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1. Progress Report

(Number of children immunized with current and new vaccines is collected from the WHO/UNICEF Joint Reporting Form (JRF))
To be filled in by the country for each type of support received from GAVI/The Vaccine Fund.

1.1. Immunization Services

1.1.1
Receipt of immunization services funding                          

Date(s) of receipt of funds 

1. 4th July 2001, $455,000 (ISS)   

2. 23rd January 2002, $455,000 (ISS)   

3. 11th February 2002, $100,000 (new vaccine introduction)
Please report on the progress, including any problems that have been encountered with regard to support for immunization strengthening.  Please describe the mechanism for management of these funds, including the role of the Inter-Agency Co-ordinating Committee (ICC).
Progress

Funds received for immunisation services strengthening have been used primarily for grass-roots social mobilisation (training and support for community mobilisers), support supervision and distribution of vaccines at district level, and cold chain maintenance. Although it is early to assess the impact of these interventions on immunisation services generally, these funds combined with contributions from the Ministry of Health (MOH) and other partners are having a synergistic effect on improving immunisation services. The programme is exceeding national coverage targets for all EPI antigens for infants. 
Reports from the districts indicate a growth in demand for immunisation, as evidenced by increased vaccine utilisation, improved coverage and declining drop-out rates in many parts of the country. The frequency of cold-chain failure and vaccine stock-outs at service delivery level has declined. The national conference on revitalisation of EPI, held in June 2002 and presided over by His Excellency the President of Uganda, was a very successful high-level advocacy activity which raised the profile of immunisation in the health sector. Following the conference, many district leaders held similar advocacy meetings for local leaders.  

Progress indicators

Management performance:  DPT1-DPT3 drop-out rate (%). 2001: 27% (target 32%), 2002 (January - June):  24% (target 25%). Drop-out reduction is exceeding expectations in 2002 so far. 

Disease surveillance: completeness of weekly reporting to ESD (% districts reporting weekly to ESD for epidemic-prone diseases). 2001: 75% (target 80%), 2002 (January to June):  90% (target 80%)

Injection safety: see section 1.3.

Problems and plans

Although these interventions appear to have been beneficial, ensuring the long-term sustainability of efforts and results remains a challenge, including  ensuring sustained community demand, political commitment and ownership of the programme in some difficult districts. The Ministry of Health has involved members of parliament in advocating for immunisation to ensure ownership and promote competitive performance in service provision in the districts.  In addition, Miss Uganda is involved in advocacy and social mobilisation for immunisation services. 

There are gaps in the availability of adequate transport facilities for vaccines, supplies and support supervision at district and lower levels.  The Ministry has planned to procure vehicles for districts and Health Sub Districts in phases and is committed to facilitating support supervision exercises.

Mechanisms of management of GAVI funds

A technical committee comprised of officers from the Uganda National Expanded Programme on Immunisation (UNEPI), UNICEF and WHO proposes a set of activities to be supported using the GAVI funds.  UNEPI presents the proposal to the ICC for discussion, amendments and/or approval. The ICC has played a very active role in reviewing proposed expenditures and guiding the programme on optimal use of the funds. No GAVI funds are allocated without the approval of the ICC.

UNEPI requests ICC-approved funds through the Permanent Secretary of the MOH. The requests are scrutinised by the MOH and government (internal and external) auditor systems.  The auditors pass the requests if there is no query and the request goes for cheque making with the Principal Accountant-MOH. The Permanent Secretary then endorses the cheque for release of funds in accordance with ICC recommendations.  The Permanent Secretary-MOH, Principal Accountant-MOH and the EPI Program Manager are signatories for the GAVI funds, which are kept on a separate bank account.  The district funds are sent by bank draft to the district health accounts through the district accounting officers (District Chief Administrative Officer). District funds are subject to a similar auditing procedure prior to release. At national and district levels, expenditures and accountability are certified by the government auditors after the implementation of the activity.  

The ICC received a financial report on expenditures to date from the immunization services and new vaccine introduction account on May 16, 2002 and September 24, 2002 (as in section 1.1.2). Technical reports are provided at each ICC meeting. A full financial report and statement of account will be presented to the ICC in January 2003. 

1.1.2
Statement on use of GAVI/The Vaccine Fund immunization services support
In the past year, the following major areas of activities have been funded with the GAVI/The Vaccine Fund contribution.

Area of immunization services support
Total amount in US $
Proportion of funds by level



Central
District
Service delivery

Vaccines
In kind




Injection supplies
-




Personnel
-




Transportation

· Fuel and per diem for monthly cold chain maintenance and distribution of vaccines/logistics, and withdrawal of DPT
100,005

50%
50%

Maintenance and overheads
-




Training





IEC / social mobilization

· Training/sensitisation of parish mobilisers

· Sub-county coordination/monitoring of social mobilisation activities by health assistants

· Sub-county quarterly review meetings by parish mobilisers

· Mobilisation activities by parish mobilisers
117,783

65,760

70,670

141,339


100%

Monitoring and surveillance 

· Quarterly support supervision by the District Health Team
36,242

100%


Vehicles
-




Cold chain equipment
-




Other (specify)
-




Total
531,799




NB. All expenditures for immunisation services strengthening in 2001 and up to September 30, 2002 have been allocated to the districts and lower levels. Proposals for spending the balance of US $ 378,201 have been approved by ICC. 

Dates of the ICC meetings when the allocation of funds was discussed: October 4th 2001, May 16th 2002, September 24th 2002.

1.1.3
Immunization Data Quality Audit (DQA)
A plan of action to improve the reporting system based on the recommendations from the DQA, has been prepared 








YES                              NO  

The DQA has just been completed in Uganda (16th September  - 2nd October  2002).  The verification factor result was 0.79.  A Plan of Action will be developed according to the findings and recommendations of the DQA team, and presented for discussion at the next ICC meeting. Another data quality audit will be carried out in 2003, if required.

1.2 New & Under-used Vaccines

1.2.1
Receipt of new and under-used vaccines
Dates of receipt of vaccines:  27th January 2002, 29th September 2002.
Please report on the progress, including starting date of vaccinations and any problems that have been encountered with regard to vaccines and supplies provided by GAVI/The Vaccine Fund.

Progress

In January 2002, Uganda received 1,406,200 doses of DPT-HepB +Hib vaccine in 2-dose vials, to last for six months.  A second consignment of 688,000 doses arrived on September 29, 2002. This new vaccine was introduced into the routine immunisation programme nationwide at the beginning of June 2002 (3 months later than originally planned, to allow for adequate preparation). Training of health workers followed a cascade design where 54 central trainers were trained to train 946 district trainers who in turn trained 5,558 facility health workers. The vaccine was well received by the health workers. Communities have readily accepted the vaccine due to various advocacy and social mobilisation efforts, like sensitising politicians, distributing information booklets on the new vaccine, and briefing the mass media (radio, television, print media). There are no reported negative rumours or opposition movements regarding the introduction of the new vaccine so far.  

Problems encountered
1. The supply of pentavalent vaccine received for the first six months (1,406,200 doses, buffer stock included), according to projections of targeted coverage and allowed wastage, has lasted 4 months. Stocks from this first shipment were used up by the end of September, instead of the end of November. The buffer stock has been distributed throughout the system to avoid stock-outs. At the request of the Ministry of Health, UNICEF delivered a second consignment on September 29 (instead of in October as planned), and the remainder of the 2002 order will be delivered before the end of the year.

The average monthly distribution of DPT before new vaccine introduction was 330,940 doses, at a wastage rate of about 50% for 20-dose vials (50%, 1998 cold chain review; 48%, 2002 Kiboga district vaccine wastage study).  From May to the end of September 2002, 1,382,100 doses of the new DPT-HepB + Hib vaccine were distributed to the districts and health units for use in the 4½ months of June, July, August, September and part of October, an average of 307,133 doses per month. As this includes the start-up stock, it is too early to say precisely how much is distributed monthly, but it is at most 307,000 doses, in spite of increasing coverage, therefore suggesting lower wastage than before. According to preliminary HMIS data for June and July, approximately 280,000 doses were being administered to children per month. However, the GAVI allocation calculated for 2002 was 187,493 doses per month (2,249,921 doses / 12 months, buffer stock excluded). Thus the GAVI allocation is currently providing just 67% of administered doses, and 61% of requirements for distribution to the districts.

The reasons for underestimation of vaccine requirements are the following:

a) Demand for vaccine has increased beyond the expected targets. Annualised DPT3 coverage for 2002 in the first six months is estimated to be 70% with current population projections, rather than the target of 67%, i.e. at least 104,000 doses more than projected. The introduction of the DPT-HepB + Hib vaccine may have contributed to increased demand.

b) The GAVI calculation for number of vaccine doses required does not cater for the DPT1 - DPT3 drop-out rate, leading to an expected vaccine shortage. The number of doses administered in Uganda to children under one year of age in 2001 was 857,235 for DPT1, 724,361 for DPT2, and 620,016 for DPT3, which is a total of 2,201,612 doses administered. However, GAVI calculates vaccine requirement by multiplying DPT3 doses by three. Thus, for 2001 in Uganda this would have been 1,860,048 doses, leaving an underestimation of the number of doses required over the course of 2001 of 341,564 doses (the equivalent of more than one month’s consumption). It is therefore important for calculation of vaccine requirements to take into account doses administered for DPT1, DPT2 and DPT3.

c) In accordance with national policy, children over 12 months of age (up to 59 months) who have not completed the immunisation schedule should receive the required vaccine doses at the first possible contact. The majority of “late” doses are given to children under 24 months of age, the age used by Demographic and Health surveys to ascertain coverage. The GAVI calculation for DPT-HepB + Hib vaccine requirement caters for children under one year of age, without allowing for children who are late in starting or completing the three-dose schedule. In Uganda, 13% of DPT doses administered in 2001 and 2002 were given to children over the age of 12 months (approximately 300,000 doses). The publicity around the new vaccine has increased the demand for immunisation across the board. Thus, immediately post-introduction, demand for pentavalent vaccine among children over 12 months may actually increase. Of the vaccines given to children over 12 months immediately after introduction in June and July 2002, almost two thirds (63.4%) were for children completing their schedule with DPT2 and DPT3. As the infant immunisation coverage continues to rise, the proportion of doses administered to children older than 12 months is expected to decrease. In the years of highest coverage in Uganda, this proportion was 6%.

d) The GAVI / WHO calculation for DPT vaccine requirements uses the cohort of surviving infants (number surviving to 12 months of age) as a denominator. However, the DPT-Hep B + Hib vaccine is given at 6, 10 and 14 weeks of age. It may be more appropriate to use the birth cohort for calculating vaccine requirements for pentavalent vaccine, when DPT1, DPT2 and DPT3 are used to determine coverage. Roughly calculated (not taking into account the neonatal mortality rate), the difference for 2002 is another 69,110 doses
.

The cumulative effect of the above 4 items on calculation of vaccine requirements for 2002 is approximately 815,000 doses (104,000 + 342,000 + 300,000 + 69,000), or the equivalent of almost 3½ months requirement for doses administered, before wastage is considered.

e) The proposed vaccine wastage allowance of 5% for 2-dose vials is unrealistically low. In accordance with international recommendations, the national policy requires that immunisation be offered at every clinical contact, whether preventive or curative, so as to reduce drop-out and missed opportunities. 

Every time a vial is opened for an odd number of children, doses are unavoidably wasted. For example, a well-attended outreach session may have 10 - 12 children who are actually due to receive a dose of DPT-HepB + Hib vaccine. If 11 children are actually immunised, this is already a wastage of 8.3% (1 dose wasted / 12 doses reconstituted), or more than 4% on average for this size session if one considers that half the time an odd number of children will be immunised. Vials opened for fewer children, during clinical contacts in a fixed site or a hospital ward for example, will automatically result in higher wastage (e.g. 3 children, wastage 25%).

With approximately 40,800 immunisation sessions countrywide every month
, we assume that there is 50% probability at each session of immunising an odd number of children, and thus wasting one dose in each of 20,400 sessions. With the monthly administration of 280,000 doses of DPT-HepB + Hib in Uganda, this represents an automatic administrative wastage during immunisation sessions of 6.7% (20,400/(280,000 + 20,400) = .067). This does not account for higher wastage likely to arise in the effort to reduce missed opportunities and does not leave any margin for wastage due to breakage or unexplained loss of vials, cold chain failure or accidental freezing, or discarding vaccine six hours after reconstitution. 

In Uganda, some additional information on vaccine wastage is available. A pilot study was carried out in all health units of Kiboga District to assess vaccine wastage. In this study, it was found that prior to introduction of pentavalent vaccine, DPT wastage was 48% for 20-dose vials. For DPT-HepB + Hib, the wastage in July 2002 (the first full month of usage) was 35% for 2-dose vials, and 18% in the best health unit in the district. These figures include doses administered to children 12 to 59 months of age, which are administratively recorded as “wasted” doses. The wastage for children under one year of age was 16%. This study will be extended further and tools refined for use in all districts. At the end of the year, it will also be possible to provide an estimate of global vaccine wastage based on the difference between doses distributed to districts and children immunised. 

In the first 5 months of 2003, Uganda will still be in the first year of introduction of the new vaccine. With all the above considerations in mind, the MOH proposes that a wastage allowance of 15% should be used to calculate vaccine requirements for 2003, in order to avoid stock-outs and emergency orders. In the intervening period, the country will endeavour to bring wastage down below this level. Uganda further recommends that GAVI revise upwards the 5% allowance for vaccine wastage for 2-dose vials, as even in the best circumstances, this requirement is unlikely to be met for the reasons outlined above. 

2. Initially, some health workers had trouble obtaining the full second dose of DPT-HepB-Hib vaccine after reconstitution, as the needle was not appropriately placed. With further experimentation and training, this problem was solved. 

3. Some fridges (1%) at the health units (Sibir V110 EG type) could not be adjusted to meet the temperatures for storage of the DPT-HepB +Hib vaccines. These health units were provided with additional functional RCW-42-EG fridges.

1.2.2
Major activities

Please outline what major activities have been or will be undertaken to prepare for new vaccine introduction.

In preparation for introduction of the new vaccine, the following activities were carried out

· Planning 

Developed the new vaccine introduction plan and held various meetings of ICC, National co-ordinating committee and other sub committees to roll out the introduction plan.

      Developed micro planning guidelines and phasing in/phasing out guidelines.

· Micro planning

-
Supported districts and Health sub-districts to carry out micro planning.

· Training 

-
Developed and printed a field guide for all health workers for integration of the New Vaccine into Routine Immunisation. 

-
Training of trainers both at central and district levels.

-
District trainers trained operational level health workers.

· Advocacy

· Prepared and submitted a cabinet memo.  This was presented to cabinet by the Minister of Health to inform cabinet of Ministry of Health's rationale and intentions for introduction of the new vaccine.

· Held meetings with the district political, religious, cultural and civic leaders.

· Social Mobilisation

· Developed, translated, pre-tested, printed and distributed IEC materials.  This exercise included radio and TV messages.  Talk shows on radio and TV and sensitisation of media managers and operators were held.

· Sensitized Top and senior ministry of Health officials through various departmental meetings.

· Distributed IEC materials for sensitising of communities by health workers and parish mobilizers.

 Cold chain

-
Conducted assessment of the cold chain capacity at all levels.

-
Redistributed available equipment to meet the demands in some districts.

-
Carried out maintenance of cold chain equipment and radio calls.

-
Adjusted the fridges to maintain the recommended temperature ranges at the central vaccine store and in all the districts.

-
Distributed vaccines, gas and injection safety materials.

 Forms 

-
Revised HMIS forms and Child Health Cards to include DPT-HepB + Hib vaccine.

-
Revised Vaccine Control Books to include DPT-HepB + Hib vaccine, ADs and diluent (in print).

 Surveillance

-
Established a Hib sentinel site based in the national hospital. 

-
Extended the AEFI monitoring system nation-wide.

· Injection safety:

Developed an injection safety plan which was submitted to GAVI.

 Launching of the new vaccine: The vaccine was launched by his Excellency the President of  Uganda on 17th June 2002 at a National conference.  The conference was attended by Ministers, Parliamentarians, Development Partners, Ministry of Health officials, cultural and religious leaders, political and civic leaders from all districts and District Directors of Health Services, District Health Visitors and District Health Educators from all the districts.

These activities were in large part supported through WHO, with funds from DFID and CIDA, with MOH and UNICEF contributing funds for specific items.
1.2.3 Statement on use of GAVI/The Vaccine Fund financial support (US$100,000) for the introduction of the new vaccine

The following major areas of activities have been funded (amount in US$) with the GAVI/The Vaccine Fund support:


US $

Distribution of vaccines to districts
9,371

National conference including launching of the new vaccine
34,286

Post Introduction monitoring and supervision
22,685

Sensitization of health workers in all district hospitals and private practitioners
33,658*

TOTAL
100,000

* Not yet completed. Preparations are underway to implement this activity.

1.3
Injection safety
1.3.1
Receipt of injection safety support

Please report on the progress, including any problems that have been encountered with regard to the injection safety support.
Uganda’s request for injection safety support was approved in May 2002. The injection materials have not yet been received

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

Should include objectives, indicators, main achievements, main constraints and targets for next year.

Objectives

The main objective of the injection safety plan for immunisation is to ensure safety of injection to the recipient, the service provider and the general public within the immunisation programme.  (The specific objectives are included in the Injection safety plan that was submitted to GAVI)

Progress

The Ministry of Health introduced the auto-disable syringes and needles into routine immunisation in 2000.  UNEPI is holding consultations with the environmental health department, infrastructure department and Directorate of Clinical services to come up with the most appropriate methods for proper safe injections and final disposal of injection materials. WHO provided technical support to assist the programme on selecting the best model of incinerators. The plan to construct at least one incinerator per district to ensure safe disposal of immunisation wastes has been incorporated in the 2002-2003 work plan. At the September 24 ICC meeting, it was agreed that UNEPI should submit their injection safety plan to donors for funding, and initiate work on two model De Monfort incinerators in Kampala and Entebbe. 

Progress indicators

The following indicators were selected to monitor the injection safety plan;

-   Health units using auto-disable syringes for routine immunisation (%) 
2001: 100% (target 80%);  2002: 100% (target 100%)

-   Number of functioning incinerators at health sub district 

2002: No new incinerators have been constructed by September 30, 2002 (target 15)

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:

Not applicable

2.  Financial sustainability
 Inception Report :

Outline steps towards the development of a financial sustainability plan

First Annual Report : 
Submit completed financial sustainability plan

Subsequent Reports :
Summarize progress on financial sustainability

Uganda is due to submit the Financial Sustainability Plan in 2003. Nonetheless, Uganda participated in the Financial Sustainability workshop that took place in Nairobi 15 – 19 July 2002.  A plan of action for preparing the financial sustainability plan was developed.  The plan of action is aimed at fitting into the national Medium Term Expenditure Framework (MTEF).   In order to fit within the national planning cycle and contribute to MTEF discussions, it was agreed that a draft sustainability plan should be prepared by the end of November 2002. The Ministry plans to explore the possibility of establishing a revolving fund for vaccine payments, to facilitate timely payments from the Government of Uganda to UNICEF for EPI vaccines, as one step towards financial sustainability for the new vaccine. The Ministry of Health also plans to bring the DPT-HepB + Hib vaccine into the Vaccine Independence Initiative framework in the next year.

3.
Request for new and under-used vaccines for year  2003
3.1     Up-dated immunization targets

Confirm/update basic data (= surviving infants, DTP3 targets, New vaccination targets) of the multi-year immunization plan approved with country application: revised Table 4 of approved application form and give reasons for any changes.

Table 1 : Baseline and annual targets

Number of
Annual Targets


2000
2001
2002
2003
2004
2005
2006
2007

Births
1,101,294
1,128,104
1,166,544
1,206,295
1,247,402
1,281,748
1,333,863
1,379,316

Infants’ deaths
106,826
99,750
103,149
106,664
110,299
113,336
117,940
121,955

Surviving infants
994,469
1,028,354
1,063,395
1,099,631
1,137,103
1,168,412
1,215,923
1,257,361

Infants vaccinated with DPT3 (original target) 
527,069
617,012
712,457
813,727
909,682
993,150



Infants vaccinated with DPT3 (2000, 2001, January to May 2002) (actual)
572,221
620,016A
310,786 (Jan-May)






Infants vaccinated with DPT-HepB + Hib (June and July 2002, actual)


125,687 (June-July) B






Wastage rate of  DPT-HepB + Hib C


18 - 35%






A. Although the coverage reported in the Joint Reporting Form for 2001 is the result of immunising 611,983 children, more data has been received from districts giving a total of 620,016 children immunised in 2001. B.  This data is for the 82% of districts that have reported by September 2002. C. Indicates actual wastage rate obtained in past years. NB. A national census was carried out in September 2002.  If necessary, this table will be updated and forwarded to GAVI as soon as census data are available.

If the request for supply for the coming years differs from previously approved plan:

Please indicate the reasons for those changes and, where relevant, the related modifications of targets of children to be vaccinated, wastage rate and type of vaccine. Indicate that UNICEF Supply Division has assured the availability of the new quantity of supply according to new changes. Summarise the related modifications of the activities and of the budgets of the work-plan for introduction of new vaccines and indicate the date of the ICC meeting when the changes were endorsed.
1. The revised requirements for vaccines and syringes are presented in Tables 2, 4.1-4.3, and 5. 

2. The requirements for DPT-HepB + Hib vaccine are revised upwards. See section 1.2.1 for a detailed explanation of reasons for underestimation of vaccine requirement in the original application.

· Increased demand following high level national and district level advocacy. 
· The DPT3 coverage underestimates vaccine requirement, due to high DPT1-DPT3 drop-out rate.
· The Ministry of Health policy is to complete the immunisation schedule for children, even for doses administered after the age of 12 months. The planned allocation for children over 12 months is 10% of administered doses, compared to 13% in 2001 and 2002.
· The GAVI vaccine wastage allowance is low.
3.  The revised wastage rate used for 2003 is 15%, as explained in section 1.2.1.

4. UNICEF supply division has provided an emergency supply of vaccine for October 2002, and arrangements are being made for further orders for the end of 2002 and for 2003. The original allocation for 2002 will be sufficient to avoid stock-outs this year, as the programme was begun in June rather than March 2002.

All these changes were endorsed at the ICC meeting of September 24, 2002.  

NB. A national census has just been carried out. As soon as final results are available, the targets for vaccines and injection materials will be reviewed.


3.2
Confirmed/revised request for new vaccine (to be shared with UNICEF Supply Division) for the year 2003
Table 2: Estimated number of doses of DPT-HepB + Hib  vaccine : (Please repeat this table for any other vaccine presentation requested from GAVI/The Vaccine Fund



Formula
For year 2003
Remarks

A
Number of children to receive new vaccine
Target pop x %coverage (1,099,631 X 74%)
813,727
· 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: 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.

· Buffer stock: 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.

· Anticipated vaccines in stock at start of year 2003: It is calculated by deducting the buffer stock received in previous years from the current balance of vaccines in stock.

· 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


B
Percentage of vaccines requested from The Vaccine Fund 
%
100


C
Number of doses per child 

3


D
Number of doses 
Target pop x %coverage*  (DPT3 74%, DPT2 80% DPT1 93%, + 10% of total for children over 12 months)
3,017,877


E
Estimated wastage factor 
(see list in table 3)
1.18


F
Number of doses ( incl. Wastage)
D x E x B/100
3,561,095


G
Vaccines buffer stock 
F x 0.25
0


H
Anticipated vaccines in stock at start of year.
**
(77,680)


I
Total vaccine doses requested 
F + G - H
3,638,775


J
Number of doses per vial

2


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

3,095,557 x 1.11
3,436,068


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

1,819,388 x 1.11
2,019,520


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

54,556 x 1.11
60,557


REMARKS FROM UGANDA. * The actual coverage for DPT1, DPT2, DPT3 is used, rather than DPT3 alone, to account for the extra DPT1 and DPT2 doses required above DPT3 coverage. An allowance of 10% (301,788 doses) is included for completion of vaccination in children over 12 months.  ** Vaccines in stock: a total of 1,406,200 doses will be procured through UNICEF between September and December (one half of the original allocation for 2002). At a consumption of approx. 307,133 doses/ month x 3 months (October – December), 921,400 doses will be used and 484,800 doses will remain. Subtracting the original buffer stock of 562,480 doses will leave a deficit of 77,680 doses to replenish the buffer stock. This is added to the requirements.

Table 3 : 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 

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

Table 4.1: Estimated supplies for safety of vaccination for the next two years with BCG 


Formula
For year 2003
For year 2004

A
Target of children for BCG vaccination 

#
989,668
1,057,506

B
Number of doses per child
#
1
1

C
Number of BCG doses
A x B
989,668
1,057,506

D
AD syringes (+10% wastage)
C x 1.11
1,098,532
1,173,831

E
AD syringes buffer stock  
 
D x 0.25
0
0

F
Total AD syringes
D + E
1,098,532
1,173,831

G
Number of doses per vial
#
20
20

H
Vaccine wastage factor 

Either 2 or 1.6
2
2

I
Number of reconstitution 
 syringes (+10%  wastage)
C x H x 1.11 / G
109,853
117,383

J
Number of safety boxes (+10% of extra need)
( F + I ) x 1.11 / 100
13,413
14,332

The quantity of reconstitution syringes for BCG is unchanged from the original application for 2003 and 2004.

The quantity of reconstitution syringes for measles is slightly higher than in the original application for 2003 and 2004, as the recommended wastage factor of 1.6 has been used, rather than the 1.5 that was in the injection safety proposal.

Table 4.2: Estimated supplies for safety of vaccination for the next two years with Measles vaccine
 
 
Formula
For year 2003
For year 2004

A
Target of children for measles vaccination [1]
#
758,746
852,827

B
Number of doses per child (for TT woman)
#
1
1

C
Number of measles  doses
A x B
758,746
852,827

D
AD syringes (+10% wastage)
C x 1.11
842,208
946,638

E
AD syringes buffer stock  [2] 
D x 0.25
 0
0 

F
Total AD syringes
D + E
842,208
946,638

G
Number of doses per vial
#
10
10

H
Vaccine wastage factor [3]
Either 2 or 1.6
1.6
1.6

I
Number of reconstitution [4] syringes (+10%  wastage)
C x H x 1.11 / G
134,753
151,462

J
Number of safety boxes (+10% of extra need)
( F + I ) x 1.11 / 100
10,844
12,189

Table 4.3: Estimated supplies for safety of vaccination for the next two years with TT 

 
 
Formula
For year 2003
For year 2004

A
Target of pregnant women for TT vaccination [1]
#
1,594,231
1,865,817

B
Number of doses per woman 
#
2
2

C
Number of TT doses
A x B
3,188,462
3,731,634

D
AD syringes (+10% wastage)
C x 1.11
3,539,193
4,142,114

E
AD syringes buffer stock  [2] 
D x 0.25
 0
 0

F
Total AD syringes
D + E
3,539,193
4,142,114

G
Number of doses per vial
#
20
20

H
Vaccine wastage factor [3]
Either 2 or 1.6
-
-

I
Number of reconstitution [4] syringes (+10%  wastage)
C x H x 1.11 / G
                  -   
                   -   

J
Number of safety boxes (+10% of extra need)
( F + I ) x 1.11 / 100
39,285
45,977

Table 5: Summary of total supplies for safety of vaccinations with BCG, TT and measles for the next two years.



ITEM
For the year 2003
For the year 2004
Justification of changes from originally approved supply:

Total AD syringes
For BCG
1,098,532
1,173,832
The quantity of reconstitution syringes for measles is slightly higher than in the original application for 2003 and 2004, as the recommended wastage factor of 1.6 has been used, rather than the 1.5 that was in the Uganda injection safety proposal.


For other vaccines
4,381,401
5,088,752


Total  of reconstitution  syringes 
244,606
268,845


Total  of safety boxes
63,542
72,498


Recommendations to the GAVI Secretariat

1. The calculation of vaccine requirements should take into account doses administered for DPT1, DPT2 and DPT3, so as to account for under-estimating requirements due to the drop-out rate, and doses administered to children after the age of 12 months (up to 59 months). Both these vaccine requirements should be considered integral components of the infant vaccination programme, in the effort to reduce under-5 mortality from vaccine-preventable diseases. To simplify the calculation of vaccine requirements, multiplying DPT1 (targets or doses given in past years) by 3 doses would provide a good estimate of requirements.  GAVI should continue to use DPT3 coverage to monitor programme performance

2. To allow for the international recommendation to reduce drop-out rates and missed opportunities by immunising a child as needed at any appropriate clinical contact, the GAVI Secretariat should revise upwards the 5% allowance for vaccine wastage for 2-dose vials, according to field experience.

3. WHO and GAVI should consider using the birth cohort instead of surviving infants for the purpose of calculating vaccine requirements.

4. The annual report tables should be in a spreadsheet, rather than a Word table, to facilitate calculations.
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� (for 2002, 1,116,544 x .67 = 781,585, compared to 1,063,395 x .67 = 712,475; see Table 1)


� (1700 static units x 5 days/week x 4 weeks) + (1700 static units x 4 outreaches/static unit) = 40,800. 


� GAVI 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 of 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 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 re-constitution syringes. It will be 2 for BCG, 1.6 for measles and YF.


� Only for lyophilized vaccines. Write zero for other vaccines
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