer stock)

I

Total vaccine doses requestedF + G - H659,996

J

Number of doses per vial10

K

Number of AD syringes (+10% wastage)

( D + G – H )  x 1.11

587,178

L

Reconstitution syringes(+10% wastage)

I / J x 1.11

73,260

M

Total safety boxes (+10% of extra need)

( K + L ) / 100  x 1.11

7,331







YES                              NO              

 If yes, please report on the degree of its implementation.

	Data Quality Audit was conducted in 2002.

A  Verification factor of 0.872 was recorded. This suggests that the quality and reliability of the EPI data management process in the country is 87.2%.

Despite the achievement of 87.2% data quality and reliability, the team identified some weaknesses in data management system and we continued to address them with the following strategies: 

· Data management training at all levels)

· Regular review, monitoring and verification of district/sub-district data (Region & national)

· Use of common denominator of 4% as best estimate for target group 0 – 11 months at all levels.


Please attach the minutes of the ICC meeting where the plan of action for the DQA was discussed and endorsed by the ICC. 

      Please report on studies conducted regarding EPI issues during 2004 (for example, coverage surveys).

	1.1.3.1  REPORT ON 2004 EPI COVERAGE SURVEY

All the 110 districts in Ghana undertook EPI cluster sampling survey simultaneously in Ghana in Feb 2004.   The objective of the survey is to generate information on the coverage, quality, and impact as well as reasons for failure of immunization services in Ghana.  The study also determined the rate of bed net use in under fives the night before the survey and Injection waste management.

Each district selected 30 clusters within which 10 randomly selected appropriate respondents each were interviewed for the child immunization and TT surveys.  This was done to attain a precision level of ( 5% and a design effect of 2 and at a confidence level of 95%.

The regional median values of children fully immunized by the age of one year with valid doses of all the required antigens ranged from 63.7% in Greater Accra Region (Urban) to 11.8% in Upper East Region (rural).  The rate of valid penta 3 coverage (a proxy indicator of EPI Coverage) ranged from 83.7% in Greater Accra Region to 40% in the Northern Region.

Regional median Drop Out Rates (Penta 1 – 3), ranged from 4% in the GAR to 30.4% in the UER. The acceptable limits of the Penta1-3 DOR is 10% or less.  This indicator measures service utilization and quality of services.  The reasons for failure of immunization were obstacles (60.9%), lack of information (28.5%), and lack of motivation (10.6%). 

Access to immunization services, as measured by Penta1 coverage, is generally good.  The median VPenta1 coverage rates ranged from 68.3% in the Northern Region to 87.4% in the Greater Accra Region.

Card conservation rates for TT immunization were low in all regions (lowest in GAR where PCAB were very low as well).

Pre natal care coverage rates were generally high but missed opportunities and low card conservation rates compromised the rates of children protected at birth from neonatal tetanus.

The regional median PCAB rates ranged from a low 6.7% in Greater Accra Region to 27% in the Western Region.

Bed net use in children less than 5 years of age the night before the survey was low and very far from the 2010 target of 70% for the Roll Back Malaria.   The regional median rates ranged from 3.8% to 7.4%.  The UWR median Bed net use rate of 28.1% is an “outlier” and probably explained by the bed net distribution in the region (specifically in Lawra District) during the December 2002 measles campaign.

Only 8.8% of facilities visited during the survey had no Safety box in stock.  About 77% of the sites visited had a safety box at the site of Injection activity and less than 9% had sharps thrown around the Health facility or the Injection site.  The most common method of Injection waste disposal is burning the waste in a pit.

Following these findings, the following conclusions and recommendations were made:
·  A key challenge confronting EPI services in the Ghana is Low Service Utilization.  The factors underlying the low service utilization may be categorized as supply (service) and demand (client/community) factors.  Some of these underlying factors have been shown by the “reasons for failure” mentioned earlier.  Behaviour change communication should be strengthened nationwide.  Regional Officers should examine the “reasons of failure” in their regions and address them. Service factors such as service quality and systemic factors such as supervision and monitoring should be strengthened.

· Data quality, evidenced by the wide disparity between administrative and survey data, is a major challenge in all the regions but more acute in the three northern regions and the Central Regions. Were immunized children aged more than 11 months being added to the numerator? Inaccurate denominators may also be a contributory factor. It is recommended that the target for EPI (0-11mnth) be 4% of total population instead of the 2.8%. 

· Utilization of services and quality of services is a major problem.  The program should focus on addressing quality issues by considering both the demand and supply dimensions of quality and utilization. Key issues on the supply side to be considered are manpower (numbers and technical quality), staff client relationship, transport, supervision, and the issue of sub district level activity financing.   Behaviour Change Communication (BCC) will address most demand issues.

· Non-familiarity with the Immunization schedule and the lack of understanding of the concept of “Validity” of doses leads to the administration of invalid doses and lack of protection of the vaccinated children and pregnant women.   Training, job aids, and supervision will address this competency gap.

· Card conservation is important in evaluating program implementation and output.  Education of mothers and caretakers on the need to conserve both Infant Immunization and TT cards should be strengthened. 

· Training of the Sub districts on field operations using the EPI Field Guide will improve the quality of service delivery.  This strategy is key in the short and medium term.

· BED NET use in under fives the previous night before the survey is far from the roll back malaria 2010 target. Innovative ways should be explored to make the nets available and affordable to under fives in the country.  Operations Research will be helpful in this direction.

Finally regional plans for 2005 should be informed by region specific strategies designed to address these performance and competency gaps.

COPY OF EPI COVERAGE SURVEY REPORT ENCLOSED

1.1.3.2    Addressing System wide Barriers to immunisation - Ghana Country report

                     ( conducted with the support of GAVI (please copy of report is enclosed.)
The GAVI Board decided in December 2003 that efforts to address system-wide barriers to immunization should be a work plan priority for the GAVI alliance in 2004-05. The principal approaches are to seek alignment at global level of key health sector development partners, promote alignment across global initiatives that face similar barriers, and work with selected countries to find the best options where the GAVI alliance can add value over and beyond the work of individual partners. Such efforts can facilitate sustainable scaling-up not only of immunization but also of other essential services that face similar barriers and contribute towards the achievement of the Millennium Development Goals (MDG). The GAVI partnership can contribute to broader development efforts by strengthening health system perspectives in immunization programs, supporting pathfinder and harmonization activities and documenting practical efforts in a set of Vaccine Fund eligible countries.

System wide barriers are in this process defined as factors outside of the immunization program that negatively affect the management and delivery of services and reduce program performance. System wide barriers will typically hamper several or all programs. System barriers include so-called bottlenecks and management inefficiencies.

The rapid assessment of system wide barriers to immunization was conducted in Ghana and other countries as part of the GAVI work-plan for 2004-2005. Efforts in the rapid assessment focused on identifying and documenting good country practices related to reducing system wide barriers to immunisation and identifying barriers amenable to focused efforts in 2004-05. A major principle was to build on and add value to on-going processes and activities already underway in Ghana. 

The objectives of the rapid assessment and planning mission were to:

· Identify system wide barriers with a significant impact on immunization, as well as successful approaches and good practices

· Map on-going processes and plans that already are underway to address these barriers

· Reach consensus as to which barriers are most amenable to action over a 12-18 months timeframe.

· Prepare a plan to alleviate identified barriers, and incorporate these into existing plans and processes

· Prepare a plan to document good practices and on-going and additional efforts to alleviate barriers

Methods

An assessment guide and tools developed by the Centre for health and Social Development (HeSo) were revised and adapted by assessment team to suit the Ghanaian situation.

The Health Research Unit of the Ghana Health Service together with the other partners (PPME, MOH, EPI) were involved in documenting the different phases of the process: how barriers were identified, ongoing processes in relation to these barriers. Barriers, which have been successfully overcome in the past, were also documented. 

The plan for action to overcome identified system wide barriers is based on two main strategies:

a. Advocacy through existing mechanisms: presentations will be made at meetings such as the health partners’ forum and the Senior Managers meetings. This will compliment exiting initiatives.

b. Using the EPI programme as a pathfinder to: 

- Develop capacity for data management and use to improve the information management system

- Strengthen supportive supervision to improve upon the human resource capacity

- Scale up systems for involving volunteers and civil society organisations

- Facilitate strategies for private sector participation in EPI delivery
Conclusions

The rapid assessment has facilitated the identification of system wide barriers to immunisation and documentation of good practices related to reducing these system wide barriers in Ghana. A plan for action to overcome these barriers has been developed based on the principle of building on and adding value to on-going processes and activities already underway in Ghana. We have identified and prioritized barriers amenable to focused efforts in 2004-05. 

The assessment team is very thankful for the process, which identified the system barriers and looks forward to the continued support of the GAVI to EPI in Ghana
Way Forward.
The Ghana EPI has been given an initial amount of $25,000 to address some of the barriers. We are looking forward to an additional $25,000 support to continue with our activities aimed at addressing the barriers
1.1.3.3   Redefining GAVI Hib Strategy - The Country Consultation Process, Ghana, September 28 - October 9, 2004

INTRODUCTION

Decision making on the introduction of Hib vaccine in prospective countries has been complicated by an unclear disease burden, limited availability of the desired products, and unclear prospects of sustainable financing. In July 2004 the GAVI Board has therefore commissioned a study to support country efforts to make evidence based decisions on the introduction of the Hib vaccine. 

The objective of the study is to assess information and technical support requirements, in order to give guidance for decision making and monitoring of the key pre- and post-introduction issues of Hib vaccine. The information will be used to determine appropriate actions that GAVI partners should take in order to help countries make informed decisions regarding the use if Hib vaccine in the future:

· on how to best support vaccine introduction 

· on how to support the sustainability of Hib immunisation programmes

· on how to improve existing Hib programmes based on lessons-learned

· and on key financial information that is required in support of sustainable Hib immunisation programmes.

GAVI commissioned Euro Health Group to undertake a Country Consultation Process (CCP) to obtain the required information described.

LESSONS LEARNED

The four most important lessons:

· More solid information on the burden of disease is required, especially pre- vaccine introduction in order to do base-line studies on impact. 

· It would have been useful to make costs and financing key issues from the beginning. MoF is a key player that should have been included in early decision making. Commitment from MoF at an early stage - taken the initial conditions for decision into consideration - can prove evident for sustainability later on.  

· Promotion and public education was a very important aspect of Hib introduction. 

· ICC should have been installed as a SWAp subcommittee (as is the case with the Global Fund (CCM) and Guinea Worm Eradication).

OUTLOOK

To ensure long life expectancy of a Hib vaccine program the lesson learned from Ghana highlights the importance of various preparatory steps and actions taken before introduction of Hib vaccine. Of particular significance is the ability to monitor and evaluate (M&E) program impact. In the case of Ghana this is not possible posing a potential threat to the sustainability of the program. It is not a coincidence that the key players most concerned for the lack of baseline data pre- and post vaccine introduction also were advocating for the grant period extension from 5-10 years due to sustainability concerns. Failure of the Hib vaccine programme can only occur if funding fails - the country is capable to solve all programmatic issues.
Since the vaccine is regarded relatively expensive it was perceived by several key respondents that the vaccine would not have been introduced if GAVI did not provide the financial support. Also the GAVI grant time limit was widely perceived as a soft finance constraint in the sense that GAVI probably would prolong its financial support after grant termination. If the understanding of the grant limitation had been perceived as a hard finance constraint this would probably have led to actions different from the experienced in the initial phase of decision making, such as inclusion of MoF. The understanding of the implied grant requirement of providing alternative funding sources came first in connection with the development of the FSP. In order to ensure a solid basis for national ownership of the Hib vaccine program in Ghana - and elsewhere - a sharper GAVI profile on grant conditions would have been warranted. In that respect the FSP worked effectively as a red light indicator for ensuring future finance sources. However, the issue of gradually take over of financial responsibility by domestic finance sources should have been addressed much before in the process, preferably at the stage of decision making.  

Additional it is important that GAVI provide information on how vaccine markets works. Especially information on uncertainty factors related to vaccine price development and vaccine supply is warranted.  

Finally, for countries considering introduction of Hib vaccine GAVI should provide information on alternative vaccines that are in the pipeline as for example the vaccines against pneumococcal and rotavirus. In the case of Ghana, the gradual take over of financial responsibility of the relative costly Hib vaccine program are anticipated to potentially inhibit introduction of new vaccines. Vaccines against pneumococcal and rotavirus would potentially have been preferred to Hib vaccine if available at the same time. 




1.2 GAVI/Vaccine Fund New & Under-used Vaccines Support

1.2.1
Receipt of new and under-used vaccines during 2004


Start of vaccinations with the new and under-used vaccine:           MONTH…JANUARY…..           YEAR……2002….

Please report on receipt of vaccines provided by GAVI/VF, including problems encountered.-2004
	Vaccine
	Schedule Delivery Month 
	Date received
	Quantity Received (doses)

	DPT-HepB+Hib
	2003 December
	29th December, 2003
	479,600

	DPT-HepB+Hib
	2004 April
	3rd May, 2004
	799,800

	DPT-HepB+Hib
	2004 September
	7th September, 2004
	368,600

	Yellow Fever
	2004 January
	10th Feb, 2004
	535,400

	Yellow Fever
	2004 June
	15th Sept 2004
	370,500

	AD Syringes
	2003 December
	12th Dec, 2003
	1,5294,00

	AD Syringes
	2004 April
	25th March 2004
	871,800

	Reconstitution Syringes for DPT-HepB+Hib
	2003 December
	21st November, 2003
	616,000

	Reconstitution Syringes for DPT-HepB+Hib
	2004 April
	8th April, 2004
	376,800

	Reconstitution Syringes for Yellow Fever
	2003 December
	21st November, 2003
	51,200

	Reconstitution Syringes for Yellow Fever
	2004 April
	8th April, 2004
	28,800

	Safety Boxes
	2003 December
	21st November, 2003
	23,025

	Safety Boxes
	2004 April
	8th April, 2004
	15,550


No problems were encountered

1.2.2
Major activities

Please outline major activities that have been or will be undertaken, in relation to, introduction, phasing-in, service strengthening, etc. and report on problems encountered.

	Major activities undertaken included:

1. Supportive supervision to regions and districts

2. Targeted support to poor performing districts

3. Monitoring and feedback to regions and districts

4. Ensuring availability of vaccines throughout the year – supply to regions every quarter

5. EPI REVIEW; EPI SYSTEM-WIDE BARRIER STUDY, EPI COVERAGE SURVEY

6. Training and reviews every quarter

KEY CHALLENGES 

· Vaccine and Data management – Regions and districts still need support

· Emphasis on quality coverage of children under one 

· Emphasis on AEFI reporting  

· Routine support visits to low performing districts

· Vaccine accountability

· Inclusion of new districts – provision of fridges and freezers to new districts as well as computers and motorbikes.



1.2.3
Use of GAVI/The Vaccine Fund financial support (US$100,000) for the introduction of the new vaccine

Please report on the proportion of 100,000 US$ used, activities undertaken, and problems encountered such as delay in availability of funds for programme use.

	Not applicable



1.3 Injection Safety
1.3.1
Receipt of injection safety support

Please report on receipt of injection safety support provided by GAVI/VF, including problems encountered 

Total amount received (2003-2004) is $553,800 with breakdown as follows:

AMOUNT RECEIVED IN 2003 = $273,800

AMOUNT RECEIVED IN 2004 = $280,000
An amount of $148,695.39 has been spent (see table below) with a remaining balance of $405,104.61

	   ITEM
	COST

	Manufacture of Chimneys
	$18,101.77

	Operation of Incinerator
	$1,325.08

	Automatic Changeover switch for Generator
	$2,868.39

	Sheds for 110 Demonfort Incinerator
	$126,400.14

	TOTAL
	$148,695.39


1.3.2 Progress of transition plan for safe injections and safe management of sharps waste.

 Please report problems encountered during the implementation of the transitional plan for safe injection and sharp waste

	Upcoming end of GAVI/Vaccine Fund Injection Safety Support – plan to replace GAVI support

Three years ago Ghana applied for and received approval  for cash support for injection safety equipment
The funds were meant for the provision of auto-disable syringes, re-constitution syringes and safety boxes. However the Government was already providing funds for the auto-disable syringes, re-constitution syringes and safety boxes. Thus we decided to use the funds to construct incinerators in all the districts in the country as well as in the big health centres. To date every district in the country has at least one incinerator and during the Injection Safety Assessment in 2003, 100% of health facilities were found to be disposing of syringes and needles properly. This was confirmed by the EPI Assessment in 2004. This collaboration has definitely been successful and effective and has significantly raised the quality and the impact of immunization services in Ghana. 

2005 will mark the end of the three-year support for injection safety granted by GAVI/Vaccine Fund. How will the country progress after wards?  . Ghana has a common basket mechanism for funding the health system. This pools the support from various partners together and allocation is made to all levels of the health sector. Commodities like vaccines and related logistics which are used by districts throughout the country are catered for through a “ring-fencing” mechanism, where the funds for buying the commodities are set aside before allocation. Through this mechanism we have not run short of vaccines or syringes/needles. We shall continue to procure injection safety items through this mechanism. 

We currently have a balance of $405,104.61 and expect to receive the 2005 support. We shall continue to build incinerators especially in the 28 newly created districts. We shall also continue to train and support the district staff to use the incinerators in order to derive the maximum benefits. The Institutional Care Division of the Ghana Health Service, which contributes 95% of Injection waste as opposed to 5% by EPI is seriously taking up the issue of injection waste management in collaboration with the Ministry of Local Government. The EPI initiative has certainly been a pace setter in the drive to make our country safe from injections.

We are grateful to GAVI/VF for the  support which has catalysed our desire for safety of  our immunization programme and guarantee of a better future for the children in Ghana. We look forward to support which will help dispose of  injection safety materials in an environmentally friendly way. 


Please report on the progress based on the indicators chosen by your country in the proposal for GAVI/VF support.

	Indicators
	Targets
	Achievements
	Constraints
	Updated targets

	· Proportion of health facilities disposing of needles and syringes properly

· Proportion districts reporting shortages of AD syringes during the year

· Proportion of districts reporting of shortage of safety boxes during the year

· Proportion district reporting on AEFI (including zero reporting)


	30% (2003)

10% (2003)

10% (2003)

30% (2003)
	· Out of the 192 health facility waste disposal sites in 48 districts inspected during supportive supervision, 105 (55%) were disposing waste properly

· Nil (0%). All districts had sufficient supplies in 2004.

· Nil (0%). All districts had sufficient supplies in 2004

40 districts (36%) reported on AEFI
	In ability to construct new incinerators at selected health facilities as planned due to lack of refractory materials.

Nil

Nil

Non reporting from districts. (does this mean that no AEFI was reported?
	≥ 65% (2005)

≤ 10% (2005)

≤ 10% (2005)

≥ 70% (2005)




1.3.3
Statement on use of GAVI/The Vaccine Fund injection safety support (if received in the form of a cash contribution)

The following major areas of activities have been funded (specify the amount) with the GAVI/The Vaccine Fund injection safety support in the past year:

	The Recommendations from the assessment report in 2004 for the modification of all the 110 de monfort incinerators at the district centres was implemented. There was constructional work on the incinerators in all the districts to provide shelter to protect it from rain and store house for the waste containers.
Contact was made with manufacturing companies for supply of refractory materials locally. The Centre Scientific and Industrial Research (CSIR) was given the opportunity to supply the bricks. Initial supplies from CSIR have been used to construct a model incinerator at Mampong Hospital in the Akwapim South district in the Eastern region. This is being examined after which more will be constructed in the  28 new districts and selected health centres.
We received the Injection safety support in the form of cash and decided to use the fund for the construction of incinerators in all the districts of the country. Total amount received (2003-2004) is $553,800 with breakdown as follows:

AMOUNT RECEIVED IN 2003 = $273,800

AMOUNT RECEIVED IN 2004 = $280,000
An amount of $148,695.39 has been spent (see table below) with a remaining balance of $405,104.61



2.  
Financial sustainability
Inception Report:
Outline timetable and process for the development of a financial sustainability plan . Describe assistance that may be needed for developing a financial sustainability plan.

First Annual Progress Report: 
Submit completed financial sustainability plan by given deadline. Describe major strategies for improving financial sustainability.

	Not applicable



Subsequent Progress Reports:
According to current GAVI rules, support for new and under-used vaccines is covering the total quantity required to meet country targets (assumed to be equal to DTP3 targets) over a five year period (100% x 5 years = 500%).  If the requested amount of new vaccines does not target the full country in a given year (for example, a phasing in of 25%), the country is allowed to request the remaining (in that same example: 75%) in a later year.  In an attempt to help countries find sources of funding in order to attain financial sustainability by slowly phasing out GAVI/VF support, they are encouraged to begin contributing a portion of the vaccine quantity required.  Therefore, GAVI/VF support can be spread out over a maximum of ten years after the initial approval, but will not exceed the 500% limit (see figure 4 in the GAVI Handbook for further clarification).  In table 2.1, specify the annual proportion of five year GAVI/VF support for new vaccines that is planned to be spread-out over a maximum of ten years and co-funded with other sources. Please add the three rows (Proportion funded by GAVI/VF (%), Proportion funded by the Government and other sources (%), Total funding for ………….  (new vaccine)) for each new vaccine. 
	Table 2.1: Sources (planned) of financing of new vaccine …………………… (specify)

	Proportion of vaccines supported by *
	Annual proportion of vaccines

	
	2002
	2003
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011

	A: Proportion funded by GAVI/VF (%)***
	100
	85
	75
	65
	55
	45
	30
	20
	15
	10

	 B: Proportion funded by the Government and other sources (%)
	0
	15
	25
	35
	45
	55
	70
	80
	85
	90

	 C: Total funding for ………….  (new vaccine) 
	
	
	
	
	
	
	
	
	
	


* Percentage of DTP3 coverage (or measles coverage in case of Yellow Fever) that is target for vaccination with a new and under-used vaccine. 
** The first year should be the year of GAVI/VF new vaccine introduction
*** Row A should total 500% at the end of GAVI/VF support
In table 2.2 below, describe progress made against major financial sustainability strategies and corresponding indicators. 

Table 2.2:
Progress against major financial sustainability strategies and corresponding indicators

The major progress made in the Ghana FSP is the attainment of the target to be met by government in the procurement of new vaccines. In 2004 the Ghana Government contributed 25% of the new vaccine requirement as stated in the FSP. There has been some improvements in the timely disbursement of funds to the district level. By April 2004 about 85% of expected funds (non wage recurrent) to the districts have been disbursed.

The data available from our recent review shows that government and Health partners released more funds than budgeted for. However the amount disbursed to BMCs at the districts levels fell short of expectation. This is  so because some centrally procured goods and services that benefits the districts (e.g. vaccines) were not factored in this equation. This amount of 73% as stated ion the table below represents actual cash flow to the districts from the health fund. 

Not much has improved on the cost of transaction (disbursing and processing funds) as this is a more wider government accounting procedural issue and goes beyond the health sector.

The table below summarize progress with the set of activities developed in the FSP and our selected indicators for monitoring the FSP.

Table 2.2:
Progress against major financial sustainability strategies and corresponding indicators
	Financial Sustainability Strategy
	Specific Actions Taken  Towards Achieving Strategy
	Progress Achieved  
	Problems Encountered
	Baseline Value of Progress Indicator
	Current Value of Progress Indicator
	Proposed Changes To Financial Sustainability Strategy

	Initiate dialogue with MoF on sustainable real increase in health sector share of GDP 
	This is now institutionalised
	Government has shown commitment
	No real significant increase due to inadequate government revenue
	See tables 2.2.1 and 2.2.2 below
	See tables 2.2.1 and 2.2.2 below
	We propose that this indicator measure the real increase since the discussions has been institutionalised

	Ensure that immunisation (including) cost of vaccines forms part of the PRS plan and indicators.
	This has been included in both documents
	Strategy achieved
	N/A
	Was part of a separate plan
	Integrated into main plans
	Should be removed

	Ensure that cost of vaccines are part of the MoH procurement plan each year

	This has been part since 2002
	Strategy fully achieved
	No problems encountered
	n/a
	n/a
	Should be removed

	Improve on timely disbursement of funds to sub national levels
	Discussions with health partners during quarterly business meetings
	Partners has responded positively
	No problems encountered
	n/a
	n/a
	Should remain with its indicator of % funds disbursed on time

	Provide timely cash flow plans to Government and donors to ensure timely disbursement of funds
	Through government financial management reforms this is enshrined in government procedures for disbursement
	achieved
	No problems encountered
	n/a
	n/a
	Should be removed

	Discuss with donors possibility of pre-financing the health budget (especially early procurement of vaccines)
	This has been achieved as part of MoH budget management
	Strategy fully achieved
	None
	n/a
	n/a
	

	Reduce vaccine wastage levels
	
	
	
	
	
	

	Strengthen capacity (training) at sub national levels to enhance efficiency in management of vaccines
	Regions have been encouraged to spend more on capacity building and training
	Positive response with increase in training expenditure
	Lack of personnel available to be trained
	
	
	

	Increase supervision from national and regional levels
	National, Regions and district encouraged to increase monitoring through planning periods. Enforced by improved institution of performance contracting process
	Monitoring increased
	Feedback mechanisms to districts not effective
	
	
	


Table 2.2.1   INDICATORS FOR MONITORING FSP ACTIVITIES

	Monitoring Indicator
	2001
	2002
	2003
	2004

	% MoH as share of GDP
	
	10
	12
	12

	% MoH budget to District Level
	
	
	56
	37.9

	Vaccine costs included in procurement plan
	Yes
	Yes
	Yes
	Yes

	% of funds (GoG/HF) disbursed timely
	
	30
	20
	90

	% of funds received on time from GoG/HF
	
	60
	75
	87

	Availability of funds for procurement of vaccine for proceeding year
	Yes
	Yes
	Yes
	Yes

	% reduction in vaccine wastage by antigen :
	
	
	
	

	BCG
	
	44%
	40%
	40

	MEASLES
	
	34%
	26%
	33

	DPTHepBHib
	
	7%
	3%
	5

	Yellow Fever
	
	44%
	39%
	32

	TT
	
	12%
	15%
	42

	OPV
	
	17%
	12%
	12


	Non Staff Recurrent
	2000
	2001
	2002
	2003
	2004

	% GoG Disbursed
	65%
	75%
	80%
	85
	85

	% DPF Disbursed
	80%
	80%
	90%
	73
	100


Table 2.2. 2  FSP MONITORING INDICATORS

	Dimension of Financial Sustain-ability
	Indicator
	2000
	2002
	2003
	2004

	Self-sufficiency 
	%MOH Share of GDP
	8
	10
	12
	12

	 Efficient Use of Resources
	Trends in wastage rates over time, by antigen, particularly for OPV, DTP and TT which can be reused 
	
	
	
	

	
	OPV
	
	17%
	12%
	12%

	
	DPTHepBHib
	
	7%
	3%
	5%

	
	TT
	
	12%
	15%
	42%


3.  
Request for new and under-used vaccines for year 2006
Section 3 is related to the request for new and under used vaccines and injection safety for 2006.

3.1.     Up-dated immunization targets

     Confirm/update basic data approved with country application: figures are expected to be consistent with those reported in the WHO/UNICEF Joint    

     Reporting Forms.  Any changes and/or discrepancies MUST be justified in the space provided (page 25). Targets for future years MUST be provided. 

	Table 3 : Update of immunization achievements and annual targets

	Number of
	Achievements and targets

	
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011
	2012

	DENOMINATORS
	
	
	
	
	
	
	
	
	

	Births
	809,707
	829,949
	849,830
	870,026
	891,246
	  912,983 
	    935,251 
	  958,062 
	  981,429 

	Infants’ deaths
	45,525
	46,663
	47,830
	49,026
	50,222
	    51,448 
	      52,703 
	    53,989 
	    55,306 

	Surviving infants
	764,182
	783,286
	802,000
	821,000
	841,024
	  861,536 
	    882,548 
	  904,073 
	  926,123 

	Infants vaccinated in 2004 (JRF) / to be vaccinated in 2005 and beyond with 1st dose of DTP (DTP1)*
	
	
	
	
	
	
	
	
	

	Infants vaccinated 2004 (JRF) / to be vaccinated in 2005 and beyond with 3rd dose of DTP (DTP3)*
	
	
	
	
	
	
	
	
	

	NEW VACCINES **
	
	
	
	
	
	
	
	
	

	Infants vaccinated 2004 (JRF) / to be vaccinated in 2005 and beyond with 1st dose of DTP (DTPHepBHib1)* …......... (new vaccine)
	694,651
	    751,955 
	  769,920 
	      788,160 
	  807,383 
	  827,074 
	    847,246 
	  867,910 
	  889,078 

	Infants vaccinated 2004 (JRF) / to be vaccinated in 2005 and beyond with 3rd dose of DTPHepBHib ( new vaccine) 
	637,881
	    735,171 
	  753,880 
	      771,740 
	  790,562 
	  809,844 
	    829,595 
	  849,829 
	  870,555 

	Wastage rate in 2004 and plan for 2005 beyond*** DTPHepBHib ( new vaccine)
	5%
	5%
	5%
	5%
	5%
	5%
	5%
	5%
	5%

	Infants vaccinated / to be vaccinated with  Yellow Fever 
	638,603
	690,154
	721,800
	771,740
	790,562
	  809,844 
	    829,595 
	  849,829 
	  870,555 

	Number of
	Achievements and targets

	
	2004
	2005
	2006
	2007
	2008
	2009
	2010
	2011
	2012

	Wastage rate of  *** Yellow Fever 
	32%
	32%
	32%
	32%
	32%
	32%
	32%
	32%
	32%

	INJECTION SAFETY****
	
	
	
	
	
	
	
	
	

	Pregnant women vaccinated in 2004 (JRF) / to be vaccinated in 2005 and beyond with TT2
	523,330
	    829,949 
	  849,830 
	      870,026 
	  891,246 
	  912,983 
	    935,251 
	  958,062 
	  981,429 

	Infants vaccinated in 2004 (JRF) / to be vaccinated in 2005 and beyond with BCG *
	775,115
	    829,949 
	  849,830 
	      870,026 
	  891,246 
	  912,983 
	    935,251 
	  958,062 
	  981,429 

	Infants vaccinated in 2004 (JRF) / to be vaccinated in 2005 and beyond with Measles *
	660,776
	    783,286 
	  802,000 
	      821,000 
	  841,024 
	  861,536 
	    882,548 
	  904,073 
	  926,123 


* Indicate actual number of children vaccinated in 2004 and updated targets (with either DTP alone or combined)

** Use 3 rows (as indicated under the heading NEW VACCINES) for every new vaccine introduced

*** Indicate actual wastage rate obtained in past years                      **** Insert any row as necessary

Please provide justification on changes to baseline, targets, wastage rate, vaccine presentation, etc. from the previously approved plan, and on reported figures which differ from those reported in the WHO/UNICEF Joint Reporting Form in the space provided below. 

	As for 2003 there is no change to our baseline targets despite our inability to reach our set targets. This is because we had problems with a low denominator which made monitoring for action ineffective. As we have resolved the issue we are now seeing improvements in coverages and we are confident that once  the necessary challenge can now be posed to low performing districts with appropriate support we can improve our coverages.. 

We also recognize the need to improve our routine performance especially OPV3 as part of efforts towards the eradication of poliomyelitis. Moreover we believe that if we improve on our routine immunization then there will be no need for campaigns which are burdensome to our staff on the ground.


3.2
Availability of revised request for new vaccine (to be shared with UNICEF Supply Division) for 2006 
 In case you are changing the presentation of the vaccine, or increasing your request; please indicate below if UNICEF Supply Division has assured the availability of the new quantity/presentation of supply.  

	This is in line with our procurement plan and has been agreed on with UNICEF.


Table 4: Estimated number of doses of …DPTHepBHib… vaccine (specify for one presentation only): Please repeat this table for any other vaccine presentation requested from 

GAVI/The Vaccine Fund

[image: image6.emf]FormulaFor 2006

A

Infants vaccinated/to be vaccinated with 

1st dose of …………  (new vaccine)*769,920

B

Percentage of vaccines requested from 

The Vaccine Fund taking into 

consideration the Financial 

Sustainability Plan%55%

C

Number of doses per child3

D

Number of doses A x Bx C1,270,368

E

Estimated wastage factor(see list in table 3)1.11

F

Number of doses (incl. Wastage)A x C x E x B/1001,410,108

G

Vaccines buffer stockF x 0.25352,527

H

Anticipated vaccines in stock at start of 

year 2006 (including balance of buffer 

stock)

I

Total vaccine doses requestedF + G - H1,762,636

J

Number of doses per vial2

K

Number of AD syringes (+10% wastage)

( D + G – H )  x 1.11

1,801,414

L

Reconstitution syringes(+10% wastage)

I / J x 1.11

978,263

M

Total safety boxes (+10% of extra need)

( K + L ) / 100  x 1.11

30,854

[image: image7.emf]FormulaFor 2006

A

Infants vaccinated/to be vaccinated with 

1st dose of …………  (new vaccine)*721,800

B

Percentage of vaccines requested from 

The Vaccine Fund taking into 

consideration the Financial 

Sustainability Plan%55%

C

Number of doses per child1

D

Number of doses A x Bx C396,990

E

Estimated wastage factor(see list in table 3)1.33

F

Number of doses (incl. Wastage)A x C x E x B/100527,997

G

Vaccines buffer stockF x 0.25131,999

H

Anticipated vaccines in stock at start of year 

2006 (including balance of buffer stock)

I

Total vaccine doses requestedF + G - H659,996

J

Number of doses per vial10

K

Number of AD syringes (+10% wastage)

( D + G – H )  x 1.11

587,178

L

Reconstitution syringes(+10% wastage)

I / J x 1.11

73,260

M

Total safety boxes (+10% of extra need)

( K + L ) / 100  x 1.11

7,331




*Please report the same figure as in table 3.
Table 5: Wastage rates and factors

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

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


Table 5: Estimated number of doses of …YELLOW FEVER… vaccine (specify for one presentation only): Please repeat this table for any other vaccine presentation requested from 

GAVI/The Vaccine Fund



*Please report the same figure as in table 3.
Table 5: Wastage rates and factors

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

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


3.3
Confirmed/revised request for injection safety support for the years 2006 -2007     (NOT APPLICABLE)
Table 6: Estimated supplies for safety of vaccination for the next two years with …… (Use one table for each vaccine BCG, DTP, measles and TT, and number them from 4 to 8)


[image: image1.emf]FormulaFor 2006For 2007

A

Target if children for ….. Vaccination (for TT:  target of 

pregnant women) 1#

B

Number of doses per child (for TT:  target of pregnant 

women)#

C

Number of ….dosesA x B

D

AD syringes (+10% wastage)C x 1.11

E

AD syringes buffer stock 2D x 0.25

F

Total AD syringesD + E

G

Number of doses per vial#

H

Vaccine wastage factor 4Either 2 or 1.6

I

Number of reconstitution syringes (+10% wastage) 3C x H X 1.11/G

J

Number of safety boxes (+10% of extra need)(F + I) x 1.11/100

1

2

3

4

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 added to 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 reconstitution syringes.  It will be 2 for BCG, 1.6 for measles and 

YF

Only for lyophilized vaccines.  Write zero for other vaccines. 


If quantity of current request differs from the GAVI letter of approval, please present the justification for that difference.

	2005 marks the end of the three year support for Injection safety granted by GAVI/VF, which began in 2003. The table above is therefore not relevant for Ghana.



4. Please report on progress since submission of the last Progress Report based on the indicators selected 
by your country in the proposal for GAVI/VF support
	Indicators
	Targets
	Achievements
	Constraints
	Updated targets

	1.  3rd dose of Pentavalent vaccine coverage

2. Drop out rate Penta 3    

     to Penta 1

3. Districts with Penta 1-3 drop out more than 10%


	1.  80% of districts achieve coverage of more than 80% in 3rd dose of Pentavalent vaccine coverage

Less than 10%

50%
	Coverage

No of districts

2002

2003

2004

>80%

41

53

57
Btn 50-80

68

57

53
<50%

1

0
0
The achievement for 2004 was 8% compared to 7% in 2003 and  8%  achieved in 2002

Districts with drop out rates more than 10% reduced from 44 (40%) in 2003 to 37 (34%) in 2004

In 2002, it was  63 (57%). There is progress.
	There was problems with low denominator after the census, which made coverage estimations ambiguous as they were unduly high. Complacency with performance resulted. The problem  has been resolved now, and we are making progress.

District level staff do not calculate this monthly so that action could be taken promptly. Efforts are being made to train them during supervision and support visits

Poor data analysis at sub-district and district levels
	1.  80% of districts achieve coverage of more than 80% in 3rd dose of Pentavalent vaccine coverage

Less than 10%

30%


5. 
Checklist 

Checklist of completed form:

	Form Requirement:
	Completed
	Comments

	Date of submission
	11/5/2004
	Soft copy sent by mail to GAVI Secretariat; Hard copy posted by DHL.

	Reporting Period (consistent with previous calendar year)
	2004
	

	Table 1 filled-in
	X
	

	DQA reported on
	X
	

	Reported on use of 100,000 US$
	NA
	Already reported on in 2001

	Injection Safety Reported on
	X
	

	FSP Reported on (progress against country FSP indicators)
	X
	

	Table 2 filled-in
	X
	

	New Vaccine Request completed
	X
	

	Revised request for injection safety completed (where applicable)
	NA
	Ghana’s Injection safety support ends in 2005

	ICC minutes attached to the report
	X
	

	Government signatures
	X
	

	ICC endorsed
	X
	


6.  
Comments

      ICC/RWG comments:

	The ICC recognises the progress being made by Ghana in ensuring the purchase of vaccines. However reduction in cost of the Pentavalent vaccine on the global market would boost the ability of the country to sustain the EPI system, the cost of which has increased tremendously with the inclusion of the Pentavalent vaccine. The system wide  barriers to immunization needs to be addressed.
The ICC is concerned about the plateauing of the EPI coverages. Getting resources to the Sub-district level would be a big step in ensuring increase in coverage. The RED strategy needs to be continued and intensified.

	


7.
Signatures
For the Government of ………GHANA by  MR. SAMUEL OWUSU AGYEI………

Signature:
……………………………………………...……………...

Title:   
DEPUTY MINISTER OF HEALTH………
Date:
…9TH MAY 2005……………………………………….………………….

We, the undersigned members of the Inter-Agency Co-ordinating Committee endorse this report. Signature of endorsement of this document does not imply any financial (or legal) commitment on the part of the partner agency or individual. 

Financial accountability forms an integral part of GAVI/The Vaccine Fund monitoring of reporting of country performance.  It is based on the regular government audit requirements as detailed in the Banking form.  The ICC Members confirm that the funds received have been audited and accounted for according to standard government or partner requirements.
	Agency/Organisation
	Name/Title
	Date              Signature
	Agency/Organisation
	Name/Title
	Date              Signature

	GHANA HEALTH SERVICE
	DR. FRANK NYONATOR DIRECTOR  POLICY PPLANING MONITORING AND EVALUATION, 
	10/5/2005
	UNICEF
	DR. ALIU BELLO, HEAD OF HEALTH  SECTION, UNICEF
	10/5/2005

	GHANA HEALTH SERVICE
	DR. HENRIETTA ODOI AGYARKO DEPUTY, DIRECTOR PUBLIC HEALTH
	10/5/2005
	DFID
	AFUA ANSERE,

 HEALTH ADVISOR
	10/5/2005

	GHANA HEALTH SERVICE
	DR. K. O. ANTWI-AGYEI, EPI MANAGER
	10/5/2005
	RED CROSS
	ACHEAMPONG OBEMPONG, EFET COORDINATOR
	10/5/2005

	WORLD HEALTH ORGANIZATION
	DR. MELVILLE GEORGE, COUNTRY REPRESENTATIVE
	10/5/2005
	ROTARY INTERNATIONAL
	WILLIAM KETEKU, CHAIRMAN ROTAR
	10/5/2005

	USAID
	DR. PRADEEP GOEL

MATERNAL AND CHILD HEALTH  ADVISOR


	10/5/2005
	WORLD BANK
	EVELYN AWITTOR, OPERATIONS OFFICER
	10/5/2005


~ End ~   
Partnering with The Vaccine Fund
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Remarks


Phasing: 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


Wastage of vaccines: 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.  


Buffer stock: The buffer stock is recalculated every year as 25% the current


 vaccine requirement


Anticipated vaccines in stock at start of year 2006: It is calculated by 


counting the current balance of vaccines in stock, including the balance of buffer


 stock.  Write zero if all vaccines supplied for the current year (including the 


buffer stock) are expected to be consumed before the start of next year. Countries


with very low or no vaccines in stock must provide an explanation of the use of 


the vaccines.


AD syringes: A wastage factor of 1.11 is applied to the total number


 of vaccine doses requested from the Fund, excluding the wastage of vaccines.


Reconstitution syringes: it applies only for lyophilized vaccines. Write zero


 for other vaccines.


Safety boxes: 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�
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						Formula		For 2006

		A		Infants vaccinated/to be vaccinated with 1st dose of …………  (new vaccine)*				769,920

		B		Percentage of vaccines requested from The Vaccine Fund taking into consideration the Financial Sustainability Plan		%		55%

		C		Number of doses per child				3

		D		Number of doses		A x Bx C		1,270,368

		E		Estimated wastage factor		(see list in table 3)		1.11

		F		Number of doses (incl. Wastage)		A x C x E x B/100		1,410,108

		G		Vaccines buffer stock		F x 0.25		352,527

		H		Anticipated vaccines in stock at start of year 2006 (including balance of buffer stock)				0

		I		Total vaccine doses requested		F + G - H		1,762,636

		J		Number of doses per vial				2

		K		Number of AD syringes (+10% wastage)		( D + G – H )  x 1.11		1,801,414

		L		Reconstitution syringes(+10% wastage)		I / J x 1.11		978,263

		M		Total safety boxes (+10% of extra need)		( K + L ) / 100  x 1.11		30,854
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Sheet1

						Formula		For year…

		A		Infants vaccinated/to be vaccinated with 1st dose of …………  (new vaccine)				*

		B		Percentage of vaccines requested from The Vaccine Fund taking into consideration the Financial Sustainability Plan		%

		C		Number of doses per child

		D		Number of doses		A x Bx C		0

		E		Estimated wastage factor		(see list in table 3)

		F		Number of doses (incl. Wastage)		A x C x E x B/100		0

		G		Vaccines buffer stock		F x 0.25		0

		H		Anticipated vaccines in stock at start of year… (including balance of buffer stock)

		I		Total vaccine doses requested		F + G - H		0

		J		Number of doses per vial

		K		Number of AD syringes (+10% wastage)		( D + G – H )  x 1.11		0

		L		Reconstitution syringes(+10% wastage)		I / J x 1.11		0

		M		Total safety boxes (+10% of extra need)		( K + L ) / 100  x 1.11		0

																Formula		For 2006		For 2007

												A		Target if children for ….. Vaccination (for TT:  target of pregnant women) 1		#

												B		Number of doses per child (for TT:  target of pregnant women)		#

												C		Number of ….doses		A x B		0		0

												D		AD syringes (+10% wastage)		C x 1.11		0		0

												E		AD syringes buffer stock 2		D x 0.25		0		0

												F		Total AD syringes		D + E		0		0

												G		Number of doses per vial		#

												H		Vaccine wastage factor 4		Either 2 or 1.6

												I		Number of reconstitution syringes (+10% wastage) 3		C x H X 1.11/G		0		0

												J		Number of safety boxes (+10% of extra need)		(F + I) x 1.11/100		0		0

												1		Contribute to a maximum of 2 doses for Pregnant Women (estimated as total births)

												2		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 for other years.

												3		Only for lyophilized vaccines.  Write zero for other vaccines.

												4		Standard wastage factor will be used for calculation of reconstitution syringes.  It will be 2 for BCG, 1.6 for measles and YF
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						Formula		For 2006

		A		Infants vaccinated/to be vaccinated with 1st dose of …………  (new vaccine)*				721,800

		B		Percentage of vaccines requested from The Vaccine Fund taking into consideration the Financial Sustainability Plan		%		55%

		C		Number of doses per child				1

		D		Number of doses		A x Bx C		396,990

		E		Estimated wastage factor		(see list in table 3)		1.33

		F		Number of doses (incl. Wastage)		A x C x E x B/100		527,997

		G		Vaccines buffer stock		F x 0.25		131,999

		H		Anticipated vaccines in stock at start of year 2006 (including balance of buffer stock)				0

		I		Total vaccine doses requested		F + G - H		659,996

		J		Number of doses per vial				10

		K		Number of AD syringes (+10% wastage)		( D + G – H )  x 1.11		587,178

		L		Reconstitution syringes(+10% wastage)		I / J x 1.11		73,260

		M		Total safety boxes (+10% of extra need)		( K + L ) / 100  x 1.11		7,331
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