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1.  
Report on progress made during 2006

1.1 Immunization Services Support (ISS)

Are the funds received for ISS on-budget (reflected in Ministry of Health and Ministry of Finance budget): Yes/No

If yes, please explain in detail how it is reflected as MoH budget in the box below. 

If not, explain why not and whether there is an intention to get them on-budget in the near future?

	No, ISS funds are not on-budget. However, it is the intention of Government to put GAVI/ISS funds into budget support 


1.1.1
Management of ISS Funds                          

Please describe the mechanism for management of ISS funds, including the role of the Inter-Agency Co-ordinating Committee (ICC).

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

	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 2006, that outlined the various potential sources of funding for activities including the Ministry of Health (MOH) and partners such as WHO, UNICEF and GAVI. In addition, a specific plan for ISS funds was developed in 2004 and approved by the ICC. The plan included activities that rolled out into 2006.

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

1. Non-release of GAVI ISS funds from the GAVI Secretariat.

The non-release of ISS funds was contributed to by the delayed release of an audit report from the Inspectorate of Government (IGG). During 2006, a separate auditing system was used to audit GAVI ISS funds because the President of Uganda directed the IGG, which is the Government inspectorate for auditing public and private funds, to audit the GAVI funds. This followed concerns raised by the ICC on use of ISS funds in 2005, in particular for social mobilization activities by the central level of government. The ICC was informed that the IGG audit has been completed and was formally presented to the President of Uganda on 28th April 2007. The ICC awaits formal access and review of the IGG report that is expected to go through the Cabinet as a White Paper, before being made available to the ICC. 

2. Delayed implementation of some activities due to unavailability of ISS funds, for example, there was a delay in initiation of construction of UNEPI central offices and stores in Kampala.
The Ministry of Health presented a request to GAVI for release of US$ 1.5 million of ISS reward money in early 2006. Clarifications on the bidding process and budget breakdown were sought by GAVI and provided by the Ministry of Health. Communication from GAVI is awaited regarding release of the amount requested.

3. Delayed release of ISS funds from the Ministry of Health due to lengthy processes. 
Due to the lengthy process prescribed by the national accounting and financial regulations, the process of releasing funds to the districts takes up to two months. This delays timely implementation of catalytic activities for which GAVI funds are usually intended at the district level.
4. Replacement of government funding for routine immunisation operations at the central level by the GAVI ISS. 



1.1.2
Use of Immunization Services Support

In 2006, the following major areas of activities have been funded with the GAVI Alliance Immunization Services Support contribution.

Funds received during 2006: 


US$ 400,000

Reversed commitments from 2005:               US$ 263,922

Reversed transfer charges:


US$ 4,500
Remaining funds (carry over) from 2005: 
US$ 327,238

Balance to be carried over to 2007: 

US$ 137,695
Table 1: Use of funds during 2006*  
	Area of Immunization Services Support
	Total amount in US $
	AMOUNT OF FUNDS

	
	
	PUBLIC SECTOR
	PRIVATE SECTOR & Other

	
	
	Central
	Region/State/Province
	District
	

	Vaccines
	
	
	
	
	

	Injection supplies
	
	
	
	
	

	Maintenance and overheads
	8,047
	8,047
	
	
	

	Assessment of newly created districts
	9,346
	9,346
	
	
	

	Advocacy, IEC  and  social mobilization
	88,750


	88,750


	
	
	

	Data Quality Self Assessment
	13,341
	13,341
	
	
	

	Support Supervision
	13,743
	13,743
	
	
	

	Purchase of gas
	133,194
	133,194
	
	
	

	Deliveries of vaccines and gas to districts
	118,189
	118,189
	
	
	

	Deliveries of injection materials to districts
	58,609
	58,609
	
	
	

	Surveillance
	9,510
	
	
	9,510
	

	Rent for warehouse
	7,696
	7,696
	
	
	

	Cold chain equipment and Maintenance
	8,796
	8,796
	
	
	

	District operational costs for integrated measles campaign
	388,703
	
	
	388,703
	

	Bank charges
	41
	41
	
	
	

	Total:
	857,965
	459,752
	
	398,213
	

	Remaining funds for next year:
	137,695
	
	
	
	


*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 and utilization of funds were discussed.

Dates of ICC meetings:  

19 January 2006

4 May 2006

28 July 2006

14 September 2006

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

	Major activities conducted during 2006 to strengthen immunisation:

Planning

· Developed an annual work plan for 2006 based on the EPI review findings of 2005.

· Finalized the costed EPI Multi Year Plan 2006-2010
· Conducted planning activities at national and district level for a national integrated measles and polio campaign for under-5s, accelerated routine immunization activities and MNTE campaigns in 11 districts.
Service delivery

· Conducted accelerated routine immunization activities nation wide integrated with the national immunization campaign for polio and measles.

· Distributed logistics (boat engines and life jackets) for implementation of outreaches in hard to reach areas in 6 districts. These districts included Nakasongola, Kisoro, Wakiso, Bugiri, Kalangala and Mayuge.

· Collaborated with community-based organizations such as Uganda Community Based Health Care Association to strengthen routine immunization in 2 poorly performing districts (Kampala and Wakiso) using the RED approach and community-based interventions.

· Provided support to 10 poorly performing districts to implement RED activities.

· Printed and distributed child registers for monitoring dropouts at health facility level in all districts.
· Initiated school based TT vaccination programme at district level in selected districts in collaboration with the Ministry of Education and Sports.
· Supported Meningitis outbreak response (mass vaccination) in northern Uganda districts of Gulu, Nakapiripirt and Moroto. A total of 475,915 people were vaccinated in the 3 districts. In Nakapiripirit, the entire district was covered, targeting 2 – 30 years age group (325,978 people), of whom 294,135 were reached (90%) with the bivalent vaccine. In Moroto district, 6/12 Sub-Counties with a total population of 87,055 in the 2 – 30 years age group were targeted; 73,775 people (85%) were immunized. In Gulu district, 12/23 Sub-Counties and age group 2 – 45 years were targeted (population of 127,807) and 108,005 (85%) were reached with the Trivalent vaccine. 
For details of the service delivery outputs namely routine immunisation and supplemental immunisation activities (SIAs) coverage, you can refer to the 2006 WHO/UNICEF Joint Reporting Form for Uganda.
Vaccine and cold chain management

· Conducted forecasting and monthly distribution of vaccines to all districts. No vaccine stock outs were experienced at national level however stock outs were reported at district vaccine stores (Refer to Table 6B of the WHO/UNICEF Joint Reporting form for Uganda 2006).

· Conducted a sensitization and advocacy seminar on vaccine regulation. The seminar was facilitated by WHO/HQ and AFRO and involved the National Drug Authority, UNEPI, Partners and research institutions involved in vaccine trials. A revised institutional development plan was developed.

· Continued vaccine utilization monitoring at 80 sentinel sites. Vaccine utilization monitoring was scaled up nationally through the Health Management Information System (HMIS).

· Finalized IEC materials and job aides on the multidose vial policy, shake test and vaccine vial monitor, which are awaiting printing.

· Distributed cold chain equipment to new districts and replaced old equipment: 23 refrigerators were distributed to establish new district vaccine stores and static units; 29 refrigerators were used for replacement of old/ malfunctioning equipment; 7 refrigerators were distributed to strengthen district capacity including during the campaigns.

· Supported districts to conduct cold chain maintenance in 44 districts, which were visited once during the year.

Injection safety and waste management

· Participated in implementation of the national injection safety plan.

· Drafted statute on protection of health workers against vaccine-preventable diseases such as hepatitis B.

Transport
· Procured 20 motorcycles to support surveillance activities at district level.

· Procured 4 vehicles to support regional support supervision activities.

Advocacy and Social Mobilization

· Developed and aired radio messages on accelerated routine immunization and supplemental immunization activities for polio and measles.

· Continued implementation of monitoring of communication indicators for EPI at district, health facility and community levels in 2 pilot districts.

· Developed job aides for health workers for communication during immunization sessions.
Capacity building
· Comprehensive training plan was finalized and disseminated to all development partners
· Initiated revision of the training manual for operational level health workers
· Initiated review and adaptation of Mid Level Management modules
· Reviewed, updated and disseminated training manual for accelerated routine immunization and supplemental immunization activities
· Conducted training activities for district and operational level health workers for integrated measles and polio campaign. 96 central trainers were trained.
· Supported operational level training for health workers in Kaliro, Isingiro, Ibanda and Kiruhura districts (80 health workers were trained).
· 32 District Cold Chain Assistants from new districts were oriented on cold chain management.
· Conducted an inter-country Vaccinology course involving 3 countries. 
· Participated in AFRO orientation workshop on pre-service training curricula review for EPI.
Support Supervision
· Carried out technical programme support supervision in 40 selected poorly performing districts and northern Uganda districts during the 4th quarter..
· Participated in Area Team Integrated supervision visits
Monitoring and Evaluation

· Finalized national and district-specific EPI Plus coverage survey
· Conducted a national Data Quality Self Assessment (DQS) 8 randomly selected districts (Lira, Arua, Pallisa, Mayuge, Sembabule, Rakai, Mbarara and Rukungiri). 
· Conducted monthly compilation and dissemination of EPI routine and surveillance data
· Provided feedback to districts on performance through bi annual newsletters, Health sector review meetings, National Health assembly and Joint Review Missions.  
Accelerated Disease Control

· Conducted an integrated follow up measles campaign. Accelerated routine immunization activities and supplementary immunization activities for polio and measles among under-5s were conducted nationally in the 80 districts. These activities were conducted in 3 phases: 
· 1st Phase (July 2006) in Pader and Kitgum

· 2nd Phase (25-27 August 2006) in the northern region districts (17)

·  3rd Phase (10– 12 November 2006) in the rest of the country (61)
The 3rd phase was integrated with Child Days Plus activities and a 3rd round of TT campaigns in the 9 high-risk districts of Kapchorwa, Pallisa, Masaka, Sembabule, Kiboga, Kasese, Bundibugyo, Kamwenge and Hoima. The campaign reached 5,492,070 (95%) children with polio vaccine; 5,301,424 (101%) children with measles vaccine and 827,991 (63%) women of childbearing age with TT vaccine in 9 high-risk districts.

· Prepared and presented documentation for certification of polio eradication in Uganda to the Africa Regional Certification Commission (ARCC). The documentation was accepted by the ARCC.
Disease Surveillance

· Provided support to districts to carry out active search for AFP, measles and NNT cases.

· Continued support to sentinel surveillance sites for Pediatric Bacterial Meningitis and Pneumococcal disease.

· Initiated rotavirus surveillance at 1 sentinel site at Mulago National Referral Hospital in June 2006.

· Conducted on-job training workshops for 13 new districts involving Surveillance Focal Persons at district and health sub district levels.

· Initiated piloting of community based disease surveillance in 1 district. 

· Conducted “regional” surveillance review meetings (involving the district surveillance focal person, HMIS focal person and HSD surveillance focal person) to assess the progress of quality surveillance performance indicators.

· Expanded regional EPI/IDSR supervision to include 1 additional region (Soroti), making a total of 6 operational regions.

· Conducted support supervision visits (STOMP team visits) for surveillance and routine immunization activities in silent districts and districts with poor surveillance indicators.

For the fourth year running, the WHO certification standard surveillance indicators for polio were maintained at national level although there remains variations at sub-national (district levels). As a result, Uganda was declared polio free by the African Certification Commission.

Constraints/challenges

AT CENTRAL LEVEL

1. Cold chain maintenance and repair:

The central back up support to the district to maintaining the cold chain system has been irregular and inadequate due to the following:

· Manpower: Out of the 6 established posts for cold chain technicians, there are only three officers. 
· Shortage of spare parts especially for solar fridges due to lack of funds 

· Lack of vehicles for field work 

· Lack of funds for fuel and allowances to facilitate national to district level preventive and corrective cold chain maintenance
2. Stock out of gas and vaccines

Vaccine distribution to the districts is done concurrently with gas. There have been frequent interruptions of gas supply due to shortage of gas at the depot (SHELL) and delayed payment. This leads to irregular distribution of the logistics to the districts, resulting in stock outs of both gas and vaccines. 

3. Support supervision from centre to districts: 
Technical support to the districts has been inadequate and irregular due to lack of field vehicles and funds for fuel and allowances. Suffice to note that the EPI team has been participating in other integrated supervisions activities of the Ministry of Health like child days (planning, monitoring and supervision), area team (planning, monitoring/supervision visits) and injection safety activities. However these do not provide adequate opportunity for the concerned officers to do a deeper analysis of program performance and constraints. 

4. Inadequate Funding  

There has been a gradual decline in funding for the program. Funding for utilities is very small and usually delayed. Water, electricity and telephone cutoffs are frequent happenings. However, several initiatives have been made by the ICC members and the programme to re-commit government financing to routine operations for immunisation services delivery. For example, the Comprehensive costed EPI Multi-Year Plan will be tabled for discussion in the Health Sector Working Group in charge of financing. Secondly, additionality of GAVI funding to government’s own contribution has been secured in writing from the Ministry of Finance, Planning and Economic Development. Thirdly, government’s commitment to financing the immunisation programme has been made in the 2007/2008 budget framework paper where for the first time, the government will contribute Uganda Shillings 2 Billions (equivalent to One Million, one hundred and Seventeen thousand US dollars), finance UNEPI operational activities and indicated the GAVI HSS expected financing within the sector ceilings to secure additionality rather than replacement as has been the case.  
5. Lack of field vehicles

Currently UNEPI has a fleet of 19 vehicles and 8 vaccine trucks. Out of these, one field vehicle is in good working condition, 5 vehicles are in the garage, 13 vehicles are due for boarding off (10 years old or more than 250,000 Kms odometer reading). Of the 8 trucks, 5 are in good working condition while 3 are due for boarding off.  This affects many activities of the program including supervision and cold chain maintenance. 

AT DISTRICT LEVEL

1. Irregular distribution of vaccines and supplies from the district vaccine stores to lower levels

There are frequent stock outs of vaccines and gas at the lower levels. This is as a result of inadequate funding and transport at district level. In addition, the district delays to collect gas cylinders from the lower levels, making exchange of filled gas cylinders with UNEPI trucks difficult, compounding the problem more. 

2. Cold chain

There is infrequent cold chain maintenance and repair by the cold chain assistants due to lack of tool kits and spare parts and funds for fuel and allowances. UNEPI plans to re-tool the district cold chain maintenance units in the coming financial year 

3. Irregular functioning outreaches  

Delayed release of PHC funds from the centre and delayed payment of outreach allowances contributes to poor functioning of outreaches. But most importantly, there is a general decline in the PHC non-wedge amounts to the districts. This is compounded by the significant drop in local revenue collections in the districts following the abolition of graduated tax countrywide that contributed significantly to the district fiscal space for services delivery.  
4. Skills of new health workers

Since 2002, no systematic operational level training has taken place and yet many new health workers have been recruited while others have left the service. This affects the quality of service. 

5. Demand for services
The demand for EPI has been declining due to low morale of community mobilizers and lack of social mobilization activities for routine immunization. 

 


1.1.3 Immunization Data Quality Audit (DQA) 

Next* DQA scheduled for 2007
Uganda adopted the Data Quality Self Assessment (DQS) tool. The 1st DQS was conducted during 2006 and subsequent assessments will be planned and implemented annually in order to continually improve the quality of administrative data.
*If no DQA has been passed, when will the DQA be conducted?

*If the DQA has been passed, the next DQA will be in the 5th year after the passed DQA

*If no DQA has been conducted, when will the first DQA be conducted?
What were the major recommendations of the DQA?

	A. Recording

i. UNEPI should initiate a system of districts forecasting for routine vaccination antigens basing on their performance to avoid vaccine wastage/over stocking of vaccines especially at the lower levels. An update of MOH planning guidelines to include quantification and forecasting of commodities like Vaccines, drugs, etc should be done. 

ii. The push system (the up down system of delivering logistics) for vaccines from district and HSD levels to the periphery units should be revitalized and districts should have a distribution checklist for EPI logistics and should at all times follow the bundling method. This opportunity should be used to strengthen the use of the vaccine control books. 

iii. UNEPI should introduce syringes with re-use prevention devices for reconstituting routine immunisation vaccines as is planned for the Health Sector come July 2007. 

iv. Health workers should be re-sensitised about client flow and recording during an immunization session. 

v. The DDHS should ensure that cold chain monitoring is done daily by the DCCA.  
vi. Fiscal monitoring of comprehensive district work plan to ensure use of stationary funds for production of HMIS tools and the DDHS should have a system in place to monitor the availability of HMIS tools at the operational level. The Area Team monitoring and supervision visit provide a great opportunity for the immunisation programme to effect this.
B. Reporting 

i. Specific budget lines for HMIS tools should be clearly stipulated in the district and health facility POA in order to avoid frequent stock outs of HMIS reporting tools. In the meantime, the Monistry of Health Planning department should interprete the stationary budget item to clearly indicate that procurement of HMIS reporting tools is included in this item.
ii. The DHMT should emphasize during support supervision the importance of completely filling in all sections of the HMIS report including zero reporting. 

iii. The DSFPs should ensure that AEFI form A or the Adverse Drug reactions form prescribed by the National Pharmacovigilance centre are distributed to all health facilities and put to right use. 

iv. A proper guide on reporting of updates should be developed by resource centre and disseminated to all districts immediately.

C. Archiving 

i. Utilization of district databases should be emphasized during support supervision visits.   

ii. Districts should develop the culture of documenting and storing all activity reports conducted by the DHT and if possible identify a focal point for support supervision activities. 

iii. Districts and health facilities should identify one central place for archiving all health information. 

iv. All districts should revitalize provision of regular feedback to the lower levels on the data submitted by lower levels by use of the generic feedback format on IDSR indicators developed in 2003. 

v. District surveillance focal persons should utilize HMIS 033b for weekly reports and have a file of all reports sent to ESD.

vi. Districts should get consolidated reports from the HSDs and have a sub file by HSD

D. Demographic information

i. Districts should use population figures got from the district population offices planning units since these are the authentic UBOS figures. 

ii. Districts should have denominators by sub county of women of child-bearing age as Uganda is moving towards the maternal and neonatal tetanus elimination phase. Alternatively Ministry of Health planning unit should provide the districts with district and sub county populations for at least 5 years.  

iii. Detailed micro planning for routine immunization activities should be revitalized in the districts, HSD and health facility level by using the RED strategy. This should be documented. 

iv. Health facilities should utilize the databases and completely fill in all the relevant tables/components. 

v. A proper register for Traditional Birth Attendants should be developed by the ministry to get detailed information on births in the communities. 

vi. OPD registers should be used by the health facilities to determine their service areas and hence plan appropriately.

vii. The DDHS should work with the planning unit in the district to map out all static outreach sites of the district. 

viii. UNEPI should provide monitoring charts to all districts on a regularly basis. 

E. Core Outputs and Data Analysis

i. Districts and health facilities should be assisted to analyse their data through hands on training strategy. 

ii. Health facilities should be assisted to determine their targets by strategy and hence do regular data analysis to determine whether they are utilizing the resources appropriately. 

iii. The modified electronic district HMIS software should include basic data analysis field and should urgently be rolled out 
iv. The importance and use of child registers as far as tracking defaulters should be emphasized during support supervision. Health assistants should liaise with the village health teams to obtain information on all births in their respective villages. 
F. Evidence of Data Utilization

i. Hands-on training strategy should be implemented to revitalize the RED strategy at all levels.  

ii. Health unit in-charges should work with the districts to obtain parish populations and use this information calculate their targets for immunizations. 

iii. The Yellow star strategy should incorporate the components of data analysis and utilization. 

G. Data Accuracy

i. Health data should be discussed during support supervision visits and the DHT should ensure that the support supervision checklist has a section of data analysis and utilization

Overall recommendations

1. DQS tool should be disseminated to all districts and incorporated into the routine support supervision mechanisms in all districts e.g. Regional Support Supervision Strategy, Area Teams, focused technical support supervision visits e.t.c to improve the monitoring system. 

2. A detailed work plan should be developed to follow up the DQS findings and recommendations. 

3. An intensive hands-on training for health workers on data management should be conducted by all stakeholders. 

4. Resource centre or UNEPI should think of a possibility of having carbonated tally sheets in book-form focusing on the 2 main strategies of immunization i.e. static and outreaches.

5. UNEPI should explore the mechanism used by the TB programme to track defaulters. 




Has a plan of action to improve the reporting system based on the recommendations from the DQA been prepared?


YES                              NO              

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

	The plan is currently under development




Please highlight in which ICC meeting the plan of action for the DQA was discussed and endorsed by the ICC. 

Please report on studies conducted regarding EPI issues during 2006 (for example, coverage surveys).

	1. Vaccine safety perceptions among caretakers and their influence on vaccination of their children.
2. Determining the seroprevalence of hepatitis B among the general population of Uganda.

3. Prevalence and predictors of Hepatitis B infection in children under 5 years of age in Uganda.

4. Hib vaccine impact assessment.

5. Investigation of acute flaccid paralysis cases with sabin-like isolates.



1.1.4. ICC meetings

How many times did the ICC meet in 2006? Please attach all minutes. 

The ICC had 4 meetings during 2006:

19 January 2006

4 May 2006

28 July 2006

14 September 2006

Are any Civil Society Organizations members of the ICC and if yes, which ones?

	Civil Society Organization Members are part of the ICC. They include:

1. Faith Based Organizations: Uganda Protestant Medical Bureau, Uganda Catholic Bureau and Uganda Muslim Medical Bureau.

2. Uganda Red Cross Society

3. Rotary International

4. Buganda Kingdom

5. Uganda Community Based Health Care Association (UCBHCA)


1.2. GAVI Alliance New & Under-used Vaccines Support (NVS)

1.2.1. Receipt of new and under-used vaccines during 2006


When was the new and under-used vaccine introduced? Please include change in doses per vial and change in presentation, (e.g. DTP + HepB mono to DTP-HepB) and dates shipment were received in 2006.

	Vaccine
	Vials size
	Doses
	Date of Introduction
	Date shipment received (2006)

	DPT-HepB
	2-dose vial
	582,400
	June 2002
	9 May 

	Hib
	2-dose vial
	285,800
	
	9 May

	DPT-HepB
	2-dose vial
	177,600
	
	12 May

	Hib
	2-dose vial
	474,200
	
	12 May

	DPT-HepB
	2-dose vial
	760,000
	
	19 July

	Hib
	2-dose vial
	760,000
	
	19 July

	DPT-HepB
	2-dose vial
	378,800
	
	19 Dec

	Hib
	2-dose vial
	378,800
	
	19 Dec

	
	
	
	
	


Please report on any problems encountered.

	Arrival of unmatched (quantities) shipments of DPT-HepB and Hib vaccines, as indicated in the table above, on 9th and 12th May 2006.




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 9-11.




1.2.3. Use of GAVI funding entity support (US$100,000) for the introduction of the new vaccine

These funds were received on: ______________

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 (DPT-HepB+Hib in 2002) was given in the 1st and 2nd annual progress reports.



1.2.4. Effective Vaccine Store Management/Vaccine Management Assessment

The last Effective Vaccine Store Management (EVSM)/Vaccine Management Assessment (VMA) was conducted in 2004
Please summarize the major recommendations from the EVSM/VMA

	1. MOH and key partners should approve and support the development of vaccine management guidelines/ standards using new ideas and already existing related documents. The guidelines should address the key elements of manpower, management, materials and finances as well as the agreed procedures for vaccine arrival and delivery from the airport.

2. UNEPI should put a system in place to control vaccine wastage at all levels of vaccine management in the country. It is proposed that sentinel sites be set up in each region immediately and vaccine usage rate (including wastage rate) be monitored closely. The results obtained will be used to address vaccine wastage, with a future plan for expansion to all districts.

3. UNEPI should provide vaccine management guidelines, job aides and IEC materials be provided to operational level health workers with key messages on handling of vaccines and equipment.

4. MOH with support of all partners should provide as soon as possible, a central warehouse with adequate dry and cold storage space for vaccines storage equipment and shelves for cold boxes, safety boxes, diluents etc.
5. UNEPI should conduct capacity building at central, district and health facility levels targeting both public and private facilities. Training to cover the key areas of data management, forecasting, storage, distribution, handling and wastage monitoring should be done targeting DCCAs, DHVs, HSD Focal Persons and operational health level workers. 

6. UNEPI should strengthen monitoring and supervision from central and district levels to the peripheral levels. A system of monitoring should be MoH and partner-driven with a central team of supervisors trained in vaccine management and equipped with the necessary tools/ checklists for effective support supervision on a quarterly basis. Each team should provide a quarterly report on their activities to enhance management decisions.




Was an action plan prepared following the EVSM/VMA : Yes/No: YES

If so, please summarize main activities under the EVSM plan and the activities to address the recommendations.

	A vaccine management plan was developed in 2004. The main activities outlined in the plan included the following:

1. Ensuring availability of adequate, safe and potent vaccines at all levels:
a) Dissemination of the vaccine management plan to partners in order to get the necessary support for improving vaccine management at all levels. 

b) A one-day meeting for sensitization of the MOH Top Management. 

c) Monthly review of vaccine distribution, stocks at hand and vaccine arrival reports to be conducted by a selected committee who will brief Management regularly.

d) Provision of quarterly updates on vaccine management to the MOH Top Management during their regular meetings.

e) Strengthening of the involvement of the private health sector in immunisation services. Conduct orientation seminars on vaccine management in the 12 districts already identified for general orientation in immunisation services (Arua, Gulu, Lira, Kampala, Jinja, Mbale, Soroti, Masaka, Wakiso, Kabale and Kabarole).

f) Training of HSD EPI focal coordinators on vaccine and injection materials forecasting, receiving, storage, distribution and monitoring utilization/wastage. 

g) Refresher training in vaccine management for the District Health Visitors (DHVs) and District Cold Chain Assistants (DCCAs) in 56 districts.

h) Provide feedback on WHO/UNICEF training and review vaccine utilization monitoring with the DCCAs. 

i) Conduct OPV and measles vaccine potency tests at the central and randomly selected districts and health facilities by the EPI Laboratory.

j) Develop/ review, print and distribute IEC materials and vaccine utilization monitoring tools on proper vaccine management procedures.


2. Strengthening use of the vaccine monitoring tools:

a) Conduct a one-day meeting to review and update the existing vaccine handling guidelines (procurement, receipt, storage and distribution including use of polythene bags in top-open fridges), vaccine and injection materials control book, vaccine utilization and wastage monitoring tool. 

b) Select and pre-visit sentinel districts at regional level and conduct quarterly follow-up visits for follow-up of vaccine utilization and wastage monitoring tools 

c) Conduct training of central trainers and focal persons in the selected districts (HSD in charges, EPI HSD focal persons, the DHV and DCCA) in the selected districts on the use of vaccine utilization monitoring tools. 

d) Conduct focused quarterly support supervision to the sentinel districts/health units during which on-job training will be emphasized and review of the available vaccine data would be done with the district and the health units visited. 

e) Conduct central and regional feedback meetings to discuss findings, quarterly vaccine utilization and wastage. Regional meetings will be integrated in the already planned programme quarterly meetings. 

f) Conduct an evaluation of the performance of the sentinel sites after 8-12 months of implementation.  Experience gained will be utilized to improve the operationalisation of vaccine utilization monitoring and for expansion to other districts. 




* A number of the activities listed in the plan above have been conducted since 2004.

The next EVSM/VMA* will be conducted in: 2008
*All countries will need to conduct an EVSM/VMA in the second year of new vaccine support approved under GAVI Phase 2. 

1.3 Injection Safety
1.3.1 Receipt of injection safety support

Received in cash/kind: 

Uganda received injection safety support during 2002-2004, after which the Government of Uganda took over procurement of injection safety supplies in 2005.

Please report on receipt of injection safety support provided by the GAVI Alliance during 2006 (add rows as applicable). NOT APPLICABLE

	Injection Safety Material
	Quantity
	Date received

	
	
	

	
	
	

	
	
	

	
	
	


Please report on any problems encountered. 

	No problems were encountered




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

If support has ended, please report how injection safety supplies are funded. 

	GAVI injection safety support ended in 2004.

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 how sharps waste is being disposed of. 

	All sharps waste are collected in safety boxes and disposed using 2 main methods:

1. Burn and bury method: The filled safety boxes are burnt in pits and thereafter buried. All health facilities have a pit for disposal of medical waste.

2. Incineration: the main type of incinerator is the de-mont fort incinerator found at some health facilities




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

	No problems were encountered during implementation of the transition plan




1.3.3. Statement on use of GAVI Alliance injection safety support in 2006 (if received in the form of a cash contribution)

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

	No injection safety support was received during 2006




2. 
Vaccine Co-financing, Immunization Financing and Financial Sustainability
Important note: Under Phase 2 of the GAVI Alliance, all countries are expected to co-finance the introduction of new vaccines from the start of Phase 2 (except for the introduction of measles second dose into routine immunization). The Annual Progress Report has been modified to help monitor the experiences of countries with the new GAVI Alliance policies of vaccine co-financing. We are asking countries to complete three new tables of information and answer some questions about your experience. 

The purpose of Table 2 is to understand trends in overall immunization expenditure and financing context. It provides key updated cMYP information on an annual basis.

Table 3 is designed to help the GAVI Alliance understand country level co-financing of GAVI awarded vaccines - both in terms of doses and in terms of monetary amounts. If your country has been awarded more than one new vaccine in Phase 2 through GAVI Alliance, please complete a separate table for each new vaccine being co-financed. 

The purpose of Table 4 is to understand the country-level processes related to integration of co-financing requirements into national planning and budgeting. 

Much of the information for all three tables can be extracted from the comprehensive multi-year plan, as well as the country proposal to GAVI, and the confirmation letter from the Alliance. For 2006, the figures recorded should be actual updated expenditures, not projections. Please report for the years till the end of your cMYP. Total co-financing can be calculated with the XL sheet provided for calculating the vaccine request.
	Table 2: Total Immunization Expenditures and Financing Trends in US $ 

	
	
	
	
	
	

	Total Immunization Expenditures and Financing
	2006
	2007
	2008
	2009
	2010

	 
	 
	 
	 
	
	 

	Immunization Expenditures
	 
	 
	 
	 
	 

	Vaccines 
	17,012,668
	20,336,200
	20,959,402
	21,645,798
	22,359,992

	Injection supplies
	1,062,572
	1,676,929
	1,904,938
	2,083,049
	2,271,301

	Personnel *
	6,007
	3,982,801
	4,066,150
	4,147,473
	4,230,423

	Other operational expenditures:
	
	
	
	
	

	Cold Chain and other capital equipment
	219,866
	24,893
	28,044
	29,471
	269,425

	Vehicles
	25,000
	395,352
	0
	194,838
	0

	Transportation (delivery) of Injection materials
	61,856
	612,500
	624,750
	671,751
	685,186

	Fixed site and vaccine/gas delivery 
	114,942
	272,229
	277,762
	303,593
	309,665

	Maintenance and overhead
	412,294
	1,218,743
	1,244,520
	823,179
	841,521

	Short-term training
	
	369,116
	416,160
	424,483
	432,973

	Advocacy, IEC and Social mobilization
	88,750


	458,474
	467,643
	476,996
	486,536

	Disease surveillance 
	474,493
	962,540
	981,791
	968,326
	987,692

	Programme management
	35,785
	282,561
	296,848
	302,785
	308,841

	Other recurrent costs
	
	88,550
	90,321
	92,128
	93,970

	Campaign costs (including district operational costs)
	6,500,000
	 
	 
	18,060,864
	 

	Shared costs
	
	3,660,781
	3,733,997
	3,808,676
	3,884,850

	Total Immunization Expenditures**
	26,014,233
	34,120,362
	34,785,106
	53,732,874
	36,855,824

	 
	
	
	
	
	

	Total Government Health Expenditures (HSSP II)
	240,541,436
	243,596,685
	276,519,337
	316,574,586
	358,563,536

	
	
	
	
	
	

	Immunization Financing
	
	
	
	
	

	Government (incl. ISS funds) 
	3,646,601
	9,438,405
	9,866,405
	10,264,818
	10,649,478

	GAVI
	15,282,316
	17,170,025
	17,746,433
	18,342,002
	18,957,349

	UNICEF 
	4,907,610
	150,000
	150,000
	150,000
	150,000

	WHO 
	1,933,706
	370,000
	370,000
	350,000
	350,000

	World Bank (grant)
	
	
	
	
	

	JICA 
	200,000
	8,323
	0
	0
	231,857

	USAID/DELIVER
	53,000
	
	
	
	

	 
	
	
	
	
	

	Total Financing
	26,014,233
	27,136,753
	28,132,838
	29,106,821
	30,338,684


*Personnel expenditures in 2006 are only for the central level allowances. Shared cost expenditures at central and district are not readily available for 2006. 
**Total financing available in 2006 reflects under funding of the Immunisation programme and not its capacity.
	Table 3a: Country Vaccine Co-Financing in US $

	For 1st GAVI awarded vaccine. Please specify which vaccine: DPT-HepB+Hib

	 Actual and Expected Country Co-Financing
	2006
	2007
	2008
	2009
	2010

	 
	 
	 
	 
	
	 

	Total number of doses co-financed by country  
	0
	0
	840,769
	840,769
	840,769

	 
	
	
	
	
	

	Total co-financing by country (US$)
	0
	0
	1,117,318
	1,117,318
	1,117,318

	Of which by
	
	
	
	
	

	    Government
	
	
	
	
	

	    Basket/Pooled 

    Funding
	0
	0
	1,117,318
	1,117,318
	1,117,318

	    Other (please specify)
	0
	0
	
	
	

	    Other (please specify)
	
	
	
	
	

	 
	
	
	
	
	

	Total Co-Financing
	0
	0
	1,117,318
	1,117,318
	1,117,318

	 
	 
	 
	 
	 
	 


	Table 3b: Country Vaccine Co-Financing in US $

	For 2nd GAVI awarded vaccine. Please specify which vaccine (ex: DTP-HepB): NOT APPLICABLE

	 Actual and Expected Country Co-Financing
	2006
	2007
	2008
	2009
	2010

	 
	 
	 
	 
	
	 

	Total number of doses co-financed by country  
	 
	 
	 
	 
	 

	 
	 
	 
	 
	
	 

	Total co-financing by country 
	
	
	
	
	

	Of which by
	
	
	
	
	

	    Government
	
	
	
	
	

	    Basket/Pooled 

    Funding
	
	
	
	
	

	    Other (please specify)
	
	
	
	
	

	 
	
	
	
	
	

	Total Co-Financing
	
	
	
	
	


	Table 3c: Country Vaccine Co-Financing in US$

	For 3rd GAVI awarded vaccine. Please specify which vaccine (ex: DTP-HepB): NOT APPLICABLE

	 Actual and Expected Country Co-Financing
	2006
	2007
	2008
	2009
	2010

	 
	 
	 
	 
	
	 

	Total number of doses co-financed by country  
	 
	 
	 
	 
	 

	 
	 
	 
	 
	
	 

	Total co-financing by country 
	
	
	
	
	

	Of which by
	
	
	
	
	

	    Government
	
	
	
	
	

	    Basket/Pooled 

    Funding
	
	
	
	
	

	    Other (please specify)
	
	
	
	
	

	 
	
	
	
	
	

	Total Co-Financing
	
	
	
	
	


	Table 4: Questions on Vaccine Co-Financing Implementation

	

	Q. 1: What mechanisms are currently used by the Ministry of Health in your country for procuring EPI vaccines?

	
	
	
	

	
	Tick for Yes
	List Relevant Vaccines
	Sources of Funds

	Government Procurement- International Competitive Bidding
	 
	 
	 

	Government Procurement- Other
	 
	 
	 

	UNICEF 
	 √
	BCG, OPV, Measles, TT, DPT-HepB+Hib, 
	Government of Uganda, GAVI

	PAHO Revolving Fund
	 
	 
	 

	Donations
	 
	 
	 

	WHO
	 
	Meningococcal vaccines  
	DFID 

	
	
	
	

	Q. 2:  How have the proposed payment schedules and actual schedules differed in the reporting year?

	NOT APPLICABLE
	
	
	

	Schedule of Co-Financing Payments
	Proposed Payment Schedule
	Date of Actual Payments Made in Reporting Year
	Delay in Co-Financing Payments

	 
	(Month/year)
	(Day/month)
	(Days)

	 
	 
	 
	 

	1st Awarded Vaccine (specify)
	 
	 
	 

	2nd Awarded Vaccine (specify)
	 
	 
	 

	3rd Awarded Vaccine (specify)
	 
	 
	 

	
	
	
	

	Q. 3: Have the co-financing requirements been incorporated into the following national planning and budgeting systems? NOT APPLICABLE

	

	
	Tick for Yes
	List Relevant Vaccines

	Budget line item for vaccine purchasing
	√
	DPT-HepB+Hib

	National health sector plan
	
	

	National health budget 
	√
	DPT-HepB+Hib

	Medium-term expenditure framework
	
	

	SWAp
	
	

	cMYP Cost & Financing Analysis
	√
	DPT-HepB+Hib

	Annual immunization plan 
	√
	DPT-HepB+Hib

	Other
	 
	 


Note: The Government of Uganda has scheduled to start co-payments for DPT-HepB+Hib vaccine in FY 2007/08.

	

	Q. 4: What factors have slowed and/or hindered mobilization of resources for vaccine co-financing?

	 1. Overall resource-constrained envelope of the Government

 

	 2. Reduced allocation to the Ministry of Health 

 

	 3. Other competing priorities/ health programmes such as HIV and Malaria



	 4. MoH budget sector ceilings: limited fiscal space

 

	 5.

 

 

	

	Q. 5: Do you foresee future challenges with vaccine co-financing in the future? What are these?

	 1. Overall resource-constrained envelope of the Government and the health sector leading to failure to sustain co-financing payment by the Government

 



	 2. Competing priorities for the same resource-constrained envelope such as other new vaccines, which will require co-financing by the Government.

 



	 3.
	 

 

 

	 4.
	 

 

 

	 5.
	 

 

 


3.  
Request for new and under-used vaccines for year 2008
Section 3 is related to the request for new and under-used vaccines and injection safety for 2008.

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. Targets for future years MUST be provided. 

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 in 2003 and 2004, coverage targets were also revised from the originally approved plan to reflect current and future expected performance, as highlighted in the EPI Multi Year Plan 2006-2010.

Following submission of the WHO/UNICEF Joint Reporting Form for 2005, the Ministry of Health continued to receive updated HMIS reports from districts and attained 99% completeness of reports compared to 97% as of April 15 2006 when the JRF was submitted to WHO and UNICEF. 

Annually, the Uganda Bureau of Statistics (UBOS) releases updated population projections; therefore in 2006, population figures for 2006 and subsequent years were updated based on the UBOS June 2006 Abstract.



	Table 5: Update of immunization achievements and annual targets. Provide figures as reported in the JRF in 2006 and projections from 2007 onwards.

	Number of
	Achievements and targets

	
	2005
	2006
	2007
	2008
	2009
	2010
	2011
	2012
	2013

	DENOMINATORS
	
	
	
	
	
	
	
	
	

	Births
	1,319,569
	1,343,877
	1,389,699
	1,436,948
	1,485,805
	1,536,322
	1,588,557
	1,642,568
	1,698,415

	Infants’ deaths
	149,642
	152,398
	157,595
	162,953
	168,493
	174,222
	180,146
	186,271
	192,604

	Surviving infants
	1,169,927
	1,191,479
	1,232,104
	1,273,996
	1,317,311
	1,362,100
	1,408,411
	1,456,297
	1,505,811

	Infants vaccinated till 2006 (JRF) / to be vaccinated in 2007 and beyond with 1st dose of DTP (DTP1)*
	-
	-
	-
	-
	-
	-
	-
	-
	-

	Infants vaccinated till 2006 (JRF) / to be vaccinated in 2007 and beyond with 3rd dose of DTP (DTP3)*
	-
	-
	-
	-
	-
	-
	-
	-
	-

	NEW VACCINES **
	
	
	
	
	
	
	
	
	

	Infants vaccinated till 2006 (JRF) / to be vaccinated in 2007 and beyond with 1st dose of: DPT-HepB+Hib1 (new vaccine)
	1,126,349

(96%)
	1,060,416

(89%)
	1,195,141

(97%)
	1,248,516

(98%)
	1,304,138

(99%)
	1,362,100

(100%)
	1,408,411

(100%)
	1,456,297

(100%)
	1,505,811

(100%)

	Infants vaccinated till 2006 (JRF) / to be vaccinated in 2007 and beyond with 3rd dose of DPT-HepB+Hib3 (new vaccine) 
	1,001,854

(86%)
	953,183

(80%)
	1,108,894

(90%)
	1,159,336

(91%)
	1,211,926

(92%)
	1,266,753

(93%)
	1,323,907

(94%)
	1,383,482

(95%)
	1,445,579

(96%)

	Wastage rate till 2006 and plan for 2007 beyond*** DPT-HepB+Hib (new vaccine)
	10%
	10%
	10%
	10%
	10%
	10%
	10%
	10%
	10%

	INJECTION SAFETY****
	
	
	
	
	
	
	
	
	

	Pregnant women vaccinated / to be vaccinated with TT
	764,741

(56%)
	692,720 (50%)
	1,074,509

(75%)
	1,125,857

(76%)
	1,179,453

(77%)
	1,235,393

(78%)
	1,293,773

(79%)
	1,354,695 (80%)
	1,418,264 (81%)

	Infants vaccinated / to be vaccinated with BCG
	1,242,506

(94%)
	1,142,295

(85%)
	1,389,699 (100%)
	1,436,948 (100%)
	1,485,805 (100%)
	1,536,322 (100%)
	1,588,557 (100%) 
	1,642,568 (100%)
	1,698,415 (100%)

	Infants vaccinated / to be vaccinated with Measles (1st dose)
	1,016,049

(87%)
	1,060,416 (89%)
	1,158,178 (94%)
	1,210,296 (95%)
	1,264,619 (96%)
	1,321,237 (97%)
	1,380,243 (98%)
	1,441,734 (99%)
	1,505,811 (100%)


* Indicate actual number of children vaccinated in past years 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

3.2 Confirmed/Revised request for new vaccine (to be shared with UNICEF Supply Division)    

       for 2008 

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




Please provide the XL sheet for calculating vaccine request duly completed and summarize in table 6 below. For calculations, please use same targets as in table 5.
Table 6.  Estimated number of doses of DPT-HepB+Hib vaccine.  (Please provide additional tables for additional vaccines and number them 6a, 6b, 6c etc)

	Vaccine :
	2008
	2009
	2010

	Total doses required
	4,087,948
	5,428,474
	5,669,741

	Doses to be funded by GAVI
	3,247,178
	4,314,623
	4,506,385

	Doses to be funded by country
	840,769
	1,113,852
	1,163,357

	Country co-pay in US$/dose*
	0.20
	0.20
	0.20

	Total co-pay
	817,590
	1,085,695
	1,133,948


*As per GAVI co-financing policy, country grouping and order of vaccine introduction



Table 7: Wastage rates and factors

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

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


3.3   Confirmed/revised request for injection safety support for the year 2008 
NOT APPLICABLE

Table 8: 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 8a, 8b, 8c, etc. Please use same targets as in Table 5)


[image: image2.emf]FormulaFor 2008For 2009

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)#

CNumber of ….dosesA x B

DAD syringes (+10% wastage)C x 1.11

EAD syringes buffer stock (2)D x 0.25

FTotal AD syringesD + E

GNumber of doses per vial#

HVaccine wastage factor (3)Either 2 or 1.6

INumber of reconstitution syringes (+10% wastage) (4)C x H X 1.11/G

JNumber 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.

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.

	


 4. Health Systems Strengthening (HSS)

This section only needs to be completed by those countries that have received approval for their HSS proposal. This will serve as an inception report in order to enable release of funds for 2008. Countries are therefore asked to report on any activity in 2007.

Health Systems Support started in: _________________

Current Health Systems Support will end in: _____________ 

Funds received in 2007: 
Yes/No 





If yes, date received: (dd/mm/yyyy)

If Yes, total amount: 
US$ ___________

Funds disbursed to date:  



US$ ___________

Balance of installment left: 



US$ ___________

Requested amount to be disbursed for 2008 
US$ ___________

Are funds on-budget (reflected in the Ministry of Health and Ministry of Finance budget): Yes/No

If not, why not? How will it be ensured that funds will be on-budget ? Please provide details. 

	


Please provide a brief narrative on the HSS program that covers the main activities performed, whether funds were disbursed according to the  implementation plan, major accomplishments (especially impacts on health service programs, notably the immunization program), problems encountered and solutions found or proposed, and any other salient information that the country would like GAVI to know about. More detailed information on activities such as whether activities were implemented according to the implementation plan can be provided in Table 10. 

	


Are any Civil Society Organizations involved in the implementation of the HSS proposal ? If so, describe their participation? 

	


In case any change in the implementation plan and disbursement schedule as per the proposal is requested, please explain in the section below and justify the change in disbursement request. More detailed breakdown of expenditure can be provided in Table 9.
	


Please attach minutes of the Health Sector Coordinating Committee meeting(s) in which fund disbursement and request for next tranche were discussed. Kindly attach the latest Health Sector Review Report and audit report of the account HSS funds are being transferred to. This is a requirement for release of funds for 2008. 
	Table 9. HSS Expenditure in 2007 (Please fill in expenditure on HSS activities and request for 2008. In case there is a change in the 2008 request, please justify in the narrative above)

	Area for support
	2007 (Expenditure)
	2007 (Balance)
	2008 (Request)

	Activity costs
	
	
	

	Objective 1
	
	
	

	Activity 1.1
	
	
	

	Activity 1.2
	
	
	

	Activity 1.3
	
	
	

	Activity 1.4
	
	
	

	Objective 2
	
	
	

	Activity 2.1
	
	
	

	Activity 2.2
	
	
	

	Activity 2.3
	
	
	

	Activity 2.4
	
	
	

	Objective 3
	
	
	

	Activity 3.1
	
	
	

	Activity 3.2
	
	
	

	Activity 3.3
	
	
	

	Activity 3.4
	
	
	

	Support costs
	
	
	

	Management costs
	
	
	

	M&E support costs
	
	
	

	Technical support
	
	
	

	TOTAL COSTS
	
	
	


	Table 10. HSS Activities in 2007 (Please report on activities conducted in 2007)

	Major Activities
	2007

	Objective 1:
	

	Activity 1.1:
	

	Activity 1.2:
	

	Activity 1.3:
	

	Activity 1.4:
	

	Objective 2:
	

	Activity 2.1:
	

	Activity 2.2:
	

	Activity 2.3:
	

	Activity 2.4:
	

	Objective 3:
	

	Activity 3.1:
	

	Activity 3.2:
	

	Activity 3.3:
	

	Activity 3.4:
	


	Table 11. Please update baseline indicators. Add other indicators according to the HSS proposal. 

	Indicator
	Data Source
	Baseline Value

	Source
 
	Date of Baseline
	Target
	Date for Target

	1. National DTP3 coverage (%)
	
	
	
	
	
	

	2. Number / % of districts achieving ≥80% DTP3 coverage
	
	
	
	
	
	

	3. Under five mortality rate (per 1000)
	
	
	
	
	
	

	4.
	
	
	
	
	
	

	5.
	
	
	
	
	
	

	6.
	
	
	
	
	
	


Please describe whether targets have been met, what kind of problems have occurred in measuring the indicators, how the monitoring process has been strengthened and whether any changes are proposed.

	


5.
Checklist 

Checklist of completed form:

	Form Requirement:
	Completed
	Comments

	Date of submission
	√
	

	Reporting Period (consistent with previous calendar year)
	√
	

	Government signatures
	
	

	ICC endorsed
	
	

	ISS reported on 
	√
	

	DQA reported on
	√
	

	Reported on use of 100,000 US$
	√
	

	Injection Safety Reported on
	√
	

	Immunisation Financing & Sustainability Reported on (progress against country IF&S indicators)
	
	

	New Vaccine Request including co-financing completed and XL sheet attached
	
	

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

	HSS reported on 
	
	Not applicable

	ICC minutes attached to the report
	√
	

	HSCC minutes, audit report of account for HSS funds and annual health sector evaluation report attached to report
	
	Not applicable


6.  
Comments

ICC/HSCC comments:

	· ICC members recognize progress in delivering the IGG report and request that the detailed report is released quickly and implementation of recommendations must be followed up. 

· We stress the importance of auditing and accounting (financial and programmatic) for GAVI funds. The Ministry of Health has requested for a special Audit from the Auditor General of the GAVI/ISS funds expenditure of 2006. This special request has been made because the Auditor General does not Audit calendar year (January to December) expenditures but financial year (July to June) expenditures. The Audited statement of GAVI/ISS funds expenditure will be submitted to the GAVI secretariat as soon as it is ready.   
· A quarterly work plan and budget for the use of GAVI funds should be presented to ICC members for approval before any commitment/expenditure is made. Prior to effecting major changes in the planned activities and/or expenditures that may be found necessary in the course of implementation, the approval of ICC should be sought. 
· Planning and management of GAVI funds, to a large extent, remain parallel to the mainstream government planning processes.  The Ministry of Health should be encouraged to use existing national systems to manage these funds.   
· The ICC members would like to emphasize the importance of strong Ministry of Health planning, prioritizing and budgeting processes to manage a consolidated sector budget as outlined in the long term institutional arrangements for the Global Fund (see attached Global Fund Long-term Institutional Arrangements. 
· The ICC notes with great concern the declining funding for the health sector and immunization programme in particular leading to decline in immunization coverage. Therefore ICC urges government and partners to increase resource mobilization, prioritize Health within the overall government budget and Immunisation within the Health sector.



~ End ~   









√











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 a 2-dose vial, 5% for any vaccine in 1 dose vial liquid.  


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


Anticipated vaccines in stock at start of year 2008: 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











� If baseline data is not available indicate whether baseline data collection is planned and when


� Important for easy accessing and cross referencing
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						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 2008		For 2009

												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 (3)		Either 2 or 1.6

												I		Number of reconstitution syringes (+10% wastage) (4)		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.

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

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