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1.  
Report on progress made during 2005

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).

Ple01ase report on any problems that have been encountered involving the use of those funds, such as delay in availability for programme use.

	Mechanism for management of ISS funds

The ICC, chaired by the Honourable Minister of State for Health (PHC), plays a critical role in reviewing and approving proposed program expenditure including guiding the program on the optimal use of funds.  The ICC approved the UNEPI annual work plan and budget for 2005, that outlined the various potential sources of funding for activities including the Ministry of Health (MOH) and partners such as WHO, UNICEF and GAVI.

UNEPI requests the Permanent Secretary of the MOH to authorise release of government and GAVI funds for specific activities as the need arises. The requests are reviewed by the MOH and government (internal and external) auditing system. A cheque is prepared for release of funds according to government regulations. A separate account from the MOH/ UNEPI account is maintained for GAVI funds. The signatories to this separate account are the Permanent Secretary – MOH, Principal Accountant – MOH and the UNEPI Programme Manager. Approved funds for the districts are sent by bank drafts to the district health accounts through the district accounting officers (CAOs). Funds released at district level are subjected to similar auditing procedures prior to the releases. At the national and district levels, the government auditors certify expenditure and accountability after completion of the activity. The MOH is responsible for the overall accountability of funds.

Problems encountered involving use of ISS funds

The ICC plays a key role in overseeing the plans for routine immunization in Uganda, including activities planned with the financial support of GAVI ISS funds. In 2005, this process was followed with a technical and financial plan approved, after considerable discussion, by consensus of ICC members. However, additional expenditures were made to counter the polio threat from Sudan and for social mobilisation activities by the central level of government. In the first instance for polio, the expenditure was approved by the Health Sector Working Group (which has the responsibility under the sector-wide approach to review MOH budget allocations) with support from the EPI technical team of MOH, WHO and UNICEF. In the second instance, for social mobilisation, expenditures were approved by the Ministry of Health. Technical and development partners were informed during the course of ICC meetings in January and May 2006.

Other problems encountered include:

1. The sustainability of activities supported by ISS funds is not yet ensured.
2. As ISS funds are available, this has resulted in reduced allocation of government funds to the MOH operational budget for the programme.



1.1.2
Use of Immunization Services Support
In 2005, the following major areas of activities have been funded with the GAVI/Vaccine Fund Immunization Services Support contribution.


Funds carried forward from 2004






USD 2,078,678


Funds received during 2005 






USD 1,680,496

Total funds available 2005







USD 3,759,174
Table 1: Use of funds during 2005
	Area of Immunization Services Support
	Total amount in US $
	AMOUNT OF FUNDS

	
	
	PUBLIC SECTOR
	PRIVATE SECTOR & Other

	
	
	Central
	Region**/State/Province
	District
	

	Cold Chain maintenance & repair
	209,479.77
	21,421.09
	
	188,058.68
	

	Personnel allowances
	7,653.96
	7,653.96
	
	
	

	Distribution of vaccines & supplies to districts 
	229,112.69
	229,112.69
	
	
	

	Maintenance and overheads
	109,426.94
	109,426.94
	
	
	

	Technical support to district Training 110 OPL health workers
	6,999.10
	6,999.10
	
	
	

	Airing integrated messages on the minimum package on  25 district FM  radios throughout the country including 9 national and local news papers
	654,298.54
	
	
	654,298.54
	

	District operations including monitoring of outreaches
	150,759.79
	
	
	150,759.79
	

	Programme Technical Supervision
	52,660.37
	52,660.37
	
	
	

	Conducting Comprehensive Program Review & Development of Multi-Year Plan
	51,482.11
	51,482.11
	
	
	

	National orientation of youth & youth  leaders on health package & EPI in particular
	120,224.72
	120,224.72
	
	
	

	Regional EPI Advocacy conferences
	
	
	
	
	

	Central
	30,235.39
	
	30,235.39
	
	

	Bushenyi
	5,665.37
	
	
	5,665.37
	

	Northern
	18,539.33
	
	18,539.33
	
	

	EPI advocacy and mobilization by the Office of the First Lady
	30,834.61
	30,834.61
	
	
	

	Support to Education and community level institutions to promote EPI
	319,871.44
	319,871.44
	
	
	

	Monitoring and supervision of communication activities at district level 
	33,785.39
	
	
	33,785.39
	

	Integrated mobilization for child days at district level
	
	
	
	
	

	South Western region
	29,915.73
	
	
	29,915.73
	

	Central region
	52,951.69
	
	
	52,951.69
	

	Mid Eastern region
	47,096.63
	
	
	47,096.63
	

	Western region
	47,288.76
	
	
	47,288.76
	

	Eastern region 
	47,288.76
	
	
	47,288.76
	

	Northern region
	47,929.21
	
	
	47,929.21
	

	North Western 
	47,608.99
	
	
	47,608.99
	

	South Western cluster 2 region
	35,352.81
	
	
	35,352.81
	

	Sensitization and Orientation of Traditional healers
	11,709.55
	
	
	
	11,709.55

	Support to cultural leaders in promotion of EPI
	61,108.43
	
	
	
	61,108.43

	Routine central level integrated EPI supervision & monitoring 
	166,039.18
	166,039.18
	
	
	

	Epidemiological surveillance
	29,355.02
	26,111.78
	
	3,243.24
	

	Procurement of Motorcycles
	464,770.16
	
	
	464,770.16
	

	Other: Bank charges
	6,305.06
	6,305.06
	
	
	

	SNIDs
	306,186.14
	73,650.18
	
	232,535.96
	

	Total Expenditure 
	3,431,935.64
	1,221,793.23
	48,774.98
	2,088,549.71
	72,817.98

	Remaining funds for 2006:
	327,238
	
	
	
	


**Regional = when an activity combines one or more districts or involves cultural leaders whose jurisdiction covers more than one district

*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.

Dates of ICC meetings:  21st April 2005. However, the Top Management of the Ministry of Health amended the budget discussed and passed by ICC, according to the prevailing Ministry of Health priorities.  The actual 2005 expenditures and breakdown have been presented to ICC members during ICC meetings held in January and May 2006.

Please report on major activities conducted to strengthen immunization, as well as, problems encountered in relation to your multi-year plan.

	Major activities conducted to strengthen immunisation:

Planning

· Developed an annual work plan for 2005 based on a review of 2004 performance and emerging issues.

· Conducted micro-planning for implementation of RED activities in 10 districts with high populations of un-immunised children and hence at risk of polio and measles outbreaks (Kampala, Wakiso, Luwero, Kamuli, Mbarara, Mubende, Mukono, Iganga, Masaka and Kasese). 
· Supported the 10 districts to classify the subcounties using the RED categorization and to plan for activities to reach the unimmunized children integrated with the Child Days.
· Conducted a comprehensive programme review for the last five years
· Developed a costed Multi Year Plan (2006 – 2010) based on UNEPI’s annual performance reports, findings of the studies and the comprehensive EPI programme review 2005.
Capacity building
· Comprehensive training plan was finalized and disseminated to all development partners
· Commenced revision of the training manual for operational level health workers
· Provided technical assistance to districts, health sub-districts and NGOS to train operational level health workers (110) and surveillance officers (41) 
· Printed and distributed child registers for 20 districts for monitoring dropouts.
Transport
· The programme purchased and distributed 500 motorcycles to districts for community outreach services.
· 6 motorboats were purchased and distributed to support immunization activities in hard to reach districts.
· 4 double-cabin pick-ups were purchased for regional surveillance supervision.
· 20 motorcycles were purchased for replenishment of the aging fleet of transport the District Surveillance Focal Persons.
Advocacy and Social Mobilization

· Facilitated involvement of high level political leaders in advocacy and social mobilization for EPI 

·  Central level integrated promotion of uptake of basic services during Child days throughout the country.

· Printed and distributed posters for routine immunization with support from BD.  

· Supported health messages  in 9 national and local news papers in the country

· Carried out sensitization of cultural leaders in the 4 kingdoms of Buganda, Bunyoro, Busoga and Toro.

· A manual for interpersonal communication skills of health workers and parish mobilizers for EPI was developed. 

· Communication and advocacy indicators were developed and they are being piloted in Kasese and Busia districts.

· Supported use of  Community and Educational institutions to promote health and EPI as agents of change

· Supported district leaders for advocacy in regional conferences

· Supported sensitization of Village Health Teams (VHTs) on immunization in 20 districts.

· Supported the First Lady’s Office to advocate for positive health behaviour and EPI in particular.

· Disseminated and aired life saving health messages on minimum health care package on25 FM radios throughout the country

· Supported national youth and youth leaders on Minimum health care package and EPI for further community mobilisation

Support Supervision

·  Supported Supervision and monitoring by  high political leaders
·  Carried out  technical programme support supervision  in selected districts
· Monitored advocacy programmes in the districts
Cold Chain and vaccine management

· Conducted forecasting and monthly distribution of vaccines to all districts. No vaccine stock outs were experienced at national level and no stock outs reported at district level.

· Supported districts to conduct cold chain maintenance in 44 districts.

· 41 new static units were established and equipped with refrigerators and immunisation equipment, and 49 refrigerators were distributed for replacement of old/ non functional equipment.  33 fridges were used for strengthening DVS’ in districts that were implementing accelerated routine immunization activities (ARIAs), SNIDs and MNTE campaigns.
Monitoring and  Evaluation

· A full programme review including coverage verification surveys (national and district specific) was carried out.  The findings have been used in the development of the UNEPI multi year plan 2006 – 2010.  Other studies that are on-going include the Hib Impact Study and monitoring of AEFIs.

· Feedback on performance was given to districts through bi annual newsletters, Health sector review meetings, National Health assembly and Joint Review Missions.  Awards were given to the best performing districts which were in order of best performance – Mbale, Kabale, Gulu, Busia, Kisoro, Rukungiri, Mpigi, Bundibugyo, Kanungu and Kayunga.
Accelerated diseases Control

· Accelerated routine immunization activities and supplementary immunization activities was carried out in 15 conflict affected districts that were  at high risk  for measles and polio outbreaks i.e. Adjumani, Apac, Arua, Gulu, Kitgum, Kotido, Katakwi, Masindi, Moroto, Moyo, Lira, Nakapiripirit, Nebbi, Pader and Yumbe in February and May 2005. The package given consisted of ;

· Routine antigens (BCG, DPT-HepB +Hib) to children 0-11 months & measles in second round

· TT to WCBA in both rounds

· OPV to children 0-59 months , two rounds

· Measles supplemental dose to children 9-23 months (first round)

· With support from UNICEF, the third round of TT campaigns for girls and women of child bearing age was conducted the in six districts of Tororo, Luwero, Kayunga, Arua, Nebbi and Yumbe. Two rounds of TT campaigns were also carried in the 9 high risk districts of Kapchorwa, Pallisa, Masaka, Sembabule, Kiboga, Kasese, Bundibugyo, Kamwenge and Hoima.  

Disease Surveillance

· Continued support to district to carry out for active search for AFP, measles and NNT cases.

· Initiated monthly feedback through print media, beginning in April 2005 on an alternating basis focusing on polio eradication, measles control and maternal and neonatal tetanus quality surveillance and routine immunization performance indicators. The target audience for this feedback is: the decision makers and technical officers at the national and district level. 

· Continued support to sentinel surveillance sites for new and under utilized vaccines.

Constraints/challenges

· Inadequate funding for routine immunization activities and displacement of Government  by GAVI funds

· Sustaining activities supported by GAVI (purchase of DPT-HepB & Hib and parish mobilizers allowances) 

· Irregularity in distribution of vaccines/supplies from district vaccine stores to lower levels and cold chain maintenance at all levels

· Irregularity of support supervision at all levels.

· Irregular supply of gas  and power load shedding

· Competing activities i.e. campaigns  versus  routine immunization activities.




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 2007

A

Infants vaccinated/to be vaccinated with 1st dose of 

DPT-HepB-Hib*

1,308,819

B

Percentage of vaccines requested from The Vaccine 

Fund taking into consideration the Financial 

Sustainability Plan%100.0%

C

Number of doses per child3

D

Number of doses A x Bx C3,926,457

E

Estimated wastage factor(see list in table 3)1.11

F

Number of doses (incl. Wastage)A x C x E x B/1004,358,367

G

Vaccines buffer stockF x 0.251,089,592

H

Anticipated vaccines in stock at start of year 2007 

(including balance of buffer stock)1,459,900

I

Total vaccine doses requestedF + G - H3,988,059

J

Number of doses per vial2

K

Number of AD syringes (+10% wastage)

( D + G – H )  x 1.11

3,947,325

L

Reconstitution syringes(+10% wastage)

I / J x 1.11

2,213,373

M

Total safety boxes (+10% of extra need)

( K + L ) / 100  x 1.11

68,384
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YES                              NO              

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

	The plan for implementation of DQA recommendations was attached to the last report for 2004. An update on the status of these recommendations is again attached as Annex 1. In addition, a central team has been trained in Data Quality Self Assessment, which will be implemented in 2006.




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 2005 (for example, coverage surveys).

	EPI studies, 2005: 

· Drop-out tracking study (MOH, WHO). 

· Hib vaccine effectiveness study: a case-control study (MOH, WHO, CDC, Mulago Hospital). 
· National hepatitis B serosurvey among adults aged 15-59 years in Uganda (MOH, WHO, USAID, ORC Macro). 
· Cost-effectiveness of hepatitis B and Hib vaccines (WHO, MOH). 
· Comprehensive EPI programme review (MOH, WHO, UNICEF and partners)
· Immunization coverage verification surveys (National and district specific) (MOH, UNICEF, WHO)
· Exposure of health workers to measles, rubella and hepatitis B: a national serosurvey (MOH, WHO).
· Piloting indicators for social mobilisation (MOH, UNICEF, WHO).


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

1.2.1
Receipt of new and under-used vaccines during 2005


Start of vaccinations with the new and under-used vaccine:           MONTH: June           YEAR: 2002

Please report on receipt of vaccines provided by GAVI/VF, including problems encountered.

	DPT-HepB+Hib vaccines were received in 2005 as follows:

1.  May 12, 2005:                        724,400 doses

2.  July 7, 2005:                           724,600 doses

3.  September 8, 2005:                 724,600 doses

4.  November 9, 2005:                 724,400 doses

5.  December 10, 2005:             1,024,000 doses

       Total received:                   3,922,000 doses     

Problems encountered:  The pre-advice notes have been difficult to receive although shipment programmes have been scheduled.  This resulted in three consignments being cleared late from the airport.


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.

	Activities undertaken in relation to service strengthening:

Refer to activities as outlined on pages 5 - 6




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.

	A report on introduction of the new vaccine was given in the 1st and 2nd annual progress report.




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 

	GAVI injection safety support ended in 2004.




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

	Transition of injection safety support from GAVI to Government of Ugandan took place in 2005 and the process was smooth.  Government of Uganda was able to procure all the injection safety materials for BCG, TT and measles vaccines for the routine programme through UNICEF.

No problems were encountered during the transition.


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

	1. % of health units using ADs for routine immunisation

2. % of districts with at least one incinerator constructed
	100% of health units using ADs for routine immunisation

100% of districts with at least 1 incinerator
	100% health units are using ADs for routine immunization.

56 (100%) districts had at least one incinerator by the end of 2005. These are small capacity incinerators constructed at 1 health sub district in every district.  (at least 59/214 Health Sub district have incinerators directly supported by WHO, and others supported by, for example, MSF) 


	During the EPI review some health workers were found not using ADs for immunization.

13 new districts were created in 2005.


	100%

Every new district to have an incinerator.


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:

	NA


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.

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 DPT-HepB+Hib  (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 (%)***
	581
	532
	100
	95.8
	94.8
	100
	note3
	note 3
	note 3
	note 3

	 B: Proportion funded by the Government and other sources (%)
	0
	0
	0
	03
	03
	0
	
	
	
	

	 C: Total funding for DPT-HepB+Hib (new vaccine) 
	58
	53
	100
	95.8
	94.8
	100
	
	
	
	


^ Figures will be filled in after negotiating with GAVI for Bridge Financing.

* 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
1. DPT-HepB-Hib vaccine was introduced in June 2002 and the stock of vaccines received was just enough for the seven months i.e. June-December 2002.  Therefore for the calendar year 2002, vaccine was catered for by GAVI for seven of twelve months, or 58.3%.

2. In 2003, due to a global stock-out of vaccine, there was a national stock-out of DPT-HepB-Hib vaccine from September to December, or 4 months. In addition the entire buffer stock was consumed due to vaccine procurement calculation issues previously raised (buffer stock of 25% is the equivalent of approximately 3 months stock). Therefore, of the requested allocation equivalent to 15 months vaccine stocks (see 2nd annual GAVI report), an amount sufficient for 8 months was available to the country (or 53%). The gap in supply of pentavalent vaccine of 47% is requested from GAVI in 2007.

3. To date Government of Uganda has not contributed towards the cost of pentavalent vaccine.  However Government took over the GAVI injection support smoothly in 2004. The Government is ready to enter into negotiations for bridge financing. A letter of intent has already been sent to GAVI.

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

	1. Mobilisation of additional resources
	1. Follow up of budget process in MOH to ensure expected resources are budgeted for.

2. Identification of potential new donors

3. Develop required brief(s) highlighting key messages for respective audiences

4. Distribution and discussion of key FSP messages with respective audiences

5. Identify and advocate with private corporations

6. Monitoring and follow up of progress
	MOH Planning Department put UNEPI requirements in the category of un funded priorities and submitted to MOF.

Potential donors identified e.g. World Bank

Policy brief prepared for advocacy

Presentations and discussions held with HPAC, JRM, ICC

Not yet done

Quarterly ICC meetings held
	Expected resources are not provided

No commitments made; slow progress of implementation

Competing priorities; slow progress of implementation
	MoH allocation caters for BCG, OPV, TT and measles vaccines, gas supply and some operational costs

0

Quarterly ICC meetings
	MoH allocation caters for BCG, OPV, TT and measles vaccine, gas supply and injection materials Expected contribution towards DPT-HepB-Hib vaccine in 2005 was not realised.

1

4 meetings held
	Review of government contribution in FSP in view of narrow resource envelope. Government is ready to enter into negotiations for Bridge Financing.

	2. Increase reliability of resources
	1. Discussions with the MOH planning and budgeting divisions to ensure protection of funds for new vaccine in programme 9.

2. Explore feasibility of a revolving fund for vaccines using GAVI reward money.

3. Stretching out of present GAVI funding beyond 5 years

4. Establish dialogue with the Vaccine Fund to secure funds not spent due to changes in vaccine availability


	Discussions held including visits by the GAVI Executive Secretary

Participation in health sector working group (HSWG)

Disbursement of funds form Government for bulk purchase of vaccines has improved for timely procurement

Vaccine stabilisation fund (US$500,000) provided to UNICEF

4.2% of DPT-HepB+Hib cost committed by GOU for 2005

Assurance from GAVI that support is for 5 full birth cohorts and no funds will be lost
	Constrained resource enveloped

Representation in HSWG does not specifically include EPI team

Commitment not yet fulfilled at the time of this report
	--

No revolving fund

GAVI fund to end after 5 years: 2006

--
	--

Vaccine stabilization fund has been set up with GAVI reward funds.

GAVI funding to stretch to 2007

Funds not spent in 2002 due to late start and 2003 due to stock-out will be requested from GAVI in 2007
	GAVI was informed and accepted to compensate for the vaccine stock out

	3. Improve efficiency of resources
	1. Revise UNEPI 5 year plan to improve programme efficiency

2.Train personnel at HSD level on managing vaccine programme efficiency, microplanning

1. Implement recommendations from DQA

4.  Utilise most cost-effective power sources where possible, switching from gas to electric fridges 

Integrate outreaches and identify local low-cost strategies for social mobilisation and training for logistics management

2. Strengthen supervision and revisit the guidelines for districts.


	EPI review planned for June 2005

209 HSD EPI focal persons identified and trained

Refer to annex 1 for progress

Assessment planned 

Guidelines for integrated outreaches developed and disseminated;

9 districts supported in implementation of integrated outreaches in hard to reach areas

Focussed supervision to poor performing districts done; integrated supervision by area teams on-going
	Need for follow up; lack of transport for supervision

Inadequate staff at all levels for data management; data storage at district level not harmonised

There is an acute shortage of electricity nationally 

Inadequate Transport and funding; inadequate number of health workers to deliver integrated package

Transport constraints at district level
	UNEPI plan for 2000-2005 in place

0

Districts utilising gas and solar energy as power sources
	2006-2010 multi year plan developed in 2005

209

Planning to carry out Data Quality Self- assessment annually.

Districts utilising gas and solar energy as power sources

Developed IPC communication indicators for health workers and community mobilizers


	


3.  
Request for new and under-used vaccines for year 2007
Section 3 is related to the request for new and under used vaccines and injection safety for 2007.

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 12). 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 (4.85% of total population)
	1,275,662
	1,319,569
	1,362,572
	1,407,332
	1,453,937
	1,502,483
	1,553,069
	1,605,804
	1,660,799

	Infants’ deaths
	144,663
	149,642
	154,519
	159,595
	164,879
	170,385
	176,121
	182,102
	188,338

	Surviving infants (4.3% of total population)
	1,130,999
	1,169,927
	1,208,053
	1,247,737
	1,289,058
	1,332,098
	1,376,948
	1,423,702
	1,472,461

	Infants vaccinated in 2005 (JRF) / to be vaccinated in 2006 and beyond with 1st dose of DTP (DTP1)*  (1)
	-
	-
	-
	-
	-
	-
	-
	-
	-

	Infants vaccinated 2005 (JRF) / to be vaccinated in 2006 and beyond with 3rd dose of DTP (DTP3)* (2)
	-
	-
	-
	-
	-
	-
	-
	-
	-

	NEW VACCINES **
	
	
	
	
	
	
	
	
	

	Infants vaccinated 2005 (JRF) / to be vaccinated in 2006 and beyond with 1st dose of DTP (DTP1)* DTP-HepB-Hib (new vaccine)
	1,146,716


	1,102,826


	1,253,566


	1,308,819


	1,366,701


	1,427,359


	1,490,946


	1,557,630


	1,627,583



	Infants vaccinated 2005 (JRF) / to be vaccinated in 2006 and beyond with 3rd dose of DTP-HepB-Hib        ( new vaccine) 
	987,520
	979,625
	1,075,167
	1,122,963
	1,173,043
	1,225,530
	1,280,562
	1,338,280
	1,398,838

	Wastage rate in 2005 and plan for 2006 beyond*** DPT-HepB-Hib ( new vaccine)
	11%
	10%
	10%
	10%
	10%
	10%
	10%
	10%
	10%

	INJECTION SAFETY****
	
	
	
	
	
	
	
	
	

	Pregnant women vaccinated in 2005 (JRF) / to be vaccinated in 2006 and beyond with TT2
	699,561
	747,719
	1,081,067
	1,131,669
	1,184,734
	1,256,509
	1,315,466
	1,377,350
	1,442,327

	Infants vaccinated in 2005 (JRF) / to be vaccinated in 2006 and beyond with BCG *
	1,280,066
	1,218,739
	1,362,572
	1,407,332
	1,453,937
	1,502,483
	1,553,069
	1,605,804
	1,660,799

	Infants vaccinated in 2005 (JRF) / to be vaccinated in 2006 and beyond with Measles *
	1,023,758
	1,000,957
	1,123,489
	1,178,873
	1,224,605
	1,278,814
	1,335,640
	1,395,228
	1,457,736


* Indicate actual number of children vaccinated in 2005 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

Note:
· The source of the population figures is the Uganda Bureau of Statistics (UBOS) based on provisional results of the 2002 census. Official national estimates from UBOS have been provided up to 2005; projections beyond 2005 are MoH figures awaiting final projections from UBOS.

· The number of children to be vaccinated with DPT-HepB-Hib 1 is calculated as a proportion of the projected birth cohort for vaccine procurement purposes, in line with the requirements for Table 4. The proportions used range from 90% in 2004 (actual doses administered compared to birth cohort) to 98% in 2012 (estimated proportion) in 1% annual increments. This should not be confused with DPT1 coverage which by convention is calculated using the number of surviving infants as a denominator (101% for 2004).
· The coverage targets for 2006 onwards have been revised for all antigens except TT2+ for pregnant women and will be finalised in the multi year plan to be finalised in June 2006. Coverage for DPT-HepB-Hib 3 and measles is calculated as a proportion of surviving infants, according to convention. Coverage for BCG is calculated as a proportion of the birth cohort, according to convention.
· This table assumes maintenance of DPT-HepB-Hib vaccine beyond 2007, according to information received of Uganda eligibility for a bridging plan for pentavalent vaccine.
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. 

	A national census was conducted in 2002. According to the latest update of the 2002 population census figures, the proportions of pregnant women, surviving infants and birth cohort have been revised to 5.0%, 4.3% and 4.85% respectively. The denominators for 2004 and subsequent years have therefore been revised from the previously approved plan. Due to achievement of vaccination coverage figures above the set targets, coverage targets have also been revised to reflect current and future expected performance.



5. Availability of revised request for new vaccine (to be shared with UNICEF Supply Division) for 2007
 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.  

	Not applicable.




Table 4: Estimated number of doses of DPT-HepB+Hib vaccine (specify for one presentation only): 

*Please report the same figure as in table 3.

NB. Line B. Government proportion different from FSP due to unavailability of anticipated resources.
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



6. Confirmed/revised request for injection safety support for the years 2007
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.

	No request from Uganda for 2007.




7. 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 (2005)
	Constraints
	Updated targets (2006)

	1. DPT3 coverage

2. DPT1-3 dropout rate

3. Completeness of reporting to ESD (% districts reporting to ESD for weekly tracking of epidemic prone diseases).

4. % of health units using ADS for routine immunisation


	88%

10%

97%

100%
	84%

11%

 98%

100%
	· Inadequate transport for supervision

· Inadequate support supervision at all levels

· Shortage of adequate manpower coupled with high turn over of service providers at various levels
	89%

10%

100%

100%


8. 
Checklist 

Checklist of completed form:

	Form Requirement:
	Completed
	Comments

	Date of submission
	√
	

	Reporting Period (consistent with previous calendar year)
	√
	

	Table 1 filled-in
	√
	

	DQA reported on
	
	Not applicable

	Reported on use of 100,000 US$
	
	Not applicable

	Injection Safety Reported on
	√
	

	FSP Reported on (progress against country FSP indicators)
	√
	

	Table 2 filled-in
	√
	

	New Vaccine Request completed
	√
	

	Revised request for injection safety completed (where applicable)
	
	Not applicable

	ICC minutes attached to the report
	√
	

	Government signatures
	√
	

	ICC endorsed
	√
	


6.  
Comments

      ICC/RWG comments:

	1. The ICC notes with concern the drop in immunization coverage in 2005 compared to 2004.

2. The ICC notes that the budget approved by ICC in 2005 was amended by the Ministry of Health (in particular with respect to social mobilization), and it is therefore not possible for partners to comment on the informal financial report provided as part of this 5th Annual Progress Report. For this reason, during the ICC meeting of May 4, 2006, the ICC requested that GAVI ISS funds be audited by the Auditor General’s Office and the audit report provided to the ICC. Partners request that this be done within 90 days. Therefore, the ICC endorses this GAVI annual report to the GAVI Secretariat subject to financial audit of GAVI 2005 expenditure. 

3. The ICC requests that the 2007 DPT-Hepatitis B‑Hib vaccine request for be honoured by GAVI, independent of the financial report. 

4. The ICC recommends the following:

· All communications between the MOH and the GAVI secretariat should be copied to the WHO and UNICEF Representatives.

· All substantial departures from agreed upon plans for GAVI ISS funds should be presented to technical partners and ICC members for discussion prior to engaging expenditures. 

· Technical and financial reports from such activities should be shared with partners and tabled at ICC meetings. 

· The ICC as a whole should collectively endorse both programme outputs and financial reports related to GAVI support. 




7.
Signatures
For the Government of ………………..…………………………………

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

Title:
………………………………………….………………….

Date:
………………………………………….………………….

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

	Ministry of Health
	Hon. Dr. Alex Kamugisha, Minister of State for Health, Primary Health Care, Chair ICC
	
	European Union/ EDF
	Ms Florinda Guadagna, Head of Economics and Social Sectors Desk
	

	WHO
	Dr. Melville George, WHO Representative
	
	DANIDA
	Charlotte Kanstup

Health Advisor
	

	UNICEF
	Mr Martin Mogwanja,

UNICEF Representative
	
	JICA
	Mr. Takehiro Susaki

JICA Resident Representative
	

	USAID
	Dr. Erik Janowsky, Health Team Leader
	
	Uganda Red Cross Society
	Ms. Alice Uwase Anukur, Secretary General
	

	World Bank
	Dr Peter Okwero, Health Advisor
	
	National Council for Children
	Dr. Sam Okuonzi

Secretary General, NCC
	

	DFID
	Dr. Alastair Robb, Senior Health Advisor
	
	Rotary International Uganda
	Hon Nelson Kawalya Minister of Health Buganda Kingdom


	


Annex 1: RECOMMENDATIONS of the DQA conducted in 2002 and status of implementation, Uganda, May 2006

I. Recording practices:

1. Ensure that completeness of reporting (i.e. percentage of HUs reporting in a given period) and not just availability is captured at national level. 

Status: 

· HU completeness is now included in the revised HMIS reporting from all districts country-wide. 

· Format for monitoring completeness and timeliness of health unit reporting designed and disseminated to all districts 

2. Standard pre-printed ledgers, for child immunisations and antenatal tetanus would greatly assist the HU in monitoring all immunisations. In addition follow-up supervision is required to ensure that the ledgers are being maintained appropriately. 
Status: 

· Drop out tracking study implemented in two districts using pre-printed child health registers to determine user-friendliness and suggestions for improvement of existing ledgers

· Child register revised using findings in the drop out tracking study during the HMIS revision process in view of the changed health sector strategic plan indicators

· Child health register is currently promoted at all static and outreach sessions as the only evidence for EPI services utilization at lower level. 

3. Ensure the availability of all forms and databases for recording and reporting Government should budget for the forms at all levels. 

Status
· The Resource centre of the Ministry of Health has a costed multi-year procurement plan for all primary data collection and reporting tools. This plan partially supported by the Health Sector budget although it is used largely as a resource mobilisation tool from the partners

· The costing tool for clinic registers and reporting tools was disseminated to all districts through the regional planning meetings. As thus, all districts are now required to have a budget line for procurement of HMIS forms and databases from the Primary Health Care grants to districts. 

4. To avoid unnecessary wastage, encourage the optimal use of tally sheet by drawing lines between columns to differentiate between different immunisation periods. 

Status 
· Support supervision visits for surveillance (Stop Transmission of Measles and Polio Missions, Regional EPI/IDSR supervision visits, Area Team Visits and adhoc support supervision) all highlight  the importance of rational use of tally sheets. 

5. Provide electronic forms of the HMIS database (monthly report formats 123 and 105) to districts and ensure that there is a space for signing and dating the reports. 

Status 
· Resource center with support of MSH, CDC and USAID is developed computerised HMIS software. This EPI Info-based software is been pilot tested in 5 districts with tremendous successes

· Advanced EPIINFO training was conducted for UNEPI, HMIS/Resource centre, Epidemiological surveillance division and WHO data managers using the support of CDC facilities and resources

· Training of central facilitators for the nation-wide introduction of the computerised HMIS software was also conducted. 

6. Use the supervisory visits to strengthen knowledge on the vaccination schedule, monitoring the correct completion of the vaccine ledger, calculation of wastage, proper maintenance of the Child and Antenatal registers, AEFI reporting, etc. 

Status
· EPI Standards and supervisory checklist outline the national routine immunisation schedule, vaccine utilisation monitoring (including wastage calculations), monitoring of EPI performance and the importance of completed child registers (emphasis on drop out trancking, AEFI surveillance and accountability of the highly expensive vaccines).

· EPI disease surveillance manual finalised and disseminated to all district  provides detailed technical guidelines on AEFI monitoring

7. Install a “fax without phone” in the Resource Centre (MOH) to receive incoming reports. 

Status
· A Phone/fax machine that was installed in Resource Centre of Ministry of Health with support  WHO was serviced and supported to remain operational throughout the year

II. Storing /Reporting:

1. Ensure that all EPI completed records (tally sheets, completed ledgers, etc) are routinely and regularly stored with other HU records. All records should be stored for the duration of time stipulated in the national policy. 

Status
· EPI completed records are now fully integrated in the revised national HMIS. 

2. Strengthen the storage and filing of reports at District and HSD, ideally each reporting unit should have its own sub-file and be filed by month. Reports should be clearly marked especially when updated. 

Status
· The revised HMIS databases were printed and disseminated to all districts as part of the HMIS revision process. 

3. All monthly reports should be signed and dated by the ‘In-Charge’ of the HU and District, and signed and dated on receipt at District and National levels. 

Status 
· The mandate of the District Director for Health Services (DDHS) to sign all HMIS reports was retained as an important element of the HMIS. Over 80% of the district monthly HMIS reports (123 and 124) are now signed by the DDHS.

III. Monitoring/Evaluation:

1. Together with the Districts, UNEPI should agree on a mechanism for collecting information on wastage from HUs and Districts and reporting this information upwards. 

Status
· Sentinel vaccine utilisation monitoring initiated in 8 districts still running.

· The revised HMIS tools integrated the sentinel vaccine utilisation monitoring tools in the district and HSD HMIS tools. The revised health unit monthly report also revised to include doses wasted in the routine monthly (HMIS 105) report.

2. UNEPI should use the district population figures derived from the districts to calculate the denominators for the districts. 

Status
· As required by the government policy, UNEPI uses Uganda Bureau of Statistics projections derived from the 2002 population and housing census for calculation of coverage. However, in estimation of vaccines and supplies requirements for the respective districts, district populations or UBOS figures are used.
3. UNEPI should liaise with HMIS to ensure that the same formula and base figures are used for the calculation of denominators for ‘children under 1’ and ‘pregnant women’ at District and National levels. 

Status
· Formulae for calculation of denominators in all districts and health facilities are now harmonised and are similarly included in the revised HMIS operational manual 

4. Ensure that TT+ is monitored at all levels as well as other selected antigens. 
Status

· Done at the national level and remains an area of emphasis at the district level

5. Ensure that all key staff in the district and health units are trained on how to use the HMIS tools to monitor performance, i.e. charts, and encourage a process of analysis and interpretation of the information rather than the mere collection of data. Encourage the display of monitoring charts for antigens at HU and District levels. 


Status

· Training in the use of the revised HMIS tools conducted in 40 of the then 56 functional districts.

· EPI vaccines and diseases monitoring charts now included in the HMIS data analysis section.

· All districts were supplied with additional monitoring charts EPI and drop out

· Display of EPI performance monitoring and diseases trends promoted during support supervision visits.

6. Encourage regular written feedback from all levels, which should include some analysis of the data provided. UNEPI may need to assist the districts in developing different feedback formats. From the national level, consider a simple (compared to the glossy productions, which could continue as an annual publication but not for regular routine feedback), mechanism for reporting more regularly to the districts, i.e. on a quarterly basis. 

Status
· The use of the generic feedback format was reviewed during the surveillance review meetings

· Maintained the quarterly IDSR feedback bulletins and bi-annual EPI newsletter

· Initiated monthly feedback on EPI and vaccine preventable diseases surveillance  performance to the districts through print media.

7. Ensure that realistic schedules of supervision are made with reports on the outcome of each supervisory visit, and that a record of the key issues is left with the HU and used for follow-up. The MCH/UNEPI Supervisory Book should be completed for all supervisory visits and not just for EPI related matter; further copies should be produced (renamed) for all HUs. 

Status
· To be followed up yet. 

8. Encourage the Districts to develop supervisory checklists that can be used for an integrated style of supervision and not only for EPI related activities. Focus on on-the-job training utilizing the HU’s own data. 

Status 
· The integrated supervisory checklist developed by the planning department of the Ministry of Health now used during all Area Team supervision visits to the districts

9. Ensure that ‘databases’ are completed, including the completion of ‘annual reports’ at both districts and HU’s through integrated supervision. 

Status
· Yet to take root although it has been institutionalised that quarterly and annual performance reported defined in the revised HMIS become part of accountability and pre-requisites for disbursement of PHC funds to the districts and health units respectively.

IV. System design:

1. Agree on policies for late reporting and duration of storage of documents and disseminate this information widely with follow-up supervision to ensure that all staff in the District and HUs are aware of the policies. 

Status
· Yet to followed up.

2. Maintaining a duel system for collection and storage of EPI information leads to problems in data integrity, to avoid these problems all reports should be stored in one location only (Resource Centre) and data transferred electronically. The HMIS database is the MoH’s official database, which should provide managers of the various programmes (UNEPI, FP, etc) with national data for planning, monitoring, supervision and other purposes. The original reports should not leave the Resource Centre. UNEPI as well as other programmes can update their records electronically regularly as they are currently doing in terms of timeliness of reporting. 

Status
· Maintained UNEPI support to Resource Centre in data collation and entry at the health databank 
· All immunisation data in UNEPI remains just an extract of what is stored at the resource centre of the Ministry of Health.
3. Data are currently being entered in HMIS using EPI INFO 2000. UNEPI should be using the same system and identify which files can be electronically captured on a regular basis. 

Status
· All data collation and entry remained at Resource Centre
4. HMIS to set a schedule of data entry support from other programmes and train staff on HMIS, all programmes benefit from the information so should support the data collection. 

Status
· UNEPI data manager maintained her support to RC in data entry although support from other programmes is not forthcoming.
5. HMIS should identify a suitable computerised software package for data collection in the districts and ensure that the same package is used in all districts. Training in computerised data entry is also required and if resources are scarce in the MoH, this could be supported through other programmes benefiting from the HMIS information. 

Status
· EPIINFO remained the recommended software for all HMIS related software development.

6. All data should be regularly ‘backed-up’ at all levels, UNEPI, HMIS and in the districts. 

Zip’ programmes should be installed to assist in the back-up process. A copy of the back-up should be stored outside the district/national offices. 

Status
· Data is being backed up at the national level.

7. UNEPI should review their policy on use and disposal of safety boxes in line with outreach activities.

Status
· Done

8. UNEPI could explore the possibility of introducing incinerators (the technology of choice could be the low cost De Montfort University type incinerator).  
Status  Done
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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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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Sheet1

						Formula		For 2007

		A		Infants vaccinated/to be vaccinated with 1st dose of DPT-HepB-Hib*				1,308,819

		B		Percentage of vaccines requested from The Vaccine Fund taking into consideration the Financial Sustainability Plan		%		100.0%

		C		Number of doses per child				3

		D		Number of doses		A x Bx C		3,926,457

		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		4,358,367

		G		Vaccines buffer stock		F x 0.25		1,089,592

		H		Anticipated vaccines in stock at start of year 2007 (including balance of buffer stock)				1,459,900

		I		Total vaccine doses requested		F + G - H		3,988,059

		J		Number of doses per vial				2

		K		Number of AD syringes (+10% wastage)		( D + G – H )  x 1.11		3,947,325

		L		Reconstitution syringes(+10% wastage)		I / J x 1.11		2,213,373

		M		Total safety boxes (+10% of extra need)		( K + L ) / 100  x 1.11		68,384





Sheet2

		





Sheet3

		






