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Executive Summary 

Somalia has been without a functional central government and in a continued civil strife since 1991, until the formation of the current Federal Government, in 2011. The civil war has resulted in division of the country into three major administrative entities: Somaliland, Puntland and Central/South zones. Health services in Somalia are run by local governments and humanitarian agencies; and the immunization programme is supported by UNICEF Somalia, WHO Somalia and more than 60 NGOs, coordinated in an Expanded Program on Immunization (EPI) Working Group that is organized under the The Somali Health Sector Committee (SHSC). 

Despite the complex problem the country has faced, modest achievements are recorded in immunization services. With the support of UNICEF/WHO and more than 60 NGOs, immunization services are being provided; immunization infra-structure is being gradually built. EPI units have been started and being strengthened within the three ministries, two successive comprehensive multi-year plans (cMYPs) were developed and being implemented and Pentavalent vaccine was introduced in April 2013, 

With the support of WHO/UNICEF and the international community, Somalia has been implementing all the strategies of Global Polio Eradication Initiative (GPEI), since 1997. The country had been without polio from 2007 until the current outbreak in 2013, which has been contained, to a large extent as   there are only 4 confirmed cases of WPV in 2014 till end August.  The country has also started implementing the GPEI Polio Eradication Endgame Strategic Plan 2013-2018 which was prepared in response to the May 2012 World Health Assembly (WHA) resolution, which declared the completion of poliovirus eradication to be a ‘programmatic emergency for global public health’. The end game strategy has been discussed in partners’ coordination meetings, at both Health Cluster and Health Sector Coordination forums. The importance of introduction of IPV has also been discussed at zonal technical coordination meetings;
In relation to objective 2 of the GPEI end-game strategy, which requires that all countries introduce at least 1 dose of Inactivated Polio Vaccine (IPV) in to their routine immunization programmes the country plans to introduce the IPV vaccine in Oct 2015 in all the three zones (nationwide) into the routine immunization services targeting children aged 0-11 months. While IPV introduction will help in, filling the immunity gap against type 2 polio virus after OPV2 is withdrawn, interrupt the transmission in case of outbreaks and hasten Polio eradication, it will also have its benefit through strengthening immunization systems as part of activities undertaken to introduce IPV.
The preferred formulation by the Somali government is the 10-Dose vial Inactivated Polio Vaccine (IPV), liquid formulation . IPV 0.5m IM would be administered along with Penta 3 or at time of 1st contact if after 14 weeks, to eligible children.. The pre-implementation activities which will begin in Q1 2014 will include, among others, sensitization of all stake holders, training of EPI managers and health workers, assessment and improvement of cold chain, revising and printing of registration and data tools, advocacy and social mobilization, communication community mobilization, assessment and improvement of VPD surveillance. 
The cost of IPV vaccine will be funded by GAVI in near future and no co financing is required, so   financing the vaccine will not be an issue. For introduction of IPV a total amount of US$ 527,855 are required.  This amount would be funded through   GAVI VIG of US$ 356,655 (excluding PSC), WHO/UNICEF contribution of US$ 81,200 and funds from GAVI HSS amounting to US$ 90,000. After introduction of IPV in routine EPI minimal additional cost, mainly for transportation would be required for future. UNICEF will bear this cost as it is currently providing vaccines to EPI in   Somalia. The government of Somalia and the local health authorities will cover some of the costs involved in personnel and maintenance of security for the smooth implementation of the immunization program. 

Based on the recent experience of Pentavalent vaccine introduction, partners do not expect a significant risk associated with IPV introduction. But, to ensure smooth implementation of the planned activities, extensive coordination and planning activities, training activities,  communication activities and improved monitoring and supervision activities will be conducted which are detailed in the IPV introduction POA.  Trainings of Health workers would particularly focus on MDVP in case of IPV being not fully preserved and interpersonal communication with respect to multiple injections at same visit.,  . Tailored messages and communication material will be developed to reach various audiences. Mobilization of religious leaders, clan leaders, school children and other key influencers will be key to the communication strategy. 

The country’s recent experience in introducing Pentavalent vaccine, in 2013, into the routine immunization program has shown that Somalia, with the support of UNICEF/WHO and all immunization partners, has the capacity to successfully introduce IPV vaccine in Oct, 2015. The government of Somalia and its partners as represented in the HSC committee have reviewed and endorsed this plan of IPV introduction.  
1. Justification for introduction of IPV and national decision-making process
Following resolution WHA41.28 of May 1988, Somalia adopted the Global Polio Eradication Initiative (GPEI); and has been implementing all GPEI strategies since 1997. The country has also started implementing the Polio Eradication Endgame Strategic Plan 2013-2018 which was developed in response to the May 2012 World Health Assembly (WHA) resolution, which declared the completion of poliovirus eradication to be a ‘programmatic emergency for global public health’. 

In relation to objective 2 of the end-game strategy, SAGE recommended that all countries introduce at least 1 dose of IPV in their routine immunization programmes to mitigate the risks associated with the withdrawal of type 2 component of OPV.

Introducing IPV (in 2015) before the switch from tOPV to bOPV (in 2016) will ensure that the population vaccinated is protected against type 2 polio after OPV2 cessation and it will mitigate risks associated with OPV2 cessation, such as the emergence of vacccine-derived polioviruses (VDPV). It will also facilitate polio eradication by boosting immunity to types 1 and 3 poliovirus serotypes among individuals who receive IPV.   
Given the fragile situation in Somalia where Government Institutions are not always fully functional, the Somali Health Sector Committee (SHSC) has the oversight role over the Health Sector in Somalia and substitutes for NITAG in the country.  Representation to the SHSC is constituency-based and it includes the Somali Health Authorities from Somalia Federal Government, Somaliland and Puntland; Somali Donor Group; Somali Civil Society representatives from the three Zones, UN agencies, and International NGOs
The end game strategy, including introduction of IPV in routine immunization, has been discussed in partners’ coordination meetings, at both Health Cluster and Health Sector Coordination forums. The importance of introduction of IPV has also been discussed at zonal technical coordination meetings. The IPV proposal for GAVI support along with the required documents including POA will be discussed and endorsed by SHSC before submission to GAVI secretariat.
Due to the continued use of tOPV in the setting of Somalia’s low routine immunization coverage, the country had experienced outbreaks of type 2 cVDPV in 2008-2012, as shown in Fig 1. Somalia has not reported any other cVDPV of type 1 or type 3. 
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Fig: 1 Number of cVDPV, 2008-2013, Somalia 



source: AFP Surveillance
In addition to the established epidemiologic and programmatic benefits of IPV with regards to Polio End game strategic plan , in the specific situation of Somalia, the process of introduction of IPV under Objective 2 of the end game plan will strengthen the  various components of routine immunization system; like  enhancing coordination, provision of  trainings,  improving cold chain and logistics (as has been the case with Pentavalent vaccine introduction), improved monitoring and communication activities . 

The country’s recent experience (2013) in introducing Pentavalent vaccine into the routine immunization program has shown that Somalia, with the support of UNICEF/WHO and all immunization partners, has the capacity to introduce IPV vaccine in RI.  . Based on the recent experience, partners have drafted IPV application along with related documents to be submitted to GAVI, which was discussed in detail, reviewed and updated, by the HSC committee. The three MOHs with the support of partners are preparing for implementing the plan.

2. Overview of IPV
2.1 Vaccine preference
Table B1. IPV vaccine preferences and estimated date of introduction

	Preferred IPV vaccine
	Month and year of first vaccination
	Preferred second presentation
	Preferred third presentation

	IPV 10 dose-liquid presentation 


	October 2015


	IPV 5 dose-liquid presentation 
	IPV 1 dose-liquid presentation 


2.2 Country licensure status
Somalia does not have a National Regulatory Authority; and there is no requirement for WHO pre-qualified vaccines, procured through UNICEF to be registered in the country.  

UNICEF has been the sole provider of vaccines of assured quality in Somalia fulfilling all government requirements both within Kenya and Somalia. The planned IPV vaccines and injection supplies for Somalia will be procured through UNICEF. As for all vaccines,  UNICEF will be responsible for matters related to IPV arrival in Nairobi where primary vaccine store is located as well as in Somalia, like  local customs regulations, requirements for pre-delivery inspection, special documentation requirements etc. No potential cause of delays is expected in case of IPV.
2.3 Target population and vaccine supply
The target population for IPV is derived on the basis of the population figures used by Polio pagramme , which estimated a total population of 11,171,468 for 2015.  Considering a 4% birth rate and IMR of 109/1000 live births, the estimated surviving infants for 2015 are 398,151. The Penta 3 coverage for 2015 and is planned to be 70% in Coverage Improvement Plan (CIP) 2014-15. As IPV will be given at time of Penta 3, and will be introduced in October 2015,   70% IPV coverage for Q4 2015 is planned .The projection for year 2015-2018 are   given in table 2.1 below
Table 2.1 Population Distribution by Year and projected IPV target population, Somalia
	Year
	Total Population
	Surviving infants
	Planned  Penta 3 coverage % 
	IPV target population
	Total doses  including vaccine wastage and buffer stocks
	Comment

	2015
	11,171,468
	398,151
	70%
	69,676
	121,934
	 IPV will be introduced in Q4 2015, therefore target population for Q4 only considered. 70% planned Penta coverage as per CIP 

	2016
	11,506,613
	410,096
	75%
	307,572
	580,305
	 Planned Penta 3 coverage is projected for cMYP 2016 and beyond 

	2017
	11,851,812
	422,399
	80%
	337,919
	522,052
	

	2018
	12,207,367
	435,071
	85%
	369,810
	570,661
	

	Total for 2015-2018
	1,794,951
	


3. Introduction and implementation considerations 
3.1 Policy development
The EPI policy has been developed for Somalia, which is being reviewed and is in the process of being endorsed by the Government. Under the policy, the government favours introduction of new vaccine including IPV to enhance child survival. 
The Comprehensive Multi Year Plans (cMYP) for Immunization were developed   for the period 2008-2010   and 2011-2015. The current cMYP (2011-2015) does not explicitly introduction of IPV.  The next i.e third cMYP for country for duration 2016-2020 will be developed in 2015, which will include the costs related to IVP.

IPV will be introduced, in immunization schedule of Somalia, in all the three zones (nation-wide) beginning October 2015. It is assumed that Somalia will be provided with 10 dose vials of IPV
The IPV introduction procedure, recommends introducing one dose of IPV while continuing to provide OPV doses. The administration of IPV will follow the same schedule as OPV3 and Pentavalent vaccine 3 which are administrated at 14 weeks in Somalia.  In case the first contact is on 14 weeks or afterwards it will be administered at that time. 
Currently Pentavalent vaccine is administered intramuscularly on the left thigh. The IPV vaccine will be administered intramuscular on the right thigh. 

Table 3.1 below provides the current RI schedule to which IPV would be added from October 2015 onwards. 
Table 3.1 Routine Immunization schedule of Somalia with IPV vaccine introduced

	Vaccine
	Age

	
	Birth
	6 weeks
	10 weeks
	14 weeks
	9 months

	BCG
	X
	
	
	
	

	OPV
	X
	X
	X
	X
	

	IPV
	
	
	
	X
	

	DTP-HepB-Hib. (Pentavalent)
	
	X
	X
	X
	

	Measles
	
	
	
	
	X


As IPV 10 dose is not fully preserved, the policy of discarding any open vials at the end of immunization session or six hours after opening, whichever comes first, will be implemented. 
3.2 National coordination mechanism to ensure the successful introduction
Table 3.2 Summary of IPV Introduction timeline 
	Activities
	Target Date

	Joint UNICEF/WHO task Force  on IPV application established
	15 Apr 2014  (Accomplished)

	IPV application along with supporting documents developed
	4 September (Accomplished)

	IPV introduction plan endorsed by HSC
	7 Sept 2014

	IPV Proposal submitted to GAVI
	15 Sept 2014

	Training plan for IPV introduction developed
	7 September 2014

	Registration and reporting system reviewed and revised, forms updated
	Nov-Dec, 2014

	Coordination meetings
	Q1 2015

	Microplanning trainings
	Q1 2015

	Cold chain inventory updated  
	April 2015

	Training manual and guidelines development/revisions
	Jan-Feb 2015

	Communication and social mobilization plans developed
	Jan-Feb  2015

	Communication material developed
	Mar-April 2015

	Printing of recording and reporting instruments, IPV introduction guidelines and communication material
	May  2015

	Training activities for introduction of IPV 
	July-Aug  2015

	Vaccine (IPV) arrival at Nairobi
	2 W  August 2015

	Vaccine distribution to Zones
	3-4 W August  2015

	Vaccine distribution to Regions/districts/Health Centres
	1 W September 2015

	Pre introduction evaluation meeting
	September 2015

	National Launching in Mogadishu, Garowe and Hargeisa. 
	October  2015


Coordination 
The Somali Health Sector Committee (SHSC) has the oversight role over the Health Sector.  Representation to the SHSC is constituency-based and it includes the Somali Health Authorities from Somalia Federal Government, Somaliland and Puntland; Somali Donor Group; Somali Civil Society representatives from the three Zones, UN agencies including WHO & UNICEF, and International NGOs. The SHSC meets on a quarterly basis and has an agenda based around the 6 Building Blocks of Health Systems Strengthening.  The Agenda points are derived from the 7 Technical working groups under the SHCS which includes the Child Health & Immunization / EPI Working Group.  The higher, political level structure of the health sector coordination structure is The Health Advisory Body (HAB) at Ministerial and Head of Agency level which meets every six months.  

The oversight role of the SHSC is increasingly recognized by all the local and international partners in its full coordination functions, instrumental for alignment to the recently launched National Health Sector Strategic Plans, ensuring better use of technical and financial resources. The SHSC has the oversight role of the Global Fund Grants being implemented since 2002 and the GAVI initiatives since 2004.
As a subcommittee of SHSC, EPI Working Group, with active role of WHO and UNICEF exist. The EPI Working Group will be responsible for overseeing implementation of  IPV introduction plan.  

3.3 Affordability and financial sustainability
In Somalia all immunization activities are supported by UNICEF/WHO and more than 60 partners. In 2010 UNICEF Somalia was the major financer of routine immunization activities in Somalia, financing about 46% of all the routine expenditures. These expenditures were used to cover cost of traditional vaccines, per-diem for outreach activities, salaries for staff, etc. The second major financier was WHO Somalia which covered about 29% of the total expenditures, mainly used for disease surveillance, salaries, etc. There are about 40 NGOs operating in Somalia in the area of immunization. These NGOs financed about 24% of total immunization cost. The contribution of sub-national governments was about 1% of routine immunization expenditure as summarized in Figure 2 below.           
[image: image2.png][

OGovemment BSub-nationalGov. BUnicef OWHO OSRCS BOtherNGOs




Figure 2: Baseline year financing profile, 2010 (Routine only): Source: Somalia cMYP 2011-15
UNICEF/WHO and partners, through the multi-donor, multi-year program of Joint Health and Nutrition Program (JHNP), have assisted the country meet the GAVI funding requirement to cover the cost of co-financing for the recently introduced Pentavalent vaccine. The current cMYP includes a set of sustainability strategies based in the specific context of Somalia; and the new cMYP, which will be developed at the end of 2015, will consider financial sustainability strategies within context of Somalia. There is lack of budgetary support for immunisation program from federal and sub-national governments. Despite these financial deficiencies, partners have supported the introduction of Pentavalent vaccine and are committed to support the introduction of IPV in Somalia. As IPV would not require co-financing as per current GAVI policy, its supply sustainability stands quite assured. 

The operational cost of IPV introduction is estimated at US$ 527,855, out of which GAVI  VIG  contribution will be  US$ 356,655 ( excluding PSC) based on the figure provided by GAVI. The remaining balance of US$ 177,200 will be covered by WHO and UNICEF including GAVI HSS support. 90,000. The summary of operational cost is given in table 3.3a below
Table 3.3a:  Summary Operational cost of POA for IPV introduction.
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GAVI secretariat is requested to transfer the VIG amount of US$ 183,085 to UNICEF and US$ 200,415 to WHO for implementation of the planned activities, as outlined in table 3.3 b below
Table 3.3b:  Distribution of GAVI VIG to UNICEF and WHO for implementation of POA
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3.4 Overview of cold chain capacity at district, regional and central levels
The cold chain system consists of the Primary Vaccine Store (PVS) in Nairobi, zonal and regional vaccine stores and service deliveries located within the country. The Primary Vaccine Store gets its supplies twice a year except BCG vaccine that is supplied once a year. The store further dispatches to all zonal stores twice a year using mainly air transport. Then, regions collect their supplies every three months, from zonal stores. All health facilities collect vaccines and supplies from regional stores on monthly basis.  

UNICEF has outsourced the clearance, storage and distribution of vaccines to the country at the Primary vaccine Store in Nairobi. There is currently close to 14747 litre net positive storage capacity and 55,000 litre net negative vaccine storage capacities. The current utilization rate for both positive and negative vaccine storage capacity is close to 5% and 2%, respectively. The storage capacity at sub-national and service delivery levels in Somalia is as follows:

· Somaliland and Puntland have each one cold room with gross capacity of 40m3. The positive storage capacity in Somaliland is utilized at around 20% for routine immunization, whereas that of Puntland is utilized close to 12%. In both stores, vaccine is further distributed to the regional, district and MCH. 

· Central South Zone does have three regional hubs in Mogadishu, Galkayo and Baidoa, from where vaccines are moved straight to the MCHs. 

· There are more than 300 MCH centres in Somalia that provide basic health and immunization services; and are equipped with different model of refrigerators.

The calculations of storage capacity requirement for IPV were based on the target population, the supply interval, the safety stock, and wastage rate and vaccine presentation. The required cold chain was then compared with the available cold chain capacity to determine whether the facilities had a surplus, match or deficit of cold chain capacity. Table 1 shows storage capacity with introduction of IPV at national, zonal and regional cold chain stores in 2015 and onwards.

Table 3:4 Positive storage capacity analyses at primary, zonal and regional levels for the introduction of IPV in 2015 

	Vaccine stores 
	Existing net  storage capacity, liters
	Estimated  required net  storage capacity, liters
	Addition net required, liters

	National Vaccine Store- Nairobi
	14,747
	8,580
	0

	Somaliland Zonal Vaccine Store
	11,430
	2,091
	0

	Puntland Zonal Vaccine Store
	11,430
	987
	0

	CSZ - Zonal Vaccine Store
	3,831
	5,502
	1,671


Based on the current cold chain storage space:

· At the primary level, in Somaliland and in Puntland, there is adequate vaccine storage capacity to accommodate the introduction of IPV. However South Central Zone (SCZ) will need extra cold chain storage capacity of 1,671 litres to fill gaps which will be addressed through the 40 m3 cold room, awaiting installation.

· At the regional level, there is no additional requirement. 

· At lower levels (district and health facilities), the storage capacity is considered to be sufficient.

3.5 Waste management and injection safety 
Through the support of immunization partners, Somalia is bundling all vaccines with appropriate auto-disable syringes for injections and safety boxes for disposal of used syringes and vials. Waste management for EPI in Somalia is part of the country-wide health care waste management plan which promotes the use of waste disposal units at district, hospitals and service delivery levels.  The current practices indicate that waste disposal is made using either incineration or burn and bury. Measles SIAs provided opportunity to extend the existing waste management infrastructures in the country.  During various training of health works, as that at time of introduction of Pentavalent vaccine in 2013,   injection safety and waste management is given due importance In spite of lack of injection safety assessment to improve the safety and waste disposal aspect in Somalia, the existing injection safety and waste management system is considered to be adequate to accommodate IPV introduction.There is also a plan to conduct injection safety and waste management assessment in 2015.

3.6 Health worker training and supervision
Health worker training 
The country’s IPV introduction plan highlights the need to refresh the knowledge and skills of health workers at all levels, on basics of immunization as well as update on the particulars of IPV. The training will focus to improve the skill of health workers on program planning, service delivery, monitoring of immunization performance, Adverse Events following immunization (AEFI), surveillance, risk communications, and interpersonal communication. Special emphasis would be laid on training the health workers on the aspect of discarding any open vials at the end of immunization session or six hours after opening, as IPV 10 dose is not fully preserved vaccine.
In preparation for Pentavalent introduction, a vaccinator manual was developed in 2013. This manual will be updated for information related to IPV and translated in to Somali language. Health workers training plan will be developed and rolled out. The training will start at national level and will be cascaded down to the level of MCH health workers, as follows:

· Development of a national and sub-national training plans
· Development of training materials
· Familiarization workshop for Zonal and regional Health/EPI  managers

· Training of Trainers (TOT) process will be conducted at the national level for zonal trainer for two days. The TOT will be conducted to about 25 zonal level immunization staff including MOH EPI unit staff, zonal polio coordinators and zonal UNICEF/WHO staff. The training would be provided by WHO & UNICEF CO and ROs, 

· TOT at zonal level will be conducted for regional MOH/WHO/UNICEF/NGO teams for two days. 

· A series of training sessions will be conducted for front-line health workers, from 300 MCHs and about 200 Female Health Workers.  

Supervision and Monitoring

In Somalia the three zonal ministries are being supported by UNICEF, WHO and other partners to conduct EPI supervision. The joint UNICEF/WHO task force will prepare a detailed supervision plan to support smooth introduction of IPV. The ministries in Puntland and Somaliland have recently assigned a dedicated staff in each of the EPI units, responsible for the coordination of supervisory activities. Depending on availability of funds, the EPI units of these ministries conduct regular supervision in their jurisdiction. The newly formed MOH in Mogadishu is in the process of establishing itself; and conducts supervision in accessible districts of South-central zone. 

IPV will be included in the supervisory checklist that is being developed and will be used by all partners in the three MOHs. Monitoring of IPV implementation will be made part of regular supervision and reporting with the ministries. This will be monitored in the monthly coordination meeting. Review meetings will be conducted every six months following introduction at regional and zonal level

3.7 Risks and challenges
In about a third of Somalia, the country has been experiencing lack of access due to insecurity. As a result, about 100,000 infants are difficult to be reached for routine immunization. Experience with the recent Pentavalent introduction, has shown that there will be no major challenge in the community accepting the vaccine.  The challenge anticipated with IPV introduction is related with concerns of health workers about the multiple injection and possible fear of community for multiple injections. Vaccinators will be trained on Inter Personal Communication skills. Additionally, these issues will be also addressed in the comprehensive IPV communication strategy. Tailored messages for care-givers will be developed and disseminated to reassure them about the benefits and safety of IPV vaccine. The other challenge will be ensuring safe injection which will also be addressed through training of health workers with practical demonstration.  

Vaccines and supplies for each region and district of CSZ have been provided often using a circuitous route to avoid insecure areas. As a result, the vaccine distribution costs become very high. Costly charter air services have also been used to transport vaccines and supplies. This challenge will only be addressed with improvements in security situation of the country. In addition given the security and weak infrastructure in the country, the supplies cannot always be made as per plan. This necessitates keeping sufficient buffer stock at each level.
The risk of using vaccine in subsequent vaccination session or beyond 6 hours after the vial is open is an issue of concern. This will be alleviated through training on the introduction of IPV to incorporate the fact that the vaccine should be discarded after maximum of six hours after opening as opposed to OPV. Besides, there will be a poster incorporating the MDVP application for IPV in vaccination sites and hand-outs to health workers for easy reference. The RI monitoring and supervision will particularly be focused on this aspect
Poorly developed financial and banking system provided several challenges to allow payments to contractors and NGOs who support program implementation. This challenge will be addressed with improvements in infrastructure of the country. 
4. Situational analysis of the immunisation programme
4.1 General context of the country
Somalia covers a total geographic area of 637,657 km2, and is administratively divided into 18 regions and 93 districts. After the disintegration of the central government in  1991 this administrative division has taken different shape. Currently there are three operational zones (Somaliland, Puntland and Central & South) under which are reported 20 operational regions and about 119 operational districts
.

Population estimates for Somalia are debatable. The last population census was conducted in the 1970s.  All population estimates have therefore been derived through a mixture of projections from these figures as well as from figures used in delivering nation-wide services such as polio vaccination campaigns and/or household surveys. Based on Polio Programme figures, Somalia is estimated to have a total population of 11,171,468 in 2015. The total live births for the same year are estimated to be 446,859. 

While there is the Federal Ministry of Health, the self-declared state of Somaliland and the autonomous state of Puntland have separate ministries.  The MOHs ability to deliver public health services is limited. This vacuum has been filled essentially by non-governmental organizations (local and international) through funding from UN agencies, and multilateral and bilateral donors. There are more than 300 MCH centers and about 600 health posts in Somalia that provide basic health and immunization services.  

Organization of the Health System 

Essential Package of Health Services was defined for the country through a consultative and inclusive process by partners. The essential package is organised through classic tiers of service provision with the following four levels:  Primary health unit, Health centre, Referral health centre and Hospital 

Organization of Immunization System of Somalia
With the support of WHO and UNICEF, EPI programme in Somalia started in 1978, with the strategy of mobile and outreach services. The civil war of 1988 - 1992 devastated the health infrastructure and dispersed health workers. The modest gains of the programme were completely lost due to the war.  
With the introduction of Pentavalent vaccine, two cold rooms, one in each of the northern zone, were built; and a third cold room is being built in SC zone. The country is implementing its Coverage Improvement Plan (CIP) 2014-2015 that will help in  increasing its immunization coverage, through rebuilding the immunization system, improving program management, improving service delivery and community participation.  
Health Authorities

All the three health authorities of Somalia provide leadership in matters of immunization activities in their respective areas through respective EPI units?. The Federal Government’s ministry of health in Mogadishu, capital city of Somalia, is in the process of re-organizing itself and has established EPI unit by assigning a focal person for immunization activities.  

Coordination among EPI Partners  

The majority of immunization partners for Somalia participate in a coordination mechanism at Nairobi level in an EPI Working Group organized under the HSC committee. The working group is chaired by UNICEF, co-chaired by WHO and attended by most NGOs who have offices in Nairobi.  In Somalia, all partners have a role to play; and the immunization programme is benefitting from the comparative advantage of each partner, as indicated in table 4.1, below. WHO and UNICEF in Somalia provide significant technical and financial support to the Ministry of Health in improving immunization coverage. UNICEF provides support mainly in vaccine procurement, supply and logistics, cold chain and social mobilization and communication. Whereas WHO provides technical support in disease surveillance, training of health workers and in supportive supervision. Other NGOS also support immunization programme in various areas. The same coordination mechanism and network will be utilized for the IPV introduction in Somalia. 

Table 4.1 Distribution of EPI activities by major partners 

	MOHs/Partners 
	Major EPI Activities

	
	Service Delivery
	Disease Surveillance
	Vaccine supply
	Logistic
	Advocacy, social mobilization and communication

	MOHs
	Run some MCH facilities 
	Supports data collection 
	Provides leadership 
	Provides security
	Support IEC activities

	UNICEF
	Provides essential medicines/vaccines  and supplies to MCHs including running costs and supports training
	Supports disease surveillance 
	Procures, stores and distributes vaccine
	Runs  and maintains Cold chain 
	Produces IEC materials, training and funding for social mobilization

	WHO
	Provides Training 

Management support to MOH
	- Collects and analyses data

- Conducts training 
	Supports vaccine management trainings
	Delivers vaccine to vaccination sites during campaigns
	Training and technical inputs

	NGOs
	Run some MCH facilities

Conduct outreach
	Support surveillance 
	Support request and management
	Supports transport
	Support IEC activities


4.2 Geographical, economic, policy, cultural, gender and social barriers to immunization
Table 4.2 (requested table B2) Trends in national vaccine coverage

	Trends of national vaccine coverage (percentage)

	Vaccine
	Vaccine Used
	Target population (2013)
(number by age and sex,

if available)
	Coverage reported (JRF)

	
	
	
	Most recent year (2013)
	Previous year (2012)

	BCG
	[Type text]
	
	[33] %
	[37] %

	OPV 3
	[Type text]
	
	[24  %
	[47 ] %

	DTP 1 / Penta 1
	[Type text]
	
	[59 
	[76 ] %

	DTP 3 / Penta 3
	[Type text]
	
	[34 %
	[61  %

	Measles 
	[Type text]
	
	[49 ] %
	[29  %


WHO/UNICEF best estimate for 2013 DPT3 coverage had been 42%. The DPT3 coverage trend over last years had been as following

[image: image5.emf]
In Somalia, the immunization program targets all children under one year of age and women of child bearing age for TT vaccination. The policy asserts the right of all children to be vaccinated, and recommends to provide vaccine for all eligible children regardless of sex, race or religion; but coverage data are not disaggregated by sex.  

According to MICS 2011, ‘for most vaccinations the coverage does not vary significantly between boys and girls other than when it comes to receiving all vaccinations where boys are at an advantage (14 percent versus 9 percent). For each vaccination children in urban areas are more likely to be vaccinated compared to their rural counterparts; 40 percent of urban children have receive the measles vaccination compared to 23 percent of children living in rural areas. Vaccination coverage also increases with education of the mother; 45 percent of children born to mothers with primary education have received the BCG vaccination compared to 24 percent of children born to mothers with no education’.
In all training sessions, vaccinators are instructed to advise parents to present all their children, irrespective of sex, for immunization. Vaccinators are advised to report any such discrimination, if and when they occur. Health workers have been trained to provide services, irrespective of the gender of infants. Supervisors are advised to report and take immediate action, in an event of overt/covert gender discrimination.   

In as much as possible, female vaccinators are given due priority in vaccinator selection during campaigns. Therefore, about 75% of vaccinators in CHD campaigns are females. With GAVI HSS support and in pilot districts, data will be collected at community level with the support of Female Health Workers. This will help achieve the goal of collection of sex-disaggregated data. Under the HSS component, a community-based Health Management Information System is being rolled out through community based Female Health Workers; and work is ongoing to integrate it into the HIS. 

Somalia faced a Polio outbreak in 2013 when 194 cases of WPV were confirmed in the country. This outbreak has now mostly contained and  till end August 2014, 4 cases of WPV were confirmed in the country. 
4.3 Findings from recent programme reviews
An EPI review was conducted in 2012, in Somaliland and Puntland. The findings were discussed at zone level in each zone and among partners at Nairobi level. The major strengths and weaknesses noted are listed below:

Strengths: 

· Adequate cold chain capacity in regional stores, sufficient vaccine storage capacity at health facility level

· Standardized equipment in place, and good storage temperatures of refrigerators

· Most HFs visited were equipped with incinerators for waste management

Weaknesses:  

· Non-use of computerized Stock Management Tool to monitor vaccine and supplies 

· General poor reporting system at various supply chain visited all over Somaliland 

· Limited human resource capacity 

· Poor HMIS with inaccurate or unavailable data at some of supply chain levels 

· Lack of motivated MOH staff at health facilities.   

· Inventory incomplete or with discrepancies, 

· Reporting system, record keeping and documentation was identified as one of the major challenges with MOH staff. 

· No SOP/guidelines on Immunization displayed at facilities visited

Following the recommendations, an EVM assessment was conducted and improvement plan developed, which is being implemented. Regarding the HMIS, the following activities have been carried out to improve data management: 

· Transfer ownership of HMIS from UNICEF to MOH in stable zones of Somaliland and Puntland, through phase-out and tailored capacity building strategies.

· Assist establishment of MOH National HMIS and regional HMIS units in Somaliland and Puntland.

· Standardization of HMIS tools to be used across all 3 zones through coordination with the 3 MOHs.

· Print, supply and distribute standardized HMIS tools to 3 MOHs and the NGO partners. 

· Support capacity building at all levels through training and field technical support. 

Future plans for making further improvements to data quality include extending these data improvement activities to the Central Southern zone to ensure that strengthening is carried out uniformly nation-wide. 

In addition to EPI review, and in the context of the 2013 to 2014 polio outbreak, there have been a series of outbreak assessment by external review teams.  Main findings of these reviews identified increasing commitment to stop circulation of wild polioviruses and that the country made great efforts to stop the outbreak; improve surveillance, immunization, communications, and social mobilization. Many of the recommendations are being implemented. 

The assessments also made note of areas to strengthen routine immunization during the continued outbreak response.  Areas of concern included the very low routine coverage for tOPV, evidence of tOPV stock-outs in MCH centers which caused centers in SCZ to us bOPV, many health facilities without routine immunization facilities, the need to strengthen cold chain in SCZ, negligible outreach services, and the need for district polio officers to use data more effectively to improve the system to address gaps in EPI. 

With regard to recommendations, the review team noted: “the Somalia RI coverage improvement plan 2014-2015 should be implemented including ensuring adequate vaccine supply and expanding routine EPI services to all health facilities; the data collected by polio network should be utilized to provide updated inventory of cold chain and specific vaccine to be added to the stock.” 
In addition, the polio program is reviewed by the Horn of Africa Technical Advisory Group (TAG). In the August 2014 TAG meeting, the members noted the progress in planning IPV introduction into Routine Immunization program and looks forward to report on the status in next meeting. The TAG re-emphasized the need to demonstrate improvement and documentation of strengthening routine immunization coverage in Somalia. Finally, with regard to EPI, the TAG noted that following earlier recommendation RI has been started in some of the health facilities and recommends that this should be done in all health facilities of country and progress should be presented in next TAG and included in HOA bulletin.

Besides the above programmatic reviews, an Effective Vaccine Management (EVM) assessment was conducted in Somalia from February to March 2013 reaching the Primary Vaccine Store located in Nairobi, the three zonal stores in Somaliland, Puntland and Central South Zone and seven MCHs providing vaccination services. A number of recommendations were made to build the EVM improvement plan to address the gap identified in the vaccines supply chain. Currently the implementation of the improvement plan is in progress as shown in annex 1.
As government is still in the process of rebuilding there is little financial support for EPI in Somalia. There always remain huge needs of funds which partners try to cover as much as possible.  Most of the activities related to recommendations of EPI review, Polio review and EVM improvement plan and IPV introduction plan   are covered by CIP 2014-2015. As Somalia will be developing next cMYP 2016-2020, in 2015, all the recommended activities will be brought under the cMYP 2016-2019. Under GAVI HSS support approximately US$- 90,000 will be available to implement some of these the activities. In addition US$ 356,655 will be available under VIG. For the balance amount EPI group will advocate with partners to get resources
Somalia successfully introduced Pentavalent vaccine in RI in April 2013. The Pentavalent introduction plan was implemented without any serious concern. Considering this experience, the EPI group and SHSC do not see any serious concern related to implementation of IPV introduction POA. 
4.4 Stock management 
At the Primary Vaccine Store level, there is computerized stock management system used for recording and reporting of stock movements. Besides, manual stock management system is in place and all vaccine arrivals and dispatches are recorded in the same day and stock balance is updated but the records are not complete as they miss some of the essential/vital information i.e. the VVM status, wastage calculation and records for the diluents. 

The programme is in the process of updating the vaccine control book to match the EVM standards and also incorporate the new vaccine (IPV). SOPs for vaccine management for all supply chain levels have been drafted and will need inclusion of IPV before final approval and printing by end of 2014.

In 2015, plans are underway for introduction of the electronic vaccine stock management system with the pending security situation and varsity of the country, most vaccine hubs are supplied through air mode of transportation and it’s supplied twice a year to zones and regional hubs with full support from UNICEF. The lower levels below (districts and health facilities) are supplied by NGOs and patterns with support from UNICEF. Dry logistics are supplied by sea ports in the different three zones. 

The transport of the all logistic supplies including vaccines for Somalia is supported by UNICEF. Vaccines and related supplies are transported form the Nairobi Primary vaccine Stores by air; and in country transportation is made using mostly land and to some area through air.

There will be an increase in transportation cost regarding delivery of vaccine especially by air freight, as delivery costs are tagged to weight and volume. The expected increase reaches to 12% compare to the current transportation cost of RI vaccines.  Hence, these additional cost need to be addressed at the beginning in the introduction grant and further consideration need to be made for its sustainability in the long term.

5. Monitoring and evaluation
5.1 Updating of monitoring tools
For monitoring and evaluation, the immunisation registers and immunization cards will be adapted by adding IPV alongside the Pentavalent3 at 14 weeks, both in the vaccination cards/Registers in addition to the vaccine distribution registers. These will be then translated into local language along with the guidelines before being printed and distributed to the routine immunization vaccination personnel. Orientations will be organized for the vaccination personnel at all levels for familiarizing them with the changes in the formats.

The Reporting and monitoring forms will also be modified & the HMIS will also be adapted accordingly. Additionally, the logistics for IPV including the syringes will be added in the calculations. The cold chain and planning formats will also be modified and adapted to include the changed calculations and formulas. Orientations for the cold chain personnel would include the changes in the formats and logistics calculations. Gender disaggregated data is not currently collected for routine immunisation program. Introduction of IPV would be an opportunity to add this to recording and reporting instruments. 

For the program to have its desired impact, it would be imperative for adequate number of fixed and outreach sessions to be held as planned with all vaccines available.  Microplanning for RI is being practiced for a limited scale in the country. There is a need to further build the capacity of RI staff for microplanning, monitoring and supportive supervision. Trainings in this regards are included in CIP and IPV POA and will be provided during Q4 2014 and Q1 2015. The funds under GAVI HSS and VIG for IPV would be used for this purpose.
5.2 Adverse Event Following Immunisation (AEFI) monitoring and reporting
The current EPI policy addresses the issue of AEFI. The policy recommends, among others, the following: 

1. Immunization programs at various levels should monitor adverse events following immunization. 

2. Each serious Adverse Event Following Immunization (AEFI) should be investigated and efforts should be made to determine its cause. 

AEFI monitoring and investigation has been given due attention in all immunization training including trainings during campaigns like Child Health Days. In the light of the multiple injections after the introduction of IPV, AEFI will be given due attention in all the planned IPV trainings. Existing mechanism of surveillance will be utilized for monitoring AEFI related to IPV.
6. Advocacy, communication, and social mobilisation
For advocacy purposes orientations will be provided to key policy makers and government agencies on IPV, its rationale and benefits. Similarly advocacy meetings will be held at zonal, regional, district and community level for the creation of enabling environment to support the IPV introduction. Advocacy activities including dialogues, sensitization meetings and round table discussions will target clan, district, community and religious leaders as they are the gatekeepers in the community and play important roles in terms of vaccine acceptance, especially in high risk areas. 

In order to have a community buy-in for IPV, social mobilization efforts will target mobilization of professional associations such as medical professionals, religious associations and NGOs, CBOs and other networks. In the case of Somalia, Civil Society organizations, NGOs play a big role in reaching communities with key messages on immunization and in motivating families and communities to take their children for immunization. Collaboration with other ministries and line agencies such as Ministry of Justice and Ministry of Education will be done to educate them about IPV introduction and to utilize their structures for IPV communication. Ministry of Education has a strong structure at community level through schools. School children will be mobilized to deliver key messages to families, communities and to their peer groups on the importance of IPV Quranic Schools play important roles in communities to influence them in accepting the messages or to adopt any health behaviours. Therefore religious leaders will be mobilized to support the IPV introduction.   Advocacy to Ministry of Justice will be crucial to reach children in remote areas who are missed due to religious beliefs. This has been proven from the experience in the Polio communication Clan leaders are the most influential people in Somalia for any important decisions for the community. Decisions taken by the Clan leaders are easily accepted in communities. The local clan leaders will be mobilized so that proper mapping of the pastoralist and nomadic community can be done (for outreach session) and children can be reached for vaccination. The Harvard research shows that the radio is one of the most popular communication channels. Specific messages through the local radio in local languages using the clan leaders will be developed in consultation with clan leaders.

Social mobilization and communication activities for immunization are managed by Ministry of Health through health promotion units in the three zones: South Central Zone, Somaliland and Puntland. Community health workers and social mobilizers are the frontline workers to implement communication activities in communities.  The health promotion units in the three zones will be responsible for developing, implementing and overseeing the communication plans for IPV introduction. 

A rapid formative research study will be conducted to understand the perception of care-givers and health workers towards multiple injections. The study will be conducted in all three zones of Somalia. Findings from the study will be used to inform the communication plans and to design messages and communication material. Communication plans will be developed with participation of key stakeholders. The plans will use mutually reinforcing approaches of advocacy, social mobilization and behaviour change communication.

For behaviour change communication, tailored messages will be developed to reach families and caregivers with information on IPV. Communication material will be produced, pre-tested and finalized. Globally available generic material will be used to develop FAQs, fact sheets and training material. . Radio will be used to reach most of the population with key messages. TV will also be used to reach the urban population Parents and care-givers will be encouraged to take their children for IPV vaccination. Special efforts will be made to reach hard to reach children. Megaphones, which are another popular channel to reach communities, will also be used to disseminate key messages. Lessons learnt from polio communication will be utilised to reach the hard to reach areas and to ensure that no child is missed out.

Interpersonal communication training for health workers will be a key activity. Past experiences show that health workers are the most trusted sources of information and at the same time many studies also reveal that health workers do not explain to care givers about the time and date to return for next vaccination and on number of times they need to have their children vaccinated. As there is a lot of concern on complex messaging and risk of refusals by parents/caregivers to have multiple injections being given at the same time, health workers play a key role in  reassuring parents/care-givers for any concerns they may have and explain any possible side effects and what action to take in case of these side effects. The training on IPC will be part of the health worker training. Social mobilizers will also be trained on IPC. Simple easy to understand messages will be designed for care-givers and families.

Risk communication training will also be conducted for health workers for them to understand the importance of having an AEFI communication structure and plan in place for any possible AEFI. Media will be oriented on the IPV introduction and will news. The local journalists and media houses will be trained and given basic information kits on IPV to enable then write/produce programmes that prompt IPV. The local media houses will be encouraged to verify any rumours before publishing/broadcasting the news.

Monitoring of communication activities will be done by using a simple checklist to be used by social mobilizers. Documentation will be done to show the effectiveness of communication interventions and to capture lessons learnt.  

To increase the acceptance of IPV vaccine will be launched at the national level by a high profile Government officials involved. Advocacy will be done with parliamentarians to take a lead in their respective areas in launching IPV. At the local level launches will be done by religious / tribal leaders. [image: image6.png]
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� The number of regions and districts that are accepted by the international community are those that were defined by the last Somali government: 18 regions and 93 districts. The number has been changing since then, especially in NW/NE zones. The number presented here is the figure used for operational purposes by partners in Somalia.  
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